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ABSTRACT 
 

Introduction: The purpose of this study was to assess the determinants of unsafe abortion among 
women within their fertility age in the Central Region using Dunkwa Municipal Hospital as a case 
study.  
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Methods: A facility based cross sectional study design was used for the study at Dunkwa Municipal 
Hospital. The population for the study was women in their reproductive age (15-49) accessing 
health care at Dunkwa Municipal Hospital from January to August, 2024. The study used 381 
sample size, with simple random as a sampling technique. A structured questionnaire containing 
close and open ended questions was used to gather information from the study respondents. Data 
entry and analyses were done using SPSS version 22.0 software. Both descriptive and inferential 
analyses were performed to assess the significance level of 0.05.  
Results: The following health facility factors proved statistically significant: Health workers 
perception, inexperience of health workers, high cost of safe abortion at the health facilities, health 
workers poor attitude, poor access to health facilities and lack of family planning on unsafe abortion 
(p-value=<0.001) respectively. The significant sociocultural factors were culture, early marriage, 
religion, money for family planning, parents, no parental sex education were all significant (p-
value=<0.001) respectively. On sociodemographic characteristics and unsafe abortion the following 
variables were statistically significant (p-value=<0.001), age of the respondents had strong 
association with unsafe abortion. Educational status was also statistically associated with unsafe 
abortion (p-value =<0.001). Religion and income level were also statistically associated with unsafe 
abortion among the respondents (p-value =<0.001). 
Conclusion: It is concluded that if health workers improve upon their attitude, competence and 
reduce cost of health care, unsafe abortion among women would be reduced. Dealing with these 
sociocultural characteristics appropriately in the various communities can go a long way to reduce 
unsafe abortion. Any woman can experience unsafe abortion irrespective of her demographic 
features. Female counselling sessions need to be made available by the Ministry of Health and 
Ghana Health Service to sensitize them on the dangers of unsafe abortion. 
 

 
Keywords: Feotus; unsafe abortion; reproductive age; central region. 
 

1. INTRODUCTION  
 
Every woman was acknowledged as having the 
right to freely and responsibly choose the 
number, timing, and spacing of her children 
during the inaugural International Conference on 
Population and Development (ICPD) in 1994 [1]. 
They also enjoy the best standards of sexual and 
reproductive health, as well as the right to 
information and the means to obtain this [2]. A 
crucial element in ensuring the realization of 
these rights is the accessibility and availability of 
safe and legal abortion, as 25% of pregnancies 
result in abortions [3]. 
 
Any method used to end a pregnancy, whether 
or not it is viable, that causes the foetus to die or 
be expelled is referred to as an abortion [4]. It 
could be induced or spontaneous. Any 
termination that occurs within the first 28 weeks 
following the last menstrual cycle is classified as 
an abortion in Ghana since the age of viability is 
established at 28 weeks [5]. The means by which 
abortion is performed, whether safe or unsafe 
has implications on the woman’s health [6].  
 
A key contributing factor to maternal morbidity 
and death is unsafe abortion [7]. "Any procedure 
for terminating a pregnancy performed by 
persons lacking the necessary skills or in an 

environment not in compliance with minimal 
medical standards, or both," according to the 
World Health Organization, is classified as an 
unsafe abortion [8-11]. Unsafe termination 
procedures become more common when access 
to safe abortion is restricted [12]. The provision 
of high-quality abortion care services is 
hampered by stigmatization by the community 
and service providers [13].  
 
Between 2018 and 2022, 13% of maternal 
fatalities worldwide were related to unsafe 
abortions [14]. Numerous immediate and long-
term problems result from unsafe abortions. 97% 
of the nearly 21.9 million unsafe abortions carried 
out annually take place in low-income nations 
[15]. Estimates of the number of unsafe abortions 
performed in Africa range from 18 to 39 per 1000 
women, which is the highest percentage [16-18].  
 
Poor awareness of safe abortion services, the 
belief that abortion is a taboo procedure in 
Ghanaian culture and religion, the social stigma 
attached to an unplanned pregnancy, and the 
desire to avoid parental disappointment and 
neglect after an unplanned pregnancy are some 
of the factors that contribute to the high rate of 
unsafe abortions [19-21]. Unsafe abortions can 
result in organ damage, haemorrhage, sepsis, 
and retained pregnancy products [22]. Additional 
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long-term effects include secondary infertility, 
tubal obstruction, and pelvic inflammatory illness 
[23]. To address the clinical signs of these 
sequelae, terminate the cycle of repeated 
unplanned pregnancies, and reduce the need for 
abortions, high-quality post-abortion care 
services are necessary [24].  
 

According to recent estimates, 31% of the 56 
million induced abortions performed annually 
worldwide are less safe than 45% of hazardous 
procedures [25]. They were either induced by an 
inexperienced individual or without the use of a 
WHO-recommended technique suitable for the 
gestational age [26]. The least safe category 
comprises 14% of cases, which include both 
ineffective techniques and unskilled personnel. In 
Africa, 44% of abortions are thought to be the 
least safe [27]. Even while many nations now 
offer access to medical abortion and manual 
vacuum aspiration (MVA), safe techniques of 
ending pregnancies, a sizable number of unsafe 
abortions are performed annually throughout the 
world [28]. 
 

