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Providing Abortion on Demand: Exploring the 
Use of Induced Abortion as a Family Planning 

Option in Two Urban Cities of Ghana

Abstract
The	Ghanaian	abortion	law	was	amended	in	1985	to	ensure	more	availability	and	
accessibility	of	safe	abortion	services	as	permitted	by	 law.	Contrary	to	the	 legal	
provision	for	abortion	in	Ghana,	anecdotal	evidence	suggest	the	use	of	abortion	
as	a	family	planning	option	in	Ghana	hence	this	exploratory	study.	Using	a	cross-
sectional	 and	 descriptive	 design,	 data	 was	 obtained	 from	 50	 health	 facilities	
comprising	private	(42)	and	Non-Governmental	Organizations	(NGO)	(8).	Ten	in-
depth	interviews	were	also	held	with	midwife	providers	(6)	and	medical	officers	
(4)	between	January	2010	and	December	2017	in	Accra	and	Kumasi	Metropolises.	
Findings	show	that	patronage	of	abortion	services	in	health	facilities	within	Accra	
and	Kumasi	Metropolises	 increase	steadily	each	year.	Abortion	services	 in	NGO	
facilities	were	however	 reported	as	 target	driven	and	providers’	performances/
bonuses	 were	 tied	 to	 meeting	 set	 targets	 thereby	 encouraging	 abortion	 on	
demand.	Whereas	 NGO	 facilities	 provide	 both	 abortion	 and	 full	 contraception	
method	mix,	majority	 (38	 out	 of	 42)	 of	 private	 facilities	 provide	 only	 abortion	
services.	Those	providing	contraception	focus	mainly	on	short	term	methods	(pills	
and	 injections)	 due	 to	 lack	 of	 interest	 and/or	 trained	 providers.	 There	 is	more	
midwife	lead	abortion	providing	facilities	in	Accra	(40)	than	in	Kumasi	(10).	Where	
midwives	provided	abortion	 services,	 contraceptives	were	 readily	 available	and	
clients	encouraged	 to	 take	a	method	 following	abortion.	This	practice	was	very	
common	 in	NGO	 facilities	as	post	abortion	contraception	was	 reported	 to	be	a	
mandatory	package.	 Increasing	numbers	of	abortions	 in	the	study	area	coupled	
with	reported	target	setting	for	abortion	services	suggest	abortion	on	demand	and	
its	being	used	as	a	family	planning	option.	A	nationwide	facility	based	assessment	
of	abortion	and	contraception	service	delivery	is	recommended	to	inform	policy.
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Introduction
Following	 the	 International	 Conference	 on	 Population	 and	
Development	 (ICPD)	 recognition	 that	 appropriate	 family	
planning	 methods	 for	 couples	 and	 individuals	 vary	 by	 various	
factors	 including	 their	 age,	 parity,	 and	 family	 size-preference,	

countries	have	pledged	commitments	to	ensure	that	women	and	
men	have	 information	and	access	 to	 the	widest	possible	 range	
of	safe	and	effective	family	planning	methods	in	order	to	enable	
citizens	to	exercise	free	and	informed	contraceptive	choices	[1].	
The	reality	in	most	countries,	however,	is	far	different	since	most	
countries	offer	only	a	 limited	choice	of	contraceptive	methods,	
and	couples	cannot	easily	make	a	choice	resulting	in	unmet	need	
for	contraceptives	hence	induced	abortions	[2].	Globally,	unmet	
need	for	contraception	is	a	major	cause	of	unsafe	abortion	[3].	
The	situation	in	Ghana	is	not	too	different	from	what	pertains	in	
other	countries	globally	although	records	of	contraception	and	
unsafe	abortion	in	Ghana	are	better	than	in	neighboring	African	
countries	[4-6]. The	Unmet	need	for	contraception	(%	of	married	
women	ages	 15-49)	 in	Ghana	was	 30.6%	as	 of	 2016.	Over	 the	
past	27	years	this	 indicator	reached	a	maximum	value	of	37.20	
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in	 Accra	 [8].	 Kumasi	 (historically	 spelt	 Comassie	 or	 Coomassie	
and	usually	spelt	Kumase	in	Twi)	is	a	city	in	Ashanti	Region,	and	
is	 among	 the	 largest	metropolitan	 areas	 in	Ghana	with	 a	 total	
population	of	2,069,350	and	density	8,100/km2	(21,000/sq	mi).	
Kumasi	is	near	Lake	Bosomtwe,	in	a	rain	forest	region,	and	is	the	
commercial,	industrial	and	cultural	capital	of	Asanteman.	Kumasi	
is	 approximately	500	kilometers	 (300	mi)	north	of	 the	Equator	
and	200	kilometers	(100	mi)	north	of	the	Gulf	of	Guinea.	Kumasi	
is	alternatively	known	as	"The	Garden	City"	because	of	its	many	
beautiful	species	of	flowers	and	plants.	It	is	also	called	Oseikrom	
(Osei	Tutu's	 town).	Kumasi	 is	described	as	Ghana’s	 second	city	
because	almost	every	diplomatic	and	evolving	uplift	to	a	city	that	
makes	it	number	one	is	situated/created	in	the	country's	capital	
(This	 is	 problem	 some	 citizens	 complain	 about)	 but	 Kumasi	
has	 every	 trait	 and	 effort	 to	 be	 Ghana's	 first	 city.	 The	 Central	
Business	District	of	Kumasi	 includes	areas	 like	Adum,	Bantama	
and	 Bompata	 (popularly	 called	 Roman	 Hill)	 is	 concentrated	
with	 lots	 of	 banks,	 department	 stalls,	 hotels	 like	 Golden	 Tulip	
Hotel,	Golden	Bean	Hotel	among	other	luxury	hotels.	Economic	
activities	 in	 Kumasi	 include	 financial	 and	 commercial	 sectors,	
pottery,	clothing	and	textile.	There	 is	a	huge	timber	processing	
community	in	Kumasi	which	serves	the	needs	of	people	in	Ghana.	
The	Bantama	High	Street	and	the	Prempeh	II	Street	in	Bantama	
and	Adum	respectively	have	the	reputation	of	being	the	hub	of	
business	and	night	life	in	Kumasi	[9].

