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A B S T R A C T

Objectives: This study examined contraceptive use before pregnancy and after medication abortion (MA) among 
clinic and pharmacy clients in Ghana, and factors linked to modern contraceptive uptake post-MA.
Methods: Data were drawn from a non-inferiority, prospective study of 1,974 women who obtained MA with 
misoprostol and mifepristone from pharmacies (n = 929) and clinics (n = 1,045) in Ghana. Descriptive statistics 
were generated to assess contraceptive use before pregnancy and after MA, whereas binary logistic regressions 
were fitted to examine the factors associated with modern contraceptive uptake post-MA.
Results: Overall, non-use of contraception increased from 57 % before pregnancy (n = 1123) to 66 % post-MA (n 
= 1293), a trend driven by pharmacy clients. While 55 % (n = 344) of the clinic clients who were not using any 
contraceptive method before pregnancy remained non-method users post-MA, 86 % (n = 434) was the case for 
the pharmacy group. Additionally, of the non-method users who switched to any contraceptive method after MA, 
a higher share of the clinic group (n = 274, 44 %) used modern contraceptive methods compared to the phar
macy group (n = 58, 12 %). The regression results revealed that receiving information on contraception and 
accessing MA from clinics significantly increased the odds of adopting modern contraception after MA.
Conclusions: A relatively greater share of women who accessed MA in pharmacies did not use any contraceptive 
method following the abortion. Additionally, receiving contraception information enhanced modern contra
ception adoption after MA. Findings highlight the need to develop programmes and strategies to expand the 
provision of contraception information to women seeking MA, including those using the pharmacy route.

Background

Unsafe abortion is among the leading causes of maternal deaths in 
many developing countries [1]. Approximately 97 % of unsafe abortions 
worldwide occur in the developing world [1,2]. A combination of fac
tors, including legal restrictions, stigma and the high cost of abortion 
services, impede access to safe abortion in the developing world [3]. 
Studies show that medication abortion (MA) is an effective approach to 
enhancing access to safe abortion [4,5], especially in settings where 
there are legal restrictions and socio-cultural impediments. The use 
of misoprostol with or without mifepristone for ending pregnancies is 
generally safe and effective [6–8].

In Ghana, the abortion law allows women to end pregnancies in 
hospitals and clinics (hereafter referred to as clinics) in cases of rape, 

incest, fetal impairment, or risks to their health [9–11]. However, Ghana 
Health Service’s standard protocols do not require women to show any 
evidence to obtain abortion services [12], making abortion access 
relatively liberal in practice in the country. Although pharmacies are not 
legally sanctioned to provide abortion services, in practice, some phar
macies offer MA services without prescriptions. Women who access MA 
from pharmacies are less likely to receive information on postabortion 
contraception since the pharmacies are operating outside their mandate 
[13].

The current WHO guidelines on abortion care recommend self- 
management of abortion (in whole or in part) at <12 weeks gestation 
with MA pills from a broad cadre of trained health providers, including 
pharmacy workers, pharmacists and community health workers [6]. In 
addition, the guidelines recommend the provision of comprehensive 
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abortion care (CAC) by these workers, including counselling on 
contraception and provision of a broad array of methods for women to 
choose [6]. This is crucial for averting subsequent unintended preg
nancies and reducing deaths associated with unsafe abortions [14,15]. 
Women who receive quality CAC and do not intend to become pregnant 
again shortly are more likely to adopt contraception following abortion 
immediately [16,17]. Providing counselling sessions tailored to the 
specific contraception needs of abortion clients may require under
standing the history of their contraceptive use before pregnancy.

Previous studies in sub-Saharan Africa (SSA) have documented the 
characteristics of women more likely to utilise contraceptives after 
abortion [18–21]. For example, Wake et al. [19] showed that Ethiopian 
women who received counselling on contraception and those with a 
history of family planning adoption have higher odds of using contra
ceptives after abortion. A similar study in Bahir Dar, Ethiopia found that 
unmarried women, those who previously had an abortion and women 
who have a history of using contraceptives are more likely to use con
traceptives after terminating a pregnancy [18]. In Nigeria, women who 
obtained abortion care from clinics are more likely to adopt a contra
ceptive method [21].

