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Abstract

Unsafe abortion continues to be a major public health problem in Ghana. It accounts
for 22-30% of the maternal mortality in the country. Although Ghana is one of the
countries in sub-Saharan Africa with a liberal abortion law, access to safe, legal
abortion in public health facilities is limited. Women with unwanted pregnancies

resort to unsafe abortion with the resultant heavy toll on their health and lives.

This study set out to understand the barriers to and opportunities for improving
access to safe, legal abortion services in Ghana. The study employed in-depth
interviews with key stakeholders and analysis of relevant documents with a view to

unravelling different dimensions of the problem for a deeper understanding of the

situation.

Key findings included the observation that Ghana’s abortion law is relatively liberal
but has gaps and inconsistencies making it liable for misinterpretation. There is need
to provide safe, legal services; evaluation of these services might help to improve the
law. Two main barriers confront provision of safe abortions: the service-related
barriers constitute legal and policy ambiguities and inconsistencies, provider
attitudes and lack of training. Important socio-cultural barriers were cultural values,
social norms, moral and religious objection which create dilemmas in professional
practice. Midwives were found to be conservative and reluctant to provide
comprehensive abortion care. Most respondents, including religious people, saw
‘medical grounds’ as legitimate for comprehensive abortion care. Medicalising
abortion may help lift it out of the moral/religious sphere in people’s minds, and

therefore make it more acceptable.

In conclusion, efforts should be aimed at future law reform to take care of its current
ambiguities that challenge application. In the short term, it would be better to
sensitize medical practitioners to the flexibility of the law. It is essential for the
Ghana Health Service to assist health providers and key stakeholders to re-examine
their values and change their attitudes towards abortion care to ensure that legal

abortions are provided in public hospitals to help women in need of the services.
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Definition of terms

Actors: - These constitute the stakeholders and may include the State (national
politicians; international organizations), the market (pharmaceutical industry; social
marketing companies), providers (doctors and nurses), civil society (national

interest/professional groups; NGOs; media) and the general public.

Advocacy: - This refers to public support or recommendation for safe abortion
services. These may be in the form of campaigns, programmes, educational
activities, media releases and use of advocacy tactics such as dialoguing, negotiation,

lobbying and sensitization.

Behaviour:-The conversion of an intention or perceived behavioural control into

action.

Behavioural intention:-An indication of the extent to which people are willing to

try as well as the efforts they plan to make towards performing behaviour.

Attitudes:- The degree to which a person has a favourable or unfavourable
evaluation of a behaviour. It is an individual’s positive or negative belief about

performing behaviour; an individual will intend to perform behaviour when he/she

evaluates it positively.

Subjective norms: - Beliefs that significant or important others approve or

disapprove of performing a behaviour.

Perceived behavioural control: - An individual’s belief concerning the ease or

difficulty of performing behaviour.

Beliefs: - Religious beliefs are statements to which members of a particular religion
adhere.

Code of ethics:- The standards of acceptable behaviour developed by and for

members of a profession.

Conscientious objection: - The right of a health provider to refuse to be involved in

provision of abortion services on conscientious grounds
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Counselling:- A planned interaction which enables an individual to voluntarily
receive emotional support and guidance from a trained person in an environment that

promotes or facilitates open sharing of thoughts, feelings and perceptions.

Content: - This refers to the contents of the abortion law of Ghana and the national

reproductive health service policy and standards document.

Context: - This constitutes the situational, structural, cultural and international
factors that influence policy formulation and promulgation of the abortion law.
Implementation: - Provision of comprehensive abortion care (CAC) at all levels of
healthcare delivery from health centres upwards to women on request in cases of
rape, incest, foetal impairment, physical and mental ill health as required by the law.

This refers to the part of the law that deals with service provision.

Norms: - They are established standards of behaviour maintained by a society.
Process: - This embodies the iterative policy process that involves problem
identification, policy formulation and implementation. It also covers the processes

involved with promulgation of the law.

Values: - These are collective conceptions of what a culture considers good,

desirable and proper or bad, undesirable and improper.

Values clarification: - A process whereby an individual critically assesses his/her
values, reflects on them, rationalizes and evaluates those values to help change

his/her attitudes about something.

Views: - Refers to the particular way in which an individual sees or regards

something.
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CHAPTER ONE
INTRODUCTION

1. 1 Introduction

Unsafe abortion is a leading cause of maternal morbidity and mortality worldwide
(WHO 2004a). Global estimates indicate that about 20 million unsafe abortions
occur every year with approximately 95% of these occurring in low-income countries
(WHO, 1998). In Ghana, unsafe abortion is a public health issue of major concern.
Complications of unsafe abortion contribute 22 to 30%' of all maternal deaths

(Aboagye and Akosa 2000). This clearly exceeds the WHO’s global estimate of 13%
(WHO 2004).

In response to the Programme of Action from the International Conference on
Population and Development (ICPD), the Platform for Action of the Fourth World
Conference on Women in Beijing, the ICPD+5 Meeting and other International
Consensus Meetings such as the Conference of African Union Ministers of Health
and the African Regional Conference on unsafe abortion, governments were called
upon to show commitment in addressing the problem of unsafe abortions by ensuring

access to safe abortion within the framework of national laws (Hessini et al. 2006).

To facilitate this task, the World Health Organization (WHO) developed norms and
standards for providing quality abortion services entitled: ‘Safe abortion: Technical
and Policy Guidance for Health Systems’. Drawing on this guidance, countries have
instituted pragmatic strategies and interventions geared towards combating unsafe
abortions and to ensure that women’s right to reproductive health are realized
(Hessini et al. 2006).

These efforts to make abortion services accessible include liberalization of laws
governing abortion and the formulation of relevant policies since abortion laws in
sub-Saharan Africa have been described as restrictive (Morhee et al. 2007; Crane et
al. 2006; Okonofua, 1997). Ironically, these laws have been inherited from colonial

countries that have all altered their laws from former punitive ones to help protect

! This study is widely quoted in most studies on abortion in Ghana in peer-reviewed journals as basis
for action in reducing maternal deaths.
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women and save their lives to current liberalized ones to safeguard the health of
women (Brookman-Amissah et al. 2004; Sai 1996). This liberalization has not been
swift in sub-Saharan Africa. South Africa is described as the only African country
with a truly liberal policy (Hessini et al. 2006). Zambia also has a relatively liberal
law (Brookman-Amissah et al. 2004; Okonofua 2004).

In the West African sub-region, Ghana is noted as the country with an abortion law
that is relatively liberal, however, even though the law permits abortion on broad
grounds including physical and mental health, there is limited access to safe, legal
abortion services. This is due in part to the lack of policies translating the law into
services, which is also influenced by the lack of clarity in the law (Aboagye et al.
2007; Morhee and Morhee 2006; Lithur, 2004). In a review of the National
Reproductive Health Policy and Standards document in 2003, there was an addition
of the objective ‘to provide abortion care services as permitted by law’. This was

captured under the section: ‘Prevention and management of unsafe abortion and post

abortion care’.

The need therefore arises for safe abortion services to be provided to the extent
permitted by the law. To do this, a strategic assessment of abortion and abortion care
services was carried out by the Ghana Health Service (GHS) in 2005. The findings of
the assessment portrayed a lack of knowledge about the abortion law by both the
public and health providers. There is also a culture of silence surrounding abortion.
Abortion services that are currently provided were described as clandestine and fees
charged for abortion services were said to be high. Furthermore, there is an unmet

need for contraception and the upsurge of medical abortion in urban areas.

Also, the Ministry of Health (MOH) in collaboration with the GHS developed a
programme in September, 2006 called ‘Reducing Maternal Mortality and Morbidity’
(R3M). This programme was made up of a consortium of six agencies namely:
i) Engender Health ii) Ipas iii) Marie Stopes International, iv) ORC Macro
International, v) Population Council and vi) Willow’s Foundation. The purpose of
R3M was to provide the required resources (financial and technical) to help increase
women’s access to modern contraceptives and comprehensive abortion care (CAC)

in order to avert the morbidity and mortality due to unsafe abortion.
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The MOH/GHS tested the (R3M) programme with a study to ascertain, among other
issues, the preparedness of 90 public health facilities (in terms of infrastructure and
staff capacity) to provide CAC. The study showed how public health facilities in 10
districts within three highly populated regions (Greater Accra, Eastern and Ashanti)
are willing to offer some aspects of CAC. The health workers surveyed showed
commitment to the identification of pragmatic and comprehensive ways to reduce

maternal mortality, but primarily through post abortion care.

Post abortion care (PAC) is one such measure of reducing maternal morbidity and
mortality (GHS 2003). It constitutes a package of curative, preventive and
psychosocial services for the treatment of incomplete abortions and prevention of
unwanted pregnancy. Through PAC, patients are able to obtain services for sexual

and reproductive health problems (Aboagye et al. 2007).

The MOH offers PAC to women who report to its health facilities with
complications of unsafe abortion. However, there are no formal structures and
processes in place for the provision of safe, legal abortion services (i.e.
comprehensive abortion care or CAC) in public health facilities even though the

Ghana law on abortion allows termination of pregnancy in many cases.

1.2 Rationale for the Study
Ghana has high maternal mortality ratios despite the good health and economic
indicators. This is thought to be due in part to unsafe abortion whose prevalence in

the country is a matter of concern (Aboagye and Akosa 2000).

Maternal deaths resulting from abortions could best be reduced by preventing
unintended pregnancies through contraception. The second-best measure is the
provision of safe abortion services. Lastly, effective management of complications of
unsafe abortion can also help (Brookman-Amissah et al. 2004; Rutter 1996; Lassey
1995). These measures have all been captured in the National Reproductive Health
Service Policy and Standards of the MOH/GHS. According to this policy document,
unintended pregnancies are to be prevented through family planning counselling and
services; safe abortion services are to be provided where permitted by law and

abortion complications are to be managed or referred. There is evidence (RCH/MOH
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Annual Reports) from the public and private health facilities that the first and third
measures are being carried out to help reduce the high maternal deaths. However,
there is little evidence showing that safe abortion services (i.e. CAC) are being
carried out in public health institutions to the extent allowed by the law. Why is this

so?

According to Sai (1996), the abortion laws in African countries are inherited from
their colonial masters. Hence, Ghana’s abortion law is similar in most respects to the
law on abortion in Britain. Despite this similarity, access to abortion services in the
two countries varies considerably. Women in need of the services are more likely to
be able to obtain them in Britain than in Ghana. This observed disparity may be
largely due to the way the laws are interpreted in the two countries. In Britain, the
law (mental health clause) is widely interpreted to give women the chance to end
unintended pregnancies. Whereas in Ghana, women are most unlikely to obtain
abortion services in public health facilities even to the extent permitted by law which
includes the grounds of mental health. There is little indication of use of the mental
health clause in Ghana, and there are no clear guidelines as to who determines the
mental state of the woman in these circumstances. In Britain, the doctor/provider of
the service has the responsibility to take such decisions. The law requires two doctors
to take the decision for abortion but in reality this is just a formality. Seeking to
change or reword a law on a sensitive topic like abortion is highly problematic. By
identifying the way providers and other key actors interpret the law in Ghana; more
light may be thrown on barriers to a broader interpretation and implementation of the
existing law. Examining the possibility of reinterpretation could provide a more

realistic way of increasing access to safe abortion services.

Little is also known about the knowledge, attitudes and moral stance of health
providers and other key actors concerning the abortion law, policy and provision of
abortion services in the country - particularly with respect to CAC. These may also
present barriers to service provision and therefore research is needed to identify the
attitudes and moral values of these actors and the underlying reasons for these.
Findings from this study will allow proper identification of the barriers to and

opportunities for expanding access to safe abortion services in Ghana. This may
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facilitate the development of appropriate mechanisms to address the problem of

access to safe abortion services.

1.3 Organization of the Thesis
The thesis is in two parts. The first part constitutes the background to the study,
research context, literature review, theoretical perspectives and methods. The second

part presents the findings, discussion, summary, conclusion and recommendations.

Altogether, there are nine chapters.

Chapter one (this chapter) describes the problem, its dimensions and the basis for the
study. The aim and objectives of the study are outlined. The research approach and

some of its benefits are presented. Then the reasons which led to the conduction of
this study are highlighted.

Chapter two provides a short overview of the Republic of Ghana, the country context
in which this research took place, and the position of women’s reproductive health

and status of abortion services in the country.

Review of the literature forms chapter three. This section covers the magnitude of the
burden of unsafe abortion. It looks at policy and legal issues surrounding abortion
and the abortion situation in selected countries of interest. Other areas of focus are
service-related factors including provider attitudes, socio-cultural norms and other
factors that challenge implementation of abortion laws and finally strategies some

countries used to improve provider attitudes and expand access to safe, legal abortion

services.

Chapter four focuses on theoretical perspectives. The theories and concepts that
informed the study are highlighted and explained. The contribution of each theory is
described and the conceptual framework is presented and described. In chapter five,
the research methods are described and reasons for their selection outlined. The
process of data analysis is outlined and measures employed to ensure validity and

reliability are described.

Part two of the thesis presents the research findings. Chapter six focuses on the

abortion law and reproductive health (RH) policy. It outlines respondents’

perspectives of the law and policy with respect to access to safe, legal abortion
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services. A critical analysis of the abortion law and policy documents by the
principal investigator (PI) is also presented. Chapter seven traces the origin of CAC
and highlights events and processes that occurred. The service-related and socio-
cultural barriers that prevent access to abortion services are outlined. Chapter eight
concentrates on arguments forwarded for and against abortion/abortion care and their
complexities, the dilemmas between providers’ religious beliefs and professional
obligations and their attitudes towards abortion service provision. The various
measures adopted by health providers as street level bureaucrats to cope with
abortion service provision are outlined. Chapter nine presents and discusses major
issues that emerged throughout the entire study in the light of the literature reviewed
and the theories that were drawn on. It outlines the summary of key issues and
presents the conclusions and recommendations for the study. The final reflections are

presented.

1.4 Research Aim and Objectives
1.4.1 Aim of Research
The aim of this study is to understand the barriers to and opportunities for improving

access to safe, legal abortion services in Ghana.

1.4.2 Specific Objectives
The specific objectives of the study are to:
1. Analyze the content of the abortion law and policy.

2. Examine the process of promulgation of the law and identify the actors

involved and the roles they played.

3. Identify the service-related and socio-cultural factors including social norms,
cultural values, religion and morality that act as barriers to provision of safe,

legal abortion services.

4., Determine the differences in actors’ knowledge, attitudes, and views
concerning abortion in general, the abortion law in particular, its

implementation and the underlying reasons for actors’ attitude and views.
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5. Consider implications of the research findings for policy and practice.

1.5 The Research Approach

This research was a qualitative inquiry. It sought to identify, delve into and bring to
the fore the barriers that confronted provision of safe, legal abortion services in
Ghana. In-depth interviews with key stakeholders were the main methods used.
Some documents including the sections on abortion in the Criminal Code and the
reproductive health policies of 1996 and 2003 were analyzed to complement data

collected through the interviews for purposes of triangulation.

Abortion is a sensitive issue. It is also a very emotive and controversial subject. In-
depth interviews offer the best channel, atmosphere and platform for getting the
information from people who can provide them. Use of surveys may not provide the
same results. During in-depth interviewing, the rapport and trust that is built allow
respondents to open up and talk. There is opportunity for further exploration or
probing for clarification which may be lacking with questionnaires. The methods
used allowed the principal investigator to see beyond words what the attitudes of

respondents were. What people were probably unable to put down in writing was

adequately captured.

1.6 Motivation for the Research

I am a nurse/midwife by profession and of all the subjects I studied during my
training in the University of Ghana, midwifery was my favourite; a subject in which I
also excelled. I did my national service with the MOH between the departments of
surgery and that of obstetrics and gynaecology of the premiere teaching hospital in
Accra, the capital. 1 worked for almost a year at the maternity out-patients’
department where working as a team, we looked after women throughout the
obstetric cycle, (pregnancy, delivery and post natal) including women with obstetric
emergencies like bleeding. I was later offered a job at the University of Ghana
Medical School and continued to work at the same department (obstetrics and

gynaecology) but then as a research assistant. I worked there for almost fifteen years
(1988-2002).
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My work involved collection, collation, compilation and sometimes analysis of
obstetric and gynaecological data for monthly clinical meetings, maternal mortality
audits and research purposes. This exercise included a compilation of all maternal
deaths and their causes. For all the years I worked there, the data collected showed
that ‘incomplete abortions’ topped the gynaecological admissions. This puzzled me
hence for my Master of Philosophy (MPhil) dissertation; I looked at the reasons why
women have abortions, the methods they use and the health outcomes. This study
introduced me to the law on abortion in Ghana. This exposure made me wonder
whether the law on abortion contributed to the abortion situation that puzzles me. I
therefore decided that in any future study, I would critically examine the abortion
law via the lens of key stakeholders to help unravel the contributory factors to the

morbidity and mortality arising from unsafe abortions.

Secondly, I was a member (secretary) of an NGO in Ghana; the Ghana Prevention of
Maternal Mortality (GPMM) an affiliate of RPMM (Regional Prevention of Maternal
Mortality) an international network of countries which undertook a ten-year
operations research to address the major causes of maternal mortality in Ghana and
other African countries using simple practical measures. As a member of this
research team that sought to reduce maternal mortality, I had opportunity to visit
other research sites in Ghana and some African countries to share experiences of the
interventions used to reduce maternal mortality and how these have worked. Coupled
with my own experience at the department where 1 worked, I developed an interest in
helping in whatever way I could to save the lives of women. Compiling the deaths
and suffering (diseases and operations - sometimes removal of the wombs of women
and girls who are yet to have children) of women year after year and seeing them go
through their experiences as I went round the various wards and theatres to collect

data moved me to do something about it.
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CHAPTER TWO

RESEARCH CONTEXT: THE REPUBLIC OF GHANA

2.1 Introduction

This chapter introduces and describes the context (the Republic of Ghana) in which

the research was carried out. The location, history and political administration of the

country are presented. This is followed by a description of the demographic

characteristics of Ghanaians. It concludes with an overview of the healthcare system

including access to reproductive health services.

The research was conducted in the Republic of Ghana. Ghana is centrally located in

West Africa and has, as its borders, Burkina Faso on the North and Northwest, Togo

on the East, Cote d’Ivoire on the West and the Atlantic Ocean on the South (see

figure 2.1). It has a total land area 0f 238,537 square kilometres.

Figure 2.1 Map of the Republic of Ghana
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2.2 History, Politics and Economy

Ghana gained independence from British colonial rule in March, 1957. It was the
first country in sub-Saharan Africa to gain its independence. In July 1960, its status
changed to a Republic within the British Commonwealth of nations. For many
decades following independence, Ghana was politically unstable with military rule in
1966-69, 72-79, and 81-91). It was during the last period of military rule, in 1985,
that the abortion law, Act 29 of 1960, was amended to become P.N.D.C. Law 102.

In 1992, the country successfully returned to constitutional rule and multi-party
democracy. There are ten administrative regions which are sub-divided into 170
districts. The districts constitute the basic units of planning and political
administration. Ghana is currently one of the most peaceful countries in Africa. It is

politically stable and has a relatively sound economy.

Ghana’s economy depends largely on agriculture which accounts for nearly 40% of
Gross Domestic Product (GDP) and 50% of all employment. In 1992, it was
estimated that 31% of Ghana’s population was below the poverty line of US$1 a day.
People who are below this line do not have adequate income to meet their basic
needs including food, shelter and clothing. Just over 50% of Ghana’s population
lives in rural areas. The vast majority of the poor in Ghana are located in the rural

areas. These people rely mainly on subsistence farming for their livelihood (UN
2000).

Women in Ghana play important roles in economic activities. In the rural areas, they
are responsible for 40% of all household agricultural activities. About 6 in 10 small
scale farmers are poor, most of whom are women. Although women form 51.3% of
the total population very few are in the waged-employment sector. Women spend
most of their time working in family businesses, looking after children, and in other
household tasks such as cooking (GSS 2008).

Ghana’s economy is rated as one of the fastest growing economies in Africa.
Statistically, the country has now attained the standards of a middle income

economy, specifically, a lower middle income economy GSS (2010).
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2.3 Demographic Characteristics

Ghana’s population at independence was about 6 million. In 1970, the population
had increased to about 8.6 million with an annual rate of growth of about 2.4%. The
Population and Housing Census (PHC) held in 2000 recorded a population of
18,912,079. The provisional results of the 2010 PHC showed that the total population
of Ghana is now 24,223,431; thus the population has increased by 28.1% from
18,912,079 in 2000 to 24,223,431 in 2010. The population density which shows the
number of people per square kilometre has also increased from 79 in 2000 to 102 in
2010. The Ashanti (19.5%) and Greater Accra (16.1%) regions constitute 35.6% of
the total population. Males make up 48.7% and females constitute 51.3% of the
population. There are 95 males per 100 females (PHC 2010).

Ghana’s population is described as youthful because the proportion of the population
aged less than 15 years has remained around 45% and those aged between 15-24
years have constituted about 30% of the total population of the country for about four

decades (National Population Council, 2000).

2.4 Socio-cultural context in which abortions are discussed and provided

2.4.1 Ethnic groups and religion

Ghana is a multi-ethnic country and has more than 50 ethnic groups. These comprise
the Akans (49%) the Mole-Dagbani (17%) the Ewe (13%) and the Ga-Adangbe
(8.5%) (PHC 2000). The country is highly religious and predominantly Christian. Of
the three main religious groups, Christians constitute more than two-thirds of the
total population (68.8%). Muslims form 15.9% and the traditionalists are about 8.5%
of the total population. The remaining (6.8%) are made up of religions from outside
Ghana (PHC 2000). Religion forms part of every sphere of the Ghanaian’s life and
even transcends officialdom. Almost all important national programmes (e.g.
inauguration of new presidents) begin and end with prayers from the three main
religious groups. On occasions when the country faces crises like drought or water
crises; religious leaders of the country call on the entire nation for religious
intervention. Religious programmes and activities form characteristic features of

most educational facilities; primary, secondary or tertiary. The mass media,
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Ghanaian music and our artefacts all portray the country’s strong religious beliefs. It
is commonplace to find religious groups or individuals preaching in health facilities
(with permission and usually on Sundays), offices (during breaks) and even on public
transport (particularly on long journeys). Most public transport and shops all over the
country have religious inscriptions on them. Most ethnic groups in Ghana (e.g. Ewes,
Akans and Gas) give traditional names that have religious connotations to their
children. For instance, among the Ewes names such as ‘Elikem’ and ‘Esinam’ mean
‘God is with me’ and ‘God has heard me’ respectively; among the Akans the name
‘Nyamekye’ means ‘God’s gift’. The name ‘Dromo’ among the Gas means ‘Grace or
God’s grace’. Even ordinary, day-to-day exchange of greetings amongst some
Ghanaians is done with a religious backing. Most religious organizations in Ghana
do not condone abortion. Senah (2003) underscores the contentious nature of induced
abortion and observes how religion and culture, among other factors, impinge on its

practice.

2.4.2 Abortion and Related Discussions

In Ghana, sexual issues are not discussed openly in homes and public places; it is not
the norm. It is a taboo to openly discuss issues of sex, including abortion. Mayhew
(2004) described Ghana as a conservative country, where discussions of sexual
issues (including abortion) are forbidden. Currently, the prevalence of HIV/AIDS
and its ramifications, recent advocacy efforts by some female lawyers and efforts by
the MOH/GHS to scale up comprehensive abortion care might have paved the way
for reproductive health issues and sexuality including abortion to be discussed

publicly. For instance, issues specifically on abortion published in the print media

include:

1) ‘GHS ready to provide safe, legal abortion services'.