Ethical considerations
Permission	was	obtained	from	respondents	and	the	participating	
facilities	involved	in	the	study.	In	this	regard,	data	was	collected	
and	managed	in	a	way	that	did	not	compromise	the	privacy	and	
confidentiality	of	clients,	participating	facilities	and	respondents	
involved	in	the	study.

Data collection procedure
Data	collection	for	the	study	was	in	two	parts.	The	first	part	was	
in	six	stages.	The	first	stage	was	identification	of	private	and	NGO	
health	 facilities	 providing	 abortion	 and	 contraception	 services	
in	 Accra	 and	 Kumasi	 using	 taxi	 drivers	 as	 key	 informants.	 The	
second	stage	was	to	map	the	 locations	of	 the	 identified	health	
facilities	 and	 cluster	 them	 by	 proximity.	 The	 third	 stage	 was	
to	 use	 ten	 trained	 research	 assistants	 as	 mystery	 clients	 (five	
each	 from	Accra	 and	Kumasi)	 to	 verify	 and	 authenticate	 if	 the	
identified	 facilities	actually	provide	contraception	and	abortion	
services	for	sampling.	The	fourth	stage	was	a	follow-up	visit	to	the	
identified	facilities	to	seek	permission	for	data	collection.	The	fifth	
stage	was	data	collection	using	field	officers.	The	 sixth	 stage	was	
independent	 data	 validation	 by	 confirmation	 from	 the	 facilities.	
The	 contraception	 and	 induced	 abortion	 figures	 were	 extracted	
from	 various	 sources.	 In	 facilities	 that	 had	 good	 electronic	 client	
information	data	base	 the	service	numbers	were	generated	 from	
the	system	directly.	For	those	that	did	not	have	a	robust	Information	
Management	Systems,	data	was	manually	collected	from	the	cash	
book	records	and	service	reports.	The	data	collection	did	not	involve	
clients’	 folders	 to	 ensure	 optimal	 privacy	 and	 confidentiality	 of	
identity.	The	second	part	of	data	collection	was	in-depth	interviews	
with	service	providers	 in	 the	 facilities	 that	 recorded	hundred	and	
above	induced	abortion	services	to	provide	qualitative	information	
on	the	reason(s)	behind	the	figures.	Ten	in-depth	interviews	were	

in	2013	and	a	minimum	value	of	26.40	in	2011,	according	to	the	
World	Bank	collection	of	development	indicators.	Although	data	
on	induced	abortion	in	Ghana	is	 limited	to	institutional	records	
hence	inadequate	for	optimal	interventions,	the	Government	of	
Ghana	has	taken	important	steps	to	mitigate	the	impact	of	unsafe	
abortion	[7].	This	study	aims	to	review	and	present	findings	on	
induced	 abortion	 and	 contraception	 uptake	 in	 the	 two	 most	
populous	urban	cities	(Accra	and	Kumasi)	of	Ghana.	Findings	of	
this	review	can	be	used	to	monitor	and	evaluate	the	success	of	
family	planning	and	safe	abortion	programs	over	a	period	of	time	
for	further	policy	and	program	decision	making	in	Ghana.

Methods
Study design
The	study	design	was	cross-sectional,	multistage	and	descriptive	
in	 nature.	 The	 study	 used	 secondary	 data	 from	 institutional	
records	and	narrations	from	abortion	providers	in	perceived	most	
popular	 health	 facilities	 run	 by	 private	 and	Non-Governmental	
Organizations	(NGO)	in	Accra	and	Kumasi.	Ten	in-depth	interviews	
were	also	held	with	midwife	providers	(6)	and	medical	officers	(4)	
in	Accra	and	Kumasi	between	January	2010	and	December	2017.