However, the contraceptive use behaviour of women before preg
nancy and after MA is under-researched, especially in SSA. Although 
Agula et al. [22] studied before and after abortion contraceptive use, the 
scope was limited to poor urban settlements in Accra, Ghana. Moreover, 

the contraceptive use behaviour of women who accessed MA from 
pharmacy versus clinic providers has not been studied. This study con
tributes to the body of abortion literature by examining women’s con
traceptive use immediately preceding pregnancy and after MA, as well 
as the factors associated with modern contraceptive use following MA 
from pharmacies and clinics in Ghana. We hypothesised that receiving 
contraception information before MA would increase the likelihood of 
adopting modern methods after abortion.

Data and methods

Study area

This study utilised secondary data from an earlier study, which was 
implemented in the Greater Accra, Western (now Western and Western 
North), Eastern and Ashanti regions of Ghana by the Regional Institute 
for Population Studies (RIPS) and Ipas International [23]. These regions 
were selected for their high prevalence of abortion and ethnic diversity 
[24]. See Fig. 1 for the map of Ghana with the study regions and the 
analytic sample.

Design

The study employed a prospective non-inferiority design to recruit 

Fig. 1. A map of Ghana with study regions and the analytic sample.
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women who accessed MA from selected pharmacies and clinics in the 
four regions. Three follow-up surveys were conducted at 3, 10 and 30 
days post-recruitment. The 3-day survey confirmed whether women had 
initiated the termination process by taking the pills, while the subse
quent surveys assessed their experiences with the medication. Full de
tails of the design and methodology have been published elsewhere 
[23,25,26].

Sample size

The sample size was determined using a binary non-inferiority 
design, with adjustments for cluster effects and potential attrition. 
This resulted in a required sample of 1981 women, of whom 1974 (1045 
from clinics and 929 from pharmacies) with complete follow-up data 
were included in the analysis. Full details of the sample size determi
nation are reported elsewhere [23,25,26].

Sampling procedure

The study recruited only clinics and pharmacies that offered MA with 
Mariprist and MM Combi Kit. Facilities were recruited through explor
atory visits by the research team with support from the Ghana Health 
Service, Marie Stopes (MS) Ghana Reproductive Choices and the Phar
macy Council. Eligibility required the provision of MA (without a doc
tor’s prescription in the case of pharmacies) and adequate service 
demand. Exit interviews were conducted with consenting women (<9 
weeks of pregnancy gestation) who independently accessed MA at these 
facilities. Trained research assistants recruited participants at the point 
of exit, collected baseline information, and created secure identifiers for 
follow-up phone interviews. Full details of recruitment procedures and 
eligibility criteria are reported elsewhere [23,25,26].

Data collection

Data for the study were collected electronically using tablets pro
grammed with a questionnaire on CommCare software, previously used 
in a similar study in Cambodia [27] and piloted in Ghana for contextual 
appropriateness. Data collection occurred in two periods (December 
2019-March 2020 and July 2020-April 2021), with a pause due to the 
COVID-19 pandemic. The interviews covered various domains, 
including women’s socio-demographics, geographic location, MA access 
costs, pregnancy information, experiences after MA, provider choice, 
and contraceptive use immediately before pregnancy and after MA. The 
questionnaire was pre-tested to ensure reliability and validity. While 
initial recruitment was conducted face-to-face, all follow-up interviews 
were conducted via phone. Full details of data collection are reported 
elsewhere [23,25,26].

Measures

The outcome variable for this study is modern contraceptive uti
lisation following MA. In the final follow-up interview, women were 
asked “Are you currently using a contraceptive method?”. At that point, 
the women already had their pregnancies terminated. Those who 
responded “yes” and indicated using either an oral contraceptive pill 
(OCP), condom, intrauterine device (IUD), injectable, implant, lacta
tional amenorrhea method (LAM), emergency contraceptive (EC) or 
diaphragm were considered utilizing a modern method. Women who 
responded “no”, as well as those who indicated using withdrawal or 
herbs were considered not utilizing a modern method.

The independent variables included in the regression models are age 
(<20, 20–24, >24 years), education (no education, primary, middle/ 
junior high school, senior high school, tertiary/higher), marital status 
(currently in union, formerly in union, never in union), number of live 
births (0, 1, ≥2), occupation (professional/managerial, service, skilled 
manual, unskilled manual, student, unemployed), previous abortion 

history using medication method (yes, no), previous abortion history 
using procedure method (yes, no), use of modern contraceptive before 
recent pregnancy (yes, no), receipt of contraception information before 
MA (yes, no) and the type of MA provider (clinic, pharmacy). These 
variables were selected based on existing literature regarding post- 
abortion contraceptive use in SSA [18–22)].