In this article, (published in the 08/01/04 edition of ‘The Mirror’) some of the
clauses of the abortion law were briefly discussed as well as the need for the GHS to

use strategies to achieve the Millennium Development Goals based on WHO’s
recommendations for safe abortion (Ardayfio, 2004).
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2) ‘Make law on abortion functional .

This article highlighted the problems associated with and deaths caused by unsafe
abortions as well as efforts by the GHS to ensure proper interpretation and

implementation of the abortion law in the full interest of women (Ardayfio, 2005).
3) ‘Female lawyers’ group demands safe abortion services for women’.

In this publication, the determinants, complications and effects of abortion on
families and communities were highlighted. The advocacy efforts of the group to
ensure among others, the implementation of policies to regulate abortion in the

country were outlined (Abayie, 2005).

All the articles were published in ‘The Mirror’, a popular Ghanaian newspaper
widely read throughout the country. It has covered issues on abortion over the last

four years. Below are some pictures of the press cuttings from 2004-5 on abortion

and the abortion law:

Figure 2.2 Press Cuttings on Abortion

a.




Besides the print media, reproductive health issues including abortion are also being
periodically discussed in the electronic media and even sometimes during religious
programmes at church meetings. However, on occasions when induced abortion is
discussed in churches, the practice is highly condemned and forbidden by the
religious leaders. Abortion is considered a sin and an act of killing children. In the

religious and even traditional sense, children are considered as gifts from God.

2.4.3 The Value of Children

As in other African countries, children are most treasured in Ghana and the country’s
characteristic kinship system encourages adult members to have many children
(Senah 2003). This may partly account for the country’s previous high total fertility
rates (TFRs). According to Agyei-Mensah (2005), Ghana’s historically high fertility
levels are for the purposes of perpetuating man’s lineage, prestige and for economic
support in old age amongst others. Thus, for instance in Southern Ghana among the
Akans, women who bear ten children are highly congratulated with big ceremonies.

The Gas of Southern Ghana also have a similar practice.

Couples who do not have children find themselves under pressure from relatives and
society to bear children. Women usually bear the brunt of the ‘shame’ and stigma of
childlessness and thus either look for help from religious sources, the health system
or traditional healers. For these reasons, abortion is profoundly stigmatized in Ghana.
Those who provide abortion services, and women who seek such services, are not
respected in Ghanaian society. To avoid shame and stigma, abortion is usually
carried out clandestinely (Aboagye et al. 2007, GMHS 2007, GHS 2005).
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2.4.4 Health

Ghana’s national health policy is currently referred to as the Medium Term Health
Strategy (MOH 1999). Its main objectives are to provide universal access to primary
health care and to improve the quality of services. The objectives of Ghana’s health
policy in the medium-term are to: increase access to health services, especially in
rural areas; reorient the health system toward delivery of public health services;
reduce rates of infant, child and maternal mortality; and control risk factors that

expose individuals to major communicable diseases.

The government has given some attention to reproductive health matters, as
demonstrated by the MOH’s introduction in 1996 of the Reproductive Health Service
Policy and Standards (‘Reproductive Health Service Policy’). This policy document
was reviewed in 2003 to include the provision of safe abortion services to the full
extent of the law. In 2006, a standards, protocol and guidelines document was
produced to spell out who, where and how safe abortion services are to be provided.

These will be discussed in detail under section three (on ‘the policy’) in chapter six.

i. Maternal Health

Historically, fertility levels have been quite high in Ghana, ranging between 6.0 and
7.0 children per woman (Agyei-Mensah 2005). There has been a decline in total
fertility rate (TFR) from 6.4 children per woman in 1988 to 4.4 children in 2003
Ghana Demographic and Health Survey (GDHS, 2003). According to the GDHS
2008, unplanned pregnancies are common in Ghana and the percentage of unplanned
births is 37%. Data from the GDHS 2003 indicate that knowledge about
contraceptives is almost universal but use is relatively low. Contraceptive prevalence
is 25% for all methods and 19% for modern methods. Unmet need for family
planning is 34%.

Many women are reluctant to report having had an abortion. This tends to
compromise the accuracy of induced abortion estimates. The Ghana Maternal Health
Survey(GMHS 2007) shows that 7% of all pregnancies end in abortion and 15% of
women aged 15 — 49 have ever had an abortion The survey further indicated that
about 15 abortions are performed for every 1,000 women of reproductive age(15-44)

each year. Furthermore, as indicated in the background section, one of the few
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community-based studies on abortion conducted in Southern Ghana observed that 17
abortions are performed for every 1,000 women of reproductive age (Ahiadeke
2001). Abortion is acknowledged to be one of the drivers of fertility decline in
Ghana; the high rate of unsafe abortion is a known contributor to the maternal
mortality rate in the country (Jehu-Appiah 2009). Maternal mortality rates have
remained high. The maternal mortality ratio was estimated to be 580 per 100,000 live
births (GMHS 2007).

ii. Health Services
In Ghana, the health system provides a range of services namely promotive,
preventive, curative and rehabilitative. These health services are organized at the
community, sub-district, district, regional, tertiary and national levels (MOH 1999).
At the community level, services are provided through static and outreach
programmes by Community Health Officers (CHOs), resident or itinerant herbalists,
traditional birth attendants as well as drug peddlers. Health centres provide basic
preventive, curative and maternity services (primary health care) at the sub-district
level covering a geographical area with population of 15,000 to 30,000. District
hospitals (district level) provide support for sub-districts in terms of disease
prevention and control, health promotion and public heaith education, training and
supervision. They serve as referral points for sub-districts. Regional hospitals
provide specialized clinical and diagnostic care including management of high-risk
pregnancies and complications of pregnancy. Regional hospitals are also involved in
research and training. There are two government-owned teaching hospitals which
offer specialized services, undertake research and provide training for
undergraduates and post graduates in health and related areas. At the national level,
there is development of national health policies, strategic directions for service

delivery, coordination and monitoring.

There are a total of 2,264 health facilities in Ghana of which 1,110 are government
owned and are under the Ghana Health Service whilst two are autonomous teaching
hospitals, 48 are quasi-government, 184 are owned by religious organizations i.e.
Christian Health Association of Ghana (CHAG), 477 belong to the private sector and
443 to other organizations (MOH 2007-2011).
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The country spends a total of US$252 million (4.2% of the GDP of US$ 6billion)
annually on health. About 53.5% of this expenditure is incurred by the government
and 4.6% is borne by households through out-of-pocket expenses. Clients who use
public health facilities either pay as services are provided or use their National
Health Insurance cards (NHIS) if enrolled. The total per capita expenditure on health
at an average exchange rate is US$ 11(WHO 2002).

a. Access to reproductive healthcare services

Since maternal deaths are relatively high in Ghana, reducing maternal mortality is a
major objective under the Ghana Reproductive Health Strategic Plan (2007-2011).
Among the measures by the GHS to achieve this objective are efforts to increase
antenatal care and the proportion of deliveries conducted by skilled attendants.

Expanding post natal care coverage is another consideration.

b. Access to ANC, supervised delivery and PNC

The data from the survey (GMHS, 2007) indicate that the majority of pregnant
women (96%) received antenatal care for births that occurred in the five years before
the survey from a trained provider such as a doctor, nurse/midwife or auxiliary
midwife. Also data from Ghana Demographic and Health Surveys show a steady
increase of antenatal care coverage from 82% in 1988, 92% in 2003 and 96% in
2007. About 55% of women in Ghana are delivered by a skilled provider (a doctor,
nurse/midwife or auxiliary midwife). Also about 55% of women receive post natal
care after delivery. A substantial minority of women still access traditional health
services rather than medical health care. Whilst antenatal care coverage is relatively

high, less women access skilled attendance at delivery or postnatal care.

¢. Access to Comprehensive Abortion Care

Access to comprehensive abortion care is limited in Ghana. Traditional Ghanaian
societies frown on abortion and the law generally criminalizes abortion (Senah
2003). There is also a lot of stigma associated with abortion in Ghana (Sedge 2010);
health providers who offer abortion services as well as women who procure these
services are highly stigmatized. Thus the provision of abortion services is shrouded

in secrecy. Any abortion, whether it is performed by the trained, untrained doctor or
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other health professional is carried out clandestinely (Morhee et al. 2007). It is not
open or transparent and the public is not aware that public health facilities provide
abortion services. Where these services are provided in public hospitals, they are not
available to the full extent permitted by the law (Morhee et al. 2007); they are done
unofficially and the procedures are not usually documented as expected. Where
records are kept, induced abortions carried out are misclassified usually as
‘evacuation of the uterus’ (EOU).This issue is discussed in chapter 8 under how

health providers as street level bureaucrats shape implementation of abortion policy.

Data from a recent baseline study of the MOH/GHS to ascertain the level of
readiness of facilities and health providers to offer contraceptives and comprehensive
abortion care in three regions in Ghana indicated that there is limited availability of
post abortion care and especially legal abortion services in the selected regions of the
study. Of the 90 facilities studied (hospitals, polyclinics and health centres) 26.6%
offer PAC and 13.3% offer abortion services (Aboagye et al. 2007). The limited
availability of safe abortion services in the public sector is attributed to the tendency
of interpreting the abortion law as prohibiting abortion (GMHS 2007).There are
indications that women do not also know where to obtain services. According to the
GMHS (2007), 59% of women who had not had an abortion were not aware of where
to obtain services, 29% said they thought they could get services from government
hospitals and polyclinics; 14% cited private hospitals and clinics and about 5%

mentioned other sources for obtaining abortion services.

d. Cost of comprehensive abortion care (PAC and CAC)

There is paucity of research in Ghana on the cost of abortion (Sedgh 2010). This may
be due to the sensitive nature of abortion research. Information from an international
NGO (Ipas) indicates that the cost of abortion care in Ghana is high, given Ghana’s
per capita income of US$600. Services cost between US$30 and US$40 in public
health facilities (Jehu-Appiah 2009). In the MOH/GHS assessment discussed above,
similar information was obtained on cost of comprehensive abortion care from only
five out of 90 institutions (Aboagye et al. 2007). These findings need to be
interpreted with caution. A qualitative study (Henry and Fayorsey 2002) in Accra,
the capital city of Ghana, of adolescent girls also revealed a cost of between US$ 2
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and US$15 (three and 30 Ghana Cedis) in private clinics or hospitals. The cost of
services was reportedly prohibitive because the few doctors who were available to
provide services charged heavily. This may force women who could not afford such
service to resort to abortion from unskilled providers with implications for their
health and lives. Many doctors charge women heavily since they consider it
professionally risky to perform abortion under the given circumstances. This makes
safe abortion services inaccessible to poor women and especially adolescents (Jehu-

Appiah 2009).
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CHAPTER THREE

LITERATURE REVIEW

3.1 Introduction

My review begins with a discussion of the burden of unsafe abortion around the
world, in Africa and Ghana in order to situate the problem in perspective globally,
regionally and in the study country. The review then discusses three major issues that
emerged as influencing access to safe abortion services and which will be important
to inform my own study. First, legal issues are discussed since the legal environment
in countries influences availability, safety and use of services. Content, legislative-
location and interpretation of the law are important issues covered. This is followed
by a discussion of service-related issues that have been found to affect access to
abortion services, including availability of designated facilities, equipment, trained
staff and very importantly provider attitudes. Thirdly, religion and morality are
defined and discussed as key components of broader socio-cultural norms affecting
attitudes to, and practices of, abortion. Finally, the review considers strategies that
have been used elsewhere to improve provider attitudes and expand access to safe

abortion services that may have relevance for Ghana.

The review was based on a wide range of articles from data bases such as PubMed,
Popline, JSTOR and Web of Science using search words such as ‘abortion studies
AND Africa’, ‘abortion studies AND Ghana’, ‘abortion AND access’, ‘abortion
AND implementation’, ‘abortion and religion’, ‘abortion AND morality’.
Publications from UN organizations such as the WHO were also used as well as
publications from the Alan Guttmacher Institute. Two journals that focus on
reproductive health issues namely: ‘Reproductive Health Matters’ and ‘Africa
Journal of Reproductive Health’ were hand searched as well as journals on
qualitative research known as ‘Qualitative Health Research’. An electronic journal,
‘Health Policy and Planning’ was also used. The websites of organizations like the

WHO and Ipas (international NGO) were also used for information.
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3.2 The Burden of Unsafe Abortion

Each year, all around the world, about 210 million women become pregnant. As
many as 80 million pregnancies are unintended, resulting mainly from contraceptive
non-use, inconsistent or incorrect use of contraceptives or both, contraceptive failure
or poor access to contraceptives. Some of these pregnancies are carried to term,
while others end in spontaneous or induced abortion. Induced abortions have been
carried out for a very long time all over the world. It is a very controversial issue in
reproductive health characterized by stigma, criminalization as well as moral and

religious condemnation (Mundigo and Indriso1999).

Due to the controversial and sensitive nature of abortion, its incidence as well as
abortion-related morbidity and mortality are difficult to establish. It is estimated that
46 million pregnancies are deliberately terminated each year- 27 million legally and
19 million outside the legal system (WHO 2004). According to estimates by Sedgh et
al. (2007), the global figure for induced abortion decreased from 46 million in 1995
to 42 million in 2003. They further observed that between 1995 and 2003, the
induced abortion rate decreased from 35 to 29 per 1,000 women aged 15-44. The
decrease in abortion rates was more marked in developed than in developing
countries. Even though the overall incidence and rate of induced abortion declined
worldwide between 1995 and 2003, the proportion of unsafe abortions increased
from 44% to 48% with the vast majority occurring in developing countries. These
estimates were based on reports from official national reporting systems, nationally
representative surveys and published studies. The unsafe abortion rates in 2003 were
estimated from hospital data, surveys and other published data. UN estimates of
female populations and live births were used as denominators for rates and ratios

respectively. Given the sources of the data, the information may be reliable.

3.2.1 Estimates of Unsafe Abortion

Unsafe abortion has been defined as a procedure for terminating an unwanted
pregnancy either by persons lacking the necessary skills or in an environment lacking
the minimal medical standards or both (Ahman et al. 2004, WHO 1998). Unsafe
abortions are usually performed by unskilled providers who use dangerous
techniques in facilities lacking proper sanitation. They constitute a major neglected
reproductive health problem in developing countries (WHO, 2004 1998). Data on
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unsafe abortions are particularly difficult to obtain since most happen outside legally

provided services and are therefore not officially recorded. Table 3.1 shows the best

available data from WHO.

Table 3.1: Global and Regional estimates of number of unsafe abortions and of

mortality due to unsafe abortion, around the year 2000*

Unsafe abortion incidence Mortality due to unsafe
abortion
Number of | Unsafe Unsafe Number | % of all | Unsafe
unsafe abortions | abortions | of maternal | abortion
abortions |[to 100 | per 1000 | maternal | deaths deaths
(thousands) | live women deaths to 100
births aged 15-|due to 000 live
44 unsafe births
abortion
World 19 000 14 14 67 900 13 50
Developed | 500 4 2 300 14 3
countries*
Developing | 18 400 15 16 67 500 13 60
countries
Africa 4200 14 24 29 800 12 100
Eastern 1700 16 31 15 300 14 140
Africa
Middle 400 9 22 4900 10 110
Africa
Northern 700 15 17 600 6 10
Africa
Southern 200 16 17 400 11 30
Africa
Western 1200 13 25 8700 10 90
Africa
Asia* 10 500 14 13 34 000 13 40
Eastern - - - - - -
Asia*
South- 7200 18 22 28 700 14 70
central
Asia
South- 2700 23 21 4700 19 40
eastern
Asia
Western 500 10 12 600 6 10
Asia
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Europe 500 7 3 300 20 5

Eastern 400 14 6 300 26 10
Europe

Northern 10 1 1 - 4 -
Europe

Southern 100 7 3 <100 13 1
Europe

Western - - - - - -
Europe

Latin 3700 32 29 3700 17 30
America

and the
Caribbean

Caribbean 100 15 12 300 13 40

Central 700 20 21 400 11 10
America

South 2900 39 34 3000 19 40
America

Northern - - - - - -
America

Oceania* | 30 12 17 <100 7 20

Source: Adapted from WHO 2004
a Figures may not exactly add up to totals because of rounding.

* Japan, Australia and New Zealand have been excluded from the regional estimates, but are included

in the total for developed countries.

- No estimates are shown for regions where the incidence is negligible.

Of the 19-20 million unsafe abortions that occur each year in the world, about 68,000
result in death. According to the WHO (1998), about 95 percent of the unsafe
abortions that occur in the world, occur in developing countries under illegal
conditions. The World Health Organization estimated that the death rate from unsafe
abortion in Africa is 100/100,000 live births and considers it to be the highest in the
world. In the US the death rate from abortion is 0.6/100,000. The WHO concluded
that reducing unwanted pregnancies in Africa would reduce the number of deaths
from unsafe abortion. The WHO notes that death from unsafe abortion is the easiest

to prevent and treat of all the causes of maternal mortality.
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Unsafe abortion is a very common experience in Africa (Hord and Wolf 2004,
Braam and Hessini 2004). Women in sub-Saharan Africa face the highest risk of
death and injury from abortion complications worldwide and 43% of the 68,000
women who die from these complications each year are from Africa (Hessini et al.
2006). Recent studies from Kenya, Uganda and Nigeria of women in public health
facilities with complications of unsafe abortion show the magnitude of the burden of
unsafe abortion which Hessini et al. (2006) describe as a public health crisis, a social

injustice and a violation of women’s human rights and dignity.

3.2.2 Abortion and Unsafe Abortion in Ghana

The Ghana Maternal Health Survey (GMHS 2007) shows that at least 7 % of all
pregnancies in Ghana end in abortion, and 15 % of women aged 15-49 admitted to
having had an abortion. Abortion rates were highest among 20-24-year-olds,
educated and wealthier women, and those living in urban areas. The survey further
indicated that just over half of Ghanaian women who admitted having had an
abortion sought help from a doctor, while others turned to pharmacists or traditional
midwives to induce abortion. Almost one in five women induced the abortion

themselves or had the help of a friend.

It is believed that unsafe abortion contributes significantly to the burden of maternal
morbidity and mortality, especially among adolescents (Aboagye et al. 2007;
Mayhew 2004). Ghana’s maternal mortality stands at 580 per 100,000 live births
(GMHS 2007). Complications of unsafe abortion are thought to constitute 22 to 30%
of all maternal deaths thus making unsafe abortion the highest contributor to
maternal mortality in Ghana (Ghana Health Service 2004-2008; Aboagye and Akosa
2000).

Other sources indicate that unsafe abortion contributes 12% to 15% of maternal
mortality in Ghana (Ministry of Health and Ghana Statistical Service 2003, Geelhoed
et al. 2003, Baird et al. 2000). These discrepancies make data on abortion unreliable.
According to Ahiadeke (2001), data on abortion in Ghana is generally scarce,
fragmented and unreliable. He observed that most studies on induced abortion in
Ghana are hospital-based; that all but one of the 22 studies on abortion carried out
between 1972 and 1994 were hospital-based and as many as 19 took place in Korle-
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Bu Teaching Hospital, Ghana’s largest teaching hospital. In his view, since induced
abortion is perceived as illegal in the Ghanaian context, women admitted to hospital
with complications of induced abortion are likely to be documented as women
hospitalized with complications from spontaneous abortion. He identified factors
such as poor record-keeping, inaccurate classification of type of abortions done by
doctors and the lack of policies that demand accurate classification of abortion as
accounting for unreliable data on induced abortion and also making hospital data
inadequate for estimating Ghana’s nation-wide incidence of induced abortion. In his
study on the incidence of induced abortion in Southern Ghana (one of the few
community-based studies in Ghana), there were 27 abortions for every 100 live
births. The vast majority of the women who had an abortion (60%) were younger
than 30; about one-third of women obtained an abortion from within the health
system whilst the remaining 68% reported having obtained an abortion from
pharmacists (38%), by self medication (11%), from an untrained provider (16%) or

by other means (3%).

In terms of morbidity, unsafe abortion exacts a heavy toll. It leads to complications
such as infection, profuse bleeding, perforated womb, and damage to internal organs
(Grimes et al. 2006, WHO 2004). In Ghana studies have documented similar
complications (Adanu 2005; Aniteye 2002; Obed and Wilson 1999; Lassey 1995). In
the two main teaching hospitals in Ghana, the Korle-Bu and Komfo Anokye
Teaching Hospitals, abortion complications constitute about 50% of gynaecological
admissions (Aniteye 2002, Turpin et al. 2000).

The commonest reason why women sought an abortion was not having the financial -
means to take care of a child. Other reasons reported included wanting to delay
childbearing or complete school. The GMHS (2007) which took place almost a
decade after Ahiadeke’s study (1997/98) showed some similar findings; most women
having abortions are young and women seek abortion services from both orthodox
and traditional sources. It appears relatively more women sought help from a doctor
in the nationally representative survey than in the study that concentrated in Southern
Ghana. This may be due to a growing awareness of the need for safe abortion
although the continuing high level of maternal mortality in Ghana suggests that
access to safe abortion is still being constrained. I now turn to consideration of
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factors influencing access to safe abortion services in order to understand what may

be important factors to consider in Ghana.

3.3. Access to safe abortion

From the literature reviewed there appear to be three overriding issues regarding
access to safe abortion services. First, legality of abortion appears to affect
availability of services and use of safe services. Second, services and resources
available (infrastructure, equipment and training) are important for ensuring legal
services are in fact provided. Third, social acceptability and social access issues —
related especially to religion and morality — are critical influences on whether
potential clients are willing and able to use them. Each of these issues is now

discussed in turn.

3.3.1 Legal Issues

Public discussions on abortion and its legality are rare but the 1994 International
Conference on Population and Development held in Cairo and the 1995 Fourth
World Conference on Women held in Beijing discussed abortion at length (Crane
and Hord Smith 2006; Rosoff 1999). These two conferences are important for a
number of reasons. They created awareness among nations, and initiated global
discussion on the burden of unsafe abortion and the need for action. Furthermore, the
ICPD included safe abortion services as a reproductive right in countries where they
were legal and post-abortion care as a reproductive right in countries where abortion

per se was not legal, creating obligations on governments that signed the declaration.

Reforming national abortion laws and making them less punitive is one step towards
ensuring availability of services. In addition to the ICPD declaration, the WHO also
holds that where legal, abortion services should be safe, and where not legal, post-
abortion care must be provided (ICPD 1994; WHO 1998). This implies a global
acknowledgement that in the absence of safe, legal abortions, women are likely to
resort to illegal, unsafe abortion. There is plenty of evidence to show that where laws
are restrictive, abortions are clandestine and unsafe; as for example, in Brazil,
Nigeria and Kenya (Faundes et al. 2004, Okonofua 2004, Oye-Adeniran et al. 2004,
Brookman-Amissah and Moyo 2004). Even though abortion is legally restricted in
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Brazil, it is a common practice. The law in Brazil allows a physician to perform
abortion only in cases of rape or if there is no other way of saving the woman’s life.
Apart from these instances, abortion is illegal and the woman and abortion provider
could face prison sentences of up to 10 years. Abortion is also condemned by the
Catholic Church and the vast majority of women are denied access to safe abortion
services even where permitted by law. Despite these restrictions, illegal abortions
occur. An estimated 940,660 illegal abortions were reported in Brazil in 1998
(Faundes et al. 2004.)