Study population
The	 study	 population	 comprised	 all	 females	 who	 received	
contraceptive	and	induced	abortion	services	from	health	facilities	
in	Accra	and	Kumasi	metropolises.	A	 total	of	fifty	 (50)	 facilities	
comprising	 8	 NGO	 owned	 and	 42	 private	 for	 profit	 owned	
facilities	with	 good	management	 information	 systems	 for	 data	
capturing	were	purposively	sampled	for	the	study.	Identification	
of	the	study	facilities	for	sampling	was	based	on	key	informants’	
perceived	 popularity	 of	 these	 facilities	 for	 providing	 Family	
Planning	and	induced	abortion	service	in	the	study	area.

Study setting
The	study	was	conducted	in	Accra	and	Kumasi	metropolises	due	to	
the	cosmopolitan	nature	of	the	two	cities	and	widely	availability	
of	abortion	services.	Accra	is	the	capital	and	largest	city	of	Ghana,	
covering	an	area	of	225.67	km2	(87.13	sq	mi)	with	an	estimated	
urban	population	of	2.27	million	as	of	2012.	It	is	organized	into	
10	local	government	districts	-	9	municipal	districts	and	the	Accra	
Metropolitan	District,	which	is	the	only	district	within	the	capital	
to	 be	 granted	 city	 status.	 "Accra"	 usually	 refers	 to	 the	 Accra	
Metropolitan	Area,	which	serves	as	the	capital	of	Ghana,	while	
the	 district	 within	 the	 jurisdiction	 of	 the	 Accra	 Metropolitan	
Assembly	is	distinguished	from	the	rest	of	the	capital	as	the	"City	
of	 Accra".	 In	 common	 usage,	 however,	 the	 terms	 "Accra"	 and	
"City	 of	 Accra"	 are	 used	 interchangeably.	 The	 central	 business	
district	of	Accra	contains	the	city's	main	banks	and	department	
stores,	as	well	as	an	area	known	as	the	Ministries,	where	Ghana's	
government	administration	is	concentrated.	Economic	activities	
in	 Accra	 include	 the	 financial	 and	 commercial	 sectors,	 fishing	
and	 the	 manufacture	 of	 processed	 food,	 lumber,	 plywood,	
textiles,	clothing	and	chemicals.	Tourism	is	becoming	a	thriving	
source	 of	 business	 for	 those	 in	 arts	 and	 crafts,	 historical	 sites	
and	local	travel	and	tour	agents.	The	Oxford	Street	in	the	district	
of	Osu	has	grown	to	become	the	hub	of	business	and	night	life	
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held	with	six	midwife	providers	and	four	medical	officers	in	Accra	
and	Kumasi	 respectively.	 The	 total	 duration	 for	data	 collection	
was	 six	 months.	 The	 service	 delivery	 data	 used	 was	 between	
January	2010	and	December	2017.	The	in-depth	interviews	were	
conducted	in	December	2017.

Results
Table 1	presents	some	background	characteristics	of	the	facilities	
sampled	for	the	study.	There	were	more	private	owned	abortion	
delivery	 facilities	 than	 those	 of	 the	NGOs.	 Also	 the	 number	 of	