Analysis

Descriptive statistics were generated to examine contraceptive use 
immediately before pregnancy and following MA. The analysis was 
conducted from two perspectives: 1) a cross-sectional view of the spe
cific contraceptive methods women used before pregnancy and after 
MA, and 2) an individual-level view tracking each woman’s method-use 
behaviour to understand patterns of method switching. Additionally, 
three binary logistic regression models were estimated to examine the 
factors associated with modern contraceptive use following MA. The 
first model was estimated using the entire sample. To further understand 
the factors associated with post-MA modern contraceptive use in clinics 
and pharmacies, separate regressions were run.

Results

Socio-demographic characteristics of women

Table 1 presents women’s background characteristics for the entire 
sample and segregated by provider type. Results indicate that approxi
mately 10 % (n = 198) of the women were aged 20 and younger, with 
about 55 % (n = 109) accessing MA in clinics. Most women (n = 1361, 
69 %) were not in a union with a partner. Almost all the women reported 
having some form of formal education. A little over a third (n = 703, 36 
%) of them indicated having a tertiary or university level of education. 
Of those with at least a tertiary education, 69 % (n = 483) were clinic 
clients. Results further indicate that 58 % (n = 1145) of the women were 
nulliparous while the rest had at least one live birth. Most of the women 
(n = 1343, 68 %) also reported having a job and the remaining were 
students (n = 379, 19 %) and unemployed (n = 252, 13 %).

Women’s abortion history and contraception information before recent 
pregnancy

Results further indicate that 21 % (n = 421) of the women previously 
ended pregnancy using any medication method, with 59 % (n = 248) of 
them accessing the service in pharmacies (see Table 1). Notably, before 
the recent pregnancy, seven in ten (n = 1373) of the women were not 
using any modern contraceptive method. Although a little over half (n =
1021, 52 %) of the sample received information on contraception before 
their recent abortion, the majority (n = 961, 94 %) of them were clinic 
clients, while 6 % (n = 60) were pharmacy clients.

Contraceptives women used before pregnancy and after MA

Figs. 2 and 3 provide cross-sectional information on the specific 
contraceptive methods women used before becoming pregnant and after 
MA for the entire sample and by provider type, respectively. Before 
pregnancy, 57 % (n = 1123) of the women did not use any contraceptive 
method, which increased to 66 % (n = 1293) after MA (see Fig. 2). A 
breakdown analysis shows that this rise in non-use was largely driven by 
pharmacy clients (see Fig. 3). While approximately 59 % (n = 614) of 
clinic clients were not using any method after MA, the proportion was 
higher among pharmacy clients (n = 679, 73 %). Notably, the share of 
non-method users in the clinic group decreased slightly by 0.67 per
centage points after MA whereas a 19-percentage-points increase was 
observed among the pharmacy group. The methods women mainly used 
immediately before pregnancy were EC (n = 415, 21 %), followed by 
withdrawal (n = 154, 8 %). However, after MA, injectables (n = 252, 13 
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%) and OCPs (n = 124, 6 %) were mainly used (see Fig. 2). Further 
analysis shows that the observed shift to injectables and OCP after MA 
was predominantly driven by clinic clients (see Fig. 3).

To gain deeper insights, an analysis of the switching patterns in 
methods used before pregnancy and after MA was conducted (see 
Table 2). This analysis followed each woman over one month to track 
the method used after MA. The results indicate that 86 % (434/502) of 
women who obtained MA from pharmacies and were not using any 
method before pregnancy continued not to use any method after the MA. 
Among the remaining non-users, some switched to adopting injectables 
(n = 18, 3.6 %) and EC pills (n = 18, 3.6 %), followed by OCPs (n = 12, 

2.4 %), condoms (n = 8, 1.6 %), withdrawal (n = 7, 1.4 %), rhythm (n =
2, 0.4 %), implants (n = 2, 0.4 %) and herbs (n = 1, 0.2 %).

In contrast, 55 % (344/621) of clinic clients who were not using any 
method before pregnancy continued not to use any method after the 
abortion. However, a relatively larger proportion (n = 274, 44 %) of the 
remaining women switched to modern methods – injectables (n = 149, 
24.0 %), OCPs (n = 57, 9.2 %), implants (n = 52, 8.4 %), IUDs (n = 8, 
1.3 %), condoms (n = 4, 0.6 %) and EC (n = 4, 0.6 %).