Additionally, there is little evidence that women in 
Africa are getting better access to high-quality 
abortion treatment because national health 
systems hardly ever have the capacity to offer 
this kind of care [29]. Maternal mortality and 
abortion rates are significantly correlated in 
Ghana [8]. Maternal mortality can be directly 
caused by unsafe abortion practices, and 
complications from abortion have been identified 
as one of the main causes of death for Ghanaian 
women in the Central Region [30]. Among 
women in the reproductive age range of 15 to 49 
years, 20% had undergone an abortion. Of them, 
around 57% had employed non-medical 
techniques [31,32].  
 

Unsafe abortion is one of the main causes of 
maternal mortality, accounting for around one in 
ten (11%) of all maternal deaths. The objective of 
the Sustainable Development Goals (SDGs) is to 
bring the ratio of maternal death to about 70 per 
100,000 live births. Effective abortion care 
service implementation will lower the contribution 
of unsafe abortions and the ensuing 
consequences to maternal mortality, which is 
necessary for Ghana to meet this aim [33]. In 
addition to raising maternal mortality and 
morbidity, the problems linked to unsafe 
abortions further divert the nation's limited health 
resources, which has grave repercussions for 
public health [34].  
 

Ghana is thought to have a more liberal abortion 
law when compared to other African nations. The 

number of women who present to medical 
facilities each year with problems from unsafe 
abortions rises as a result of poor post-abortion 
care provided by healthcare professionals who 
lack resources [35]. In 2021, mothers              
between the ages of 25 and 29 were the                   
most affected (51%) by spontaneous abortions; 
in 2022, however, mothers between                           
the ages of 20 and 24 recorded the highest 
number of abortions (61%) in the Central Region 
[36]. 
 
In Africa, young girls under the age of 25 account 
for about 60% of unsafe abortions. Women in 
their reproductive age frequently have 
complications from unsafe abortions worldwide 
[20]. Younger women also have a tendency to 
have more serious complications from induced 
abortions than do older women [13]. Regretfully, 
they are also treated with inferior abortion care 
practices [15]. 
 
Young, single women have difficulties getting an 
abortion. These difficulties are ascribed to things 
like immorality and disobedience to sexual 
abstinence regulations. The biggest obstacles 
single and unmarried women had to face while 
obtaining a professional abortion were shame 
and dishonour. These two factors increased the 
risk of serious complications and mortality by 
causing large delays in seeking professional 
abortion care [9]. 
 
Poor women and girls bear the brunt of 
disparities in access to safe abortion and post-
abortion care services. Wealthy women are 
typically able to pay for safe abortion care from 
licensed medical professionals and facilities, and 
they are also more likely to receive post-abortion 
care [7,37]. Traditional healers, friends, family, or 
the woman herself are examples of providers. In 
certain situations, whether a prior attempt at 
pregnancy termination ended in a major problem 
dictates the type of provider [38,39].  
 
1.1 Objectives of the study 
 
i. To assess health facility determinants of 

unsafe abortion among women in their 
reproductive age at Dunkwa Municipal 
Hospital   

ii. To assess the sociocultural determinants 
of unsafe abortion among women in their 
reproductive age at Dunkwa Municipal 
Hospital 

iii. To determine the association between the 
sociocultural factors and unsafe abortion  
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2. METHODS 
 

2.1 Study Site 
 
The study was conducted at the Dunkwa 
Municipal Hospital which is located at the south 
western part of Dunkwa Township. The hospital 
serves a total population of 144824 people which 
consist of 60 communities.  It has 13 
departments namely OPD, operating theatre, 
RCH counselling and testing eye department, 
male ward female ward, ENT laboratory, 
radiology, and pharmacy maternity and morgue. 
The Dunkwa Municipal Hospital has staff 
strength of 256 both medical and para-medicals. 
 

2.2 Study Population 
 
Women within their reproductive ages (15-45 
years) and accessing health care services at the 
Dunkwa Municipal Hospital served as the 
population for the study. The respondents had to 
be at the hospital during the data collection and 
were willing to take part in the study. 
 

2.3 Study Design  
 
The study employed facility based cross-
sectional design to assess the determinants of 
unsafe abortion among women within their 
fertility age using Dunkwa Municipal Hospital as 
case study. A case study is an in-depth study of 
one person, group, or event. In a case study, 
nearly every aspect of the subject's life and 
history is analyzed to seek patterns and causes 
of behaviour [40]. Case studies can be used in 
various fields, including psychology, medicine, 
education, anthropology, political science, and 
social work. The purpose of this study design 
was to learn as much as possible about trainee 
nurses knowledge and practice of emergency 
contraceptive so that the information can be 
generalized to many others. Unfortunately, case 
studies tend to be highly subjective, and it is 
sometimes difficult to generalize results to a 
larger population. While case studies focus on a 
single individual or group, they follow a format 
similar to other types of psychology writing [9].  
 

2.4 Sampling Size Determination 
  
The prevalence of women within their fertility age 
(WIFA) hospital attendance according to the 
Municipal Health Directorate Report, 2023 was 
40.26 percent at the hospital. Using the 
proportion 40.26%, the minimum sample size 
required for this study was derived using 

Cochran's (1977) formula:  n = (Z α/2) 2 P (1-P) 
/d2. 
 

n= (1.96)2 (0.5) (0.5) / (0.05)2    
 
Z = z statistic for a 95% confidence level 
(1.96)  
P = a proportion of 0.628  
1 = 1-proportion of not affected  
d= a precision of 5% was used;  
n = (1.96)2(0.628) (0.426)/(0.05) =346  

 
Allowing for 10% non-response rate, the 
minimum respondents for the study was 381.  
 