Facility Classification Ownership Location Availability of Abortion/
FP services

Type of FP services 
available

Type of Abortion services 
available

1. SRH	Centre NGO Accra Abortion	and	FP	services STM	and	LAPM MA	and	SA
2. SRH	Centre NGO Accra Abortion	and	FP	services STM	and	LAPM MA	and	SA
3. SRH	Centre NGO Accra Abortion	and	FP	services STM	and	LAPM MA	and	SA
4. SRH	Centre NGO Accra Abortion	and	FP	services STM	and	LAPM MA	and	SA
5. SRH	Centre NGO Kumasi Abortion	and	FP	services STM	and	LAPM MA	and	SA
6. SRH	Centre NGO Kumasi Abortion	and	FP	services STM	and	LAPM MA	and	SA
7. Hospital Private Accra Abortion	only Nil MA	and	SA
8. Hospital Private Accra Abortion	only Nil MA	and	SA
9. Hospital Private Accra Abortion	and	FP	services STM	and	LAPM MA	and	SA
10 Hospital Private Accra Abortion	and	FP	services STM	and	LARC MA	and	SA
11. Hospital Private Accra Abortion	and	FP	services STM	and	LARC MA	and	SA
12. Hospital Private Accra Abortion	and	FP	services STM	and	LARC MA	and	SA
13. Hospital Private Kumasi Abortion	and	FP	services STM	and	LARC MA	and	SA
14. Hospital Private Kumasi Abortion	only Nil SA	only
15. Hospital Private Kumasi Abortion	only Nil SA	only
16. Hospital Private Kumasi Abortion	and	FP	services STM	and	LARC MA	and	SA
17. Hospital Private Kumasi Abortion	and	FP	services STM	and	LARC MA	and	SA
18. Hospital Private Kumasi Abortion	and	FP	services STM	and	LARC MA	and	SA
19. Hospital Private Kumasi Abortion	only Nil SA	only
20. Hospital Private Kumasi Abortion	only Nil SA	only
21. Clinic Private Accra Abortion	only Nil SA	only
22. Clinic Private Accra Abortion	only Nil SA	only
23. Clinic Private Accra Abortion	only Nil SA	only
24. Clinic Private Accra Abortion	only Nil SA	only
25. Clinic Private Accra Abortion	only Nil SA	only
26. Clinic Private Accra Abortion	only Nil SA	only
27. Clinic Private Accra Abortion	only Nil SA	only
28. Clinic Private Kumasi Abortion	only Nil MA	and	SA
29. Clinic Private Kumasi Abortion	only Nil MA	and	SA
30. Clinic Private Kumasi Abortion	only Nil MA	and	SA
31. Clinic Private Kumasi Abortion	only Nil MA	and	SA
32. Clinic Private Kumasi Abortion	only Nil MA	and	SA
33. Clinic Private Kumasi Abortion	only Nil MA	and	SA
34. Clinic Private Kumasi Abortion	only Nil MA	and	SA
35. Maternity	Home Private Accra Abortion	and	FP	services STM	only MA	only
36. Maternity	Home Private Accra Abortion	and	FP	services STM	and	LARC MA	and	SA
37. Maternity	Home Private Accra Abortion	and	FP	services STM	and	LARC MA	and	SA
38. Maternity	Home Private Accra Abortion	and	FP	services STM	and	LARC MA	and	SA
39. Maternity	Home Private Accra Abortion	and	FP	services STM	and	LARC MA	and	SA
40. Maternity	Home Private Accra Abortion	and	FP	services STM	only MA	only
41. Maternity	Home Private Accra Abortion	and	FP	services STM	only MA	only
42. Maternity	Home Private Accra Abortion	and	FP	services STM	only MA	only
43. Maternity	Home Private Accra Abortion	and	FP	services STM	only MA	only
44. Maternity	Home Private Kumasi Abortion	and	FP	services STM	only MA	and	SA
45. Maternity	Home Private Kumasi Abortion	and	FP	services STM	only MA	and	SA
46. Maternity	Home Private Kumasi Abortion	and	FP	services STM	and	LARC MA	and	SA
47. Maternity	Home Private Kumasi Abortion	and	FP	services STM	and	LARC MA	and	SA
48. Maternity	Home Private Kumasi Abortion	and	FP	services STM	and	LARC MA	and	SA

Table 1 Background	Characteristics	of	participating	facilities.

Source: Field	data	January	2010-December	2017.	FP:	Family	Planning;	MA:	Medication	Abortion;	SA:	Surgical	Abortion;	STM:	Short	Term	Methods;	
LARC:	Long	Acting	and	Reversible	Contraception	Methods;	SRH:	Sexual	and	Reproductive	Health.
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perceived	popular	abortion	clinics	in	Accra	was	more	than	those	
observed	in	Kumasi	metropolis.

Consolidated	 numbers	 of	 all	 methods	 of	 contraception	 and	
induced	 abortion	 figures	 increased	 yearly	 between	 January	
2010-December	2017	(Table 2).

Some	service	providers	explained	the	rationale	behind	focusing	
mainly	 on	 abortion	 and	 making	 efforts	 towards	 increasing	
abortion	figures	during	the	in-depth	interviews	as	follows:

‘We are given annual abortion targets to achieve each year. Our 
key performances indicators and bonuses are therefore tied to the 