Furthermore, results reveal that a substantial share of pharmacy 
clients who reported using modern hormonal methods, such as OCPs, 
injectables and implants, before pregnancy switched to no method after 
MA. Specifically, 74.4 % (n = 32), 84.0 % (n = 21) and 60.0 % (n = 3) of 
OCP, injectable and implant users before pregnancy, respectively, 
switched to no method after MA.

In addition, women who were using traditional methods, such as 
rhythm, withdrawal or herbal concoctions, before pregnancy often 
switched to either no method, EC or another traditional method after 
MA, regardless of where the service was obtained.

Factors associated with modern contraceptive use after MA

Table 3 presents multivariate logistic regression results for the fac
tors associated with modern contraceptive use following MA. Three 
separate regression models were performed: Model 1 used the total 
sample while Models 2 and 3 focused on the clinic and pharmacy groups.

Results indicate that receiving contraception information before MA 
significantly increased the likelihood of using modern contraceptive 
methods after MA. Women who received such information were 2.3 
times as likely to adopt a modern contraceptive method after MA 
compared to those who did not (AOR = 2.3, p < 0.01) (see Model 1 of 
Table 3). Similarly, compared to non-users, women who used modern 
methods before pregnancy were more likely to adopt a modern method 
following the termination (AOR = 1.5, p < 0.01). Clinic clients also had 
a 50 % higher chance of using a modern method after MA than phar
macy clients (AOR = 1.5, p < 0.05).

Additionally, certain socio-demographic characteristics such as ed
ucation, number of live births and occupation are significantly associ
ated with post-MA modern contraception (see Model 1). Women with 
tertiary or university education were more likely to utilise modern 
contraception after MA compared to those with no education (AOR =
2.6, p < 0.01). The odds of using modern methods after MA were also 
higher for women with one (AOR = 1.6, p < 0.01) or two and more live 
births (AOR = 2.0, p < 0.01), compared to those with no live births. In 
addition, women engaged in skilled manual jobs were twice as likely to 
use modern contraception after MA compared to unemployed women 
(AOR = 2.0, p < 0.01).

The breakdown analysis by provider type reveals that the clinic 
group largely drove the results regarding contraception information and 
occupation. For example, among the clinic clients, those who received 
contraception information were 6.1 times as likely to use modern 
methods after MA (see Models 2). However, this was not the case among 
the pharmacy group, as receiving such information is not significantly 
associated with post-MA modern contraceptive utilisation (see Model 3).

On the other hand, the pharmacy group largely influenced the results 
on the use of modern contraceptive methods before pregnancy. Those in 
that group who used modern contraception before pregnancy were 2.3 
times as likely to ultise modern contraception after MA (AOR = 2.3, p <
0.01) (see Model 3). In addition, results for the pharmacy group indicate 
that women who previously ended pregnancy using a surgical procedure 
before the recent MA were more likely to adopt modern contraception 
after MA (AOR = 2.7, p < 0.01) (see Model 3).

Women’s age and marital status were not significantly associated 
with post-MA contraception utilisation.

Table 1 
Socio-demographic attributes, abortion history and contraception information 
of women, and by type of provider.

Variable Total 
sample 
(n; %)

By type of MA provider

Clinic (n; %) Pharmacy (n; %)

Age category**
​ <20 198 (10.0) 109 (55.1) 89 (44.9)

​ 20–24 716 (36.3) 402 (56.2) 314 (43.8)
​ >24 1060 (53.7) 534 (50.4) 526 (49.6)

Educational level***
​ No formal education 33 (1.7) 14 (42.4) 19 (57.6)
​ Primary 78 (4.0) 33 (42.3) 45 (57.7)
​ JHS/middle school 423 (21.4) 170 (40.2) 253 (59.8)
​ SHS/secondary 737 (37.3) 345 (46.8) 392 (53.2)
​ Tertiary/university 703 (35.6) 483 (68.7) 220 (31.3)

Marital status***
​ Currently in union 563 (28.5) 286 (50.8) 277 (49.2)
​ Formerly in union 50 (2.5) 13 (26.0) 37 (74.0)
​ Never in union 1361 (69.0) 746 (54.8) 615 (45.2)