The abortion law in Nigeria is highly restrictive. The law criminalizes abortion
unless the pregnancy threatens the woman’s life. Due to these legal restrictions,
religious and social norms that prohibit abortion and the social stigma associated
with abortion in Nigeria, its practice is shrouded in secrecy; many unskilled
providers perform abortions clandestinely often in dangerous and unhygienic settings
(Makinwa-Adebusoye et al. 1997). Okonofua (2004) highlights how legal restrictions

lead to underground abortion practices that severely compromise the safety of the

procedure.

Abortion is also restricted in Kenya and safe abortion is only accessible to wealthy
women, an indication of gross health inequity. Maternal mortality in Kenya is very
high; about 590 deaths per 100,000 live births (similar to Ghana) of which about
30% are attributable to unsafe abortion (Brookman-Amissah and Moyo 2004). A
national assessment of the magnitude and consequences of unsafe abortion in 2003
showed that more than 300,000 women have unsafe abortions every year. Also more
than 20,000 women suffer from complications of unsafe abortion yearly of which an
estimated 2,000 women die. There are public debates and proposals to liberalize the
law (Brookman-Amissah and Moyo 2004).

In the United States of America and Romania, available data indicate that the number
of deaths from abortion decrease when restrictions on abortion are minimized. In
America, death rates due to abortion plummeted by 85% after five years of
legalization (Tietze 1981). Whilst in Romania, evidence shows that during a period
of repressive abortion legislation between 1966 and 1984, the number of deaths due
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to abortion went up by 600%. When abortion was legalized in 1990, the abortion
deaths decreased by 67% in a year (Romania Ministry of Health 1991).

Most countries have laws and policies governing induced abortion and there is wide
variation in terms of their restrictiveness (see Appendix 1 for a summary of countries
in which abortion is legal and the grounds on which it is permitted). Only in Chile, El
Salvador and Malta, is abortion not allowed under any circumstances. In about 98%
of the countries in the world, a woman is allowed by law to terminate her pregnancy
if the continuation of that pregnancy will endanger her life. In 62% of countries, a
woman may also have an abortion to preserve her physical or mental health (Ahman
et al. 2004). In developing countries abortion laws are more restrictive, resulting in
inequitable access to safe abortion where rich clients pay for private abortions by
doctors in secret (Crane et al. 2006). In Africa the laws that govern abortion tend to
be highly restrictive (Okonofua 2004, Brookman-Amissah and Moyo 2004)); only
three out of 54 countries allow abortion on request in the first 12 weeks of pregnancy
(Braam and Hessini 2004). Since this study was conducted, Kenya has also changed
its law (in 2010) to legalise abortion. This is ironic given that many abortion laws in
developing countries originated from the laws of European countries which have
long liberalized their own laws. Also the laws adopted by the low resource countries
from their colonial masters did not match cultural norms (Crane et al. 2006). The
authors were not explicit about the cultural norms of the low resource countries.
However, even though most African countries are highly pronatalistic and believe in
having many children, acknowledging women’s gendered role as that of bearing
children, some traditional African countries in pre-colonial times used abortion to
control pregnancies that were considered shameful and undesirable such as those due
to rape or from pre-marital sex (Braam and Hessini 2004). For instance, Bleek (1981)
found in his ethnographic study of the Akans (ethnic group) in Ghana that abortions
and even infanticide were practised on deformed children and a child was given

recognition as human only after eight days.

i. ‘Liberal’ abortion laws of UK, South Africa and Zambia

Given that decriminalisation, or full-legalisation, of abortion is a necessary first step

to ensure access to safe abortion, I reviewed the laws of the UK, South Africa and
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Zambia, all of which are considered to have ‘liberal’ laws, to examine what makes
them ‘liberal’ on paper. What makes the UK law relatively liberal is that the law
permits abortion on the following grounds: “i) that the pregnancy has not exceeded
its twenty-fourth week and that the continuance of the pregnancy would involve risk,
greater than if the pregnancy were terminated, of injury to the physical or mental
health of the pregnant woman or any existing children of her family; or ii) that the
termination is necessary to prevent grave permanent injury to the physical or mental
health of the pregnant woman; or iii) that the continuance of the pregnancy would
involve risk to the life of the pregnant woman, greater than if the pregnancy were
terminated; or iv) that there is substantial risk that if the child were born it would
suffer from such physical or mental abnormalities as to be seriously handicapped.”
Most abortions in the UK are reportedly done under these provisions (Ingham et al.
2008) when the doctor confirms that continuation of the pregnancy would damage
the woman’s mental wellbeing. The doctor also takes the pregnant woman’s real or
potential environment into consideration and this covers her social and economic
circumstances. These clauses in the law apparently give more room for women with
unwanted pregnancies to have terminations and the UK, as most developed countries,
has a very low maternal mortality rate. But it is important to note that what a law
provides on paper is not necessarily implemented by health services (Berer 2004)
particularly in developing countries where culturally conservative societies and poor

health infrastructures may restrict access.

South Africa’s 1996 law is also liberal since i) a woman can request termination of
an unwanted pregnancy in the first 12 weeks of gestation ii) termination of
pregnancy is also permitted if the woman’s physical or mental health would be in
jeopardy if she continues with the pregnancy and iii) registered midwives with
requisite training are permitted by law to offer termination of pregnancies during the
first 12 weeks of pregnancy. However, Whitaker and Germain (1999) observed that
limited access to abortion services in South Africa despite its liberal law was due to
factors including the dearth of healthcare providers with necessary skills, providers’
objection to increased workload with the change in law and objection to service
provision by others due to their own personal beliefs. Indeed South Africa’s maternal

mortality rate (MMR) has actually been increasing again from 380/100,000 in 2000
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to 410/100,000 live births in 2008 according to estimates by WHO, UNICEF,
UNFPA & WORLD BANK; this raises questions about the impact of the liberal law.

The liberality of Zambia’s abortion law lies in the fact that the law allows abortions
to be carried out on broad health as well as socio-economic grounds. The law also
permits abortion where continuation of the pregnancy would involve risk to the life
or injury to the physical or mental health of the pregnant woman or any existing
children of the pregnant woman. Although Zambia’s MMR has declined since
abortion was legalised from 729/100,000 in 2001 to 591/100,000 live births as of
2007, the reduction is considered insignificant (Mbewe, 2010). Barriers to safe
abortion still exist in Zambia. For example, restrictive administrative policies still
render abortion services inaccessible (Berer 2002; Whitaker and Germaine 1999);
three doctors are required to approve a woman’s request for an abortion. This is a
very difficult requirement to meet given the scarcity of doctors especially in rural
areas. Other barriers to service provision in Zambia (Berer 2002) are reluctant
providers, lack of trained providers and other resources and failure to authorise
providers and facilities. Okonofua (2004) reiterates that despite these liberal legal
provisions, women still have limited access to safe abortion due to an array of socio-
cultural and services-related barriers. The author did not state the barriers but these
are likely to include social disapproval and stigma, cultural norms, religious beliefs
and moral values; lack of trained staff, equipment and provider attitudes as the
literature is showing. Appendix 2 gives a more detailed overview of the laws in these

three countries.

In the case of Ghana, which also has a relatively liberal law in the sense that it allows
abortion to preserve ‘physical and mental health’, it is puzzling that there has been
little impact on MMR since the law was introduced in 1985. This suggests that while
having a liberal law in place is important, and a necessary first step, a lot also
depends on how that law is interpreted and implemented. This is discussed in the

next section.

ii. Legal Interpretation and Implementation
In some cases, laws may be very similar on paper, but interpreted and applied
differently in practice (e.g. Britain and Ghana). Abortion laws differ from country to
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country according to the way in which they are formulated within the national
legislation (United Nations 2001a, 2001b 2002). Abortion may be captured in the
criminal code, in civil law, public health codes or medical ethics codes. In Ghana it
appears in the criminal code. In some countries, these documents clearly show how
abortion laws should be interpreted. However in many countries there are no
guidelines for interpretation. This omission may give rise to problems with
implementation. Also, in countries where the laws and policies have many
ambiguous clauses, this lack of clarity makes the law difficult to comprehend
resulting in problems with interpretation and implementation. Cook et al. (2003) also
observe that in countries with restrictive laws there are hardly any guidelines for
interpreting clauses that are not explicit but prone to multiple interpretations as in the
definition of the concept of ‘risk’. This lack of clarity in their view makes health
providers brand all abortions illegal and then provide it in secrecy. Furthermore,
Whitaker and Germain (1999) consider abortion laws as difficult to interpret,
frequently unknown to women and health providers hence restricting access to legal
abortion in most African countries. All these factors affect the availability of, and
women’s access to, safe, legal abortion services (WHO 2003) and decriminalising
the law must be accompanied by measures to ensure its implementation (Hessini
2005). Recognising this, the ICPD programme of action, its five year review and the
Fourth World Conference on Women in Beijing recommended that health systems
should make safe, legal abortion services accessible (Hessini et al. 2006, Faundes
2004, Sai 2002, AGI 1999, Gerhardt 1997). To this end, the WHO developed norms
and standards for quality abortion services - Safe abortion: Technical and Policy
Guidance for health systems (WHO 2003). In recent years therefore some countries
including Brazil, Vietnam, Nepal, India and Thailand have started developing
guidelines for legal abortion services with inspiration from the WHO guidance on

safe abortion (Crane et al. 2006, WHO 2003). Notably, this has not yet occurred in

most African countries,

iii. Interpretation and implementation in Ghana
Even though abortion is legal in Ghana under certain conditions (See Appendix1),
only 4 % of Ghanaian women are aware of this and among these women, 17% are

not aware of the circumstances under which abortion is legal (GMHS 2007). Not
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being aware that they are legally entitled to safe abortion when the need arises, many

women have recourse to unsafe abortion.

Lithur (2004) in her case study on abortion as a reproductive health issue in Ghana
described how the absence of abortion in the reproductive health policy influenced
availability of services to cover the three exceptions for which abortions are allowed:
i) Where the pregnancy is due to rape, defilement of a female idiot or incest and the
abortion is requested by the victim or her next of kin;

ii) Where continuation of the pregnancy constitutes a risk to the life of the pregnant
woman or injury to her physical or mental health and;

iii) Where there is a substantial risk that the unborn child is likely to suffer from or

later develop a serious abnormality or disease after birth.

In addition, she observed that the inclusion of abortion in the criminal code creates
the false perception in Ghana that all abortions are criminal. Criminalisation of
abortion and failure to interpret the law liberally has been noted as influencing
service availability. Two recent studies in Ghana focussing on the abortion law and
availability of services in the country showed the lack of clarity in the law, the need
for reform and authorization of mid-level providers to offer safe abortion services
(Morhee and Morhee 2006; Morhee et al. 2007). The first study, a qualitative
inquiry, reviewed relevant literature with critical analysis of sections of the criminal
code of Ghana from medico-legal perspectives. Findings revealed a lack of clarity in
the definition of ‘abortion and miscarriage’, no defined gestational limits for
abortion; implicit provisions that make the law liable to multiple interpretations
include the mental health clause. The authors noted a shift from a prohibitive and
punitive law (pre-1985) to the current liberal one. The latter study, a hospital-based
one, interviewed 74 respondents, who were all physicians. Seventy-six percent of the
respondents surveyed thought the law was not clear enough and 62% thought the law
needed further amendment to make it simpler and clearer. On the question of who
should be trained to perform abortions, 97% said only physicians and 3% cited
physicians, midwives and medical assistants. The finding that most respondents think
that only physicians should provide abortions reflects the existing controversy about

authorizing mid-level cadres of health providers to offer abortions.
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Lack of clarity in the abortion law and the muitiple interpretations demonstrated in
these studies may be among the factors that account for the observed partial
implementation of the law and limited service availability in Ghana. The two studies
cited above only looked at issues of access through the law from the perspectives of
lawyers (authors of first study) and physicians (second study). There is a need for
studies that also consider the views and interpretations of a wider range of
stakeholders who influence service provision and uptake. Besides the clarity of the
law, this study examines the processes of its promulgation, the context within which
it is applied and how these influence availability and accessibility of abortion from
the perspectives of a wider range of actors, for example, health providers, policy
makers, parliamentarians and religious leaders. Use of a wider range of actors will

shed more light on different dimensions of the problem of abortion in Ghana and

service availability.

3.3.2 Services, Staff and Resources

Even where abortion is legal, safe services are not equitably accessible to all women
and unsafe abortion may still occur. The second major group of factors identified in
the literature as limiting access to safe abortion services are service-related. Many
studies have demonstrated that across a range of countries, women who require safe
abortion services that are legal are not able to access them for reasons such as paucity
of approved facilities, inadequacy of trained providers who are willing to provide the
service, and poor quality of services including long waiting times (delays) are also
common (Warriner et al. 2011; Kumar et al. 2009; Jones et al. 2008; Harries et al.
2007; Benson 2005; Prada 2005; Duggal and Ramachandran 2004; Garcia 2004;
Dickson 2003; Berer 2002; Iyengar et al. 2002; United Nations 2001a, 2001b, 2002;
Althaus 2000; Henshaw 1998; Koster-Oyekan 1998; Gupte et al. 1997). Finally,
provider attitudes emerged as a major influence to access. These issues are now

discussed in turn.

i. Lack of approved facilities

In India abortion is legal but due to lack of designated facilities, many terminations
of pregnancies are still performed clandestinely, often in unapproved facilities and by
untrained people, resulting in high numbers of unsafe abortions (Duggal and
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Ramachandran 2004; Berer 2002). This implies that legalization per se does not
prevent unsafe abortions. Services must be available, accessible, affordable and
socially acceptable. Even though South Africa has been described in the literature as
one with a model abortion law, there has not been much progress in service provision
and availability. Following its 1996 legal reform that liberalized women’s access to
termination of pregnancy, Dickson et al. (2003) conducted a survey to describe the
availability and accessibility of abortion services in 1999. Findings showed that only
32% of the 292 designated facilities were providing services, 27 % of which were
private facilitics. Among the barriers to abortion service provision was gross
inequitable rural/urban geographic distribution of services among the provinces. The
services were mainly available in two urbanized provinces. The authors suggested
extension of services to rural areas with more services established at the primary care
levels. They highlighted the potential role of the private sector and that of general

practitioners in service provision to help expand access.

ii. Lack of trained staff

The dearth of trained staff for provision of abortion services was not uncommon in
many countries. This may be because most countries’ legal provisions permit only
doctors to provide abortions. Even where trained, not all doctors are willing to
provide abortion services. Some providers desist from offering abortions to avert
negative attitudes from colleagues, for fear of prosecution, stigmatization, violence
from anti-abortionists and for personal, moral and religious reasons as well as on
grounds of conscientious objection (Harries et al. 2009; 2007; Curlin et al. 2007;
Mhlanga 2003). This shortage of abortion providers limits women's access to safe,
legal abortion services with implications for their health and health services in
general. Lack of trained healthcare providers, willing to perform abortions or to
assist those performing abortions in designated public sector health facilities was a
major problem identified in South Africa following the enactment of the Choice on
Termination of Pregnancy Act in 1966 (Harries et al. 2009). Also a survey of 35
Peruvian doctors (Pace et al. 2006) to examine their knowledge, attitudes and
practices regarding legal abortion revealed that their knowledge about abortion
techniques was lower for induced abortion than for management of incomplete

abortion. Lack of training, administrative and professional support were major
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barriers to legal abortion provision. They called for improved training of health
professionals, better institutional support and the development of administrative and

legal procedures to guide management of women seeking abortions.

Furthermore, to enhance access to abortion services, a growing body of evidence
shows that nurses, midwives and other mid-level health cadres can provide safe and
effective abortion care (both surgical and medical) with proper training and
supervision (Hessini 2005, Hord and Wolf 2004, Sibiyu 2004, Mhlanga 2003, WHO
2003, Ipas and IHCAR 2002), but the issue remains contentious in countries such as
the USA. The controversy is due to physicians’ (including those who provide
abortions) perception that certain procedures are solely in their domain and thus
would want to protect their interests in relation to their special skills, caseloads and
income (Berer 2009); opposition by physicians is a way of protecting their
professional domain or turf Chong and Mattar (2006). Also, most countries’ laws
permit only doctors to provide abortion services hence mid-level providers are not
trained and doctors are reluctant to delegate authority to offer abortion services to

mid-level providers (Hessini 2005, Hord and Wolf 2004).

However, a review of research articles (Berer 2009) on the provision of first-
trimester abortion by mid-level providers showed that suitably-trained mid-level
health-care providers such as nurses, midwives and other non-physician clinicians
can safely provide abortion services (vacuum aspirations and medical abortions) in
the first 12 weeks of pregnancy. Involving mid-level providers in comprehensive
abortion care is posited to expand availability and accessibility and lower costs.
South Africa is the only African country where the law permits mid-level providers
to offer surgical abortions via aspirations. Well trained mid-level providers could
competently provide vacuum aspirations and medical abortions within the first
trimester. The reality of service provision challenges requires that policies put in
place nationally are appropriate to the service provision issues faced on the ground.
In a review of the evidence, Berer (2009) identified four areas where policy could
address the problem of lack of trained staff very directly. These are: 1) authorization
of qualified health providers to offer relevant abortion care; 2) getting rid of policy
restrictions allowing only doctors to perform abortion; 3) institution of regulations
and training programmes that will allow mid-level providers to play major roles in
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providing abortions and 4) integrate training in abortion care into basic training for
all nurses, midwives and medical students doing rotations in obstetrics and

gynaecology as well as in in-service training and refresher courses.

iii. Perceived poor quality of services

Many studies explored the issue of quality in abortion care in both developed and
developing countries. Most methods employed in these studies were mixed,
comprising surveys, individual and group interviews and observation using health
providers mainly doctors and midwives as well as patients. The use of both providers
and users to assess quality ensures that biases from either perspective are removed to
give clearer insights into the situation. The areas of focus or the indicators of quality
included interaction between providers and women seeking abortion, knowledge,
skills and technical performance of health professionals, provision of privacy and
confidentiality and the quality and adequacy of counselling. Some constraints
identified in relation to quality abortion care were lack of training, lack of staff
accountability (Nguyen et al. 2007) poor supervision and regulation (Dovlo 2004),
individual-level barriers and organizational constraints (Say and Foy, 2005); for
instance as part of initiatives to enhance quality of care in abortion care in Scotland
(Say and Foy 2005), findings from interviews with several key informants to identify
factors that enable or militate against the provision of high quality care showed that
individual-level barriers to quality care included provider attitudes; however the
major constraints to improvement in quality of care lay in organizational and social

culture. The authors suggested a multi-level approach to tackle the problems
identified.

Surveys in South Africa (Engelbrecht et al. 2000) have revealed that some health
care workers obstruct the referral system by refusing to refer women to facilities for
TOP. This results in delays. One such survey (Jewkes et al. 2005) with 46 women in
hospital with abortion complications showed that in some cases women were turned
away because of long waiting lists or their pregnancies were too advanced for
termination. Having pregnancies that were too advanced for termination may be due
to the long search by women for approved facilities and providers who are willing to
offer services. It could also be because the women were not referred to facilities

where they could obtain services. Similar findings of inappropriate referrals and long
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waiting periods were obtained in a qualitative study in South Africa (Harries et al.
2007). A survey in England by Finnie et al. (2006) which investigated women’s
experiences and general practitioners attitudes to induced abortion also revealed
some delays and barriers women face when seeking abortion care. Some women
(15%) had to make more than one appointment before getting general practitioners
(GPs) who were willing to refer them and 32% waited for 2or more days to receive
hospital appointments. This puts the lives of women at risk as it is more dangerous to

have termination of pregnancies that are far advanced (Bartlett et al. 2004, WHO,
2004).

iv. Specific service-related issues in Ghana

A facility assessment conducted by the GHS Aboagye et al. (2007) showed that in
the regions where the census was carried out, only one health centre offers CAC out
of 74 and 11 out of 16 hospitals. The study also found that availability of MVA Kits
in the hospitals and primary care facilities was limited given the recommended value
of six aspirators per hospital and two per health centre (Aboagye et al. 2007). The
need for MV A instruments was great and both private and public health sectors have
challenges in ensuring sustainable access to these instruments. To improve access
and/or supply, it was recommended that a revolving purchase mechanism be
instituted for associations like the Ghana Registered Midwives Association (Graff
and Amoyaw 2009).

A contentious issue in Ghana is the question of who may legally provide abortions.
Even though in Ghana the abortion law specifies only medical practitioners as those
qualified to offer abortion services, a few midwives have also been trained to offer
post abortion care using manual vacuum aspirations as recommended by WHO
(Otsea et al.1997). The GHS currently authorizes midwives and medical assistants
with midwifery training to provide early abortion in accordance with the law and the
2006 GHS Standards and Protocols. Despite advocacy meetings held with the Nurses
and Midwives’ Council (N&MC) the issue remains contentious. The GHS facility
assessment (Aboagye et al. 2007) described earlier in this section found that many
managers (62%) and health workers (55%) were strongly opposed to provision of
early safe abortion by midwives and medical assistants. This was also revealed in a

study in Ghana (Morhee et al. 2007) where the vast majority of doctors (97%) said
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only physicians should be trained to perform pregnancy terminations; reflecting a
lack of awareness of the GHS standards and protocols. Having looked at some of the
barriers to abortion service provision in the health system, the review now further
looks at provider attitudes, which emerged as a major service-related barrier to

abortion service provision.

v. Provider Attitudes

An issue that emerged to be of particular importance from the literature is the
influence of health service providers’ attitudes on access to services in general, and
abortion services in particular. The attitude of health providers, including managers
is an issue of concern raised by many authors and many studies have reported poor
provider attitudes (Harries et al. 2009; Hill et al. 2009; Hessini et al. 2006, Cooper et
al. 2005, Jewkes et al. 2005, Gallo et al. 2004, Dickson et al. 2003, Varkey 2000,
Whitaker and Germain 1999, Lassey 1995). These range from judgemental attitudes,
abusive, rude, discriminatory, punitive, negative, conservative and unsympathetic.
Some providers refuse to provide services for fear of prosecution, on religious
grounds or due to social stigmatization. Others fail to refer women to appropriate
facilities for services or to provide correct information about legal services whilst
others object based on their right to conscientious objection (Harries et al. 2009,
Harrison et al. 2000). In the following sections I discuss a range of studies that give
examples of a) the attitudes displayed by providers which influence their behaviour

and b) the factors that appear to influence these attitudes.

a. Attitudes and how they influence behaviour

Studies in South Africa have portrayed some negative provider attitudes such as
verbal and physical abuse, lack of compassion, rudeness and coercion of patients to
change their decisions. In a qualitative inquiry (Jewkes et al. 1998) with patients,
staff and managers on health seeking practices in maternity services using in-depth
interviews, group discussions, participant and non-participant observation, nurses
were described by patients as rude, not caring, harsh, confrontational and inhuman.
The nurse-patient relationship was characterized by abuse and neglect. Nurses had
some illusions of power and superiority over the patients and this reflected in

treatments meted out to them. Since managers and higher levels of the profession
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failed to sanction midwives who treated patients badly, the latter tended to think their
practices were normal and acceptable. Holding the interviews with women at the
antenatal clinic was not the best, given the fact that one objective was to assess the
quality of care received by patients but efforts by researchers to ensure validity (i.e.

by discussing drafts of findings with participants) were positive.