Facility Classification Ownership Location Availability of
Abortion/FP services

Type of FP services 
available

Type of Abortion 
services available

1. SRH	Centre NGO Accra Abortion	and	FP	services STM	and	LAPM MA	and	SA
2. SRH	Centre NGO Accra Abortion	and	FP	services STM	and	LAPM MA	and	SA
3. SRH	Centre NGO Accra Abortion	and	FP	services STM	and	LAPM MA	and	SA
4. SRH	Centre NGO Accra Abortion	and	FP	services STM	and	LAPM MA	and	SA
5. SRH	Centre NGO Kumasi Abortion	and	FP	services STM	and	LAPM MA	and	SA
6. SRH	Centre NGO Kumasi Abortion	and	FP	services STM	and	LAPM MA	and	SA
7. Hospital Private Accra Abortion	only Nil MA	and	SA
8. Hospital Private Accra Abortion	only Nil MA	and	SA
9. Hospital Private Accra Abortion	and	FP	services STM	and	LAPM MA	and	SA
10 Hospital Private Accra Abortion	and	FP	services STM	and	LARC MA	and	SA
11. Hospital Private Accra Abortion	and	FP	services STM	and	LARC MA	and	SA
12. Hospital Private Accra Abortion	and	FP	services STM	and	LARC MA	and	SA
13. Hospital Private Kumasi Abortion	and	FP	services STM	and	LARC MA	and	SA
14. Hospital Private Kumasi Abortion	only Nil SA	only
15. Hospital Private Kumasi Abortion	only Nil SA	only
16. Hospital Private Kumasi Abortion	and	FP	services STM	and	LARC MA	and	SA
17. Hospital Private Kumasi Abortion	and	FP	services STM	and	LARC MA	and	SA
18. Hospital Private Kumasi Abortion	and	FP	services STM	and	LARC MA	and	SA
19. Hospital Private Kumasi Abortion	only Nil SA	only
20. Hospital Private Kumasi Abortion	only Nil SA	only
21. Clinic Private Accra Abortion	only Nil SA	only
22. Clinic Private Accra Abortion	only Nil SA	only
23. Clinic Private Accra Abortion	only Nil SA	only
24. Clinic Private Accra Abortion	only Nil SA	only
25. Clinic Private Accra Abortion	only Nil SA	only
26. Clinic Private Accra Abortion	only Nil SA	only
27. Clinic Private Accra Abortion	only Nil SA	only
28. Clinic Private Kumasi Abortion	only Nil MA	and	SA
29. Clinic Private Kumasi Abortion	only Nil MA	and	SA
30. Clinic Private Kumasi Abortion	only Nil MA	and	SA
31. Clinic Private Kumasi Abortion	only Nil MA	and	SA
32. Clinic Private Kumasi Abortion	only Nil MA	and	SA
33. Clinic Private Kumasi Abortion	only Nil MA	and	SA
34. Clinic Private Kumasi Abortion	only Nil MA	and	SA
35. Maternity	Home Private Accra Abortion	and	FP	services STM	only MA	only
36. Maternity	Home Private Accra Abortion	and	FP	services STM	and	LARC MA	and	SA
37. Maternity	Home Private Accra Abortion	and	FP	services STM	and	LARC MA	and	SA
38. Maternity	Home Private Accra Abortion	and	FP	services STM	and	LARC MA	and	SA
39. Maternity	Home Private Accra Abortion	and	FP	services STM	and	LARC MA	and	SA
40. Maternity	Home Private Accra Abortion	and	FP	services STM	only MA	only
41. Maternity	Home Private Accra Abortion	and	FP	services STM	only MA	only
42. Maternity	Home Private Accra Abortion	and	FP	services STM	only MA	only
43. Maternity	Home Private Accra Abortion	and	FP	services STM	only MA	only
44. Maternity	Home Private Kumasi Abortion	and	FP	services STM	only MA	and	SA
45. Maternity	Home Private Kumasi Abortion	and	FP	services STM	only MA	and	SA
46. Maternity	Home Private Kumasi Abortion	and	FP	services STM	and	LARC MA	and	SA
47. Maternity	Home Private Kumasi Abortion	and	FP	services STM	and	LARC MA	and	SA
48. Maternity	Home Private Kumasi Abortion	and	FP	services STM	and	LARC MA	and	SA

Table 2 Consolidated	Contraception	and	Induced	Abortion	figures	(January2010-Decemeber	2017).

Source: Field	data	January2010-December	2017.
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number of abortions we provide’ (Midwife, NGO Owned facility).

Another	provider	indicated	that:

‘If I counsel women seeking abortion services to choose other 
options, how will I meet my targets and make more money since 
the main source of income in this facility is through abortion’ 
(Medical officer, Private facility)

An	abortion	provider	also	revealed	that	‘many young girls visit this 
facility more than three times in a year to terminate an unplanned 
pregnancy. Some even request to abort big pregnancies (>18 
weeks) whom I always refer’ to other private facilities because I 
don’t terminate big pregnancies’	(Midwife,	NGO	Owned	facility).

In	the	case	of	increasing	family	planning	service,	there	appear	to	
be	some	coercion	of	clients	as	provision	of	abortion	services	are	
tied	to	acceptance	to	take	a	family	planning	method	prior	to	an	
abortion.	A	service	provider	explained	as	follows:

‘I am always angry with young girls who come to my clinic for 

abortion so I force them to take a family planning method before 
I do the abortion, because I don’t want them to come back for 
another abortion (Midwife, Private facility).

Another	service	provider	reported	that:

‘We have monthly targets set for Long acting and reversible 
contraception uptake following an abortion and so we do 
everything possible in our facility to ensure that women we 
provide abortion services leave with a method so as to meet our 
monthly targets’ (Midwife, NGO Owned facility).

Another	provider	indicated	that:

‘In our facility, family planning services are not available because 
it’s not really our focus. We are specialized in providing abortion 
services which we do well. Clients requiring family planning 
services could visit other facilities that provide such services’ 
(Medical officer, Private facility)

Tables 3 and 4	present	facility specific	contraception	and	induced	

Types of services Year of service delivery Total
2010 2011 2012 2013 2014 2015 2016 2017