Number of live births***
​ No live birth 1145 (58.0) 679 (59.3) 466 (40.7)
​ One live birth 356 (18.0) 152 (42.7) 204 (57.3)
​ Two or more live births 473 (24.0) 214 (45.2) 259 (54.8)

Occupation***
​ Professional/ 

managerial
359 (18.2) 224 (62.4) 135 (37.6)

​ Sales/service 560 (28.4) 248 (44.3) 312 (55.7)
​ Skilled manual 221 (11.2) 121 (54.8) 100 (45.2)
​ Unskilled manual 203 (10.3) 88 (43.4) 115 (56.6)
​ Student 379 (19.2) 223 (58.8) 156 (41.2)
​ Unemployed 252 (12.7) 141 (55.9) 111 (44.1)

Previously had abortion(s) using MA pills***
​ Yes 421 (21.3) 173 (41.1) 248 (58.9)
​ No 1,553 (78.7) 872 (56.2) 681 (43.8)

Previously had abortion(s) using surgical procedure
​ Yes 198 (10.0) 98 (49.5) 100 (50.5)
​ No 1,776 (90.0) 947 (53.3) 829 (46.7)

Used modern contraceptive method before recent pregnancy***
​ Yes 601 (30.5) 308 (51.3) 293 (48.7)
​ No 1373 (69.5) 737 (53.7) 636 (46.3)

Received information on contraception before MA***
​ Yes 1021 (51.7) 961 (94.1) 60 (5.9)
​ No 953 (48.3) 84 (8.8) 869 (91.2)
Observations 1974 1045 929

Chi-square test: ***p < 0.01, **p < 0.05
MA-Medication abortion, JHS-Junior High School, SHS-Senior High School, n-Number of 

women
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Discussion

This study found that 57 % of women who had undergone MA were 
not using any contraceptive method before becoming pregnant. More
over, the method users primarily relied on EC pills and withdrawal. 
Though these methods may reflect what they prefer, such methods are 
associated with high failure rates, often stemming from either ineffec
tive or poor timing of use [28,29].

In addition, 55 % of clinic clients and 86 % of pharmacy clients who 
were not using any contraceptive method before pregnancy continued 
not to use any method afterward MA. Although the fertility intentions of 
these women are unknown, the risk of having another unintended 
pregnancy and abortion is high. The literature indicates that half of 
women who terminate pregnancy become sexually active within 2 
weeks after termination [30]. Moreover, their fertility resumes very 
early, typically between 8 and 36 days after MA [31], posing a signifi
cant risk of another unintended pregnancy for women who continue not 
to use any method. A notable proportion of women in the pharmacy 
group who were using modern hormonal methods before pregnancy 
switched to no method after the termination and are similarly at risk of 
another pregnancy.

On the factors associated with the use of modern contraceptive 
methods after MA, the regression analyses revealed that receiving 
contraception information is significantly linked to adoption of modern 
contraception following MA. Women who received this information 
before MA were more likely to adopt modern contraceptive methods 
after the termination, and the clinic group significantly drove this. The 
descriptive analysis corroborates this outcome: approximately 44 % of 
women in the clinic group who initially were not using any method 
switched to modern contraception after the MA, compared to 12 % for 
the pharmacy group. Moreover, 94 % of the women who received 
contraception information were from the clinic group, which may have 
influenced the adoption of modern contraception after the abortion.

Women who obtained MA in clinics were also more likely to use 
modern contraception after MA. In Ghana, clinics licensed to provide 
abortion services are expected to offer comprehensive abortion care, 

including counselling on contraception [12], explaining this outcome. 
However, it is imperative to indicate that the content and quality of the 
counselling in some clinics may be inadequate. As such, some women 
may not fully benefit from the counselling. Another reason for the 
finding could be that most of the women who opted for MA in clinics had 
already decided to use modern contraception after the procedure. 
Literature from Brazil indicates that nearly all women who request 
contraception in clinics already know the methods they want to use 
before any counselling [32].

Furthermore, women who used modern contraceptive methods 
before the pregnancy were more likely to use modern methods after the 
abortion. This observation aligns with existing research, which indicates 
that most women tend to maintain the contraceptive methods they 
employed before the abortion [18]. An earlier study in Ghana further 
supports this finding, as women in low-income urban settings who used 
modern contraception before abortion were more likely to adopt a 
modern method after the abortion [22]. Other findings indicate that 
many of these women were using EC pills and OCPs, whose effectiveness 
largely depends on correct use and timing.