2.5 Sampling Technique 
 
Simple random sampling method was used to 
select the women with their reproductive ages at 
the hospital’s Outpatient Department (OPD). The 
researchers used ten (10) working days to select 
the respondents who met the study criteria.  
 

2.6 Data Collection Techniques 
 
Quantitative data collection method was 
employed for this study. In this case a structured 
questionnaire containing both close and open-
ended questions was used to gather information 
from the study respondents. The principles of the 
study were explained to respondents using the 
participant information sheet. The information 
sheet was prepared in English since all the 
participants were literates. Consent was sought 
from individuals who agreed to be part of the 
study with their privacy and confidentiality fully 
assured.  
 
The entire questionnaire was built in four (4) 
sections. The first section was made up of 
questions relating to the socio-demographic 
characteristics of the respondents. The second 
section comprised questions relating to the 
health facility’s determinants of unsafe abortion. 
The third part contained questions relating to the 
sociocultural determinants of unsafe abortion. 
The fourth section dealt with the demographic 
features that affected unsafe abortion among the 
women. Data collection was facility-based and 
the data were collected by the researchers 
themselves.  
 

2.7 Pilot Study  
 
At the Diaso Health Center, pre-testing of the 
data collection instrument took place. The pilot 
study area was situated outside the study site, 
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but had similar characteristics                                       
in terms of personnel and facilities. The Diaso 
Health Center was chosen for the pilot study due 
its proximity and has similar geographical 
characteristics like Dunkwa Municipal Hospital. 
The pilot study helped classified certain 
difficulties that were linked to the understanding 
of the respondents. The researcher piloted the 
questionnaire on 20 women within their 
reproductive ages to check for reliability of the 
instrument. The Cronbach Alpha co-efficient was 
calculated for the questionnaire and yielded 
0.803.  
 

2.8 Data Analysis 
 
Data and obtained through the questionnaire 
were keyed into Microsoft Excel application 
under predefined classifications and 
subsequently exported to Statistical Package for 
Social Sciences (SPSS) version 25.0 application 
for statistical analyses. Thus, SPSS was used to 
run both descriptive and inferential statistical 
analysis to show the characteristic patterns 
between the data sets and also produced results 
which aided in the interpretations and 
significance of the data relative to the objectives 
of the research.  
 
The results from the SPSS analysis were 
presented in tables and graphs. Participants’ 
sociodemographic characteristics were described 
using descriptive analysis with results presented 
in frequencies, percentages, mean and standard 
deviation in tables.  
 
Objective one (health facility determinants of 
unsafe abortion) was analysed with logistic 
regression and Chi-Square test.  
 
Objective two (the sociocultural determinants of 
unsafe abortion) was also analysed with logistic 
regression and Chi-Square test.  
 
Objective three (the demographic features                   
that affect unsafe abortion), was analysed                
using factor analysis and descriptive                 
statistics.  
 

3. RESULTS  
 

3.1 Socio-demographic Characteristics of 
Respondents 

 

Table 1 presents the socio-demographic 
characteristics of the respondents. More than 
half of the respondents 254(66.7%) were 30 

years and above whilst 16(4.2%) were within the 
age range of 26-30 years with mean age of 30.5 
and standard deviation of 5.5. Also, 257(67.5%) 
of the respondents were JHS leavers as against 
13(3.4%) who had tertiary as their educational 
status. Furthermore, majority of the respondents 
328(86.1%) were Christians whilst 53(13.9%) 
were Moslems. More than half of the 
respondents 292(76.6%) had 1-3 children whilst 
42(11.0%) did not have children. Again, 
232(60.9%) engaged in business whilst 20(5.2%) 
were farmers. On household income, majority of 
the respondents 256(67.2%) were within 
GH₵500 and GH₵1000 with mean of GH₵820. 
Additionally, more than half of the respondents 
195(51.2%) have had unsafe abortion before as 
against 186(48.8%). 
 

3.2 Health Facility’s Determinants of 
Unsafe Abortion 

 
Table 2 depicts the health facility determinants of 
unsafe abortion. Majority of the respondents 
349(91.6%) disagreed to the fact that health 
workers perception caused unsafe abortion. 
Also, most of the respondents 322(84.5%) 
disagreed that inexperienced among health 
workers caused unsafe abortion. High cost of 
safe abortion at the health facilities caused 
unsafe abortion according to the majority of the 
respondents 231(60.6%). Poor attitude of health 
workers towards patients influenced unsafe 
abortion as was agreed by most of the 
respondents 321(84.3%). More than half of the 
respondents 276(72.4%) agreed that long waiting 
time at the health facilities caused unsafe 
abortion. On poor access to health care facilities, 
most of the respondents 336(88.2%) agreed that 
it caused unsafe abortion. Lastly, most of                   
the respondents 312(81.9%) agreed that                          
lack of family planning caused unsafe               
abortion.  
 