Short	Term	Methods	(STMS)         48,866
Injectables-1	month	 1,795 5,254 9,957 9,959 7,859 5,754 4,041 4,247
Injectables-3	month	 12,931 17,218 17,640 20,621 20,983 17,109 17,084 16,616 1,40,202
Oral	Pills	 2,842 4,645 6,009 2,410 2,168 2,349 2,227 2,541 25,191
Emergency	Contraception 173 185 174 183 35 3 27 11 791
Total	STMs 2,15,050
Long	Acting	and	Permanent	Methods	(LAPMs)
IUDs	 1,863	 1,158	 1,163	 1,445	 1,926	 2,261	 2,643	 2,689	 15,148	
Implants	 1,758	 1,477	 2,159	 3,994	 3,894	 4,190	 5,557	 5,135	 28,164	
Tubal	Ligations 0	 2	 8	 22	 41	 46	 85	 171	 375	
Total	LAPMs	 3,625	 2,639	 3,334	 5,469	 5,870	 6,507	 8,315	 8,021	 43,687	
Induced	Abortion
Surgical 4,773	 5,528	 5,192	 4,667	 4,635	 4,892	 5,106	 7,201	 41,994	
Medical	 1,875	 2,491	 5,439	 5,832	 5,514	 5,513	 6,690	 6,461	 39,815	
Total	Induced	Abortion	 6,648	 8,019	 10,631	 10,499	 10,149	 10,405	 11,796	 13,662	 81,809	
Field data January 2010 to December 2017.

Table 3	contraception	and	induced	abortion	service	numbers	from	NGO	facilities.

Types of services Year of service delivery Total
2010 2011 2012 2013 2014 2015 2016 2017

Short	Term	Methods	(STMS)	
Injectables-1	month	

123	 1,428	 2,523	 4,822	 7,542	 11,940	 12,249	 10,776	 51,403	

Injectables-3	month	 6,642	 12,165	 13,871	 16,229	 24,555	 31,402	 36,822	 27,212	 168,898	
Oral	Pills	 11,805	 19,862	 23,002	 38,464	 56,785	 7,998	 13,651	 3,030	 174,597	
Emergency	Contraception	 7,633	 9,817	 16,031	 20,264	 26,164	 60,480	 16,150	 774	 157,313	
Total	STMs 552,211

Long	Acting	and	Permanent	Methods	(LAPMs)
IUDs	 605	 821	 288	 3,031	 2,312	 2,576	 2,551	 4,999	 17,183	
Implants	 1,359	 2,532	 2,953	 8,216	 8,538	 9,526	 13,229	 25,763	 72,116	
Tubal	Ligations -	 12	 -	 16	 114	 17	 4	 9	 172	
Total	LAPMs	 1,964	 3,365	 3,241	 11,263	 10,964	 12,119	 15,784	 30,771	 89,471	
Induced	Abortion          
Surgical 5,234	 11,655	 11,625	 13,571	 19,169	 18,762	 17,668	 16,651	 114,335	
Medical 302	 1,085	 2,011	 5,264	 7,684	 13,784	 11,592	 2,995	 44,717	
Total	Induced	Abortion 5,536	 12,740	 13,636	 18,835	 26,853	 32,546	 29,260	 19,646	 159,052	
Source: Field data January 2010-December 2017.

Table 4:	Contraception	and	induced	abortion	service	numbers	from	private	facilities.
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abortion	figures	from	January	2010	to	December	2017.	The	NGO	
owned	facilities	provided	higher	numbers	of	contraception	and	
abortion	services	than	the	private	facilities.	In	both	the	NGO	and	
private	owned	facilities,	surgical	abortion	services	also	outnumber	
the	medication	abortion	services.	Both	facilities	provided	more	
short	 term	family	planning	services	and	more	surgical	abortion	
services	than	other	services.

The	cadre	of	family	planning	service	providers	in	both	the	private	
and	 NGO	 facilities	 influenced	 the	 availability	 and	 options	 of	
family	planning	services	offered	in	both	facilities.

A	respondent	explained	that:	‘As an NGO, we belief in task sharing 
reproductive health services with midlevel providers, provided 
they are well trained and certified by national laws’(Midwife, 
NGO Facility).

Another	respondent	explained	that:

‘There are more midwives in Ghana than medical officers. Besides 
family planning services are usually provided by midwives and 
Ghana also allows midwives to provide abortion services up to 
9weeks if trained and certified so these days we are providing 
abortion services in hospitals hence the increase in the numbers’ 
(Midwife, private Facility).

The	 availability	 of	 trained	 and	 competent	 abortion	 and	
contraceptive	 providers	 in	 facilities	 also	 determines	 services	
delivery	hence	the	numbers.	In	facilities	where	a	trained	provider	
is	not	available	service	delivery	is	limited	to	the	capability	of	the	
providers.	Some	providers	indicate	that:

‘For me I’m only trained on short term methods and so allowed to 
give only injectables and pills’. (Midwife, in private owned facility)

Another	provider	indicated	that:

‘We don’t have anybody trained on tubal ligations in this facility. 
Hence clients who opt for this service after an abortion are either 
referred to other facilities or convinced to take other methods 
that we have the skills and supplies to provide. Occasionally, we 
invite the surgeons to provide tubal ligations but the cost very 
expensive for some clients since they have to pay as laparotomy 
done in theater’ (Medical officer, Private facility).

Consolidated trends in contraception and 
induced abortions 2010-2017
The	consolidated	contraception	and	 induced	abortion	statistics	
in	 the	 private	 and	 NGO	 facilities	 shows	 increasing	 trends	 of	
service	 numbers	 within	 the	 seven	 year	 period	 of	 review.	 For	
instance in Figure 1,	 there	was	 a	 steady	 increase	 in the	entire	
STM	contraceptive	uptake	between	2010	and	2014	with	a	high	
spike	in	uptake	of	emergency	contraceptives	in	2015.