Varkey (2000) studied women’s experiences in obtaining abortion services and
showed that providers at referral centres sometimes create barriers for women
seeking services. Some women were forced to go from one clinic to another looking
for a health worker who would be compassionate enough to refer them for abortion
services. Others were sometimes obliged to listen to providers’ personal opinions
about abortion. The slow implementation of the 1996 Choice of Termination of
Pregnancy Act has also been attributed to provider attitudes. Varkey (2000) further
found that out of 248 public health facilities designated to provide abortion services,
only 73 do so and only 10% of the reported abortions occur in the province with the
largest proportion of the country’s female population; findings indicated that health
providers were reluctant to provide services. Also, second trimester abortions were
discontinued in some facilities because managers could not get their staff to provide
services. Fear of hospital staff rudeness was a major barrier to access to services. A
survey with 46 women in hospital with abortion complications showed that 17%
knew where to access legal services but feared rude staff (Jewkes et al. 2005). The
authors concluded that lack of knowledge of abortion rights and perceived poor

quality of care (including providers’ attitude) influenced women’s choices.

Most of the above studies were surveys. The use of surveys to study attitudes is
problematic. This is because measuring attitudes is a difficult undertaking and even
more difficult when attitudes towards the issue such as abortion are controversial.
Abortion brings many concerns including personal, emotive, religious, moral,
ethical, gender and power to the fore hence surveys are not well suited to detect and
interpret subtle differences and nuances (Everatt 1999). There is a need for
qualitative studies exploring provider attitudes and the influences that underlie them.
My study, a qualitative one, will look at providers® attitudes towards abortion care

and further explore the underlying reasons for their attitudes.
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A study in Bangladesh (Bhandari 2008) on clients’ interaction with providers showed
evidence of poor provider attitudes but in different perspectives. Providers’
perception of clients’ characteristics such as marital, social and economic standing
influenced the quality of care provided. Some providers tried to change clients’
minds about their request for menstrual regulation (MR) because in that context, the
role of women is largely to bear children. Poor quality of care, ineffective
counselling and preferential treatment of the elite resulted in women resorting to
unsafe abortions from informal traditional healers or other clandestine services.
Other studies showed that women would prefer to stay home and resort to medical
abortion (using mefipristone) because they were concerned about health
professionals’ negative attitude and lack of privacy in public health facilities (Lie et
al. 2008). These attitudes and behaviours of providers were unprofessional and raise
concerns about quality of care. The underlying reasons for providers’ attitudes are

now explored.

b. What influences provider attitudes?

The literature shows that implementation of policies in the health system is a factor
that influences providers’ attitudes. Two studies in South Africa (Walker and Gilson
2004; Penn-Kekana et al. 2004) looked at the experiences of a group of nurses and
midwives during implementation of two policies. Both studies found that frontline
staff were not involved in decision-making about changes to policy and practice and
subsequently felt under-appreciated and disempowered which meant that they

ignored implementation requirements.

Though not related to abortion services, these studies are useful and important
because they demonstrate the complexities of policy implementation and the
challenges that confront frontline health workers (implementers) and its effects on
them and in turn on their patients. In conclusion, the authors highlighted the
importance of understanding the context of the policy process and the need to
manage people as well as the policy change. The need for frontline staff to be
consulted and be made a part of the process was stressed. The importance of
communication and consultation in policy change was highlighted. Seeking
providers’ professional support is crucial for provision of abortion services that have

the additional challenge of being socially controversial.
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Some studies have demonstrated that nurses’ attitudes in the nurse-patient
relationship are partly due to poor working conditions and other factors such as lack
of accountability on the part of staff and services (Gilson et al. 1994). Although not
many studies have been done on healthcare providers’ attitudes towards abortion in
South Africa (Harries et al. 2009), there is evidence that religious, political,
organizational and other issues relating to the nursing profession underpin the
behaviours that nurses display. Findings from a qualitative study which explored
knowledge, attitudes and opinions of healthcare providers and healthcare managers
across a range of facilities that provide reproductive healthcare services showed
complex patterns of service delivery due to providers’ claim of conscientious
objection. Service provision was fragmented because providers were willing to offer
different aspects of abortion care. Among the factors that influenced providers’
decision for abortion care were i) religious beliefs ii) moral iii) personal and iv)
indication for the abortion. Also, Jewkes’ (1998) study which investigated health
seeking practices of women in one part of South Africa made important revelations
of some influences of nurses’ attitudes. These included perceptions of professional
insecurities regarding nurses’ position and identities, organizational issues, perceived
need to control patients as well as the environment, sanctioning nurses’ use of
punitive means to exert power over patients, the need for creation of social distance
between nurses and patients and notions of patient inferiority. The behaviours of
nurses are also attributable to their training and socialization. Knowledge of these
factors that determine providers’ decision to provide abortion care is crucial for
planning comprehensive abortion care services. Exploring provider attitudes and
factors that underpin them in my study would provide the MOH/GHS useful data to

help in scaling up comprehensive abortion care in health facilities in Ghana.

Two other studies have showed that the attitudes of providers towards abortion and
other reproductive health services are not always negative but could be mixed
depending on their personal experiences and education. Findings from a survey
(Gogna et al. 2002) of 467 obstetrician/gynaecologists from public hospitals in
Argentina indicated that physicians who had firsthand experience of dealing with
abortion complications were more likely to be sympathetic to women coming for

abortion services. Warenius et al. (2006) in a study to determine the attitudes of 820
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Kenyan and Zambian nurse-midwives towards adolescent sexual and reproductive
health problems found that staff who had been exposed to training or higher
education in sexual and reproductive health issues were far more sympathetic to

adolescents seeking services.

In addition to involving front-line staff in decisions affecting their practice, and in
ensuring they have adequate knowledge and information on the relevant services
they are expected to provide, the most important influence on providers’ attitudes is
the prevailing religious and moral milieu in which they operate. This is taken up in

the next section.

3.3.3 Religion and Morality

The final group of factors identified in the literature that hamper implementation of
the abortion law are religious beliefs and moral values. Most authors understand
‘religion’ and ‘morality’ as closely linked to and influenced by prevailing socio-
cultural ‘norms’. To set religious and moral issues in context this section will first
briefly discuss socio-cultural ‘norms’ and ‘values’, then detail specific socio-cultural
norms regarding childbearing and abortion that are prevalent in Ghana. The main
part of this section will then define and discuss issues of religion and morality in

relation to abortion and service-provision.

i. Cultural values and social norms

Cultural values are concepts of what a culture deems good, desirable and proper on
one hand and bad, undesirable and improper on the other. The values held in a
culture show what the people of that culture like and what they consider important
and morally right or wrong (Schaefer and Lamm 1997). Values influence people’s
behaviour and are therefore used for evaluating people’s actions. Norms are
behavioural standards maintained by a society. (Schaefer and Lamm 1997). Many
values and norms are defined by prevailing religious norms in a country, though
there are other influences relevant to abortion discussions. The next section outlines

the prevailing values and norms in Ghana that are relevant to abortion.
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a. The value of children and Ghana’s Pronatalism

In terms of culture, Ghana is made up of many ethnic groups (as described in the
background section of the thesis) with diverse beliefs, norms, moral values and
practices however; there are some similarities of beliefs and practices in the
Ghanaian society. The most outstanding of such beliefs and practices that transcends
all the ethnic groups is their pronatalistic stance (Kenyah 2000). Ghana is a deeply
pronatalistic society. The value of children in Ghana is phenomenal. Children are
highly valued and considered the most precious of family possessions (Gyekye
1996). Traditionally, families encourage young men and women in gainful
employment to marry and one main reason is for them to have children. Where they

delay unduly their families worry and even interfere in their private lives (Gyekye
1996).

The Ghanaian society perceives women’s main gender role as one of child-bearing.
Women who fail to have children are not respected and may even be ridiculed in
society. In Ghana, women are expected to have children immediately they marry.
Those who do not marry or delay to do so are sometimes advised by family members
to have children even if it means having one out of wedlock. The question of having
illegitimate children is not a problem especially among the Akans. Kinship ties and
the value of communalism are such that members of the extended family help to care
for such children where the mothers are not able to care for them (Kenyah 2000).
The premium placed on children is so high that ideally all pregnancies are expected
to go to term and the babies delivered. There is prestige associated with having
many children as previously discussed and a practical need for children as source of
labour, wealth and care for the elderly as well as the importance of carrying on the

family lineage (Braam and Hessini 2004).

b. Social norms concerning abortion

Owing to the pronatalistic stance of Ghanaian society, abortion is socially
disapproved of and practised in secret. Among the Akans in rural Ghana, a widely
studied Ghanaian ethnic group, abortions are considered socially reprehensible and
potentially shameful when its results are known and are fraught with complications

(Bleek 1981). However, when the abortion is successful and unknown the shame is
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avoided. Also, since the Ghanaian culture censures abortion, if a woman dies from
the complications of abortion she is denied burial once abortion is known to be the
cause of death (Bleek 1981). This in effect brings a lot of shame to the family hence
botched abortions are kept as secret as possible (Bleek 1981).

Current popular discourse in the electronic media such as essays on the internet
equates abortion with demoralized Western values (Sarah 2007). Some radio
discussions in Ghana and informal discussions I had with colleagues during my
fieldwork also attest to this claim. Abortion is said to reflect moral decadence in
Ghana. However, this view could be considered hypocritical since the practice of
abortion and infanticide has been in Ghana for a long time. Currently, there appears
to be a rise of a two-pronged modern view of abortion in the Ghanaian society.
Despite the wide stigmatization of abortion (Sedgh 2010), some qualitative studies
have shown that although most adolescents oppose abortion, in situations such as
unstable relationships abortions may be considered necessary (Henry and Fayorsey
2002); also communities on one hand perceive abortions as dangerous and shameful
if they are known by the public and on the other hand as necessary for some women
under certain circumstances provided the abortions are kept a secret (Hill et al.
2009). As noted, one of the biggest ‘socio-cultural’ influences is religion and
associated moral values. It is to a consideration of these that the discussion now

turns.

ii. Abortion and Religion

From a sociological perspective, Nukunya (2003) defined religion as a system of
beliefs and practices associated with the supernatural. Embers (1973) also views
religion as a set of attitudes, beliefs and practices pertaining to the supernatural
power which may be forces, gods, spirits or other powers. In an exposition on belief
systems, Oke (1984) acknowledged how anthropologists view all religions as
characterized by belief in the supernatural and in their ability to help or harm man.
Based on the definitions of religion discussed, in this study religion will be
considered as people’s belief in the supernatural and how this belief influences their

behaviour in relation to abortion and abortion care.
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Religion is considered a universal practice found in every culture. According to
Gyekye (1996) African traditional religion forms an integral part of the culture of
African people and is therefore a way of life. Assimeng (2006) also notes how the
everyday life of the African is intertwined with religious beliefs and practices and
described religious beliefs as statements to which members of a particular religion
adhere. Notably, religion performs certain basic social and psychological functions
which include integrating people into the society, providing social support and for
social control. In relation to social control, Assimeng (2006) considers religious
institutions as powerful agents. He observed that through religion key positive values
such as morality, honesty and truth are always taught to adherents and this serves to
maintain order in societies. Since religion serves to control people’s behaviour in
society, it appears to be one of the determinants of abortion service provision. This
section therefore explores the nature of the influence of religion on abortion and its

implications for service delivery and access to services.

Meanwhile Gyekye (1996) describes morality as a collection of social rules and
norms for guiding the conduct of people in a society. The rules and norms originate
from people’s beliefs about right and wrong conduct and good and bad character
(which are influenced by prevailing religious norms). Furthermore, he views
morality as a social phenomenon in whose meaning and practice is embedded the
consideration for the interests of others and a sense of duty to others. Morality forms
an essential feature of all human cultures, though moral values differ from one

culture to another. Moral values are patterns of conduct that are considered most

worthwhile and thus highly cherished in society.

Given the above descriptions of some dimensions of religion and morality, there
appears to be a relation between religion and morality especially from the African
perspective. Firstly for Africans, doing the right thing is basically a moral obligation
and to some extent a religious one thus a moral value also becomes a religious value
because there is the belief that supernatural beings reward those who do good and
punish those who get involved in unethical behaviour. Secondly, religion plays an
important role (Gyekye 1996) in the moral life of African people in that it provides
sanctions that control the moral lives of people. For instance, when people face

misfortunes, these are interpreted as punishment from supernatural powers for bad
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conduct or warnings for people to examine their moral conduct. Religion therefore
controls moral behaviour via sanctions by the supernatural powers. Among the Akan
ethnic group in Ghana for instance, it is believed that God will punish those who do

things that are morally wrong. These moral considerations are paramount regarding

issues on abortion.

The morality of abortion is a widely-debated issue and one of major concern to
many people. Experience in Ghana and other African countries show how abortion
evokes religious as well as moral considerations. These considerations affect
providers’ decisions to provide abortion services or not. In the discussion of the
ensuing studies therefore, the influence of people’s religious beliefs and moral values
and how these influence provision of abortion services are highlighted. These will
inform policy makers in Ghana and help streamline efforts to roll up comprehensive

abortion care in the country.

Many authors have discussed the influence of religion on abortion and provision of
abortion services (Harries et al. 2009, Okonofua et al. 2009, de Roubaix 2007,
Ravindran 2003, Senah 2003, Hunt 1999, Makinwa-Adebusoye et al. 1997, Lassey
1995). As mentioned earlier, the authors think induced abortion evokes a great deal
of passion and controversy world-wide for cultural, ethical, religious, and moral

reasons. Some effects of religion and morality on providing and seeking abortion are

described.

a. How religious beliefs affect abortion provision

Religions differ in their attitudes towards abortion with each having varying moral
implications. Some pro-life Christians support their views with references from the
Bible such as Luke 1:15; Jeremiah 1:4-5; Genesis 25:21-23; Matthew 1:18; and
Psalm 139:13—16. The Roman Catholics’ view is one that considers the embryo as a
human being from conception. They believe in the right to life and consider abortion
as immoral and a violation of the Fifth Commandment: "You shall not kill" (Exodus
20:13) thus strictly forbidding abortion. Although the Church of England also
considers abortion to be morally wrong, their position is not as firm as that of Roman
Catholics. The Islamic religion usually only forbids abortion after 120 days gestation

(about 3 months) and also allows it in cases where the mother’s health is endangered
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but does not consider economic hardships and difficulties of rearing children as
justification for abortion (Abdel-Aziz et al. 2004). Judaism forbids abortion on
demand but may allow it to save a mother’s life (Schenker, 2000); Judaism is largely
pro-choice but most Christian sects are pro-life. Abortion is strongly prohibited in
the Buddhist tradition however modern Buddhists in Japan and the US permit it

under exceptional circumstances (Barnhart 1997).

Studies have found a correlation between religious beliefs and provision of abortion.
In the US many surveys of doctors have shown that religion is one of the most
important factors that influence doctors’ attitudes towards abortion (Freedman et al.
2010; Freedman et al. 2008; Curlin et al. 2007; Aiyer et al. 1999). In a study in
Britain, Abdel-Aziz et al. (2004) explored the effect of religion on the attitudes of
general practitioners to termination of pregnancy. They carried out a cross-sectional
survey of 140 GPs with a response rate of 51.4%. Most respondents (48.5%)
belonged to the Church of England and (35.3%) were of no stated religion. Of those
who stated their religion, just 14.5% attached great importance to religion when it
comes to issues concerning abortion, whilst 42% gave it some importance. None of
the GPs, including those whose religion was of great importance, refused to see
patients requesting abortion and a few of them referred patients to see colleagues
with no conscientious objection in line with the requirements of the General Medical
Council(1998). The authors noted the difficulty in reconciling health providers’
beliefs and patients’ rights and concluded that an association does exist between
GPs’ attitudes towards abortions and their religious beliefs; Christians being more
pro-life than non-religious ones. Similarly, when 300 UK medical students were
surveyed regarding their attitudes towards abortion (Gleeson et al. 2008), students’
views correlated with holding a religious belief. Students who practise a faith ranked
themselves as more pro-life than those who did not. This was attributed to the belief

central to most religions - the sanctity of life.

A survey by Faundes et al. (2004) though similar to that of Abdel-Aziz, showed that
the effect of religion was tempered by personal experience. They surveyed 4,261
obstetrician/gynaecologists in Brazil to ascertain not only the doctors’ opinions
regarding abortion but the decisions they take when confronted personally with an

unwanted pregnancy or with a request for abortion from a patient or relative. The
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authors identified a correlation between how important religion was perceived to be
by the respondent and their behaviour when confronted with an unwanted pregnancy.
The difference, however, was found to be greater when it was a patient or relative
who had an unwanted pregnancy than when it was their own. The proportion of
doctors who helped patients or relatives to abort was twice as high among those with
no religious beliefs as with those for whom religion was very important. In contrast
when it was the doctor herself or the doctor’s partner faced with an unwanted
pregnancy, the proportion who had an abortion was about 70% among those who
perceived religion as very important. Religion thus became less important when the
problem was their own. This suggests that a problem is only truly appreciated once it
has been experienced and one can best show empathy and understanding if one has
had a firsthand experience of the matter as was also shown in the study by Gogna et
al. (2002) discussed in the Provider Attitudes section above. These findings also
portray elements of human nature as depicted in a Ghanaian proverb which literally
means: ‘When someone else has a problem, it is a tree’s problem. It is when it is your

own problem, that you feel the pinch’.

In Nigeria, a study to explore the knowledge, attitude and practice of private medical
practitioners towards comprehensive abortion care (Onah et al. 2009) showed that
some doctors who do not terminate unwanted pregnancies cited religious reasons and
not adherence to the Nigerian abortion law. The authors concluded that the vast
majority of private practitioners in Enugu in South-eastern Nigeria do not terminate

unwanted pregnancies due to their religious beliefs.

A study by Schuster in Cameroon (though looking at women and not providers) goes
further to explore the dichotomy between religious beliefs and actual practices
regarding abortion. Using a qualitative approach, Schuster (2005) sought to gain
insight into the motivations of women seeking abortion; she used a triangulation of
methods and sources including medical personnel. As in the Faundes study, Schuster
also found contradictory attitudes in her respondents. The women openly condemned
abortions done by others but not their own and their condemnation was contrary to
their own behaviour. Furthermore, although most of the women in the study were
Catholics or Presbyterians, they rarely condemned induced abortion as criminal on a

religious basis but did so due to the adverse health consequences. Schuster argues
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that what people say concerning their values may represent their ideals and what
society expects; whereas what people actually do when confronted with situations
reveal their genuine attitudes. These findings show that people tend to say one thing

and do another when faced with certain circumstances.

These studies indicate the complexity of individual religious beliefs which have an
impact on their actions — in complex ways that are often context specific and
influenced by personal experience. Another point to note is that the Abdel-Aziz and
Faundes studies of health providers were both surveys — richer data can be obtained
on attitudes and beliefs, and the interplay of religion and personal experience and
values, through qualitative methods. There is a need for in depth qualitative studies

that explore these issues among providers. My study seeks to do this.

iii. Abortion and Morality

The morality of abortion is a complicated subject. A qualitative study in South Africa
(Harries et al. 2009) that determined the factors that shape health professionals’
attitudes towards induced abortion found that abortion was considered a moral choice
and this influenced the extent to which providers got involved in the procedure.
Some providers disliked abortion care and were vehement about this. Others would
only offer certain parts of abortion care such as pre and post abortion counselling or
basic nursing duties and would not provide direct abortion care (Harries et al. 2009).
Also studies in Nigeria showed how moral values influence attitudes towards
abortion (Onah et al. 2009, Okonofua et al. 2009). One such study on the perception
of policymakers toward unsafe abortion and maternal mortality (Okonofua et al.
2009) showed that besides the influence of their religion, policymakers were guided
by moral considerations as opposed to evidence-based approaches. Overall the
literature on abortion and morality revealed two prominent issues: ethical principles

that relate to abortion and the issue of conscientious objection. These are now

discussed in turn.

a. Some Ethical Principles in Medical Care
Ethical conflicts or dilemmas appear to be inevitable between health professionals

and the people they are called to treat (Adams, 2003 Iyalomhe 2009, Koch and Jones,
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2010). These conflicts are pronounced where abortion is concerned. Knowledge of
the principles that guide medical practice would increase understanding of providers’
attitudes and practices. Four main principles were identified in the literature. These
were the principles of beneficence, non-maleficence, autonomy and justice. These
principles hold that in their interaction with their patients, health professionals should
ensure that all they do is in the interest and of maximum benefit to their patients
(beneficence), not causing them any harm (non-maleficence), having respect for
patients’ rights, self-determination, decisions, privacy and confidentiality (autonomy)

and being fair to all their patients (justice).

Koch and Jones (2010) studied the doctor/patient relationship and described the
profound ethical nature of medical professionalism. They highlighted the confusion
that emanates from the responsibilities professionals have in the medical encounter
and their personal roles which in their view may contribute to early physician

burnout. They suggested on-line discussions of the issues as an avenue for physicians

to share views on how they cope.

Iyalomhe (2009) highlights the importance of the 4 ethical principles (beneficence,
non-maleficense, autonomy and justice) in guiding doctors in conflict situations. He
notes that doctors’ knowledge of these principles, relevant laws, their training and
experience are among factors that help them tackle the dilemmas they face. He
suggested early training in ethics in homes, medical training institutions and
thereafter, possibly as in-service education to ensure that doctors are better equipped
to handle ethical dilemmas. Indeed, ethical issues in the medical encounter could be
problematic and difficult to resolve especially where provision of abortion services is
concerned. Although this is not the focus of my study, it would be expedient to
explore what ethical issues confront health providers and how they resolve them. The

findings may be useful for training, policy and future research.

b. The issue of conscientious objection

Two moral arguments come into play in abortion care. People who are pro-life argue
that all life is precious and that it must be preserved right from the foetal stage.
Meanwhile those who are pro-choice affirm that life should be respected, but the
focus is respect for the life of the living person, the pregnant woman (Adams 2003).
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Based on these arguments, antagonists think that providing an abortion service is
murder and morally wrong whilst proponents of abortion also consider withholding
the service from a woman with an unwanted pregnancy as equally immoral.
Conscientious objection allows health professionals to opt out of practices in the
medical encounter that conflict with their personal morality. In her discussion of
moral issues and conscientious objection in the provision of abortion services,
Adams (2003) highlights what physicians can do when services requested by their
patients violate their personal moral code. The physician may counsel on options
available or refer the patient to another provider who is willing to provide the
service. However there are problems with these choices; the objecting doctor may
feel he/she is facilitating an evil act. The doctor may also delay, withhold or taint
valuable clinical information. Adams suggests all doctors should critically examine
their own morality in the light of their professional obligations and that those doctors
with moral objections to abortion service provision who do not also want to provide
counselling should consider working in other areas where their beliefs would not

compromise service quality.

Also the findings from a US study (Curlin, et al. 2007) illumine this debatable issue
of whether health professionals can refuse to provide care to which they object on
moral grounds. In a cross-sectional survey of a stratified random sample of 2000
practising physicians, their judgements about their ethical rights and obligations
when patients request legal medical procedures such as abortion and prescribing
contraceptives to adolescents without parental consent were ascertained. Most
physicians (63%) thought it is ethically permissible for doctors to explain their moral
objections to patients. The vast majority (86%) also believed that doctors are obliged
to present all options and to refer (71%) the patient to a non-objecting physician.
Meanwhile, male doctors, as well as those who were religious and those who had
moral objections to certain controversial clinical practices were less likely to report
that doctors must disclose information about or refer patients for medical procedures
to which the doctor objected on moral grounds. The authors considered it the

responsibility of the patients to find out their doctors’ stance on such procedures.