Table 3 shows the bivariate analysis of the 
association between the health facility 
determinants and unsafe abortion. Health 
workers perception was associated with unsafe 
abortion which statistically significant (p-
value=<0.001). The following variables proved 
statistically significant: inexperience of                       
health workers, high cost of safe abortion at the 
health facilities, health workers poor attitude, 
poor access to health facilities and                                
lack of family planning on unsafe abortion (p-
value=<0.001) respectively. Long waiting                   
time was not statistically significant (p-
value=0.011). 
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Table 1. Demographic characteristics of Respondents 
 

Variables Frequency Percentage (%) 

Age 
16 – 20 years 
21 – 25 years 
26-30 years 
>30 years 
Total 
Mean = 30.5    SD = 5.5 

 
28 
83 
16 
254 
381 

 
7.3 
21.8 
4.2 
66.7 
100.0 

Educational level 
Primary 
JHS 
SHS 
Tertiary 
Total 

 
66 
257 
45 
13 
381 

 
17.3 
67.5 
11.8 
3.4 
100.0 

Religion 
Christian 
Moslem 
Total 

 
328 
53 
381 

 
86.1 
13.9 
100.0 

Number of children 
None 
1-3 
>3 
Total 

 
42 
292 
47 
381 

 
11.0 
76.6 
12.3 
100.0 

Occupation 
Farmer 
Artisan 
Salary worker 
Business 
Total 

 
20 
108 
21 
232 
381 

 
5.2 
28.3 
5.5 
60.9 
100 

Household income 
<GH₵500 
GH₵500- GH₵1000 
>₵1000  
Total 
Mean = 820.4    SD = 365.4 

 
72 
256 
53 
381 

 
18.9 
67.2 
13.9 
100.0 

Whether respondents have had unsafe abortion before 
Yes 
No 
Total 

 
195 
186 
381 

 
51.2 
48.8 
100.0 
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Table 2.  Descriptive analysis of health facility determinants of unsafe abortion 
 

Statement Frequency Percent 

Health workers perception causes unsafe abortion  
Agree 
Disagree 
Total 

 
32 
349 
381 

 
8.4 
91.6 
100.0 

Inexperienced health workers cause unsafe abortion 
Agree 
Disagree 
Total 

 
59 
322 
381 

 
15.5 
84.5 
100.0 

High cost of safe abortion at facilities leads to unsafe abortion 
Agree 
Disagree 
Total 

 
231 
150 
381 

 
60.6 
39.4 
100.0 

Poor attitude of health workers influence unsafe abortion 
Agree 
Disagree 
Total 

 
321 
60 
381 

 
84.3 
15.7 
100.0 

Long waiting time at the facilities causes unsafe abortion 
Agree 
Disagree 
Total 

 
276 
105 
381 

 
72.4 
27.6 
100.0 

Poor access to health facilities causes unsafe abortion 
Agree 
Disagree 
Total 

 
336 
45 
381 

 
88.2 
11.8 
100.0 

Lack of family planning 
Agree 
Disagree 
Total 

 
312 
69 
381 

 
81.9 
18.1 
100.0 
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Table 3. Bivariate analysis of the association between the health facility factors and unsafe abortion 
 

Causes of unsafe abortion at the health facility Had unsafe abortion before Total 
 
n(%) 

χ (p-value) 

Yes 
n(%) 

No 
n(%) 

Health workers perception 
 Agree 
Disagree 
Total 

 
32(8.4) 
163(452.8) 
195(52.1) 

 
0(0.0) 
186(48.8) 
186(48.8) 

 
32(8.4) 
349(91.6) 
381(100.0) 

 
33.322(<0.001) 

Inexperience of health workers 
Agree 
Disagree 
Total 

 
0(0.0) 
195(51.2) 
195(51.2) 

 
59(15.5) 
127(33.3) 
186(48.8) 

 
59(15.5) 
322(84.5) 
381(100.0) 

 
73.188(<0.001) 

High cost of safe abortion 
Agree 
Disagree 
Total 

 
195(51.2) 
0(0.0) 
195(51.2) 

 
36(9.4) 
150(39.4) 
186(48.8) 

 
231(60.6) 
150(39.4) 
381(100.0) 

 
259.374(<0.001) 

Health workers poor attitude 
Agree 
Disagree 
Total 

 
135(35.4) 
60(15.7) 
195(51.2) 

 
186(48.8) 
0(0.0) 
186(48.80 

 
321(84.3) 
60(15.7) 
381(100.0) 

 
67.928(<0.001) 

Long waiting times 
Agree 
Disagree 
Total 

 
0(0.0) 
195(51.2) 
195(51.2) 

 
20(5.2) 
108(28.3) 
186(48.8) 

 
20(5.2) 
108(28.3) 
381(100.0) 

 
6.345(0.011) 

Poor access to health facilities 
Agree 
Disagree 
Total 

 
195(51.2) 
0(0.0) 
195(51.2) 

 
141(37.0) 
45(11.8) 
186(48.8) 

 
336(88.2) 
45(11.8) 
381(100.0) 

 
53.496(<0.001) 

Lack of family planning 
Agree 
Disagree 
Total 

 
195(51.2) 
0(0.0) 
195(51.2) 

 
117(30.7) 
69(18.1) 
186(48.8) 

 
312(81.9) 
69(18.1) 
381(100.0) 

 
88.337(<0.001) 
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3.3 Socio-cultural Determinants 
 
Sociocultural determinants of unsafe abortion are 
seen in Table 4. Most of the respondents 
221(58.0%) strongly agreed that their culture 
forbade them from unsafe abortion. Also, more 
than half of the respondents 230(60.4%) strongly 
agreed that early marriage caused unsafe 
abortion. Majority of the respondents 221(58.0%) 
strongly agreed that lack of money caused 
unsafe abortion. Overwhelming majority of the 

respondents 288(75.6%) strongly agreed that 
their religion prevented them from unsafe 
abortion. More than half 276(72.4%) disagreed 
that lack of money for family planning made them 
go for unsafe abortion. Also, 270(70.9%) 
disagreed that their parents were against family 
planning. Most of the respondents 277(72.7%) 
strongly agreed that their parents did not educate 
them on sexual activities. Almost half of the 
respondents 251(65.9%) strongly agreed to the 
fact that they preferred home abortion to hospital.  

