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Ghana abortion care—a model for others:
analysis of the 2017 Ghana Maternal Health
Survey

Dhanalakshmi Thiyagarajan, MD, MPH; Kwaku Asah-Opoku, MBChB, MPH; Sarah Compton, PhD, MPH
BACKGROUND: About 5% to 13% of maternal mortality is directly related to unsafe abortion care. Despite the cultural stigmatization of
abortions, Ghana has progressive abortion laws, healthcare guidelines, and clinical outcomes.
OBJECTIVE: Our study’s primary aim was to characterize abortion outcomes in Ghana. Our secondary aims included investigating factors that
led to abortion complications and the treatment of these complications.
STUDY DESIGN: We used data from the 2017 Ghana Maternal Health Survey. We examined questions that focused on the reasons for abor-
tion, methods used for abortion, healthcare setting for abortion, and health issues after abortion. We performed descriptive and inferential statis-
tics, including cross tabulation with chi-square analysis and logistic regression models.
RESULTS: Between 2012 and 2017, 1,425 women reported and completed the abortion-related questions. For those who obtained an abor-
tion for health reasons, 69% had a surgical-based as opposed to herbal or medication-based abortion (P<.001), 94% had a medical facility
−based as opposed to non-medical facility−based abortion (P<.001), and 21% had health problems related to the abortion within 1 month
(P=.035). Women’s reasons for undergoing an abortion did not affect the treatment rates after complications. There was no difference in the
occurrence of an abortion-related complication or receipt of treatment for this complication within 1 month after the abortion among those who
underwent medical facility−based and those who underwent nonmedical facility based abortion. Those with tertiary-level education or those who
knew abortions were legal were more likely to have a surgical and medical facility−based abortion.
CONCLUSION: Although Ghana has room to improve the safety and accessibility of abortion services, our analysis suggests abortions in
Ghana, regardless of reason given for seeking the service or method of abortion, seem to be safe. Translating Ghana’s approach to abortion could
minimize unsafe abortions globally.
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Introduction
Worldwide, 61% of unintended preg-
nancies end in abortion, which trans-
lates to about 73 million abortions
per year.1 Abortion care is accessed
throughout the world even where
restrictions exist.1 About 45% of abor-
tions are classified as unsafe worldwide,
and 5% to 13% of maternal mortality is
directly related to unsafe abortion care.2

Sustainable Development Goal 3.1 of
the World Health Organization is
aimed at reducing the global maternal
mortality rate to under 70 per 100,000
live births in every country.3 However,
instead of improving access to safe
abortion, many countries are enacting
new abortion restrictions.1−3 Reducing
unsafe abortions is an obvious way to
decrease maternal mortality and mor-
bidity.

In the upper middle-income West
African country of Ghana, with a popu-
lation of about 33.5 million people,
abortion is permitted for pregnancies
that are the consequence of rape, incest,
or the “defilement of a female idiot,”
those that pose a danger to the life or
health of a woman, and those with a
risk for fetal anomaly.4,5 The Ghana
Health Service has taken steps to
improve access to safe abortion services
in the country.6 However, as with many
places, abortion remains taboo, and
many women seek services outside the
formal healthcare system to avoid nega-
tive interactions with unsupportive
healthcare providers.5,7 Despite the
social and health risks women face, safe
and unsafe abortion is accessed in
Ghana because of financial, familial,
and personal burden of pregnancy and
raising a child.5 Overall in Ghana, 43%
of unintended pregnancies or 44 preg-
nancies per 1000 women aged 15 to
49 years end in abortion.6

The Ghana Health Service provides
the majority of health services to its
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Why was this study conducted?
This study aimed to characterize abortion outcomes in Ghana by using the 2017
Ghana Maternal Health Survey.

Key findings
For those who obtained an abortion for health reasons, 69% had a surgical abor-
tion as opposed to a herbal or medication-based abortion (P<.001), 94% had a
medical facility−based as opposed to nonmedical facility−based abortion
(P<.001), and 21% had health problems related to the abortion within 1 month
(P=.035). Women’s reasons for abortion did not affect treatment rates after
complications. There was no difference in the occurrence of an abortion-related
complication or receipt of treatment among medical facility−based vs
non-medical facility−based abortions.