The doctors’ unwillingness to give information or refer patients for procedures they

morally object to may be right however this stance also depends on the requirements
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of the standards that guide their practice. The document analysis undertaken by the
principal investigator for this study showed that the Standards and Protocols of CAC
(GHS 2006) requires that doctors in Ghana offer counselling on all options and also
refer patients to colleagues who are willing to offer the services they morally object
to. Even those who are objectors in Ghana are duty-bound to provide the service in

emergency situations. The ensuing discussion focuses on provision of abortion

services in the Ghanaian context.

iv. Religion and morality in Ghana

This section discusses abortion service provision within the religious and moral
context of the Ghanaian society. According to the 1992 Constitution, Ghana is a
secular state. The Constitution does not permit any religious organization to be
considered a state religion but it recognizes religious organizations as important civil
society organizations and allows their representation on certain constitutional bodies.
Due to the tremendous Christian influence of the British colonial masters and
missionaries, Christianity dominates in Ghana and permeates social and public life as
well as governmental activity to date. There is religious freedom in Ghana and all
individuals living in Ghana are free to worship in accordance with their religious
beliefs (Dickson 2003). Religious beliefs and practices are characteristic features of
the Ghanaian’s life (Pobee 1992). There has not been much open debate about
abortion in Ghana, possibly because it is a very religious country (secular de jure but
religious de facto) and due to the topic’s sensitive nature. There is also paucity of
qualitative research on abortion in the country especially studies involving its socio-

cultural aspects which is one area my study investigates.

A strategic assessment by the GHS (2005) that covered six out of the ten
administrative regions in Ghana involved discussions among stakeholders and
various communities on issues relating to unwanted pregnancies, contraception,
abortion and how to reduce abortion-related deaths among others. In-depth
interviews and focus group discussions were held with a wide range of people
including Policy makers, Regional and District Directors of Health Services,
Parliamentarians, Religious leaders and Community leaders and other members.

Findings showed the influence of strong religious beliefs prevalent amongst
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respondents of all categories. Religion was cited as one of the factors hindering
access to comprehensive abortion care. Religion prevented health providers from
offering services and women from seeking services. There were suggestions to
involve religious leaders in a dialogue on safe abortion. This is one instance in Ghana
of the use of qualitative methods to study abortion; there was triangulation of sources
which represents a good mix of diverse perspectives on the issue of abortion and also
for comprehensiveness. In another assessment by the GHS and Ipas, an attitudinal
survey was used to ascertain the readiness of 90 public health facilities to offer
contraceptives and comprehensive abortion care in three regions in Ghana. Similarly
in this assessment (Aboagye et al. 2007), the most frequent concern health workers
expressed about providing CAC to the extent permitted by law was perceived
religious conflict (50.2%). Religion appears to be an important factor that militates
against abortion service provision in Ghana and many other countries as the previous

review shows.

A recent national study by Voetagbe et al. (2010) assessed the capacity and
willingness of 74 midwifery tutors (from all 14 midwifery training schools in the
country) to teach contraception, post abortion care and legal termination, using
structured self-administered questionnaires. Areas of interest investigated were
respondents’ knowledge about the abortion law, their personal beliefs and
professional responsibility and factors that motivate or inhibit their teaching of CAC.
The findings revealed that the vast majority of respondents (97.3%) were Christians.
Concerning their personal beliefs and professional responsibility (an important
dimension of abortion care), the researchers found that 18.9% of respondents found
provision of abortion in accordance with the law as personally objectionable; 37.8%
said abortion was contrary to their religious beliefs and would inhibit their teaching
of CAC. The authors noted that even though providers’ personal beliefs need not
influence the care they render, ethical, religious and cultural values affect the
teaching and provision of abortion services. They suggested expansion of the
curriculum of midwifery tutors’ training programme to include various methods of
safe abortion care provision. To deal with the influence of their personal beliefs and
their professional responsibilities, education of the tutors on teaching of abortion care

in accordance with the law was sug_gcsted. Given the benefits of values clarification
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described in the ensuing section of this review, its use for the midwifery tutors may
be helpful. The use of structured self - administered questionnaires in the study in
question is an observed weakness. Even though the sample size (74) was big for a
qualitative study, with the number of researchers involved, the use of in-depth

interviews would have provided richer insights into the areas investigated.

In Ghana, there is limited research that focuses on the moral aspects of abortion. A
few researchers highlighted the moral dimensions of abortion when discussing the
Ghanaian society in general and health providers’ attitudes towards abortion
(Voetagbe 2010; Morhee et al. 2007; Lithur 2004; Senah, 2003; Henry and Fayorsey
2002). Although there is no organized force against abortion and abortion providers
are not vandalized as occurs for instance in the United States of America, they are
the objects of stigma and the subjects of gossip where they live and/or work. To
make safe abortion services accessible to women who need it, measures must be
undertaken to address the barriers. An important barrier identified in the review is
provider attitudes invariably informed by religion. Understanding precisely how this
plays out, through an in-depth study of provider and other stakeholder attitudes such
as this study, is critical in order to understand the attitudes — and influences of key
stakeholders. Once these attitudes have been understood, tools for influencing
negative attitudes need to be employed. Values clarification has been highlighted in
the literature as a useful tool in changing attitudes — this is reviewed in the final

section of this literature review.

3.4 Strategies to ensure access to safe, legal abortion: transforming attitudes of

stakeholders using values clarification

In order to help address the attitudes of health providers towards abortion and
improve access to safe abortion, some authors have proposed values clarification for
stakeholders, to help transform negative attitudes (Turner et al. 2007, Hessini et al.
2006, Chapman et al. 2006, Mitchell et al. 2005, MOH, Ghana and WHO 2005).
They defined values clarification as a process of self examination which requires one
to examine his/her values critically to help the person understand him/herself and to
identify what is important, meaningful and worthwhile. Thus, Turner et al. (2007)
shared experiences from workshops on values clarification in Viet Nam, Nepal and
South Africa.

73



In Viet Nam, training and provision of protocols and service delivery guidelines were
put in place before safe abortion services were introduced. However, no values
clarification was done to ascertain concerns of the providers so trained providers
stopped providing abortion services because they felt uncomfortable with the
procedure. In Nepal, values clarification workshops were done for clinicians,
administrators and policy makers before clinical training and introduction of
services; the physicians were better prepared to offer abortion services and they all
offered services. The intervention enabled them to deal with conflicts they had had
between their personal beliefs and professional obligations. Also, administrators
showed support for the services and policy makers identified potential barriers to
services and started to work on them. In South Africa, workshops were held for
stakeholders including facility managers, midwives, and religious organizations. The
workshops increased respondents’ awareness about their own personal feelings about
abortion. Positive behavioural changes were noted such as increased compassion for
women seeking abortion and providers. However, in the case of those who were
initially against TOP, although their views did not change, they developed a better
understanding of the need for services. Due to omission of the assessment of pre
intervention attitudes and behaviours the authors could not establish causality. They
concluded that values clarification may not solve all problems related to access to
safe, legal abortion services, but may provide a conducive atmosphere for improving
access and yield some positive trends. They called for integration of values
clarification activities into pre-service and in-service training to help create
awareness in providers of their own feelings and beliefs about abortion and to ensure

they are knowledgeable about their professional obligations within the framework of

existing policies and laws.

These three countries’ experiences demonstrate the potential usefulness of values
clarification for attitude transformation. Furthermore, other countries’ experience
with values clarification suggest that the intervention enables health workers to
explore and consider various dimensions of abortion, fosters a better and deeper
understanding of the legal indications of abortion and motivates health providers to
offer abortion services (Hessini et al. 2006). However, values clarification may not

be 100% effective. Not all stakeholders’ attitudes and behaviours will alter desirably
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for abortion services. One may also be sceptical about the use of values clarification
as being equal to ‘brain washing’. Values clarification thus cannot be considered the
perfect solution for attitude change since there is no simple remedy for dealing with
provider attitudes (Hessini et al. 2006). I chose to discuss it because of the
indications in the literature of its usefulness and efficacy in attitude transformation.
With respect to literature on abortion service provision and the formidable challenge

of provider attitudes, values clarification was a prominent measure cited.

Varkey et al. (2000) mentioned the usefulness of another tool known as Health
Workers for Change: A Manual to Improve Quality of Care. In their view, this
manual has helped health providers to examine and change their attitudes towards
clients. Following research in South Africa, the authors developed two interventions,
one of which was based on information drawn from the Manual. The interventions
were meant to help change judgmental views on abortion by health service providers
and community members. The intervention the authors developed with providers was
known as Health Workers for Change- A, whilst that of the community was referred
to as Communities for Choice: Working to Improve Access to Abortion Services. In
both interventions, a series of workshops were organized and participants were
allowed to choose their own contents of workshop activity (e.g. role-plays) based on
their experiences. The activities had a positive impact on both health workers and
community members. For instance, the intervention with the health providers
enhanced their understanding the relationship between gender-based power relations
and unwanted pregnancy, making providers reconsider their prejudices about women
in search for abortion services. Among community members, the intervention
appeared to have helped them weigh the experiences (feelings, thoughts and actions)
of women with unwanted pregnancy. This appeared to make them more empathic
and increased their motivation towards attitude change. Evaluation of the provider
intervention showed trends towards increased support for abortion services; health
providers were more willing to be involved in abortion services especially referring
patients for services. The ‘interventions’ described by Varkey et al. (2000) appear to
be very similar in principle and practice to values clarification although they were

not called so.
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Chapman et al. (2006) distinguished between values clarification exercises that take
participants through a process of values identification and clarification without
situating values in any defined social context (probably generic) and those that
highlight a specific agenda. In the second instance, the processes of values
clarification are purposefully designed to transform values, attitudes and behaviours
in order to promote reproductive healthcare delivery and improve access to
comprehensive abortion care. Evaluations from workshops in South Africa have
documented the successes chalked by values clarification (Mitchell et al. 2005 and
Marais 1996). It would be worthwhile to know what respondents in my study know

and have to say about values clarification. This concept appears to be new and has

not been widely explored in Ghana.

3. 5§ Summary of the review

Given the magnitude of the burden of unsafe abortions globally and in sub-Saharan
Africa especially, national health systems are mandated by international consensus
meetings and treaties to institute measures to reduce its adverse consequences. The
review shows that in countries where abortions are legal, implementation of the law

coupled with other measures put in place are more likely to make services accessible

and available. However, this is not straightforward.

Implementation of abortion laws is fraught with challenges including interpretation
of the law; some national laws have multiple ambiguous clauses for instance
‘definition of risk’ making interpretation and implementation an arduous task and
creating confusion among providers. In addition relevant policies are not often in
place to translate laws into services and availability of regulations and guidelines to
help providers on the ground are also lacking. Legal provisions in some countries do
not permit mid-level health cadres to provide services despite suggestions that this

could increase access to services.

Besides the legal challenges, access to abortion services depends on health systems’
preparedness in terms of resources for service provision. There are either few or no
designated facilities for providing services and facilities have paucity of trained staff
and other resources such as the needed equipment (MVA Kkits). Where trained staff
are available, they may not be willing or well motivated to provide services due to
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problems such as poor working conditions, lack of support from managers, no
recognition and involvement in policy decisions by managers at the central level, no
communication and consultation with those who implement the law at the

peripheries.

A critical issue that emerged was provider attitudes and the socio-cultural context in
which these attitudes are played out. This review cited studies that demonstrated how
religion and morality in particular influence health providers’ attitude towards

provision of abortion services.

Most of the studies in the review which focussed on the abortion laws and their
implementation and factors that impinge on the process both in developed and
developing countries were mainly based on surveys. Although some studies used
both quantitative and qualitative approaches, the qualitative studies were few. In
Ghana the few studies done on abortion were mostly hospital based with few
MOH/GHS assessments to determine how prepared facilities are to take up
comprehensive abortion care. Qualitative studies are few and little has been studied
about the multiplicity of factors that hinder implementation of the law in the country,
in particular there is a dearth of studies exploring how the religious and moral

context in which providers operate affects providers’ provision of services.

Although it is important to have a policy in place as a first step to achieving access to
safe abortion, implementation does not automatically follow. Implementation of
policy is very complex and the literature suggests that frontline health workers play
an important role in whether policies actually become reality in terms of service
provision, since they can block as well as facilitate access to services. Social and
religious contexts have been shown to be critically important in understanding how
and why health providers act in the way they do with regard to implementing
abortion service provision. Implementation is context specific and in Ghana there has
been little research to understand the reasons why the policy that allows access to
safe abortion services is not being implemented. To date, there are only a few studies
that have investigated these dimensions in depth, particularly in sub-Saharan Africa.
The current study is a contribution to filling these gaps. The findings will inform

policy. With the on-going efforts of the Ghana Health Service to ensure full
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implementation of the law, the findings of the study will help streamline these
efforts.

The next chapter presents an overview of the theories on implementation to set the
context for the theoretical underpinnings of my study. The theoretical perspectives
and findings from the literature will together be used to interpret and explain data

from this study.
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CHAPTER FOUR

THEORETICAL PERSPECTIVE AND CONCEPTUAL FRAMEWORK

4.1 Introduction

This chapter is divided into two sections. First, a discussion of the theoretical
underpinnings of the research and second a discussion of the conceptual framework
developed for this research. In order to inform the study of the abortion situation in
Ghana and the level of implementation of the abortion law and policy, this chapter
focuses on policy implementation and factors that influence this dynamic and
complex process. To put implementation in its right perspective, the chapter begins
by reviewing literature that summarises the broad and complex field of policy
analysis, then goes into the critical understanding of ‘stages’, including
implementation as a stage (which is the primary focus of this work) and finally

discusses the theories and concepts of implementation that apply to my case study.

4.2 Definition of Policy

The concept of policy has been defined in several ways. A policy may be described
as a course of action or inaction (Hill 1972) and not specific decisions or actions.
Anderson (1975) views the phenomenon as a purposive course of action an actor or
actors may employ to address a problem; his view of public policies being policies
formulated by government officials, purposive in nature and in response to problems
in society. Policy is further considered as a deliberate choice of action or inaction;
including both decisions which bring about change and those in which change is
resisted (Smith, 1976). Hogwood and Gunn (1984) provide a broad definition of
public policy; that policies are a group of related decisions made through many
interactions of a range of actors who may be individuals, groups or organizations in
processes that span a length of time. In addition, policy aims change over time and
are sometimes defined in retrospect. Policies also have outcomes which may differ
from the intentions of policy makers and involves behaviour - that is action or
inaction. Public policies are those policies formulated with inputs from governmental
organizations (Hogwood and Gunn 1984).
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In her definition of health policy, (Walt 1994) also considers the concept as the
courses of action and inaction taken by a range of actors intended to impact on
health. A health policy covers courses of action as well as inaction within the health
system that influence its institutions, organizations, services and funding. Public
policies on health are also regarded as health policies; including policies of
organizations whose activities impinge on health. Furthermore, health policy has an

inherent dimension of politics regarding the use of power in policy making (Buse et
al. 2005).

Thus policies span statements of intent, decisions, actions and inactions purposefully
carried out or omitted by individuals, a group or government in response to problems
in society. The definitions are subjective and depend largely on who is defining the
concept. Policy connotes behaviour as well as intentions, goals and means of
achieving them. A policy is more than just what is written or decided but is also
embodied in action and what is done. Sometimes policies have unpredictable
outcomes (Hill and Hupe 2009). They are formulated in a dynamic, complex,
iterative and inherently political process that spans a considerable period of time. The
policy process involves how problems are identified and defined, formulation of the
policy and its implementation and evaluation. In my case study of Ghana, a health
policy will be considered as actions or inactions of actors including government and
implementers in response to a health problem (complications of unsafe abortion)
with a focus on implementation. In the ensuing section, relevant frameworks and

theories that describe and illumine the policy process are discussed.

4.3 Frameworks and theories of the policy process

Given the extreme complexity of the policy process, frameworks and theories have
been developed by scholars to help explain it. According to Ostrom (2007), a
framework describes the relationships among a group of variables and how they may
explain an observed phenomenon. Frameworks help with identification of elements
associated with a given phenomenon and how these are connected. The elements in a

framework and the way in which they are linked help to generate questions to
analyze phenomena.

80



Theories go further than frameworks though sometimes the two concepts are used
interchangeably and sometimes even confused. Theories offer deeper and more
logical explanations of a set of relationships. Based on assumptions, theories offer
explanations of the processes of a phenomenon and can predict outcomes (Ostrom
2007). Theories are more far reaching than frameworks. Whereas frameworks only
identify variables and their links, theories may have values attached to some
variables and the relationships could vary based on the values of the variables.
Theories are able to make predictions of behaviour and outcomes and have the ability
to explain observed phenomenon. Frameworks serve as templates or foundations that
show the elements of a phenomenon. A theory then builds on the framework by

making assumptions as well as predictions concerning the phenomenon.

Distinguishing between a framework and theory is useful as this sheds light on the
inherent characteristics of these concepts and the usefulness of each. A model
represents a specific situation, narrower in scope and more precise in its assumptions
than the underlying theory. ‘Models make precise assumptions about a limited set of
parameters and variables. Logic, mathematics, game theory, experimentation and
simulation, and other means are used to explore systematically the consequences of

these assumptions in a limited set of outcomes’ (Ostrom 2007).

John (1998) also highlights three types of explanation (frameworks, models and
theories) of the interrelationships and actions of the many actors of public policy as
well as causality. He considers a framework as a conceptual scheme or signpost
which explains what is happening but which is descriptive rather than being
analytical. A model is useful in exploring relationships and helpful for framing
research problems but its explanatory power is limited. Of the three, theories provide

better explanations, create models of behaviour and hypotheses that can be tested.

4.4 Summary of policy analysis field

There are a vast number of theories and frameworks that explain the policy process
(or policy change) many of which focus on agenda setting or decision making.
Discussion of the full range of these theories and frameworks is beyond the scope of

this thesis. John (1998) identifies five broad categories of political science theories
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that illumine policy formulation and implementation; they explain why policies

differ between sectors and why some policies change whilst others remain stable. All

the theories shed light on the policy process. Given the vastness of theories of the

policy process, for the purposes of this thesis, a summary of John’s classification is

provided showing the different groups into which the diverse theories of the policy

process fall. These are:

Institutional approaches: These theories hold that political organizations
including parliaments, legal systems and bureaucracies structure policy
decisions and outcomes. Institutional approaches consider the challenges of
the actors of the policy process as well as the norms and practices of policy
making in different political systems and policy sub-systems.

Group and network approaches: Explain how associations and informal
relationships within and outside political institutions, shape policy decisions
and outcomes. Networks of relationships between multiple actors determine
policy outputs and outcomes. Group and network approaches focus on how
alliances are formed and how networks are mobilized in public decision
making.

Socio-economic approaches: Prevailing socio-economic factors influence
what decisions public actors make as well as policy outputs and outcomes.
Rational choice theory: Such theories show how the preferences and
bargaining of actors illumine policy decisions and outcomes. The bargains are
in the form of interactions between participants and the choices that emerge
are shaped by institutional and socio-economic constraints. This theory better
explains the policy process than the others. The rational choice theory is able
to link action to structure by explaining how actors respond to constraints and
how they shape them. The theory best explains causation, human action and
makes use of other theories for purposes of explanation. It can use
institutions, groups, political and socio-economic factors as well as individual

choices.

Idea-based approaches: Idea-based approaches assess the beliefs actors have

~ about policy and how they view the concept. Ideas about solutions to policy

problems have a life of their own. Ideas circulate and gain influence
independently or prior to interests in the policy process.
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The theories provide useful insights for researchers in analysis of data and serve as
tools for examining the policy process. The theories complement each other and
when combined can offer better explanation of the complex policy process. From this
wide body of theory, the discussion concentrates on implementation theories since
policy implementation is the focus of this thesis. In the section that follows, there is
an overview of the stages heuristic, which considers implementation as a stage in the
policy process. Thus, its discussion serves as a good starting point to set the stage for

discussion of the implementation theory within which this work is situated.

4. 5 Usefulness of ‘stages’ in policy research: The stages heuristic

The policy process is complex and inherently chaotic (John 1998). There is need for
order if researchers are to understand this public decision-making process. This order
is achieved by the stages heuristic developed by Lasswell (1956), Jones (1970),
Anderson (1975), and Brewer and deLeon (1983). It is the best known public policy
framework (Walt et al. 2008) and Sabatier (2007) considers it the most influential
framework for understanding the policy process.

The stages heuristic is a useful framework for explaining the policy process. This
framework divides the public policy process into four separate and sequential stages
thus considering the complex process as a linear one. The stages are agenda setting,
policy formulation and legitimation, implementation and evaluation (Sabatier 2007).
Different authors divide the policy process into different number of stages (Hogwood
and Gunn 1984; Rose 1973, Lasswell, 1956). Hogwood and Gunn (1984) for
instance divide the policy process into nine stages. During agenda setting, a range of
problems that confronts society reach the attention of decision-makers for action to
be taken. At the stage of policy formulation, legislatures and other decision making
bodies enact policies. The implementation stage is where policies are carried out.

During the evaluation stage, the impact of policies is assessed (Walt et al. 2008).

The stages heuristic is the most enduring and common framework that breaks down
the policy process into a series of stages to facilitate understanding. It also simplifies
the complex policy process enabling researchers to organize their work within a
framework (Walt et al. 2008). The stages framework simplified public decision
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making by assuming that policy emerges in distinct stages (John 1998). The linear
representation of the policy process increased understanding of the process and
fostered research work in the proposed stages, for instance in agenda setting (Hall
1975, Kingdon 1984), policy formulation (Lindblom 1959, Simon 1961), policy
implementation (Pressman and Wildavsky 1973, Lipsky 1980, Mazmanian and
Sabatier 1983) and evaluation (Fischer 1995). An added advantage of the framework
is that it shows the activities that take place in the proposed stages and the actors
involved (Buse et al. 2005).

The stages heuristic faced a range of criticisms. The main criticisms (Sabatier 2007)
include the fact that the staging of the policy process defies the cause-effect theory;
the stages are presented as discrete or mutually exclusive but the framework does not
offer explanations of how policy moves from one stage to another. Also, whilst the
policy formulation stage in the stages heuristic is considered as preceding policy
implementation, some writers (Anderson 1975) assert that policies emerge as they
are implemented and are also implemented as they are formulated thus the two stages
are iterative rather than linear; for instance in some cases, policies are formulated in
the process of implementation where street-level bureaucrats use their discretional
powers to shape the policy that emerges. Also many policies can be formulated
simultaneously in the real world so the framework does not in itself represent what
really happens. The framework cannot be tested empirically. It presents policy-
making as ‘top-down’, not considering street-level bureaucrats and other actors.
Presenting policy-making in the form of cycles overlooks characteristics of policy-
making in the real world which comprise multiple levels of government as well as
interacting cycles (Parsons 1995). Saetren (2005) in his extensive survey of
implementation research also highlighted the scepticism of policy scholars
concerning the segmentation of the policy process into discrete sequential stages
which was considered a misrepresentation of the complex public policy process.
These criticisms, notwithstanding, the stages heuristic offers a useful and simple way
of thinking about the policy process as well as a useful guide for researchers (Walt et
al. 2008). The stages approach provides a rational structure that helps to analyse the

complexities of the policy process to allow better understanding of what happens in
reality (Parsons 1995).
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From the above description of the policy process in discreet stages, and the
limitations raised, the question that arises here is — is it acceptable to focus on
implementation as a stage in the policy process? Yes, it is for researchers have
conducted studies on the different stages of the policy process, for instance
implementation and evaluation (Hill and Hupe 2009). Recent research also
demonstrates that implementation forms a legitimate part of the policy process (Hill
and Hupe 2009). Although the critiques of the stages heuristic are valid due to its
identified limitations, considering policy process in stages is still useful for it helps
design research to address questions pertaining to specific stages as in this study. The
section that follows briefly looks at the top-down and bottom-up implementation

theories and later focuses on Lipsky’s street-level bureaucracy-the theory that

informs this study.