 
Table 4. Descriptive analysis of socio-cultural determinants of unsafe abortion 

 

Statement Frequency (381)  Percentage 

My culture forbids unsafe abortion 
Strongly agree 
Agree 
Disagree 
Strongly disagree 

 
221 
30 
119 
11 

 
58.0 
7.9 
31.2 
2.9 

Early marriage cause unsafe abortion 
Strongly agree 
Agree 
Disagree 
Strongly disagree 

 
230 
42 
88 
21 

 
60.4 
11.0 
23.1 
5.5 

Lack of money cause unsafe abortion 
Strongly agree 
Agree 
Disagree 
Strongly disagree 

 
221 
22 
84 
54 

 
58.0 
5.8 
22.0 
14.2 

My religion prevents me from abortion 
Strongly agree 
Agree 
Disagree 
Strongly disagree 

 
288 
21 
36 
36 

 
75.6 
5.5 
9.4 
9.4 

I don’t have money for family planning 
Strongly agree 
Agree 
Disagree 
Strongly disagree 

 
85 
9 
276 
11 

 
22.3 
2.4 
72.4 
2.9 

My parents are against family planning 
Strongly agree 
Agree 
Disagree 
Strongly disagree 

 
65 
30 
270 
16 

 
17.1 
7.9 
70.9 
4.2 

My parents do not educate me on sex 
Strongly agree 
Agree 
Disagree 
Strongly disagree 

 
277 
17 
74 
13 

 
72.7 
4.5 
19.4 
3.4 

I prefer home abortion to hospital 
Strongly agree 
Agree 
Disagree 
Strongly disagree 

 
251 
18 
76 
36 

 
65.9 
4.7 
19.9 
9.4 
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Table 5. Bivariate analysis of the association between the sociocultural factors and unsafe 
abortion 

 

Sociocultural causes of unsafe 
abortion  

Had unsafe abortion 
before 

Total 
 
n(%) 

χ (p-value) 

Yes 
n(%) 

No 
n(%) 

My culture forbids abortion 
Strongly agree 
Agree 
Disagree 
Strongly disagree 
Total  

 
195(51.2) 
0(0.0) 
0(0.0) 
0(0.0) 
195(52.1) 

 
26(6.8) 
30(7.9) 
119(31.2) 
11(2.9) 
186(48.8) 

 
221(58.0) 
30(7.9) 
119(31.2) 
11(2.9) 
381(100.0) 

 
289.184(<0.001) 

Early marriage  
Strongly agree 
Agree 
Disagree 
Strongly disagree 
Total 

 
195(52.1) 
0(0.0) 
0(0.0) 
0(0.0) 
195(51.2) 

 
35(9.2) 
42(11.0) 
88(23.1) 
21(5.5) 
186(48.8) 

 
230(60.4) 
42(11.0) 
88(23.1) 
21(5.5) 
381(100.0) 

 
262.238(<0.001) 

My religion prevents abortion 
Strongly agree 
Agree 
Disagree 
Strongly disagree 
Total 

 
123(32.3) 
0(0.0) 
36(9.4) 
36(9.4) 
195(51.2) 

 
165(43.3) 
21(5.5) 
0(0.0) 
0(0.0) 
186(48.8) 

 
288(75.6) 
21(5.5) 
36(9.4) 
36(9.4) 
381(100.0) 

 
98.968(<0.001) 

I don’t have money for family 
planning 
Strongly agree 
Agree 
Disagree 
Strongly disagree 
Total 

 
 
72(18.9) 
0(0.0) 
123(32.3) 
0(0.0) 
195(51.2) 

 
 
13(3.4) 
9(2.4) 
153(40.2) 
11(2.9) 
186(48.80 

 
 
85(22.3) 
9(2.4) 
276(72.4) 
11(2.9) 
381(100.0) 

 
 
64.037(<0.001) 

My parents are against family 
planning 
Strongly agree 
Agree 
Disagree 
Strongly disagree 
Total 

 
 
0(0.0) 
0(0.0) 
195(51.2) 
0(0.0) 
195(51.2) 

 
 
65(17.1) 
30(7.9) 
75(19.7) 
16(4.2) 
186(48.8) 

 
 
65(17.1) 
30(7.9) 
270(70.9) 
16(4.2) 
381(100.0) 

 
 
164.212(<0.001) 

No parental sex education 
Strongly agree 
Agree 
Disagree 
Strongly disagree 
Total 

 
195(51.2) 
0(0.0) 
0(0.0) 
0(0.0) 
195(51.2) 

 
82(21.5) 
17(4.5) 
74(19.4) 
13(3.4) 
186(48.8) 

 
277(72.7) 
17(4.5) 
74(19.4) 
13(3.4) 
381(100.0) 

 
149.969(<0.001) 

I prefer home abortion to 
hospital 
Strongly agree 
Agree 
Disagree 
Strongly disagree 
Total 

 
 
195(51.2) 
0(0.0) 
0(0.0) 
0(0.0) 
195(51.2) 

 
 
56(14.7) 
18(4.7) 
76(19.9) 
36(9.4) 
186(48.8) 

 
 
251(65.9) 
18(4.7) 
76(19.9) 
36(9.4) 
381(100.0) 

 
 
206.879(<0.001) 

 
The association between the socio-cultural 
determinants and unsafe abortion is seen in 
Table 3. The following variables proved 

statistically significant: my culture forbids 
abortion, early marriage, my religion prevents 
abortion, I don’t have money for family planning, 
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my parents are against family planning, no 
parental sex education and I prefer home 
abortion to hospital (p-value=<0.001) 
respectively.  
 