Uptake	 of	 Implants	 has	 been	 consistently	 high	 in	 all	 facilities	
between	2010	and	2017.	Intrauterine	Contraceptive	Devices	(IUDs)	
also	showed	a	similar	trend	except	a	slight	deviation	from	the	trend	
in	2013	where	IUD	uptake	showed	a	marginal	increase	(Figure 2).

The	 patronage	 of	 induced	 abortion	 services	 (both	 surgical	 and	
medical)	 in	 the	 two	 cities	 have	 also	 increased	 steadily	 with	
surgical	abortions	toping	(Figure 3).
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Consolidated	contraceptive	uptake	trends	in	private	and	NGO	facilities:	2010-2017.Figure 1
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Discussions
Ghana	 was	 among	 the	 first	 sub-Saharan	 African	 countries	 to	
adopt	a	national	population	policy,	in	1969	[10].	Despite	the	high	
importance	placed	on	sexual	and	reproductive	health	 including	
family	 planning	 activities	 by	 national	 policies,	 strategies,	 and	
plan	 of	 actions,	 family	 planning	 programs	 remain	 a	 challenge,	
hence	affecting	progress	towards	the	set	sexual	and	reproductive	
health	 targets.	 Anecdotal	 evidences	 suggests	 that,	 the	 range	
of	 available	 sexual	 and	 reproductive	 health	 services	 in	 health	
facilities	have	 insignificant	 relations	with	 clients	 centered	care,	
leading	 to	 the	 suspicion	 that	 some	 of	 the	 services	 are	 placed	
according	 to	 patterns	 of	 demand,	 provider	 financial	 gains	 and	
not	 tailored	 to	 enable	 clients	 to	 make	 informed	 decisions	 to	
address	their	sexual	and	reproductive	health	needs.	The	facilities	
selected	 for	 this	 study	were	 in	 three	 (3)	 categories	 of	 varying	
characteristics	with	respect	to	services	classification,	ownership	
and	service(s)	provided.	It	was	noted	that	whereas	some	facilities	
provide	 both	 abortion	 and	 family	 planning	 services,	 others	
in	 the	 study	 area	 provided	only	 induced	 abortion	 services	 and	
not	 contraception	 services.	 There	 appear	 to	 be	more	 induced	
abortion	 service	 providers	 in	 Accra	 than	 Kumasi	 metropolis.	
This	 is	due	to	the	varying	nature	of	contraception	and	 induced	
abortion	 services	 noted	 in	 the	 facilities.	 The	 study	 extracted	
and	 consolidated	 contraception	 and	 induced	 abortion	 figures	
covering	January	2010-Decemeber	2017	from	the	NGO	facilities	
and	 private	 facilities.	 A	 total	 of	 1,116,775	 Family	 planning	
services	(767,261	Short	Term	Methods	and	349,514	Long	Acting/
Permanent	Methods)	 and	240,861	 Induced	Abortions	 (156,329	
Surgical	and	84,532	Medical were	recorded.	There	appeared	to	
have	been	more	Short	Term	Methods	of	family	planning	services	
than	 Long	 Acting/Permanent	 Methods.	 Additionally,	 surgical	
abortion	 numbers	 were	 71,797	 more	 than	 induced	 abortions	
using	medical	options.	Although	various	cadre	of	providers	were	
observed,	midwives	were	the	majority	of	 induced	abortion	and	
contraception	services	providers	in	health	facilities	within	Accra	
than	 in	Kumasi.	 In	Facilities	where	midwives	provided	abortion	
services,	clients	were	encouraged	to	take	a	contraceptive	method.	
This	practice	was	very	common	in	NGO	facilities.	The	observation	
that	some	facilities set	targets	for	services	questions	the	voluntary	
nature	of	service	uptake.	Induced	abortion	and/or	contraception	
services	 are	 technically/ethically	 expected	 to	 be	 voluntary	 and	
preceded	by	options	counselling	to	enable	clients	make	informed	
decisions	 and	 choices.	 Target	 setting	 as	 a	 key	 performance	
indicator	 for	service	providers	particularly	 for	abortion	services	
is	 an	 indication	 of	 service	 providers	 and	 facilities	 encouraging	
abortion	on	demand	through	possible	coercion	of	clients	to	meet	
their	set	targets.	Good	clinical	practices	have	shown	that,	where	
women	are	given	good	counselling	prior	to	clinical	services,	rates	
of	regrets	are	minimal	and	client	satisfaction	is	assured	[11,12].	
The	 observation	 that	 NGO	 owned	 facilities	 provided	 higher	
numbers	of	contraception	and	abortion	services	than	the	private	
facilities	 have	 implications	 for	 quality	 or	 aggressive	 marketing	
of	 services.	 In	 Ghana	 although	 abortion	 is	 legally	 permissible	
by	 law,	 advertising	 clinical	 facilities	providing	 abortion	 services	
is	 socially	 stigmatized	 [13].	 One	 will	 therefore	 expect	 that	
abortion	services	in	particular	are	not	aggressively	marketed	but	
designed	 to	meet	 the	 unique	 needs	 of	 clients	 as	 permitted	by	