4.6 Implementation theories: top-down and bottom-up theories

Implementation has been defined as ‘the carrying out of a basic policy decision,
usually incorporated in a statute but which can also take the form of important
executive orders or court decisions...’(Mazmanian and Sabatier 1983).
Implementation is considered as a part of the policy process. It constitutes an
important stage of the policy process and has spurred considerable research which
spanned over several decades. Implementation literature dates back to the early
1970s. Matland (1995) notes how many authors (including O’Toole 1986; Sabatier
1986; Van Horn 1987; Goggin et al. 1990) have reviewed the policy implementation
literature beyond the 1970s highlighting lessons learned and challenges to future
research. A recent review of implementation research by Saetren (2005) found that
studies on policy implementation have not stalled since the mid 1980s but instead
have grown through the 1990s to the twenty-first century. Some of the key issues that
arose in the study of implementation concern the relationship between policy
formulation and its implementation. Also, there was the question of identification of
the features of this complex process which occurs over time and involves many
actors. This led to debates on the ‘top-down’ and ‘bottom-up’ perspectives or a
synthesis of the two (Hill and Hupe 2009). Thus the most prominent implementation
theories that emerged focussed on the top-down or bottom-up approaches or a
synthesis of the two (Sabatier 1999).
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4.6.1‘Top-down’ approaches to policy implementation: proponents and
criticisms

Buse et al. (2005) describe proponents of the top-down approach as holding the view
that policies often originate from central government (top) and are then
communicated to lower levels (bottom) for implementation; that their perception of
implementation is akin to the rational and linear model of the policy process.
Proponents of the top-down approach to policy implementation view policy
formulation and implementation as two distinct activities as in the stages heuristic
and consider successful implementation of policy as a function of an array of factors

including clear policy objectives, availability of resources and effective

communication (Buse et al. 2005).

Similar ideas for studying and describing implementation were put forward by
Matland (1995) who described the proponents of the top-down approach as those
who view policy makers as central actors, focusing on factors that can be changed at
the central level. The proponents of the bottom-up approach in contrast believe that
policy is made at the local level and emphasize the active role of implementers in the

policy process. Matland (1995) highlighted the need for a merger of these two

perspectives.

Authors who were top-down in approach included Pressman and Wildavsky (1973).
They were considered as the pioneers of implementation studies and known for the
introduction of the idea of ‘implementation deficit’; considering implementation
research as being concerned with what makes the achievement of policy goals
difficult (Hill and Hupe 2009). Their original work followed a rational approach with

a view to identifying measures to overcome the deficit.

Sabatier and Mazmanian (1979) identified a wide range of variables that influence
the implementation process synthesizing them into six sufficient and necessary
conditions for effective implementation of legal objectives. These included the need
for clear and consistent objectives, adequate causal theory and an implementation
process structured in a way to facilitate compliance on the part of implementing

officials. To them, implementing officials should show commitment to policy
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objectives and discretion in the use of resources. Hogwood and Gunn (1984)
described more sophisticated but similar factors or preconditions for successful
implementation including the need for a valid cause and effect theory, clarity of

objectives, adequate resources, good communication and coordination and

compliance on the part of implementers.

As with the stages heuristic, the top-down approach for effective policy
implementation met with many criticisms. The major criticism of the top-down
approach concerns its narrow focus on central decision makers and the neglect of
other actors such as street-level bureaucrats (Buse et al. 2005). Top-down theorists
consider policy formulation as the starting point thus failing to take into
consideration actions that have been taken earlier in the policy process (Matland
1995). The political nature of implementation is ignored and implementation is
viewed as an entirely administrative process. To the critics, this was a fallacy.
Furthermore, top-down theorists were criticized for considering local implementers

as impediments to successful implementation and felt that their behaviour needed to
be controlled (Matland 1995).

4.6.2 Bottom-up approaches to policy implementation: proponents and
criticisms
The criticisms of proponents of the top-down approach to policy implementation led
to a new focus - the bottom-up approach which focussed on interactions at the local
level. Matland (1995) reviewed work by a number of authors such as Hjern and
Porter (1981), Hjern (1982), Hjern and Hull (1982), Hull and Hjern (1987), Barrett
and Fudge (1981), Lipsky (1980, 1978), Berman (1978, 1980) and Elmore (1979)
and argued that these works show problems with a top-down view. In the
implementation literature, Hjern et al. (1985, 1987) are noted for their use of a
networking methodology — the ‘implementation structure’ approach or idea (Sabatier
1986). They postulated that policy implementation depends on structures and that
programmes succeed mainly because of the skills of individuals in local
implementation structures who adapt policy to local conditions (Matland 1995).
Barrett and Fudge who endorse this idea also see ‘action’ and ‘policy’ as related. In

their view, the policy process is highly political and the political processes continue
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throughout implementation and that policy formulation and implementation cannot
be separated but are intertwined (Hill and Hupe 2009). Berman considers policy
implementation as occurring on two levels, with actors who are located centrally
designing government programmes at the macro implementation level and local
organizations at the micro implementation level, developing their own programmes
and implementing them. The influence of central actors on factors at the micro level
is minimal with most implementation challenges coming from the interaction of
policy with the micro institutional environment (Matland 1995). Elmore sees the
policy process as an organizational one with reciprocity of authority relations; where
formal authority goes from top to bottom, stressing that informal authority which is
crucial for solving problems goes from bottom to top (Erasmus and Gilson 2008).
He suggested the use of mixed methods or triangulation for the study of events that

are complex in order to obtain better insights of events (Hill and Hupe 2009).

It can be seen that these authors focussed on different elements of implementation
but they shared a concern for the ways that local implementing actors influence the
final results for instance:

- That bottom-up perspective of the implementation process was that of active
participation of implementers in the process.

- Bottom-up perspectives regarded implementers as powerful actors who may
be able to redefine objectives of a policy and alter the way a policy is
implemented.

- Local implementers have so much influence on the policy objectives.

- Also, that contextual factors were important determinants of pdlicy
implementation thus policy designers at the top have minimum control over
the process. In circumstances where the local implementers were not allowed
to adapt proposed programmes to local conditions, the programme may fail
(Matland 1995).

- Local implementers’ use of discretionary power to resist efforts to control
their actions (Erasmus and Gilson 2008).

Hjern (1981) and Lipsky (1980) were two prominent proponents of the bottom-up
approach. Hjern (1981) studied networks and how they influenced policy
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implementation whilst Lipsky focussed on street-level bureaucrats. Hjern et al.
(1985, 1987) viewed implementation as an integral part of the wider policy process
that is negotiated through networks and that effective implementation is attainable
via the development of collaborative networks (Hill and Hupe 2009). Policy
networks are a stable pattern of social relations between interdependent actors which
form round policy problems and/or policy programmes (Klijn and Koppenjan 2000).
They are fluid in nature and constitute a context for actors to act; the actors are
autonomous and have their own objectives and there is need for cooperation to
achieve outcomes (Hill and Hupe 2009). Hjern et al. (1985, 1987) were noted for
their extensive work within the bottom-up tradition. Their approach begins by
identifying the network of actors involved in delivery of services in the local areas,
finds out their goals, strategies, activities and contacts. They then used this
networking technique to identify those who were involved in planning and executing
the programmes. By using this strategy, Hjern et al. (1985, 1987) mapped out a
network which identified the relevant implementation structure for a specific policy
at local, regional and national levels. He developed the idea of ‘implementation
structures’ whose origin is from a pool of organizations and noted that the success of
a programme is influenced by the skills of individuals in the local implementation

structure who can adapt policy to suit local conditions (Matland 1995, Sabatier
1986).

Lipsky’s approach will be discussed as a theory that informed this study. The choice
of Lipsky’s approach over Hjern’s is because the available knowledge of the
situation and stakeholders in Ghana indicated that there were no real networks to
study in the abortion field therefore Lipsky’s theory seemed much more relevant. In
the section that follows, an overview of Lipsky’s street-level bureaucracy is
presented highlighting how it particularly informs this study’s conceptual
framework. Looking at Lipsky’s work will be helpful to further explore the issues of
implementation.

4.7 Lipsky’s street-level bureaucracy: an overview

Lipsky (1980) extensively discussed the role of ‘street-level bureaucrats’ in policy
implementation. He described street-level bureaucracies as public services including
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schools, legal services offices, lower courts, police and welfare departments and
other agencies whose services require its workers to use their discretion largely in the
execution of their duties. Lipsky’s (1980) street-level bureaucrats are frontline
workers or public service workers such as doctors, nurses, police officers, lawyers
and teachers who interact directly with citizens in the course of their jobs and who

have substantial discretion in the execution of their work.

He described how these workers experience the policies they are supposed to
implement and what they make out of those policies. He also described the pressures
and dilemmas the bureaucrats face in their work. In his view, public policies are best
understood by the street-level bureaucrats who are confronted with their
implementation and not by the top officials who made them. He also believes that the
outcome of a policy in terms of its implementation is largely determined by street-
level bureaucrats based on realities that confront them in their work and the

mechanisms they develop to cope with them.

Lipsky thinks public policies by government are shaped by the bureaucrats. These
low level workers in effect ‘make’ the policies they are supposed to implement - in
Lipsky’s view, the decisions taken by street-level bureaucrats, the routines they
establish and what they do to cope with the numerous pressures associated with their
work turn out to be the public policies they carry out. Even though Lipsky describes
bureaucrats as people with full commitment to their work, conditions in their
organizations do not allow them to work efficiently. Undue pressure at work from
heavy caseloads, paucity of resources, uncertainties regarding their jobs and client
reactions make them behave contrary to the expectations of their organizations and

even how the organization’s policies are to be implemented.

Street-level bureaucrats may not treat all clients as individuals, but show favouritism
and stereotyping and may create routines at their workplaces to suit them. In their
interaction with clients, they demonstrate a lot of power; whilst clients seek services
to meet their needs, street-level bureaucrats seek control over these services. They
exercise a lot of discretion in allocating resources among clients, they control the
clients as much as possible, and can withhold information, cause delay and even

distinguish between clients classifying them as deserving and undeserving - an action
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which may be contrary to organizational goals. Lipsky observes that street-level
bureaucrats resort to categorizing when they cannot do their best for clients. They
however show their clients that they are doing their best and give justifications for
their actions. By virtue of their work experiences and associated pressures, street-
level bureaucrats burn out and try to adjust using coping strategies. In Lipsky’s
(1980) view although public workers, are regarded as low level workers, they
constitute an important group. They have a lot of impact on people’s lives and
determine what people get in terms of programmes and other benefits from the state.
Lipsky (1980) describes them as ‘de facto policy makers’. However, he notes that
they have to adhere to certain demands and requirements of their organizations.
Lipsky’s theory best explains and distinctly describes who street-level bureaucrats
are, the power they possess, how they use this power in circumstances surrounding
their work and what they are capable of doing in terms of policy implementation. In
the Ghanaian case study of this thesis, street-level bureaucrats are the obstetricians
and midwives (especially) and pharmacists — health providers who are front-liners in
abortion service provision. Studying street-level bureaucrats is important because of
their major role in service provision and their ability to enhance or impede services.
Whether or not services are provided largely depends on them. Studying street-level
bureaucrats in abortion service provision would help to unravel the barriers. Lipsky’s
theory provides the road map or study guide that enables the researcher to look out
for specific activities of bureaucrats and the underlying motivations; for instance
Lipsky’s description of bureaucrats’ coping mechanisms helps to explain how
Ghanaian midwives vent their anger on patients to ease their stress which is
associated with work overload or lack of basic equipment. The bottom-up
perspective of Lipsky et al. has been drawn on in a number of studies, for instance
how some nurses experienced implementation of free care and other South African
health policies introduced after 1996 (Walker and Gilson 2004). In the section that
follows, the conceptual framework for this study is discussed using most of the ideas

from this section.

4.8 The Conceptual Framework
The theory that informed this study is Lipsky’s street level bureaucracy as discussed

in the previous section. It is the overarching theory that underpinned the study and
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analysis of the data obtained from the interviews. In addition, insightful ideas from a
framework and another theory were useful. Ideas from Walt and Gilson’s (1994)
policy analysis framework, a simple analytical framework which comprises the
concepts of actors, content, context and process offer a better understanding of the
interrelations of these concepts and how they influence policy choice and
implementation. The four concepts (shown in figure 4.1 below) were drawn on to
understand the circumstances surrounding implementation of the policy on abortion

in Ghana.

Actors may be individuals or members of groups or organizations and are influenced
by the context within which they live and work. Many factors impinge on context;
these include cultural factors and the uncertainties associated with changes in
political regimes. Actors, (with their power, values and expectations) in turn
influence the process of policy making and the content of policy in turn is
influenced by the other three concepts (Buse et al. 2005, Walt and Gilson 1994).
Walt and Gilson (1994) underscore the usefulness of this framework for a better
understanding of the process of health policy reform and for planning more effective
policy implementation. They stressed the need to focus on all the components of the
framework to shed light on the place of politics in health policy analysis and to
provide a deeper understanding of the processes which explain why desired policy
outcomes do not happen. Walt and Gilson’s health policy framework is shown in

figure 4.1 below:

Figure 4.1: Walt and Gilson’s Health Policy Framework

CONTEXT

ACTORS
As individuals
As members of a group

CONTENT PROCESS
Source: Walt and Gilson 1994
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Ideas were also taken from the theory of reasoned action (TRA) and planned
behaviour (TPB) (Ajzen and Fishbein 1980) to illumine understanding of the
determinants of behaviour. According to this theory the most important determinant
of a person’s behaviour is behavioural intention - this shows the extent to which
people are willing to try and the efforts they plan to make in order to perform the
behaviour. Behavioural intention is influenced by the person’s attitudes towards
performing the behaviour, the perceived social pressure known as subjective norm
and perceived behavioural control. Attitude is the first determinant of behavioural
intention. It is the extent to which the person has a favourable or unfavourable
evaluation of the behaviour to be performed. Subjective morm is the second
determinant of behavioural intention. It is the influence of social pressure that is
perceived by the individual to perform or not to perform behaviour. An individual
will intend to perform behaviour when he/she perceives that people who are
important to him/her (such as spouse or close friend) think he/she should. The third
antecedent of behavioural intention is perceived behavioural control. This is the
degree to which an individual believes that performance or non-performance of
behaviour is within his or her volitional control. People are less likely to intend to
perform behaviour if they believe that they do not have any resources to do so even
though they may have positive attitudes toward the behaviour and believe significant
others would approve of the behaviour. This construct is the individual’s belief

concerning how easy or difficult performing the behaviour will be (Ajzen and
Fishbein 1980).

Whether a policy is implemented or not and how it is implemented has been shown
by Lipsky to depend largely on the actors as street level bureaucrats. It is therefore
important to understand the factors that determine behaviour. The theory of reasoned
action and theory of planned behaviour do not only help to predict behaviour but also
help to understand behaviour (Ajzen and Fishbein 1980).

The conceptual framework for this study was developed based on information
obtained from review of the theoretical and implementation literature and factors that

influence the process of policy implementation. The framework was useful in the
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development of the topic guide and also served as a guide for analysis of the data for
this thesis.

Based on the implementation literature and other literature reviewed for this study,
the factors that determine implementation may be conceptualized as including human
personal factors, service-related factors, socio-cultural and factors related to the

law/policy to be implemented.

4.8.1 Human Personal Factors

The literature has demonstrated how individuals as street-level bureaucrats have
great influence over policy outcomes. The implementation of policies has also been
shown to affect those implementing them. This has been demonstrated in studies in
South Africa (Penn-Kekana 2004, Walker and Gilson 2004). Individual actors are
therefore central to the conceptual framework for this study and it is important also
to consider the human-personal factors (such as attitudes) that directly influence their
behaviour. If the beliefs, attitudes and other factors that influence behaviour are

borne in mind, these can be managed to facilitate effective implementation.

4.8.2 Service-Related Factors

Many factors at the health system’s level determine whether policies are
implemented at all or whether policy outcomes emerge as expected. In terms of
implementation of abortion policies, barriers in the health system include paucity of
designated facilities, inadequacy of trained providers who are willing to offer
abortion services, lack of equipment and provider attitudes (Warriner et al. 2011;
Kumar et al. 2009; Harries et al. 2009; Hill et al. 2009; Hessini et al. 2006; Jewkes et
al. 2005 and Varkey 2000). Poor working conditions also influence the attitude of
health providers (Walker and Gilson 2004). It is important to consider these factors

for effective implementation because they affect the availability, access and quality

of abortion services that actors are willing or able to provide.

4.8.3 Socio-cultural factors
Implementation of abortion policies has social, moral, religious and cultural

implications (Lithur 2004). Most African countries place high value on children and

94



therefore abortion constitutes a taboo though it is practised in secret. Abortion is
highly stigmatized and culturally abhorred in many African countries. The inclusion
of socio-cultural dimensions in the conceptual framework draws attention to their
important influence on abortion policy implementation through their influence on
actors and their human-personal beliefs and on the nature of the laws and policies
developed. In the literature, cultural values, social norms, religion and morality were
shown as barriers to abortion services provision. Some health providers showed
dilemmas and reluctance to provide abortion services based on religious and moral
grounds. Focussing on these potential barriers to abortion policy implementation

would help identify strategies to address them.

4.8.4 Legal/Policy-related factors

The availability of a policy is important to translate a law into services. Absence of
policy to translate law into services limits availability of services (WHO 2003). The
content of a policy is paramount, although there is caution not to focus exclusively
on the element of policy for effective analysis of policy (Walt and Gilson1994).
Policy content must be clear; lack of clarity of policy content hampers
implementation of policy on abortion because ambiguous laws make interpretation
difficult (Morhee and Morhee 2006, Lithur 2004). Contentious issues inherent in
some laws (e.g. whether mid-level providers are eligible to provide abortions) limits
access to abortion services where doctors are not available. Lack of knowledge about
abortion laws, multiple interpretations, non-availability of standards and protocols,
poor dissemination of laws and policy documents and advocacy, all impinge on
effective implementation of abortion policies (Berer 2009, Hessini 2005, Cook et al.
2003, Whitaker and Germain 1999). Also actors’ knowledge and understanding of
the contents of the abortion law and policy (which may depend on the extent to
which dissemination and advocacy has occurred) influence their intention to apply
them. This in turn is determined by the clarity of these documents as well as the

extent to which these documents have been disseminated and discussed by the public
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and custodians. A consideration of the law and policy in Ghana is therefore part of this

framework, although the focus is primarily on implementation.

Below is a diagrammatic representation of the Conceptual Framework.

Figure 4.2: The Conceptual Framework
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4.9 Summary

This chapter outlined the theoretical underpinnings of the study and described the
conceptual framework on which analysis of the data obtained from the interviews
was based. The need for the use of frameworks and theories to throw light on the
complex policy process was highlighted and the importance of distinguishing
between them was stressed. John’s (1998) taxonomy of theories of the policy process
showed one way of summarising the vast array of theories in the field of policy
analysis. Although the stages heuristic had many criticisms it served as a starting
point to explain this study’s focus on implementation since the heuristic distinguishes
implementation as a distinct stage in the policy process. Based on this link of
thoughts on implementation and the policy process and ideas from the ‘top-down and
bottom-up’ approaches to policy implementation, Lipsky’s street-level bureaucracy
was selected as the theory which best describes health providers’ attitudes and
behaviours in my study. To throw more light on analysis of my study findings and to
guide the procedure, a detailed account of Lipsky’s street-level bureaucracy was
provided. Furthermore, elements from Walt and Gilson’s policy analysis framework
and ideas from the theory of reasoned action and planned behaviour were outlined to
deepen understanding of the multiplicity of factors that inhibit provision of safe,
legal abortion services in Ghana. The factors of relevance for analysing the data

were discussed.
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CHAPTER FIVE

RESEARCH DESIGN

5.1 Introduction

This chapter describes the type of study, research aim and objectives. The research
questions are also outlined. The population from which the sample was drawn, the
methods and data sources are described. Ethical issues and the limitations of the

study are discussed.

5.2 Type of Research

The study is qualitative in nature. Qualitative inquiry is mostly carried out to
describe phenomena about which little is known. It involves in-depth analysis of
phenomena and is able to capture the meaning of phenomena as well as illuminate

aspects of a problem which numbers may fail to unravel (Mayan, 2001).

5.3 Research Aim and Objectives
5.3.1 Aim of Research

The aim of this study is to understand the barriers to and opportunities for improving

access to safe, legal abortion services in Ghana.

5.3.2 Specific Objectives
The specific objectives of the study are to:
1. Analyze the content of the abortion law and policy;

2. Examine the process of promulgation of the law and identify the actors involved

and the roles they played;

3. Identify the service-related and socio-cultural factors including social norms,
cultural values, religion and morality that act as barriers to provision of safe, legal

abortion services;

4. Determine the differences in actors’ knowledge, attitudes, and views concerning
abortion in general, the abortion law in particular, its implementation and the

underlying reasons for actors’ attitude and views;
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5. Consider implications of the research findings for policy and practice.

5.4 Research Questions

Formulation of research questions in qualitative inquiry is imperative as these
constitute the backbone of the study design. According to Mason (1996) research
questions are the expressions of the researcher’s intellectual puzzle i.e. the issue or
phenomenon in question that the researcher wishes to explain. The hallmark of
research questions that are carefully and coherently formulated is that they express
the essence of the inquiry. The objectives, research questions, data collection

methods, data sources and analysis are shown in Table 5.1 below:

99



Table 5.1: Relevant objectives, research questions, methods, data sources and analysis

Relevant objectives

Research questions

Data collection methods, sources
and analysis

1. Analyze the content of
the abortion law and
policy

What are the contents of the abortion law?

What are the policy guidelines to be
followed for comprehensive abortion care?

Document analysis of the abortion
law and the national reproductive
health service policy and standards.

In-depth interviews with politicians,
policy makers, doctors, midwives,
pharmacists, trainers in medical &
midwifery institutions, lawyers, and
representatives of development
agencies /NGOs.

Framework analysis of interviews

2. Examine the process of
promulgation of the law and
identify the actors involved
and the roles they played.

When was the law developed?
How was the law developed?
What groups of actors were involved?

What were the roles of the actors?

In-depth interviews with politicians,
policy-makers, doctors and lawyers.

Framework analysis of interviews

3. Identify the service -
related and socio-cultural
factors including social
norms, cultural values,
religion and morality that
act as barriers to provision
of safe, legal abortion
services.

Are providers trained to offer abortion
services?

Are there designated facilities and
equipment for provision of safe, legal
abortion services?

Are providers willing to offer safe abortion
services?

What is the attitude of providers towards
safe abortion services?

What are the social norms, cultural values,
religious and moral factors that are barriers
to provision abortion services?

In-depth interviews with policy-
makers, obstetrician/ gynaecologists,
midwives, pharmacists and
representatives of development
agencies /NGOs.

Framework analysis of interviews

4. Determine the differences
in actors’ knowledge,
attitudes, and views
concerning abortion in
general, the abortion law in
particular, its
implementation and the
underlying reasons for
actors’ attitude and views.

What is the level of knowledge of the
different categories of ‘actors’ (e.g. policy-
makers & health providers) about the law
on abortion in Ghana?

What are the differences in attitudes and
views concerning abortions?

What factors influence these attitudes?
What are the reasons for these viewpoints?

In- depth interviews with politicians,
policy-makers, doctors, midwives,
pharmacists, lawyers and
representatives of development
agencies / NGOs and the journalist.

Framework analysis of interviews
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5.5 The study population

The population constituted Ghanaians living in the Accra Metropolitan Area. Accra
is the capital city of Ghana. If those in the capital, closest to policy making are not
fully implementing CAC then it is much less likely that others are. I was interested in
understanding the perceived legal as well as non-legal barriers to provision of
services therefore I needed to interview people who could reasonably have been

expected to know something about the policy.