3.4 The Association between the Socio-
demographic Features of 
Respondents and Unsafe Abortion 

 

With statistical significance (p-value=<0.001), 
age of the respondents had strong association 
with unsafe abortion. Educational status was also 
statistically associated with unsafe abortion (p-
value =<0.001). Religion and income level were 
also statistically associated with unsafe abortion 
among the respondents (p-value =<0.001) as 
seen in Table 6. 

4. DISCUSSION 
 

4.1 The Health Facility Determinants of 
Unsafe Abortion 

 
Health workers perception about unsafe abortion 
was associated with unsafe abortion as well as 
the following variables: inexperience of health 
workers, high cost of safe abortion at the health 
facilities, health workers poor attitude, poor 
access to health facilities and lack of family 
planning on unsafe abortion. Long waiting               
time was not statistically significant.                                  
This implies that individual with access to health 
facilities; family planning and health education 
are more likely to engage in safe abortion.  

 

Table 6. The association between the sociodemographic features of respondents and unsafe 
abortion 

 

Variables Had unsafe abortion before Total 
 
n(%) 

χ (p-value) 

Yes 
n(%) 

No 
n(%) 

Age 
16-20 
21-25 
26-30 
>30 
Total 

 
0(0.0) 
0(0.0) 
0(0.0) 
195(52.1) 
195(52.1) 

 
28(7.3) 
83(21.8) 
16(4.2) 
59(15.5) 
186(48.8) 

 
28(7.3) 
83(21.8) 
16(4.2) 
254(66.7) 
381(100.0) 

 
199.718(<0.001) 

Educational status 
Primary 
JHS 
SHS 
Tertiary 
Total 

 
0(0.0) 
195(51.2) 
0(0.0) 
0(0.0) 
195(51.2) 

 
66(17.3) 
62(16.3) 
45(11.8) 
13(3.4) 
186(48.8) 

 
66(17.3) 
257(67.5) 
45(11.8) 
13(3.4) 
381(100.0) 

 
192.724(<0.001) 

Religion 
Christian 
Moslem 
Total 

 
195(51.2) 
0(0.0) 
195(51.2) 

 
133(34.9) 
53(13.9) 
186(48.8) 

 
328(86.1) 
53(13.9) 
381(100.0) 

 
64.543(<0.001) 

Number of children 
None 
1-3 
>3 
Total  

 
0(0.0) 
195(51.2) 
0(0.0) 
195(51.2) 

 
42(11.0) 
97(25.5) 
47(12.3) 
186(48.80 

 
42(11.0) 
292(76.6) 
47(12.3) 
381(100.0) 

 
121.746(<0.001) 

Occupation 
Farmer 
Artisan 
Salary worker 
Businesswoman 
Total 

 
0(0.0) 
0(0.0) 
0(0.0) 
195(51.2) 
195(51.2) 

 
20(5.2) 
108(28.3) 
21(5.5) 
37(9.7) 
186(48.8) 

 
20(5.2) 
108(28.3) 
21(5.5) 
232(60.9) 
381(100.0) 

 
6.345(0.011) 

Income level 
<GH₵500 
GH₵500-1000 
> GH₵1000 
Total 

 
0(0.0) 
195(51.2) 
0(0.0) 
195(51.2) 

 
72(18.9) 
61(16.0) 
53(13.9) 
186(48.8) 

 
72(18.9) 
256(67.2) 
53(13.9) 
381(100.0) 

 
195.037(<0.001) 
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These findings support some studies where 
counselling and provision of family planning are 
important elements of post abortion care at the 
health facilities. This is because, where there is a 
high unmet need for contraception, women resort 
to abortion as a means of birth control [2]. This is 
also consistent with findings from India where 
almost 75% of women post-abortion were not 
offered contraceptive services [6].  
 
Similar results from Zimbabwe were attained with 
85% of women not given any form of counselling 
or contraception [7]. The low prevalence of family 
planning access might be the cause of 
approximately 51% of the unsafe abortions in this 
study. The prevalence of contraceptive 
counselling was higher among women who had a 
safe abortion compared to those who used 
unsafe means [9].  
 
Unskilled providers lack adequate knowledge 
and experience about abortion making them 
incapable of providing the service [10]. When the 
abortion is not done in a well-equipped location, 
complications, family planning and contraceptive 
services are usually unavailable [9]. Contrary to 
the study finding, more than 90% of women who 
accessed low cost health care and family 
planning were given counselling with almost all of 
them adopting a method before discharge [11] 
The higher percentage from this above study 
was because the contraceptive counselling was 
given as part of follow up care and not 
immediately after the abortion when the women 
were dealing with complications such as pain.  
 