What does this add to what is known?
Despite the cultural stigmatization of abortions, Ghana has progressive abortion
laws, healthcare guidelines, and clinical outcomes. Although Ghana can
improve, our analysis suggests that abortions in Ghana seem to be safe. Translat-
ing Ghana’s approach to abortion could minimize unsafe abortions globally.
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population through health posts, health
centers and clinics, district hospitals,
regional hospitals, and tertiary hospi-
tals.8 More than half of the population
is covered under the National Health
Insurance Scheme, which includes abor-
tion care, and 15% of the population is
covered under private health insurance
schemes.8−10 In 2006, the Ghana Health
Service and Ministry of Health devel-
oped guidelines for safe abortion serv-
ices, including how to provide
comprehensive abortion care and post-
abortion care, and worked to expand
the number of healthcare professionals
who can perform abortions, thereby
allowing trained nurses and midwives
to provide comprehensive and post-
abortion care.6

However, abortion is one of the top
causes of maternal mortality in Ghana
and accounts for about 14% of the
deaths.11 There has been dramatic prog-
ress in reducing the overall maternal
mortality from 580 per 100,000 births
in the 2007 Ghana Maternal Health
Survey to 310 per 100,000 births in
the 2017 Ghana Maternal Health
Survey.12,13 In addition, although
abortion-related complications were a
leading cause of admission to emer-
gency gynecology wards for many
years, more recently, there has been a
marked reduction in the rate of
2 AJOG Global Reports February 2025
admission for complications from
unsafe abortions.7,14

Despite the cultural stigmatization of
abortions, Ghana has progressive abor-
tion laws, healthcare guidelines, and
clinical outcomes. The primary aim of
this study was to characterize abortion
outcomes in Ghana. Our secondary
aims included investigating reasons for
abortion complications and treatment
of these complications.
Material and methods
We used data from the 2017 Ghana
Maternal Health Survey.13 The woman’s
questionnaire focused on self-identified
women aged 15 to 49 years old. There
were a variety of questions about
participant background, previous preg-
nancies, including abortions and miscar-
riages, family planning habits, pregnancy
and postpartum care, relationship and
sexual experiences, healthcare access, and
disability care. Based on the protocol,
25,304 women aged 15 to 49 years were
eligible to be interviewed across the coun-
try. A total of 25,062 (99%) completed the
woman’s questionnaire. After download-
ing the 2017 Ghana Maternal Health Sur-
vey data set from the Demographic and
Health Surveys website, we performed a
retrospective, cross-sectional analysis of
the data focused on abortion care.13
We examined the following ques-
tions: “What was the main reason you
decided to have this abortion?”; “What
was the (only/final) thing you did to
end this pregnancy”; “Where did you go
to get this (only/final step) done?”; “In
the first one month after the abortion,
did you have any health problems
because of the abortion?”; “Did you get
any treatment for the health problems
you had because of the abortion?”
The following responses to the ques-

tions were recoded as detailed. The
responses to “What was the main rea-
son you decided to have this abortion?”
were recoded as being related to health,
financial, social, or family. The follow-
ing response was recoded as health:
“Health-related reasons.” “No money to
care for baby” was recoded as financial.
The following responses were recoded
as being for social reasons: “Not ready/
too young/wanted to delay child-bear-
ing,” “Wanted to space child,” “Wanted
to continue in school,” and “Other life
circumstances.” The following
responses were recoded as family rea-
sons: “Partner did not want child,”
“Other partner-related circumstances,”
and “Shame/afraid of parents/parents
insisted.” Those who listed other rea-
sons were excluded.
“What was the (only/final) thing you

did to end this pregnancy?” was recoded
as herbal, medication, and surgical.
“Non-medical methods” was captured
as herbal. The following responses were
recoded as medication: “Misoprostol/
Cytotec tablets,” “Mifepristone and
misoprostol/Medabon tablets,” “Tablets
(exact kind unknown),” and “Oxytocin/
IV.” The responses “D&C/D&E,” “Vac-
uum aspiration,” “Saline instillation,”
Catheter,” and “Other injection” were
recoded as surgical.
“Where did you go to get this (only/

final step) done?” was recoded as in a
medical facility or not. The following
responses were recoded as in a medical
facility: “Healthcare personnel,” “Phar-
macist/chemical seller,” “Health facility
public,” “Health facility private,” and
“Pharmacy/chemist/drug-store.” The
responses “Relative or friend,” “Other,”
“Nobody,” and “Home” were recoded
as nonmedical facility. Participants who
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TABLE 1
Type of abortion based on reason for abortion
Reason for abortion Herbal, n (%) Medication, n (%) Surgical, n (%) Total, n (%)