5.5.1 The Sample

The sample consisted of people drawn from the national, regional and district levels
of the Accra Metropolis. Specifically, the sample was made up of key informants
including politicians, policy-makers, medical and legal practitioners, heads of
selected medical and midwifery training institutions and other health providers. The
health providers were pharmacists as well as doctors and midwives working in the

gynaecological, reproductive and child health and family planning (RCH/FP) units of
the selected hospitals and health centres respectively.

5.5.2 Selection Criteria

The main aim of this study was to understand the barriers to provision of safe, legal
abortion services in Ghana. Thus there was need for stakeholders who knew about
these phenomena to be included in the study to help unravel the various barriers to
service provision. Based on the research questions and guided by the literature,
respondents who were recognized as knowledgeable about the topic were selected.
Health providers, policy-makers, parliamentarians and lawyers were considered as
people who were best suited to help identify the barriers to abortion service
provision. Given the highly religious context of the research and the culture in Ghana
of involving religious leaders in all important national programmes, I found it
necessary to include them in my sample as stakeholders. Secondly, for a religious
country such as Ghana, if the MOH/GHS is considering expanding access to safe,
legal abortion services, due to the controversial nature of abortion, it is important to
find out what religious leaders think about the idea. It is also worthy to note that the
ethical review committee of the MOH/GHS has a Reverend Minister as a member of
the committee. Thirdly, religious leaders are the most likely group to oppose

provision of abortion services in the country therefore their involvement at the
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planning stages is important to forestall any negative reactions from them. Lastly,
Nunes (2000) underscores the importance and benefits of involving professional
bodies including doctors, lawyers, journalists, care givers and religious leaders in
legislative and policy reforms especially where such reforms border on deeply
enshrined values and abortion is a typical example. Schuster (2005) also argues that
religious leaders are key players in discussions bordering on society’s attitude

towards contraception and abortion laws and policies.

The journalist in the sample was selected for participation in the study because she
has many publications on reproductive health issues (especially abortion) in one of
the local newspapers. She is also a member of a team that conducted a 10-year
operations research in maternal mortality in Ghana and periodically published most
of the team’s research activities. She has interest in reproductive health issues and
showed keen interest in the study when contacted. Her participation in workshops
organized by the Population Reference Bureau for media people has given her the
opportunity to see and talk to women on admission in hospital with abortion
complications. She is an experienced journalist. The respondents selected for

participation in the study were ail willing to talk about the sensitive topic being

researched.

5.5.3 Sampling

Abortion is a multi-dimensional issue. It has health, legal, religious, social, ethical
and policy implications. Thus implementation of the abortion policy (the focus of my
study) is a multidisciplinary task that requires the inputs of many stakeholders.
Furthermore, sampling in qualitative research should be such that the data obtained is
rich (Fossey et al. 2002). It was therefore important that I identify the range of
respondents who can provide adequate information (and triangulation) about the
topic being researched. For these reasons, I selected a wide range of respondents
comprising obstetricians, midwives and other health professionals who represent the
‘street-level bureaucrats’ at the front-line of service provision, as well as non-health
professionals who are important in influencing public views on abortion, namely

policy-makers, religious leaders, lawyers and a journalist.
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The health providers were purposively chosen from the national, regional and one
district hospital of the Greater Accra Region where the study was carried out as well
as five urban health centres. The health centres were systematically selected from the
MOH list of facilities in the region; every fifth health centre was selected. All the
health centres had units (RCH/FP) that offer reproductive health services.

The obstetricians, midwives and pharmacists were selected from obstetrics and
gynaecological units in hospitals or reproductive and child health units in health
centres where women with abortion complications are treated. Other health
professionals were chosen from medical/midwifery training and research institutions.
Although the health professionals’ sample was not a random sample, the systematic
sampling of the facilities from which they were drawn helps to ensure some measure

of representativeness of health providers in Accra.

The non-health respondents for this study were also selected by purposive sampling.
My experience in working in service-delivery in Ghana, and my previous master’s
study on abortion, enabled me to purposively hand-pick respondents for the study
based on their field of specialization, where they worked and who could provide the
most information about the topic being researched or who was known to write/speak
in the public sphere about the topic. Purposive sampling helps generate data for a
detailed description of the phenomenon being investigated (Fossey et al. 2002). This

was to ensure that the research objectives were adequately met.

The policy-makers (eight of whom were doctors and had practised in obstetric and
gynaecological units in teaching hospitals) were from the MOH headquarters, an
NGO and a development agency. The religious leaders were selected from their
respective Church secretariats and Church offices. Two were chosen from the
teaching hospital where they worked as Chaplain and pharmacy technologist. The
two religious leaders were chosen because of their experiences with women who
have had abortions. The lawyer(s) were selected due to the legal implications of
induced abortion. Both lawyers showed keen interest in legal issues pertaining to
women. One was a human rights activist and women’s advocate with interest in

reproductive health issues including access to safe abortion.
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The study was based in Accra, the capital city of Ghana. This is because the focus of
the study is on the implementation of the abortion law and policy and it was
considered that the people who live in the capital city, (i.e. the seat of Government)

are better placed to be knowledgeable about the research topic.

5.6 Data Collection Techniques and Tools

The data collection techniques and tool employed in the study were:
i) Document analysis
ii) In-depth interviews.

The tool for the interviews was a topic guide.

The interviews were carried out with all the key informants.

5.6.1 Document Analysis

Document analysis was one of the main techniques used for collecting data on the
content of the law and policies. It can be used for qualitative as well as quantitative
data. Documents reflect social reality and they also offer accounts of events. In
addition qualitative inquiry requires adequate sampling of sources of data (Fossey
2002). To derive more from documents for research purposes, it is helpful to analyze
related documents and compare them (Blaxter et al. 1996). Document analysis was
used in this study to add to what respondents had said in the interviews. This was to

ensure a full and deeper understanding of the challenges to provision of safe, legal

abortion services being explored.
i. A detailed analysis of the following documents was carried out:
e The abortion law (Sections of Criminal Code 1960; 1985 law)
Policy documents of the Ministry of Health/Ghana Health Service including:
¢ National Reproductive Health Service Policy and Standards (1996)

¢ National Reproductive Health Service Policy and Standards (2003)
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o Prevention and Management of Unsafe Abortion: Comprehensive Abortion

Care Services Standards and Protocols 2006

I critically read the four documents listed and noted their contents and purpose,
comparing my findings with data from the interviews. The analysis illumined
barriers to implementation inherent in the documents themselves. It also provided
triangulation for respondents’ comments on the law and RH policies, thus
complementing the interview data. Findings from the document analysis are
discussed together with the interview data at relevant points in the thesis, in

particular in chapter 6 (on the law and policy). See appendix 3 for detail on the

document analysis.

5.6.2 In-Depth Interviews

In-depth interviews were selected as the technique for this study because the
objectives of the study necessitated the use of an in-depth approach. One of the
objectives of this study sought to identify amongst other things, the attitudes of
respondents concerning abortion. In-depth interviews as opposed to surveys are more
likely to offer opportunities for more refined open-ended questions which allow for
responses that reflect the complexities of the issue, giving rise to more nuanced data.
Surveys have limitations in measuring attitudes. They are not the most suitable
instrument for finding and disaggregating subtle differences especially in studies on
issues as controversial as abortion when attitude measurements are particularly
problematic (Everatt et al. 1999). In-depth interviews are very useful in qualitative
research. According to Ritchie and Lewis (2003), unstructured interviews are very
flexible and allow interaction between interviewer and interviewee. They also enable
the interviewer to use probes to explore and get a deeper and more detailed
understanding of what interviewees say and mean. Furthermore, they maintain that
in-depth interviews offer interviewers the opportunity to explore deeply interviewee-
based issues like reasons, feelings, opinions and beliefs that underlie the responses
they give (Ritchie and Lewis 2003).

The interview was the most relevant approach because I was exploring complex
issues around interpretation of law, socio-cultural barriers and a sensitive topic

‘abortion’, all of which require a qualitative in-depth approach best achieved through
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in-depth interviews. I expected that a critical and thorough analysis of the views and

attitudes of the actors concerning the implementation of the abortion law will enable

me to understand the status quo.

Finally, the theory that informed this study (Lipsky’s street-level bureaucracy)
highlights the important role of actors in policy implementation, thus using in-depth
interviews to collect the research data from these actors affords me the opportunity to
meet, interact, build trust and confidence in these actors and obtain the needed
information from them. The research questions sought to identify the clarity of the
abortion law and policy, determine the service-level and socio-cultural barriers to
service provision and elicit the attitudes and views of respondents, key actors of
abortion service provision. The in-depth interview best serves the purpose of eliciting
such information from the most suitable informants. Analytical interpretation of the
interview data will bring to the fore social realities associated with the topic under

discussion. The topic guides used for this research are given in Appendix 4.

5.7 Data Collection

The in-depth interviews were held with selected respondents mostly in their offices.
After ethical approval for the study was secured (see Section 5.9), written permission
was sought from the heads of the various institutions where some respondents work.
A few were interviewed in their homes at their request. Initial contacts were made
with the respondents either on telephone or in person. Based on the convenient time
for the respondent, interviews were scheduled and done or rescheduled where
necessary. The initial contacts and appointments were facilitated by the use of link
persons. These were friends working in the health facilities or organizations where
the respondents were selected from. They were very influential in introducing me to
the respondents and ensuring that appointments were fixed and usually kept. Having
fixed the time with a respondent, I always made sure I was punctual at the venue and
had all I needed for the interview.

I contacted 81 people for participation in the study. Two obstetricians could not be
interviewed since they were always busy at the scheduled time; three refused to be
interviewed (policy-maker, senior nurse and clergyman). The policy-maker told me

she did not like the topic (abortion) but the other respondents continually gave
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excuses and did not grant me the interview. For the interview, I usually met my
respondents with a greeting. We normally sat facing each other usually behind a
table on which I placed my recorder after asking permission from the respondent to
record the interview. For most respondents, I gave them the information sheet to
read. Others preferred that I told them about the study verbally. Having learnt about
the study, they proceeded to sign the consent form. I usually established rapport with
the respondent by briefly discussing any appropriate issue. Then in a conversational
manner I started the interview and the recording process. I allowed the respondent to
lead the conversation but I ensured it was on course by slotting in questions and
issues where necessary. I maintained eye contact and used non-verbal cues to elicit
more discussion where appropriate. I also kept an eye on the recorder intermittently
to ensure it was working well. The topic guide was not strictly followed but all
important issues were often explored. I observed and noted all mannerisms of the
respondents, especially with each question. At the end of each interview, I thanked
the respondent before leaving. In some cases respondents wanted to hear their voices

on the recorder so I played the interviews to their hearing.

I wrote down field notes and transcribed recorded interviews as soon as possible after
each interview. The data collection period lasted for nine months, from 2nd
November 2006 — July, 2007. Altogether seventy six (76) interviews were done. For

purposes of analysis, the respondents were categorized as follows:

Table 5.2 Distribution of Respondent by Groups

Obstetrician/ Midwives Other Health | Non-Health Policy Makers Religious
Gynaecologists Professionals | Professionals Leaders
Obstetricians -15 | Midwives-14 | Pharmacists-7 | Parliamentarians -6 | Policy Makers Clergy - 13
Trainers -5 | Lawyers -2 | (MOH) -7 Clerics -2
Researcher -1 | Journalist -1 | Dev.Ag.Rep. -2
NGO Rep -1
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5.8 Pretesting

Pretesting of the research tools was done with five doctors and three midwives
(groups similar to the respondents of the study). The purpose of the pretest was to
determine peoples’ understanding of the issues in the topic guide. Following the pre-
test, a few redundant questions were deleted and omitted ones were included in the

guide. Questions that were not very clear were modified for the main study.

5.9 Ethical Considerations

Ethical considerations are of uttermost importance in any research undertaking.
Ethical clearance was sought and granted from the Ethical Review Committee of the
Ghana Health Service. In addition clearance was obtained from the Ethical Review
Committee of the London School of Hygiene and Tropical Medicine. Written
permission was sought from the various institutional heads where the sample was
drawn from, that is the heads of the various health facilities. All the respondents were
given information sheets with a detailed description of the nature of the study, its
purpose and rationale. The researcher explained the study in detail to all respondents.
When they had understood what the study was about and expressed interest in
participation, they were asked to sign a consent form. No respondent was coerced to
join the study. Participation in the study was voluntary. Confidentiality and
anonymity were ensured. The recorded interviews will be discarded when the study
is completed. Silverman (2000) underscores the need to obtain consent from one’s
respondents in studies where the researcher records what the respondents say and the
need to tell respondents about how the data may be used. Copies of the information

sheet and consent form are available in the appendix (Appendices 8 and 9).

5.10 Field Notes

Field notes were written during data collection. These notes were written
immediately after the interviews. 1 described all that took place during each
interview. These included a detailed description of the environment or venue used for
the interview, the mannerisms, non-verbal behaviours and the general reaction of the
interviewee with respect to questions posed. Everything that happened during each

interview was recorded e.g. pauses/hesitation, laughter, giggles, grimaces and all
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other expressions made by the interviewee as well as my own reflections, feelings,
ideas about the data and interpretations. The field notes and interview transcripts
were used to write summaries of each interview to provide an overview of

descriptive accounts of the interviews. The field notes were useful in helping with

the interpretation of the interview data.

For purposes of reflexivity and rigour, I thought through, unpacked and wrote down
my own knowledge, beliefs, attitudes and views on the subject being studied prior to
the commencement of the fieldwork. In addition, details of decisions taken during

the course of the study with regard to analysis of data were all recorded in a field

diary.

5.11 Data Management

The data was obtained from in-depth interviews with key informants. The interviews
were digitally recorded and downloaded into a computer at the end of each day. The
recorded interviews were played and transcribed verbatim. This was done shortly
after each interview so as not to forget fine details. I transcribed about two thirds of
the interviews. The other one third was transcribed by research assistants, one of
whom was hired from a research unit (Health Research Unit, Accra). The research
assistants were trained to record everything in great detail, leaving out nothing. I
listened to the tapes and edited the transcriptions done by the research assistants

where necessary. Folders were opened in the computer and the transcripts were kept

in these folders according to types of respondents.

In addition, all transcripts were printed out and hard copies were filed and labelled
according to types of respondents and kept in a cabinet in my office. For
confidentiality, pseudonyms were put on transcripts. Each respondent had a code
signifying the category to which he/she belonged. For instance all transcripts
belonging to policy-makers were kept in one file and labelled. After transcription, the
transcripts were shown to some (22) of the respondents to ensure that what had been
transcribed was what they said. It was not possible to show transcripts to all

respondents due to time and other constraints.
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5.12 Data analysis

Analysis of data was initiated during fieldwork and was carried out concurrently with
the data collection. The data obtained was voluminous and unwieldy and needed to
be reduced and managed taking care not to lose the contexts within which issues
from the data were captured. The approach employed for the data analysis was the
‘framework’ method. It is a qualitative method for applied policy research developed
by Ritchie and Spencer (1994) in the Social and Community Planning Institute in
London. Framework analysis permits easy access to the original textual data. Itis a
flexible and dynamic data analysis tool, open to change at any time during the
analytic process. It therefore facilitated the iterative nature of the analysis. The
process is transparent or explicit and can be viewed and judged by others. It allows
within and between case analyses. It is similar to grounded theory (generative and
inductive), as it reflects respondents’ own accounts and observations however, it is
also considered deductive because it is informed by pre-set reasoning; it starts with

pre-set research questions thus making the data collection more structured (Ritchie
and Spencer 1994).

The framework approach was chosen as the method of analysis because of its
inherent strengths and suitability. Given the voluminous nature of data to be
analyzed, the systematic nature of the approach enabled each unit of analysis (each
respondent) to be handled methodically. Also, because it is comprehensive, it permits
a thorough review of the data. My study was driven by specific research questions
(informed by the conceptual framework that was developed from a review of the
theoretical and applied literature on policy implementation) and data collection was
guided by topic guides; for these reasons the framework approach was suitable for
the data analysis for this study. The framework approach involves five (5) steps
namely: familiarization, identification of a thematic framework, indexing (coding),

charting, mapping and interpretation (Ritchie and Spencer 1994).

5.12.1 Familiarization and identification of thematic code framework

Each interview was read several times to familiarize myself with the entire data set.
Summaries were then written for each interview using the interview transcripts and
field notes. This provided detailed descriptive accounts that showed each

respondent’s understanding of the issues being studied. As the transcripts were
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reread, the recurring themes that were identified within each transcript were noted
down as they emerged as well as any links identified amongst them. Based on the
links identified, these themes were grouped into categories. An initial thematic
framework (code frame) of the main themes was developed based on the research

questions as well as the themes that emerged from familiarization with the data.

Each main theme was named to reflect what it included. Since the initial code frame
was constructed at a time when not all the transcripts had been read, I had to add on
new themes upon further reading and go back to check whether the transcripts
already read contained those new concepts or ideas. As more themes were identified,
they were re-grouped into categories comprising main themes and sub-themes based
on the links amongst them. The initial thematic framework was thus revised to form

a hierarchical structure which was used for indexing (coding) the data set in
NUD*IST.

5.12.2 Indexing

Using the NUD*IST computer software and the thematic code frame (shown in
Appendix 5), the entire data set was systematically indexed. This involved importing
all transcripts into a named project and applying the code frame to the raw data. The
entire text was read in portions systematically to determine what each portion was
talking about. That portion of the text was then highlighted and placed under a node
labelled with an appropriate sub-theme (code) that best described it. This was done
for the entire text. The indexed segments of text were sorted and stored in the
NUD*IST project as reports.

The indexing process gave clues to emerging relationships or patterns among themes
within a single case and across cases. For instance, a particular segment of text was
indexed under multiple themes. This indicated that there might be a relationship
among the themes. Indexing enabled me to become deeply familiar with the raw
data sorting them out into main themes and sub-themes. During the indexing and
sorting out processes, memos were written down to draw attention to facts or some

details worth noting later in the iterative process of analysis.

111



5.12.3 Charting

NUD*IST software is a data management tool and cannot conduct analysis for the
researcher. Therefore, the next step in the analysis was the development of thematic
charts or matrices that were constructed using the thematic code framework: coded
text held at nodes in the software programme was exported to word and thence
transferred to excel spreadsheets for clearer, easier, systematic comparison of themes
and respondents. The purpose of these charts is to examine the data for patterns and
connections because charting facilitates closer examination of themes and how they
are related. Using the spread sheet, each theme was presented in a matrix of
respondents arranged by types in rows and sub-themes in columns. Under each sub-
theme, data from each respondent was summarised making sure not to lose the
context within which the raw data were obtained. The language used by the

respondents was maintained. (See appendix 6 for examples of sub-theme analysis
tables).

5.12.4 Mapping and interpretation

Having summarized the raw data through the thematic charts, each theme was
critically examined across cases noting the relationships identified amongst them.
The range of issues making up the themes was unpacked to identify constituent
elements. The dimensions of the elements were noted. This stage of analysis was
facilitated by the use of new matrices of respondents and sub-themes for closer
examination. For instance, further analysis of the sub-theme ‘access to safe abortion
services’ showed a link between that and ‘health providers’ attitudes towards
services’. Thus health providers’ attitudes towards abortion services seemed to
influence access to services. Some dimensions of access e.g. social and economic
were also identified in the process. At this stage, explanations or interpretation of the
data were made based on themes that emerged from the data (i.e. what respondents

themselves have said), the literature and drawing on the theoretical underpinnings of
this study.
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5.13. Reliability and Validity

Quality control in research is essential thus in my study a variety of measures were
carefully taken throughout the study to ensure quality including systematic data
collection, analysis and presentation. Reliability and validity are two concepts that
help to define the strength or soundness of data from research. Reliability refers to
the replicability of research findings; that is the extent to which the same research
findings will be obtained if the study is repeated using the same or similar methods.
This means that the original data and their interpretation or meanings attached should
be obtained if the study is repeated. Terms such as confirmability, consistency or

dependability, which are synonymous to reliability, are often preferred (Ritchie and
Lewis 2003).

Measures I took to ensure reliability of my findings, some of which are discussed
under the section on reflections, include unpacking and writing down all my
assumptions, reflections, values and biases concerning the study before data
collection and being aware of them throughout the research process. There was

concurrent data collection and analysis. I was open and paid attention (listened’) to

the data rather than follow preconceived ideas.

All the interviews were carried out in venues chosen by the respondents and at their
convenience to make them comfortable, relaxed and to rule out the effects of external
influences on their responses. As a nurse and a former worker at one of the
institutions where data was collected, I considered myself an ‘insider’ and was
neutral in the way I posed my interview questions and solicited responses, carefully
using probes for purposes of clarification and allowing respondents to express
themselves fully without my interruptions. 1 tape-recorded all but two interviews
with respondents’ permission to make sure I had verbatim records of responses for
others’ review. In the case of respondents who did not want to be recorded, I wrote
down their responses in my field journal. I also wrote down field notes which helped
with interpretation of my findings. These notes included the nature of the
environment at the time of the interview, the nature of the interruptions that occurred
and respondents’ reactions to specific questions and their actions. I transcribed

verbatim most (two-thirds) of the interviews. Those that were transcribed by research
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assistants were checked using the audio recording and corrected. All copies of the
transcripts and audio recordings have been kept for review by others. Data analysis
was systematically and comprehensively done and described in adequate detail
ensuring that the original meanings of data were maintained. Coding checks and
triangulation of data sources was a priority. Frequent discussions were held with my
supervisor, advisory committee, and peers on the interpretation of my findings to

obtain the views of others on the findings.

The validity of findings denotes the correctness or exactness of research findings.
The terms credibility and plausibility are sometimes used to refer to the same
concept. Validity has two dimensions namely internal and external validity. Internal
validity ascertains whether a researcher actually investigates the phenomenon he/she
sets out to research on. It shows the extent to which the phenomenon being studied
accurately reflects how the study population perceives it. External validity concerns
whether a study’s findings are transferable or can be applied to the study population

(Ritchie and Lewis 2003, Miles and Huberman 1994).

Validity can also refer to the type of understanding that emerges from a qualitative
study. These are i) descriptive — what happened in specific situations; ii) interpretive-
what it meant to the people involved; iii) theoretical - concepts and their relationships
used to explain actions and meanings; and iv) evaluative; judgements of the worth or
value of actions and meanings (Miles and Huberman 1994, p.278). Natural validity
concerns the idea that the events and settings studied are uncontrived, unmodified by
the researcher’s presence and actions (Miles and Huberman 1994). My study, which
looks at the contents of the abortion law and how it is interpreted as well as the
context of provision of safe, legal abortion services and what that means to actors,
portrays the descriptive, interpretive and theoretical understandings from my study.
The analysis provided in Chapters 8 and 9 seeks to provide evaluative validity,

assessing the implications of actors’ views and actions.

Triangulation and respondent validation were other measures that were used for
checking the validity of my study findings. Four kinds of triangulation are known.

Methods triangulation involves comparison of data from different methods e.g.
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qualitative and quantitative. Triangulation of sources involves comparing data from
different qualitative methods such as observations, interviews and documents. In
triangulation through multiple analyses, different researchers, interviewers compare
and check data collection and interpretation. Theory triangulation analyzes data from
different theoretical perspectives. Triangulation of sources and methods were used in
this study. Data was collected using interviews as well as analysis of relevant
documents. In the interviews, different categories of respondents were used. Among
the health providers and other health workers, different cadres (e.g. obstetricians,
pharmacists, midwives and policy-makers) were interviewed to illumine the barriers

to provision of safe abortion services which constitutes the thrust of the study.