Compared to women in the age group 40-49, 
those aged 20-39 years had a two fold increase 
in the odds of receipt of contraceptive 
counselling [13]. This may be because women in 
this age group are more likely to induce 
abortions. When they present to health facilities 
to seek abortion care, providers would want to 
give contraceptive counselling to reduce their risk 
of unwanted and unplanned repeat pregnancies. 
Also, younger women are more willing to accept 
post abortion contraception because they are 
often in school and unmarried and would want to 
delay childbearing [14]. 
 
The chance of receiving unsafe abortion is higher 
among rural residents compared to those in the 
urban areas. Contributing factors include, 
increase in the use of mid-level providers such 
as nurses and midwives instead of doctors 
whose availability is limited in rural areas as a 
means of improving safe abortion. Also, as part 

of measures to increase contraceptive uptake in 
rural communities, more emphasis has been 
placed on training health personnel providing 
services in these areas making them more 
competent to provide quality post-abortion           
care [17].  
 
Unsafe abortion is an important cause of 
maternal morbidity and mortality [10]. The WHO 
defines unsafe abortion as “a procedure for 
terminating a pregnancy performed by persons 
lacking the necessary skills or in an environment 
not in conformity with minimal medical standards 
or both” [11]. Limited access to safe abortion 
increases the recourse to unsafe termination 
procedures [12]. Abortion when performed by a 
trained health worker in a safe and legal setting 
is one of the safest medical procedures with 
mortality rates reported to be less than 1 per 
100,000 [17]. 
 

4.2 The Sociocultural Determinants of 
Unsafe Abortion  

 

Most of the respondents strongly agreed that 
their culture forbade them from unsafe abortion. 
Also, more than half of the respondents strongly 
agreed that early marriage caused unsafe 
abortion. Majority of the respondents strongly 
agreed that lack of money caused unsafe 
abortion. More than half disagreed that lack of 
money for family planning made them go for 
unsafe abortion. Most of the variables assessed 
including culture, early marriage, religion, money 
for family planning, parents, sex education etc 
were statistically significant. This suggests that 
socio-cultural factors are important predictors of 
unsafe abortion in the various communities. 
These findings are in line with a study conducted 
where ccommunity members played vital role                 
in reducing unsafe abortion through                         
the improvement of women’s sexual and 
reproductive health [18].  
 

Community health, education and mobilization 
are key strategies to combat unsafe abortion, 
increase access to and improve quality of post-
abortion care. The partnership requires a team of 
health workers, community leaders, advocacy 
groups and traditional leaders [22]. The findings 
again revealed that early marriage caused 
unsafe abortion. Married women relative to those 
co-habiting or single had a lower prevalence of 
unsafe abortion [18]. Single or unmarried women 
are at higher risk of having an unsafe abortion 
because of the stigma associated with having a 
child out of wedlock [15]. Studies in Ghana show 
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that the stigma associated with abortion is a 
significant contributor to unsafe abortion [12]. 
The findings again support another study in 
Ghana [18] the showed unsafe abortion to be 
more prevalent among single women compared 
to those who were married. 
 
Majority of the respondents agreed that lack of 
money caused unsafe abortion. Skilful abortion in 
most of the health facilities tend to be very 
expensive hence a lot of women engage in 
unsafe abortion at home [11]. This finding is 
contrary to a study where safe abortion was 
higher among women who had insurance 
because financial accessibility is a predictor of 
safe abortion care [31]. Cost of abortion is one of 
the factors that determine where a woman seeks 
an abortion. Safe and legal abortion services in 
Ghana are costly [12]. Absence of financial 
resources pushes women to patronize cheaper 
alternatives which are most often unsafe. From 
this study, high cost of safe abortion was a 
significant predictor of unsafe abortion.  
 
Factors contributing to the high incidence of 
unsafe abortions include poor knowledge of safe 
abortion services, perception of abortion as 
religious and cultural taboos in Ghana, social 
stigma associated with an unplanned pregnancy 
and avoidance of parental disappointment                 
and neglect following an unplanned pregnancy 
[22]. 
 

4.3 Sociodemographic Characteristics of 
Women that Affect Unsafe Abortion 

 
With statistical significance, age of the 
respondents (>30 years) had strong association 
with unsafe abortion. This could be due to the 
fact that women at this age might have some 
number of children and may not want to have 
more children. This finding contradicts a study, 
where women in the age groups 15-19 and 20-29 
years had the highest prevalence of unsafe 
abortion [14].  
 
In Ghana, there is a significant association 
between abortion and maternal mortality [7]. 
Unsafe abortion is a proximate cause of maternal 
mortality and complications from abortion has 
been seen to be part of the leading causes of 
death among Ghanaian women in the Central 
Region [32]. Twenty percent of all women in the 
reproductive age group (15-49 years) have had 
an abortion. Out of this, about fifty seven percent 
had used non-medical methods [33].  
 

According to a study, more than half of unsafe 
abortions in Africa are among women below the 
age of 25 years [11]. Similar findings were 
documented in a study where over 70% of 
women who had an unsafe abortion were aged 
between 20-24 years [29]. These results were 
also inconsistent with data on abortion in low and 
middle income countries [15]. From their data, 
women below 20 years constituted more than 
half of those who had an unsafe abortion.  
 