Health 10 (9.1) 24 (21.6) 77 (69.4) 111 (8.2)

Financial 87 (19.2) 213 (47.2) 153 (33.8) 453 (33.4)

Social 99 (18.5) 261 (48.8) 175 (32.7) 535 (39.4)

Family 35 (13.5) 139 (53.7) 85 (32.8) 259 (19.1)

Total 231 (17.0) 637 (46.9) 490 (36.1) 1358

Thiyagarajan. Ghana Abortion Care Outcomes. Am J Obstet Gynecol Glob Rep 2024.
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responded “Other” to either the main
reason or the last step were dropped
from further analysis.
The data were analyzed using Stata

v.16 (College Station, TX). We per-
formed descriptive and inferential sta-
tistics including cross tabulations with
chi-square analyses. A P value <.05 was
deemed statistically significant. A series
of logistic regression models were evalu-
ated using a dichotomous surgical abor-
tion variable, a dichotomous medical
facility-based abortion, and a dichoto-
mous reporting variable of a health
TABLE 2
Location of abortion based on reason
Reason for abortion Nonmedical facility, n (

Health 7 (5.6)

Financial 128 (28.4)

Social 139(26.0)

Family 60 (23.0)

Total 334 (24.4)

Thiyagarajan. Ghana Abortion Care Outcomes. Am J Obst

TABLE 3
Health problems related to the aborti

Reason for
abortion

Health problems in
1st month after
abortion, n (%)

Health 26 (20.8)

Financial 68 (14.9)

Social 61(11.3)

Family 40 (15.3)

Total 195 (14.1)

Thiyagarajan. Ghana Abortion Care Outcomes. Am J Obst
problem in the 6 months after abortion
as the outcomes. The results are pre-
sented as odds ratios and marginal
effects.
Results
Between 2012 and 2017, 1425 (5.7%) of
the 25,062 women who answered the
questionnaire reported an abortion and
completed the abortion-related ques-
tions. As seen in Table 1, for those who
obtained an abortion for health reasons,
77 (69%) had a surgical abortion as
for abortion
%) Medical facility, n (%) Total, n (%)

118 (94.4) 125 (9.1)

322 (71.5) 450 (33.8)

396 (74.0) 535 (39.0)

201 (77.0) 261 (19.0)

1037 (75.6) 1371

et Gynecol Glob Rep 2024.

on based on reason for abortion
No health problems
in 1st month after
abortion, n (%) Total, n (%)

99 (79.2) 125 (9.1)

388 (85.1) 456 (33.0)

478 (88.7) 539 (39.0)

222 (84.7) 262 (19.0)

1187 (86.0) 1381

et Gynecol Glob Rep 2024.
opposed to a herbal (9.1%) or medica-
tion-based abortion (21.6%) (P<.001).
Table 2 demonstrates that of those

who obtained an abortion for health
reason, 118 (94%) had a medical facility
−based as opposed to nonmedical facil-
ity−based abortion (5.6%) (P<.001). In
addition, 71.6% of those who sought
abortion for financial reasons, 74.0% of
those for social reasons, and 77.0% of
those for family reasons underwent an
abortion within the healthcare system.
Although most women who reported

having an abortion reported no health
problems in the first month after abor-
tion, this differed by reasons for the
abortion. About 21% of those who
obtained an abortion for health reasons
had health problems related to the abor-
tion within 1 month after the abortion,
whereas about 15% of those who had an
abortion for financial reasons, 11% of
those whose abortion was for social rea-
sons, and 15% of those whose abortion
was for family reasons reported health
problems in the first month after abor-
tion (P=.035) as shown in Table 3.
When asked if they sought treatment