law.	Increasing	numbers	of	abortion	services	in	Ghana	annually	
undermines	 public	 health	 efforts	 in	 promoting	 contraceptive	
security	 to	 prevent	 unplanned	 pregnancies	 that	 result	 in	 high	
abortion	demands.	In	both	the	NGO	and	private	owned	facilities,	
surgical	abortion	services	outnumbered	the	medication	abortion	
services.	Considering	the	ease	of	providing	medication	abortion	
and	the	associated	minimal	complication	rates	[14,15],	one	would	
have	rather	expected	high	numbers	of	medication	abortion	than	
surgical	 options.	 The	 increasing	 numbers	 of	 surgical	 abortions	
in	 health	 facilities	 calls	 for	 further	 investigations	 into	 this	
observation	 to	 further	 examine	what	 is	 informing	 this	method	
of	abortion	in	the	study	area.	The	facility specific	contraception	
and	induced	abortion	figures	for	January	2010	to	December	2017	
also	reveal	that,	NGO	owned	facilities	provided	higher	numbers	
of	contraception	and	abortion	services	than	the	private	facilities.	
In	both	the	NGO	and	private	owned	facilities,	surgical	abortion	
services	also	outnumber	the	medication	abortion	services.	Both	
facilities	provided	more	short	term	family	planning	services	and	
more	surgical	abortion	services	than	other	services.	Studies	have	
shown	that	where	social	services	are	design	tailored	at	the	needs	
of	 clients’	 patronage	 is	 high	 [16,17].	 These	 findings	 perhaps	
support	 those	 of	 the	 current	 study	 and	 call	 for	 an	 evaluation	
of	abortion	and	family	planning	providing	 facilities	 in	Ghana	to	
ensure	conformation	to	national	standards	and	service	delivery	
protocols.	 In	Accra	and	Kumasi,	 the	 two	urban	 cities	of	Ghana	
with	 multiple	 ethnicity	 and	 religious	 groupings,	 efforts	 being	
made	 by	 the	Ministry	 of	 Health	 (MOH),	 Ghana	 Health	 Service	
(GHS)	 and	 its	 partners	 on	 the	 patronage	 of	 contraception	 and	
safe	abortion	services	have	 resulted	 in	a	general	 increase	over	
the	years	[18].	There	has	also	been	a	drop	in	fertility	rate	from	
6.4	percent	in	the	1970s	to	4.4	percent	in	2014	[19].	Despite	the	
improvements	in	family	planning,	safe	abortion	services	and	an	
increase	in	available	policies	and	programmes	to	ensure	optimal	
sexual	 and	 reproductive	 health	 rights	 decisions,	 the	 expected	
increase	 in	 the	 uptake	 of	 modern	 contraceptive	methods	 and	
safe	 induced	 abortion	 services	 has	 not	 been	 encouraging	 in	
Ghana.	This	is	evident	by	the	increase	in	maternal	mortality	ratio	
from	210/100,000	live	births	in	the	1990’s	to	a	projected	560	in	
2015	[20],	of	which	unsafe	abortions	contributes	11.5%	in	Ghana	
[21].	There	also	remain	a	high	unmet	need	for	contraception	in	
Ghana	as	well	as	discrepancies	between	Ghana’s	contraception	
prevalence	and	fertility	rates	since	the	contraception	prevalence	
does	not	commensurate	trends	in	Total	Fertility	Rates.

Conclusion
The	abortion	law	of	Ghana	allows	abortion	on	specific	conditions	
and	 not	 on	 demand.	 The	 observed	 increasing	 numbers	 of	
induced	 abortion	 statistics	 in	 the	 study	 area	 and	 the	 reported	
information	of	 target	 setting	 for	 abortion	 services	 in	 the	 study	
facilities	 however	 suggest	 that	 abortion	 is	 being	 provided	 on	
demand	 and	 its	 being	 used	 by	 women	 carrying	 unplanned	
and	 unintended	 pregnancies	 as	 a	 family	 planning	 method	 in	
health	facilities	within	the	two	urban	cities	of	Ghana.	The	study	
therefore	recommends	a	policy	directives	for	mandatory	training	
and	 integration	 of	 pregnancy	 options	 counselling	 in	 all	 health	
facilities	 providing	 abortion	 services	 in	 Ghana.	 A	 nationwide	
strategic	assessment	of	abortion	and	 family	planning	providing	
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facilities	in	Ghana	is	also	recommended	to	ensure	conformation	
to	national	standards	and	protocols.	The	documented	increasing	
uptake	of	short	term	family	planning	methods	compared	to	the	
long	acting	and	 reversible	methods	call	 for	more	education	on	
long	acting	and	revisable	methods,	capacity	building	of	providers	
and	availability	of	commodities	to	ensure	accessibility.
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