5.14. Limitations of the Study

A number of limitations confronted this study, for all research work is fraught with
varying degrees of limiting factors. The most important limitation of this study
comprised the methodological challenges associated with studies on issues as
sensitive as abortion. It has been observed that generally, data on unsafe abortion are

scarce and inevitably unreliable due to an array of legal and ethical/moral constraints

that hamper data collection.

In this study, a qualitative approach was employed to understand the barriers to
provision of safe, legal abortion in public health facilities. Attitudes and views of
different stakeholders towards safe abortion services were explored using in-depth
interviews. This method is not perfect in itself. For instance, there is a gap between
what people say and what they do. Interviews might not perfectly fill these gaps. I
endeavoured to minimize this limitation by triangulation. This involved the use of
different methods, sources and theories which served the dual purpose of ensuring

validity and comprehensiveness.

Also, the in-depth questions allowed a rapport to build up and also allowed me to
return to topics later if I felt the respondent had relaxed or opened up. Many
respondents expressed forceful opinions which suggested they were prepared to tell
me what they thought. There were many ambiguities/inconsistencies and sometimes

it seemed as though people were working out what they thought during the interview.
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Since the thrust of the study was to identify the barriers to access to safe, legal
abortion services in Ghana, and women are those who need and seek these services, I
had wanted to include focus group discussions of women’s groups in my study
sample however, my upgrading committee advised against that in order not to end up
with too much data to be analyzed in the available time. I adhered to the advice. I had
wanted to organize a dissemination seminar to share my initial study findings with
respondents and to obtain feedback from them (respondent validation) but this was
not feasible due to time constraints. I could only show transcripts to a few (22)

respondents for feedback which was not adequate. The initial delays affected my

time frame.

For a qualitative study to gain analytic integrity, the researcher ought to transcribe
the data systematically and analyze them critically based on sound theory. These

were also ensured in the current study.

5.15 Constraints

I was confronted with a number of constraints during the course of this study. Funds
for the fieldwork were delayed and this delayed my progress to some extent. I was
delayed by respondents on many occasions. I had to wait for some respondents for
very long hours, sometimes only for the interview to be postponed. Most of the
respondents were very busy people in key positions hence many of my interviews
were rescheduled a number of times before finally getting the opportunity to
interview them. Due to their busy schedules, some of them rushed through the

interviews. Some of the interviews were also interrupted many times disrupting them

from running smoothly.

The very nature of my topic even subjected me to derogatory comments from some
colleagues and superiors; while some colleagues chose to reserve their comments,
others wondered why I chose this topic of all topics and confronted me. Below are

examples of comments and questions I got:

e “Mrs. Aniteye, I thought you were a Christian, why are you undertaking
such a study? (From an MSc. Student of London School of Hygiene and
Tropical Medicine.)
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o “Patience, I don’t envy you one bit for the kind of study you are

undertaking; good luck”. (From a superior, a Lecturer at London School

of Hygiene and Tropical Medicine.)

e “What do you think of assisted death”? (From a Professor at the London
School of Hygiene and Tropical Medicine. He must have asked this
question simply because my research is on abortion, a subject just as

controversial as assisted death.)

e “Pat, how come you chose this topic?” (From a Head of Department in

my previous university in Ghana.)

A number of people who were working in positions where I knew they would be able
to provide me with valuable information simply declined to be respondents after
being briefed about the study. One such respondent said she did not like an aspect of
my topic (i.e. CAC). During the course of the fieldwork, I felt I was being labelled
myself since I went to a number of institutions several times and people got to know

what I was doing and whispered among themselves to announce my arrival. There

were times I felt isolated.

When I contacted one senior midwife working in a gynaecological unit where
numerous cases of abortion complications are seen on daily basis for an interview,
she kept postponing the interview date with the excuse that she was busy. Although I
had worked in the same unit with her for over a decade and considered her a friend,
she always had an unfriendly expression when she met me on the corridors of the
hospital during my efforts at data collection. After about six to eight weeks of
postponement, I met her one day at her unit sitting at the OPD with her colleagues,
virtually idle since there was no patient to be seen then. When I asked if we could
have the interview since she appeared to be free all she told me was: “Abortion is not

a subject I want to think about, let alone talk about it.”

Meanwhile not less than ten cases of abortion complications are managed in her unit
every day. I ruled out the possibility of an interview with her. In one of the
interviews with a research assistant working in a health institution, she did not want

me to record the interview though she agreed to be interviewed. Her responses were
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curt and succinct. At the end of the interview, she told me that she had not exhausted
her study of the Bible for her to focus attention on abortion and its related issues.
Meanwhile, I was reliably informed by a colleague that she had been involved in

much research work on abortions and thus was a very resourceful person for my

research.

There was also one clergyman who agreed to be interviewed. We fixed an
appointment and I was there on schedule for the interview only to be told he had to
go out on a mission so we should re-schedule it. The interview was never conducted
even though I met with him a few times. He never mentioned it again. I did not also

mention it again since I strongly felt that he did not want to be interviewed but could

not tell me.

The responses I obtained from these few examples did not in any way bias my
sample (selection bias). My sample included people who were against CAC as well
as some who appeared to be for CAC in certain circumstances and against it in other
circumstances so these views might have been represented. Those who refused to be
interviewed were three in number- two females and a male; a senior midwife, senior
policy-maker/doctor (female) and a young Methodist Minister (male). Two
obstetricians agreed to be interviewed but were called for emergency operations each

time we scheduled an interview. They could therefore not be interviewed.

Finally, the sheer number of interviews meant a long time was spent in transcribing
and analysis. Qualitative analysis is never quick, and the large number of interviews

— needed in order to thoroughly explore the perceptions of a range of key
stakeholders — was at times very slow.

5.16 Strengths and Weaknesses of the Research

This study sought to identify the barriers to and opportunities for improving access to
safe abortion services in Ghana within the framework of the law on abortion. There
are health systems (service-related) and socio-cultural barriers that confront service
provision as well as utilization. Using women for this study would have been

appropriate since information from them would have highlighted their perspectives
on the barriers.
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I had wanted to have FGDs with groups of university girls and market women but
was advised against it by my upgrading committee for fear of generating too much
data to be handled within the time frame at my disposal. Despite this shortfall, data
from the respondents revealed a lot on what women face in their search for
termination of unwanted pregnancies. The wide mix of respondents shed more light

on the diverse challenges emanating from the law, RH policy, health system

constraints and socio-cultural ones.

Time and other constraints did not permit me to disseminate my preliminary findings
to all respondents for feedback. Doing this would have contributed to validity of my
findings. I was able though to elicit feedback from a few respondents and also had an
opportunity to present some of my findings at the Global Safe Abortion Conference
in London in October, 2007. This gave me the chance to get some feedback from

some key respondents who attended the conference.

My research topic is a sensitive one. Underreporting is an issue in such studies (Jones
et al. 2007; Ahiadeke 2001). Having worked in the Department of Obstetrics and
Gynaecology for 15 years, I knew most of the respondents and had worked with
some of them or met them at conferences and/or workshops. The respondents felt
free and relaxed with me and ensured they told me all I needed and wanted to know.

They knew that I had some knowledge of issues already and so they had nothing to
hide. This yielded valuable and rich data.

I clearly understood all scenarios/situations described and could picture them vividly
and interpret them. My profession as a nurse/midwife and previous work experience
in an obstetric and gynaecological unit was helpful. The technical terms used by
some respondents were all very familiar and I could capture most if not all nuances.
Being a Ghanaian and researching amongst Ghanaians was an added advantage. |
thoroughly understood and appreciated the socio-cultural (contextual) issues and
problems raised. Also my previous research on abortion gave me much insight into
issues in this current study.

For a qualitative study, my sample size was big. This had both a positive and

negative impact on the study. I lost time scheduling and conducting interviews but I
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got the bigger picture. Knowing a lot about the area of study would have introduced

some biases or prejudices however, 1 wrote these down before the study to make me

aware of them.

5.17 My reflections and thoughts about abortion and abortion care, health
providers and users.

5.17.1 Before the Study

But for my exposure to women who have had unsafe abortions at the Department of
Obstetrics and Gynaecology where 1 worked as a research assistant for 15 years,
abortion would have been an issue I may hear about in gossip or until recently in the
print media. My work schedule at the department did not involve nursing women
with unwanted pregnancies per se, but I had opportunity to observe these women as I
collected and collated gynaecological data on the wards. Also my previous research

(MPhil) gave me much insight into the problem of unsafe abortion.

As a person, I was not comfortable with the practice of induced abortion. I had been
approached a number of times in the teaching hospital where 1 worked by women
seeking abortion for direction to a place for the procedure. My spontaneous reaction
then was to counsel them (though I am not a trained counsellor) against the
procedure. I told them about the possible dangers of unsafe abortions and also made
sure I always added my Christian perspectives. I wondered why women would let
themselves get to the point of having unwanted pregnancies. My immediate reaction
would be to advise a woman with an unwanted pregnancy against safe, legal
abortion. 1 felt proud and very good about my action anytime I advised a woman
against abortion, thinking I had done my Christian duty and God would be pleased
with me. I would readily tell someone, especially a Christian colleague what I had

done. I deemed it an achievement that would score me ‘imaginary divine marks’.

As a nursing student, I always refused to assist doctors to perform abortions in a
private clinic where I once worked (on vacation) and did not even accept money
offered me when I learnt it accrued from revenue from abortion cases. I remember
being forced into theatre one day during an abortion, by my superior nurse at the
clinic. She knew my attitude towards abortion and I believe she wanted to test me.
Since I was not the only nurse in the theatre, I did practically nothing. I just stood
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there bewildered and watched while various thoughts ran through me. The other
nurses were cooperative with me. My attitude and behaviour were all due to my

religious inclinations.

In the case of the women | saw on the wards undergoing treatment for unsafe
abortions, I was judgmental with those who seemed well, who had no serious
complications. These were all in my thoughts; I made no pronouncements since that
would be professionally unacceptable. However for those who had serious
complications, 1 had mixed feelings; ‘anger’ and ‘pity’. Anger, because 1 asked
myself why they had subjected themselves to such dangerous practices. I pitied them
for the suffering they were undergoing. In my previous study, after my data
collection, I cautioned them against unsafe abortions. In terms of research, I only had
little knowledge about qualitative research and this was all theory not practical. 1

only had opportunity to analyze some open ended questions as part of a survey I

carried out.

5.17.2 After the Study

This study has been an eye opener for me as an individual, a researcher, and a health
provider. As a researcher, I have gained greater insight into qualitative methods and
have gained more experience into qualitative research processes. I have gained
deeper understanding of the qualitative terms and techniques which hitherto were
mere words I had knowledge about. Now, I have had firsthand experience and when
I use the terms, I really know what I am talking about. What I found intriguing and
challenging was the process of analysis. Though daunting, iterative, time-consuming,
laborious and seemingly a never-ending enterprise, looking back, I would say
understanding the process and coming face to face with emerging themes and how
they were interconnected was a wonderful experience. Sharing experiences with my

supervisor and colleagues were moments I really enjoyed.

When 1 had not fully grasped the idea of the analysis process and was not sure of
what I was doing, I felt frustrated and dejected (I even told one of my supervisors I
wanted to cry and she asked me to go ahead and do it in order to feel freer) but when
the ‘eureka’ moment arrived, I was thrilled. I must say I have learnt a lot, though the

hard way, for nobody will teach you qualitative analysis in a step by step fashion for
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you to grasp the intricacies. It is a ‘Do it yourself’ (DIY) endeavour but when you get
it, it is a joyous moment. I have also learned that research findings need not be
‘giant’ and ‘spectacular’ to accentuate their credibility and acceptance. One needs to
take cognisance of ‘ittle’ findings since these may also be helpful to unravel the

intellectual puzzle being resolved in the research.

As a nurse and health provider, familiarisation with the data taught me a lot. I have
learnt not to be judgmental about patients. I have also learnt to put my personal
convictions about issues aside and not bring them to bear on professional judgments
and decisions. 1 now have a different attitude towards women with abortion
complications and would do things differently if I need to be part of their care. Since
I am not a trained counsellor, I would refer them to the experts for that purpose. |

would be supportive and show understanding and empathy.

Before my study, I perceived induced abortion not as a crime, even though I knew
the abortion law. I did not consider it as a crime. Personally, I thought any woman
who had abortions was immoral, loose and bad. I also thought the providers of
abortion were bad people in society - people to be shunned. This has been due to my
Christian upbringing or socialization, beliefs and principles. This is also the norm in
Ghana.

My thoughts and attitudes towards providers and especially users of abortion services
have changed to some extent. With regard to the services, I am now a bit more
comfortable with services being provided for women on medical grounds but I still
have reservations concerning abortion on other grounds e.g. social grounds like
academic pursuits. I would not however in anyway hinder a woman from obtaining
the services if she says she needs them. 1 would not also object to making
contraceptives available to all, even unmarried women. As a person, this study has
influenced my threshold of patience in a positive direction. I have also learned what

it takes to show ‘compassion’ in a more meaningful way.

Lastly, having gone through this research and gained much insight into the plight of
women with unwanted pregnancy and unsafe abortion, I have a dream. I wish to

come up with a multi-disciplinary team which will include myself, another midwife,
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two obstetricians, a lawyer, a clergyman and a cleric, (flexible group composed of
people motivated to help) that would make a documentary on unsafe abortions and
with the permission of heads of the institution, show this in secondary educational
institutions, making room for question time and interaction with the students. This
could constitute part of our work in the community as expected of those of us in the
group who are university workers. It could also serve as a means of creating
awareness among in-school youth. Little though this contribution may be, it will

serve a valuable purpose.

5.18 My Role in the Research

I played a major role in this research undertaking. I designed the entire research with
the guidance of my substantive supervisor. There were inputs from an advisory
committee. During the fieldwork, I did all the interviews myself. I had wanted to
transcribe all the interviews single-handedly, however, I could not for health reasons
and thus sought the help of research assistants as a last resort. Analysis of the data
and writing up was all undertaken by me with guidance from my supervisor and

advisors.

123



CHAPTER SIX

THE LAW AND POLICY ON ABORTION IN GHANA AND RESPONSES
TO THEM

6.1 Introduction
As noted in my literature review, the kind of abortion law and policy a country has,
has been shown to influence access to safe abortion (Crane et al. 2006). According to

AGI (1999), legality and safety of abortion usually coincide.

Drawing on document analysis and primary interviews, this chapter discusses first,
the law which covers abortion in Ghana and then the policies through which the

Ministry of Health has sought to operationalise the law.

As part of this study, my document analysis reviewed the law on abortion in Ghana
and the national reproductive health service policy in order to illuminate the abortion
situation in the country. The first (and main) part of this chapter presents the abortion
law according to analysis of the relevant documents and describes its promulgation
processes drawing both on document analysis and what respondents had to say about
the law’s development. It then describes respondents’ knowledge, understanding and
interpretation of the law, drawing on primary interviews but indicating the wide
variation in understanding that underscores the ambiguity of certain parts of the law

as it appears on paper.

The second part of the chapter discusses the national reproductive health service
policy and standards. These are described with respect first to their contents and
second to their knowledge and use among health providers.

The sources of data from which information was obtained for this chapter included
‘The Criminal Code of Ghana’, ‘The National Reproductive Health Service Policy
and Standards’, ‘The Prevention and Management of Unsafe Abortion:
Comprehensive Abortion Care Services Standards and Protocols’ documents and
primary interviews with respondents such as policy-makers, health providers
(obstetrician/gynaecologists, pharmacists and midwives), parliamentarians, lawyers,

journalist(s), clergymen and representatives of Development Agencies and NGOs.
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6.2 The Law

6.2.1 The Law and its Promulgation
As indicated by some of the respondents who knew the law (e.g. obstetricians and
lawyers) and confirmed by a review of the law document, the law on abortion in

Ghana is not a stand-alone law. It is captured in sections 58 and 59 of the Criminal

Code of 1960 (Act 29) as shown in box 1 below.

BOX 1 Act 29 Criminal Code, 1960

Suicide and Abortion
Abortion.

58. Whoever intentionally and unlawfully causes abortion or miscarriage shall be

guilty of second degree felony.
Explanation as to causing abortion

59. (1) The offence of causing abortion or miscarriage of a woman can be
committed either by that woman or by any other person ; and that woman or ahy other
person can be guilty of using means with intent to commit that offence, although the

woman is not in fact pregnant.

(2) The offence of causing abortion can be committed by causing a woman to
be prematurely delivered of a child with intent unlawfully to cause or hasten the death
of the child.
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This was the law on abortion in Ghana until 1985 when it was amended by a military
government, the Provisional National Defence Council (P.N.D.C.) led by Flight
Lieutenant Jerry John Rawlings as chairman. The amended law was referred to as
P.N.D.C. Law 102 which is shown in box 2.

The amended law of 1985 (Box 2) allows abortions in cases where the pregnancy is
due to rape or incest and where the continuation of the pregnancy would be
detrimental to the life of the pregnant woman or would be injurious to her physical or
mental health. It also allows termination of pregnancies in cases of foetal

abnormalities.
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BOX 2 P.N.D.C.L. 102: CRIMINAL CODE (AMENDMENT) LAW, 1985

In pursuance of the Provisional National Defence Council (Establishment) Proclamation, 1981
this law is hereby made:

“The criminal code, 1960 (Act 29) as amended is hereby further amended by the
substitution for section 58 and 59 thereof of the following new section -

“Abortion or miscarriage 58 (1): Subject to the provisions of subsection (2) of this
section -

(a) any woman who, with intent to cause abortion or miscarriage and administers to
herself or consents to be administered to her any poison, drug or other obnoxious
thing or uses an instrument or other means whatsoever; or

(b) any person who-

i) Administers to a woman any poisonous drug or other obnoxious thing or uses
any instrument or any means whatsoever with the intent to cause abortion or
miscarriage of that woman whether or not the woman is pregnant or has given her
consent ;

ii) Induces a woman to cause or consent to causing

abortion or miscarriage,

iii) aids and abets a woman to cause abortion or

miscarriage;

iv) attempts to cause abortion or miscarriage; or

v) Supplies or procures any poison, drug,

instrument or other thing knowing that it is

intended to be used or employed to cause abortion

or miscarriage, shall be guilty of an offence and

liable on conviction to imprisonment for a term

not exceeding five years’

(2) It is not an offence under sub- section (1) of this section if an abortion or
miscarriage is caused in any of the following circumstances by a registered medical
practitioner specialising in Gynaecology or any other registered medical
practitioner in a government hospital or private hospital or clinic registered under
the Private Hospitals and Maternity Homes Act 1958 (No. 9) or in a place
approved for the purpose by legislative instrument by the Secretary;

a) where the pregnancy is the result of rape, defilement of a female idiot or incest
and the abortion or miscarriage is requested by the victim or her next of kin or
person in loco parentis if the victim lacks the capacity to make such a request ;

b) where the continuance of the pregnancy would involve risk to the life of the
pregnant mother or injury to her physical or mental health and such a woman
consents to it or if she lacks the capacity to give consent, it can be given on her
behalf by her next of kin or person in loco parentis; or

c) where there is a substantial risk that if the child is born it may suffer from or
later develop a serious physical abnormality or disease.

3) For the purpose of this section, abortion or miscarriage means premature
expulsion or removal of conception from the uterus or womb before the period of
conception is completed.”

Made this 15" day of January, 1985.

FLT.-LT. JERRY JOHN RAWLINGS

Chairman of the Provisional National Defence Council

Source: PNDC. Law 102: The Criminal Code (Amendment) Law, 1988.
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i. Promulgation of laws

According to interviews with politicians, lawyers and the researcher’s reading of

political documents, the process of law-making in Ghana can be identified.

Generally, laws are promulgated by the legislature. The request for a law can be
initiated by the government, interest/pressure groups or private individuals. The
process commences by experts or pressure groups lobbying the Minister about the
need for a bill to address a problem at stake. The minister, when convinced,
introduces the bill in parliament with an accompanying explanatory memorandum

that outlines in detail the tenets of the bill and the need for its introduction.

The cabinet first reviews the bill and refers it to the ministry for more groundwork to
be done. After this, the Minister officially writes to the Speaker of Parliament for
permission to lay a paper in parliament on behalf of the government. The initial
presentation of the bill is referred to as the first reading. The Speaker refers the bill to
the appropriate parliamentary committee. The committee studies the paper in great
detail, and as required by the Ghanaian Constitution, seeks wider public opinion on

the issue and writes a report for members of parliament (MPs) to review.

The bill goes through the second reading during which its tenets are subjected to
parliamentary debate alongside the committee reports. From parliament, it is sent to
the Attorney General’s Department for drafting purposes. Thereafter, amendments
to the bill are proposed and it is further subjected to extensive parliamentary scrutiny
and debate. This is known as the consideration stage. The bill is then read for the
third time after which the Speaker signs and forwards it to the president for his

assent. The bill only becomes a law when the president assents his signature.

The 1985 amendment of the abortion law in Ghana did not go through the above
process because it was during a military era. The processes employed were not

known to the public; they were not transparent, however future amendments would
go through this.

The above description of the process of promulgation of laws was given by some
respondents, mainly the parliamentarians and lawyers. This description is a very

rational, linear process; however in reality it is not so linear. Although it is the
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process eventually followed, there may be points at which it becomes more complex

and may stall for a while as was the case of the Domestic Violence Bill.

6.2.2 The abortion laws of 1960 and 1985

According to the 1960 law, any woman or an accomplice who aids a woman to
terminate a pregnancy is guilty of a second degree felony. Both parties are guilty of
the offence once the intention is to evacuate the womb of its contents at such a time
as to cause or hasten the death of the foetus. The law further states that even when
the woman may not be pregnant, the offenders are still guilty if the intention is to get

rid of the foetus prematurely in order to cause its death.

This implies that a woman who knowingly causes abortion or someone who assists a
woman to cause abortion have both committed an indictable offence, higher in order
than a minor offence or misdemeanour and render themselves liable to be charged

with a crime that warrants trial by a jury.

According to the respondents who knew the law on abortion in Ghana, this law was
derived from the British law. Although not explicitly stated in the law, the
respondents mentioned that this law only allowed abortion in instances where the
mother’s life was at risk. They described the 1960 law as archaic and restrictive
because it only allowed abortion when the mother’s life was at risk, but noted that
nevertheless the main purpose of the law was to protect women. One of these
respondents, an old, senior policy maker and advisor who knew about the current law
promulgated in 1985, the repealed law of 1960 and the history of abortion laws
generally, explained:

“The 1985 law on abortion was a repeal of the one of the 60s which was patterned
on the very old British law which at that time stated that abortion was only legal if it
was done to save the life of the pregnant woman.

... Originally in 1861 or thereabouts when these laws were being made, they were
made to save women. They were not made to punish them because surgery was in its
infancy... anaesthesia was practically unknown, antiseptic was not there so
infections and haemorrhage was killing woman ...the only thing they could use to
stop it was, enough - no abortion! True, the Christians were behind it like the sin
complex I have talked about. But the major reason why governments passed the law
was to save women".

Policy maker 1, age 84.
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This indicates that in principle, the Ghana abortion law, like abortion laws of the mid
19" century, was made to protect women through prohibition. Ghana simply

inherited the law and did not update it.
ii. The amended law of 1985

According to some of the respondents, the 1960 law needed amendment because it
was restrictive. A senior clergyman indicated that efforts for the amendment were
initiated in the early 70s; during the administration of a military government, the
Supreme Military Council. He did not mention 