for an abortion-related complication,
the women’s reasons for receiving an
abortion did not affect the treatment
rates after complications (P=.352). The
incidence of an abortion-related com-
plication within 1 month after the abor-
tion was not different between those
who underwent a medical facility
−based vs nonmedical facility−based
abortion (P=.892). In addition, there
was no difference in medical facility
−based and nonmedical facility−based
abortions in terms of treatment received
for a complication within 1 month after
the abortion (P=.342).
In the logistic regression with a

dichotomous surgical abortion as the
outcome variable, those who reported
having an abortion for health reasons
were 25.7% more likely to have a surgi-
cal abortion (marginal effect [ME],
0.257), those who had higher than
senior high school level of education
were 14.5% more likely to have a surgi-
cal abortion (ME, 0.145), and those who
knew that abortion was legal in Ghana
were 14.6% more likely to have a surgi-
cal abortion (ME, 0.146) when
February 2025 AJOG Global Reports 3

http://www.ajog.org


TABLE 4
Logistic regression models with outcomes of surgical abortion, medical facility−based abortion, and reporting a health problem in the 6 months after
abortion

Model 1: surgical abortion outcome Model 2: medical facility−based abortion outcome
Model 3: health problem in the

1st month after abortion outcome

Reason for abortion Odds ratio (95% CI) Marginal effects Odds ratio (95% CI) Marginal effects Odds ratio (95% CI) Marginal effects

Abortion for health reason 1.220a (0.776−1.663) 0.257 1.641a (0.851−2.430) 0.286 0.765a (0.263−1.267) 0.090

Education

None Ref Ref Ref Ref Ref Ref

Primary �0.006 (�0.472 to 0.461) 0.172 (�0.303 to 0.648) �0.030 (�0.709 to 0.650)

Junior high school 0.107 (�0.305 to 0.518) 0.469a (0.042−0.897) 0.092 0.148 (�0.436 to 0.731)

Senior high school 0.412 (�0.053 to 0.877) 0.778a (0.281−1.276) 0.144 0.439 (�0.194 to 1.071)

Tertiary 0.665a (0.082−1.25) 0.145 1.576a (0.755−2.340) 0.239 �0.286 (�1.148 to 0.576)

Know abortion is legal in Ghana 0.691a (0.332−1.051) 0.146 0.490a (0.000−0.980) 0.085 0.301 (�0.154 to 0.756)

Age

15−19 �0.684a (�1.280 to �0.088) �0.140 �0.324 (�0.889 to 0.240) 0.073 (�0.695 to 0.840)

20−24 �0.409a (�0.720 to �0.097) �0.088 �0.394a (�0.744 to �0.044) �0.069 0.607a (0.174−1.040) 0.073

25−29 Ref Ref Ref Ref Ref Ref

30−34 �0.116 (�0.505 to 0.273) �0.157 (�0.612 to 0.299) 0.284 (�0.285 to 0.852)

35−39 0.256 (�0.230 to 0.741) �0.018 (�0.608 to 0.572) �0.144 (�0.905 to 0.616)

≥40 0.583 (�0.013 to 1.178) 0.152 (�0.596 to 0.900) �0.490 (�1.539 to 0.559)

Number of living children

0 �0.001 (�0.407 to 0.404) �0.066 (�0.499 to 0.368) 0.399 (�0.156 to 0.954)

1 �0.055 (�0.437 to 0.327) 0.256 (�0.159 to 0.671) 0.188 (�0.357 to 0.723)

2 Ref Ref Ref Ref Ref Ref

≥3 0.105 (�0.293 to 0.503) 0.212 (�0.243 to 0.667) 0.263 (�0.327 to 0.854)

Being in a relationship 0.136 (�0.129 to 0.401) 0.226 (�0.062 to 0.513) 0.030 (�0.328 to 0.380)
a Indicates a P value of <.050.
Thiyagarajan. Ghana Abortion Care Outcomes. Am J Obstet Gynecol Glob Rep 2024.
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controlling for age, number of living
children, and being in a relationship.
Similarly, in the logistic regression

with medical facility−based abortion as
the outcome variable, those who had an
abortion for health reasons were 28.6%
more likely to have a medical facility
−based abortion (ME, 0.286), those
who had higher levels of education
(junior high school, senior high school,
tertiary) were 9.2%, 14.4%, and 23.9%
more likely to have a medical facility
−based abortion (ME, 0.092, 0.144, and
0.239, respectively), and those who
knew abortion was legal in Ghana were
8.5% more likely to have a medical facil-
ity-based abortion (ME, 0.085) when
controlling for age, number of living
children, and being in a relationship.
Finally, in a logistic regression model