A study on abortion among adolescents 
documented that adolescents were less likely 
compared to women in the other age groups to 
have an unsafe abortion [17]. The difference 
could be due to the reason that the abortion law 
in Ethiopia acknowledges an adolescent girls’ 
inability in most cases to carry a pregnancy to 
term. An age criterion is therefore included 
making safe and legal abortion available to girls 
below the age of 18 years. This implies that they 
in comparison to their peers in Ghana have 
better access to safe and legal abortion services 
[28]. 
 
The findings again revealed that religion affected 
ones unsafe abortion practice. This finding 
corroborate with a study in Ghana where religion 
affected unsafe abortion significantly [7]. Young 
women are most at risk of unintended 
pregnancies in sub-Saharan Africa including 
Ghana. This is because they are unable to 
negotiate safe sexual practices including 
contraceptive use due to their religious affiliation. 
They also do not have adequate access to 
information and services on reproductive health 
[11]. Although the abortion law in Ghana is fairly 
liberal, young women who need to terminate 
pregnancies, still use unsafe means. This can be 
attributed to the fact that they do not know about 
the conditions permitting access to safe and legal 
abortion care [31].   
 
Again the findings revealed that educational level 
was influenced unsafe abortion. The finding 
supports a study where eeducational level was a 
significant predictor of unsafe abortion [29]. 
Prevalence of unsafe abortion is higher among 
women with lower level of education. There is a 
steady decline in the prevalence of unsafe 
abortion as a woman attained more education 
[28]. These findings are comparable to those in 
Nigeria where more than half of women with 
unsafe abortion had the highest educational level 
as secondary compared to tertiary education 
[25].  
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In Ethiopia, more educated women were less 
likely to have induced an abortion unsafely [33]. 
Similarly in the United Kingdom, it was 
documented that, women who were less 
educated tended to have repeated abortions, 
which were mostly unsafe [18]. These findings 
are due to the fact that contraceptive use among 
educated women is high which further reduces 
their risk of unwanted pregnancies [18].  
 
In the analysis of education and contraceptive 
use among women in Ghana, Madagascar and 
Zambia, educated women were found to be more 
likely to choose more effective methods of 
contraception compared to uneducated ones 
[16]. Women who are better educated are more 
empowered, may have better understanding of 
the abortion law and the conditions under which 
they can obtain a safe abortion.   
 
Income level also affected unsafe abortion as 
stated by the majority of the respondents. This 
finding supports other studies where lacked of 
financial resources to seek appropriate care 
made them resort to poorly equipped facilities 
with unskilled providers or self-induce the 
abortion contributed to unsafe abortion [12]. The 
risks associated with having an unsafe abortion 
are outweighed by fear of parental and societal 
disapproval, burden of childbearing and 
truncation of their education for many young                
girls [11].  
 

5. CONCLUSION 
 
Health facility determinants of unsafe abortion, 
majority of the respondents’ health workers 
perception about unsafe abortion did affect 
unsafe abortion. Also, inexperienced health 
workers caused unsafe abortion. High cost of 
safe abortion at the health facilities caused 
unsafe abortion according to the majority of the 
respondents. Health workers poor attitude 
towards patients also affected unsafe abortion. It 
is concluded that if health workers improve upon 
their attitude, competence and reduce cost of 
health care, unsafe abortion among women 
would be reduced.  
 
The study also revealed some sociocultural 
factors associated with unsafe abortion. Culture, 
early marriage, lack of money and religion were 
statistically associated with unsafe                  
abortion. Dealing with these sociocultural 
characteristics appropriately in the various 
communities can go a long way to reduce unsafe 
abortion. 

Most of the sociodemographic characteristics like 
age, educational status, religion etc of the 
respondents affected unsafe abortion. This 
implies that any woman can experience unsafe 
abortion irrespective of her demographic 
features. 

 
6. RECOMMENDATIONS 
 

i. More female counselling sessions need to 
be made available by the Ministry of Health 
and Ghana Health Service to sensitize 
them on the dangers of unsafe abortion 
and address the unmet needs for 
contraception. Organization of school 
outreaches, evening and weekend 
sessions by the community health nurses 
would increase the education being 
provided especially for women within their 
fertility age.  

ii. Health workers should improve upon their 
attitude towards clients seeking for safe 
abortion at their facility to reduce unsafe 
abortion among women. 

iii. Ministry of Health and Ghana Health 
Service should increase public awareness 
about the legal context within which safe 
and legal abortion services can be 
provided. 

iv. Ghana Health Service should build the 
capacity of service providers through 
training to recognize family planning as an 
integral part of clients’ care. 

 

7. LIMITATIONS OF THE STUDY  
 

It was challenging getting respondents to testify 
that they had engaged in unsafe abortion 
however, with confidentiality assurance, most of 
the respondents were able to answer questions 
tactfully. Also, because of potential reporting 
bias, data from the facility were reviewed to 
compliment the primary data to reduce bias.  

 

CONSENT AND ETHICAL APPROVAL  
 

Ethical clearance was sought from the Ghana 
Health Service Ethics Review Committee, 
Research and Development Division with 
identification number GHS-ERC: 022/02/24. 
Also, Central Regional Health Directorate and 
Dunkwa Municipal Hospital Administrator were 
contacted for permission. Participants were given 
the free will to participate and withdraw. 
Participants were assured of anonymity and 
privacy. In that case participants were not made 
to write their names and other personal 
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information that could disclose their identity on 
the questionnaire forms. It was explained to the 
leadership and the respondents that the results 
of the study were for academic purposes. 
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