Also, pharmacy clients with a history of abortion, particularly those 
who underwent surgical procedures, were more likely to adopt modern 
contraception after MA. This finding is consistent with other studies in 
SSA and the United States, which have also shown a similar association 
between abortion history and the uptake of modern contraception 
[33,34]. Additional exploratory cross-tabulation analysis (not presented 
here) revealed that a relatively higher proportion of women in the 
pharmacy group with a history of surgical abortion had two or more 
children compared to those in the clinic group. This factor may have 
influenced the observed outcome, as other regression results suggest 
that having two or more children is associated with higher odds of 
adopting modern contraception after MA.

Additionally, other socio-demographic factors, such as having ter
tiary or university education and working in a skilled manual job, are 
significantly associated with modern contraception utilisation after MA. 
Generally, higher education tends to influence health behaviors [35], 
including decisions to prevent unintended pregnancy. Regarding 

Fig. 2. Contraceptive methods used before pregnancy and after MA-total sample.
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women with skilled manual jobs, pregnancy may jeopardise their jobs, 
which justifies the need for them to avoid it. Nonetheless, this outcome 
highlights the need for further qualitative inquiry to explore the 
contextual nuances that may explain this relationship.

Limitation of the study

This study has a few limitations worth noting. The sample comprises 
only women who ended pregnancy using mifepristone and misoprostol 
combination pills. Those who could not afford the combination pills or 
preferred misoprostol alone would have been excluded from this study. 
This exclusion potentially reduces the representativeness of MA clients, 
depending on the number excluded. However, it is important to note 
that the combination pills were subsidized for all recruited facilities to 
enhance affordability. Moreover, information obtained from the pro
viders suggests very minimal occurrences of women not participating 
due to the cost of the pills or based on preference for misoprostol alone.

In addition, there is a potential for differential bias in women’s re
sponses regarding contraceptive methods used before pregnancy and 

after obtaining MA. This may stem from recall bias, particularly for 
methods used prior to conception. However, recall bias is likely minimal 
in this study because participants were less than nine weeks pregnant at 
recruitment, and the question specifically focused on the method used 
immediately before becoming pregnant.

Social desirability bias is another possible limitation, as clinic and 
pharmacy clients may report contraceptive use in line with perceived 
expectations. To mitigate this, Research Assistants (RAs) were trained to 
ensure confidentiality and conduct interviews at times convenient for 
respondents, reducing pressure to provide socially desirable answers. 
Furthermore, except during recruitment, all interviews were conducted 
via phone, and questions (adapted from national surveys) were neutrally 
framed, which minimizes these socially desirable responses.

Conclusion

In conclusion, findings show that approximately 57 % and 66 % of 
the women were not using any contraception before pregnancy and after 
MA, respectively. In addition, 55 % of clinic clients and 86 % of 

Fig. 3. Contraceptive methods used before pregnancy and after MA- by provider type.
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Table 3 
Factors associated with modern contraceptive use after MA, by type of provider.

Variables Model 1 Model 2 Model 3
Total sample Clinic Pharmacy

AOR 95 % 
CI

AOR 95 % 
CI

AOR 95 % 
CI

Age category (ref: <20 years)
20–24 years 1.2 (0.8, 

1.8)
1.2 (0.7, 

1.9)
1.4 (0.7, 

3.1)
>24 years 1.0 (0.6, 

1.6)
0.9 (0.5, 

1.7)
1.2 (0.5, 

2.8)

Educational level (ref: No formal education)
Primary 1.7 (0.6, 

4.6)
0.7 (0.2, 

2.8)
5.2 (0.6, 

44.7)
JHS/middle school 1.7 (0.7, 

4.2)
0.8 (0.3, 

2.7)
4.3 (0.5, 

34.2)
SHS/secondary 2.2* (0.9, 

5.5)
1.1 (0.4, 

3.6)
4.9 (0.6, 

39.0)
Tertiary/university 2.6** (1.0, 

6.5)
1.1 (0.3, 

3.7)
6.4* (0.8, 

52.9)

Marital status (ref: Currently in union)
Formerly in union 1.1 (0.5, 

2.1)
0.7 (0.2, 

2.4)
1.1 (0.5, 

2.7)
Never in union 0.9 (0.7, 

1.2)
0.9 (0.7, 

1.4)
0.9 (0.6, 

1.4)