with reporting health problems in the
first month after abortion as the out-
come variable and controlling for medi-
cal facility−based care, age, number of
living children, education, being in a
relationship, and knowing that abortion
was legal, those who underwent an
abortion for a health reason were 9%
more likely to report a health problem
in the first month after abortion (ME,
0.090). Table 4 contains the detailed
results.
Discussion
Principal findings
For those who obtained an abortion for
health reasons, surgical-based abortions
as opposed to herbal or medication-
based abortions and medical facility-
based abortions as opposed to nonmed-
ical facility−based abortions were pre-
ferred. In addition, those who obtained
an abortion for health reasons were
more likely to have had health problems
related to the abortion within 1 month.
Women’s reasons for receiving an abor-
tion did not affect treatment rates after
complications. There was no difference
in medical facility−based vs nonmedical
facility−based abortions in terms of the
occurrence of an abortion-related com-
plication or receipt of treatment for this
complication within 1 month after the
abortion. Those with a tertiary level of
education or who knew abortions were
legal were more likely to have a surgical
and medical facility−based abortion.

Results
In this analysis of the 2017 Ghana
Maternal Health Survey, women who
reported having an abortion for health
reasons were most likely to have a surgi-
cal abortion, to use a medical facility for
their abortion, and to report a compli-
cation up to 1 month after abortion.
This could be attributed to the patient
already having health concerns that
could have been worsened by their
pregnancy or being at a later gestational
age of their pregnancy.

In addition, those who had a higher
level of education or who knew that
abortions were legally available in
Ghana were more likely to have a surgi-
cal abortion and medical facility−based
abortion. This is consistent with find-
ings from previous work.15−18 This
could be because people with higher lev-
els of education are more likely to live in
urban areas where there is access to
medical facilities or they are aware that
abortion is available legally in health
facilities and covered by the national
health insurance scheme.

Interestingly, we found no differences
in abortion-related complications
within 1 month after the abortion
among those abortions that happened
within a medical facility vs those that
occurred in a nonmedical facility
−based situation. Furthermore, treat-
ment rates after complications within 1
month after the abortion did not differ
based on any factor. This is demon-
strated in several studies in which
patients who received an illegal or
unsafe abortion have received care for
complications from abortion.16,17,19−23

Clinical implications
Most people, despite the reason for
abortion, used a medical facility for
their abortion care. Patients must feel
safe seeking help if they have a post-
abortion complication to prevent seri-
ous or fatal associated outcomes. This
study also highlights the importance of
societal education around safe abortion
care, preventing maternal morbidity
and mortality, and progressive abortion
laws, because those who likely had this
knowledge pursued the legal abortion
options of medical facility−based man-
agement.
Research implications
Future studies could include qualitative
data collection with semi-structured
interviews or focus group discussions to
understand the decision-making behind
obtaining an abortion and how partici-
pants completed the abortion and
received postabortion care. In addition,
country-level data monitoring maternal
mortality and morbidity rates could be
analyzed to further understand abortion
complication reasons in Ghana.
Strengths and limitations
These results are limited by the data set
protocol.13 Although a stratified sample
frame was used to capture the broad
data of the Ghanaian population, there
is always sampling error associated with
this. In addition, field workers adminis-
tered the questionnaires and therefore
participants may not have felt comfort-
able and/or been honest in answering
the relevant questions. Finally, those
who were deceased because of abortion
complications were not included in this
data set.13
Conclusion
Ghana has taken steps to improve the
safety and accessibility of abortion serv-
ices by broadly interpreting the abortion
law, providing abortion care within the
public Ghana Health Service, and devel-
oping guidelines to improve abortion
services. Although Ghana has room to
improve the safety and accessibility of
abortion services by further legalizing
abortion for all reasons, by developing a
culture of acceptance and increasing
knowledge about the legalization of
abortion and its access, our analysis
suggests that most abortions are done
safely. Overall, it would be beneficial to
analyze and develop a program based
on Ghana’s abortion-care structure to
minimize unsafe abortions globally. &
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