Number of live births (ref: no live birth)
One live birth 1.6*** (1.1, 

2.1)
1.9*** (1.3, 

2.9)
1.3 (0.8, 

2.1)
Two and more live 

births
2.0*** (1.4, 

2.9)
2.3*** (1.4, 

3.7)
1.8** (1.0, 

3.1)

Occupation (ref: Unemployed)
Professional/ 

managerial/ 
clerical

0.8 (0.5, 
1.2)

0.9 (0.6, 
1.5)

0.6 (0.3, 
1.3)

Service 1.2 (0.8, 
1.7)

1.1 (0.7, 
1.8)

1.2 (0.6, 
2.2)

Skilled manual 2.0*** (1.3, 
3.0)

2.2*** (1.3, 
3.8)

1.6 (0.8, 
3.2)

Unskilled manual 1.1 (0.7, 
1.7)

1.2 (0.6, 
2.1)

0.8 (0.4, 
1.8)

Student 1.3 (0.9, 
1.9)

1.3 (0.8, 
2.1)

1.3 (0.6, 
2.6)

Previously had abortion(s) using MA (ref: No)
Yes 0.9 (0.7, 

1.2)
0.8 (0.5, 

1.1)
1.0 (0.7, 

1.5)

Previously had abortion(s) using surgical procedure (ref: No)
Yes 1.6 (1.2, 

2.3)
0.9 (0.6, 

1.5)
2.7*** (1.6, 

4.3)

Used modern contraceptive method before recent pregnancy (ref: No)
Yes 1.5*** (1.2, 

1.8)
1.1 (0.8, 

1.5)
2.3*** (1.6, 

3.2)
Received information on contraception before MA (ref: No)
Yes 2.3*** (1.6, 

3.4)
6.1*** (3.1, 

12.3)
0.8 (0.4, 

1.7)

Type of service provider (ref: Pharmacy)
Clinic 1.5** (1.0, 

2.2)
​ ​ ​ ​

Constant 0.1*** (0.0, 
0.2)

0.1*** (0.0, 
0.3)

0.0*** (0.0, 
0.2)

Observations 1974 ​ 1045 ​ 929 ​
*** p < 0.01, ** p < 0.05, * p < 0.1
MA-Medication abortion, AOR-Adjusted odds ratio, CI-Confidence Intervals, MA- 

Medication abortion, JHS-Junior High School, SHS-Senior High School, Ref-Reference 
category
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pharmacy clients who were not using any contraceptive method before 
MA continued not to adopt any method after MA. Of the non-method 
users who switched to using a contraceptive method following MA, a 
higher share of the clinic group (44 %) used modern contraceptive 
methods compared to the pharmacy group (12 %). Additionally, 
receiving contraception information before MA and accessing the ser
vice from clinics increase the chances of women to adopt modern 
contraception following MA. These findings highlight the need for the 
Ghana Health Service to strengthen contraception counselling for 
abortion clients and/or facilitate those who desire a method to get one. 
Programmes such as telehealth could also be explored to extend coun
selling on contraception to women who prefer MA outside clinical 
settings.
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Unintended pregnancy and abortion by income, region, and the legal status of 
abortion: estimates from a comprehensive model for 1990–2019. Lancet Glob 
Health 2020;8(9):e1152–61. https://doi.org/10.1016/S2214-109X(20)30315-6.

[2] WHO. World Health Organization. 2021 [accessed 2022 Aug 10]. Abortion. 
https://www.who.int/news-room/fact-sheets/detail/abortion.

[3] Guttmacher Institute. Abortion in Sub-Saharan Africa. New York; 2020 Dec 
[accessed 2022 Aug 11]. https://www.guttmacher.org/sites/default/files/factsh 
eet/abortion-subsaharan-africa.pdf.

[4] Berer M. Medical abortion: issues of choice and acceptability. Reprod Health 
Matters 2005:25–34. https://doi.org/10.1016/S0968-8080(05)26204-3.

[5] Berer M, Hoggart L. Medical abortion pills have the potential to change everything 
about abortion. Vol. 97, Contraception. Elsevier USA; 2018. p. 79–81. 10.1016/j. 
contraception.2017.12.006.

[6] WHO. Abortion care guideline. 2022 [accessed 2022 Oct 14]. https://www.who. 
int/publications/i/item/9789240039483.

[7] Kapp N, Lohr PA. Modern methods to induce abortion: Safety, efficacy and choice. 
Vol. 63, Best Practice and Research: Clinical Obstetrics and Gynaecology. Bailliere 
Tindall Ltd; 2020. p. 37–44. 10.1016/j.bpobgyn.2019.11.008.

[8] Kapp N, Eckersberger E, Lavelanet A, Rodriguez MI. Medical abortion in the late 
first trimester: a systematic review. Contraception 2019;99:77–86. https://doi.org/ 
10.1016/j.contraception.2018.11.00.

[9] Agula C, Henry EG, Asuming PO, Agyei-Asabere C, Kushitor M, Canning D, et al. 
Methods women use for induced abortion and sources of services: insights from 
poor urban settlements of Accra, Ghana. BMC Womens Health 2021;21(1). https:// 
doi.org/10.1186/s12905-021-01444-9.

[10] Aniteye P, Mayhew SH. Globalisation and transitions in abortion care in Ghana. 
BMC Health Serv Res 2019;19(1). https://doi.org/10.1186/s12913-019-4010-8.

[11] Morhee RAS, Morhee ESK. Overview of the law and availability of abortion 
services in Ghana. Ghana Med Journal. 2006;40(3). https://www.ncbi.nlm.nih. 
gov/pmc/articles/PMC1790853/pdf/GMJ4003-0080.pdf.

[12] Ghana Health Service. National reproductive health service policy and standards: 
Third edition. Accra; 2014 [accessed 2024 Jan 4]. https://platform.who.int/doc 
s/default-source/mca-documents/policy-documents/policy/gha-cc-10-01-polic 
y-2014-eng-national-reproductive-health-service-policy-and-standards.pdf.

[13] Pearson E, Menzel J, Mao B, Agula C, Antobam S, Eckersberger E, et al. Post- 
abortion contraceptive use among women purchasing medication abortion from 
pharmacies vs. clinics: evidence from Cambodia and Ghana. Contraception 2025; 
111243. https://doi.org/10.1016/j.contraception.2025.111243.

[14] Benson J, Andersen K, Brahmi D, Healy J, Mark A, Ajode A, et al. What 
contraception do women use after abortion? an analysis of 319,385 cases from 
eight countries. Glob Public Health 2018;13(1):35–50. https://doi.org/10.1080/ 
17441692.2016.1174280.

[15] Gemzell-Danielsson K, Kopp Kallner H, Faúndes A. Contraception following 
abortion and the treatment of incomplete abortion. Int J Gynecol Obstetr 2014; 
126. https://doi.org/10.1016/j.ijgo.2014.03.003.

[16] Moges Y, Hailu T, Dimtsu B, Yohannes Z, Kelkay B. Factors associated with uptake 
of post-abortion family planning in Shire town, Tigray, Ethiopia. BMC Res Notes. 
2018;11(1). 10.1186/s13104-018-4029-7.

[17] Beyene FY, Tesfu AA, Wudineh KG, Sendeku FW, Ayenew AA. Utilization and its 
factors of post abortion modern contraceptive in Ethiopia: a systematic review and 
meta-analysis. Reprod Health 2021;18(1):143. https://doi.org/10.1186/s12978- 
021-01195-8.

[18] Mekuria A, Gutema H, Wondiye H, Abera M. Postabortion contraceptive use in 
Bahir Dar, Ethiopia: a cross sectional study. Contracept Reprod Med 2019;4(1). 
https://doi.org/10.1186/s40834-019-0099-8.

[19] Wake GE, Fitie GW, Tizazu MA. A systematic review and meta-analysis on post- 
abortion contraceptive utilization and associated factors in Ethiopia. Vol. 10, 
Frontiers in Public Health. Frontiers Media S.A.; 2022. 10.3389/ 
fpubh.2022.883710.

[20] Abebe BA, Abdissa G, Ganfure G, Mossisa M. Postabortion contraceptive 
utilization, preferences, and associated factors among women receiving abortion 
care services in health facilities of ambo town. Ethiopia Int J Reprod Med 2022; 
2022:1–10. https://doi.org/10.1155/2022/2681478.

[21] Magalona S, Byrne M, OlaOlorun FM, Mosso R, Omoluabi E, Moreau C, et al. 
Contraceptive use before and after abortion: a cross-sectional study from Nigeria 
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