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EXTENDED ABSTRACT
Background:

Unsafe abortion remains a leading cause of maternal mortality in low- and middle-income
countries, contributing to 8-15% of maternal deaths (Kassebaum 2013). Despite progress in the
availability of safe abortion care and a revolution in access to quality medical abortion products
over the last two decades, the prevalence of unsafe abortions remains high in Sub-Saharan
Africa (Bearak 2020). Most unsafe abortions worldwide take place in legally restrictive settings
where 40% (approximately 753 million) of women of reproductive age live (CRR 2024).

Nigeria has one of the most restrictive laws in the region. Induced abortions are only legally
permitted to save the woman'’s life and when performed by qualified practitioners (WHO 2018).
Previous evidence indicates that two-thirds of abortions in Nigeria are most unsafe, involving
non-recommended methods (i.e., methods other than surgery or medication abortion drugs) from
non-clinical providers (Bell 2019).

The primary objective of this study was to determine the safety of reported abortions in our
sample and explore in-depth the determinants of experiencing an unsafe abortion, including both
sociodemographic and reproductive history characteristics. An improved understanding of factors
that may contribute to women accessing a less safe abortion care option in this setting can
inform harm reduction efforts that seek to reduce morbidity and mortality due to unsafe abortion.

The secondary aim was to explore how the same sociodemographic and reproductive history
determinants can influence abortion care-seeking trajectories, from taking a pregnancy test to
experiencing any complications or having social support throughout one’s abortion care pathway.
While it is important to understand the social determinants of access to safe abortion, a more
granular exploration of how any inequities in access may play out at different stages of one’s
abortion care pathway can help inform targeted harm reduction efforts and help improve access
to safer, client-centred services and ultimately reduce morbidity and mortality due to unsafe
abortion.

Methods:

Data presented are drawn from a larger study that was conducted in Lagos and Abuja, Nigeria in
2023. This analysis drew exclusively on data from a quantitative survey of women of reproductive
age with a 5-year history of induced abortion(s). The survey employed a convenience sampling
approach, targeting a purposive sample of 200 women aged 15-49 in Lagos and Abuja who had
experienced at least one induced abortion in the 5-years preceding data collection, with an equal
sample of 100 participants per study location. Survey participants were recruited through (1)
referrals by abortion and PAC providers, (2) initial seeds found at known PAC service delivery
sites, (3) peer recruiters, and (4) community health volunteer referrals. All respondents provided



written consent to participate before the beginning the survey. Interviews were conducted face-
to-face by trained interviewers primarily in Hausa, Yoruba or English.

Through this survey approach, we explored several questions related to women’s experiences
with abortion and post-abortion care including the pathway to care, cost, incidence of
complications, source of care, methods used, quality of care, stigma, and social support. In the
analysis, abortion safety was operationalised based on two dimensions in line with a previous
analysis of Nigeria PMA survey data (Bell 2019): (1) whether the method(s) used included any
non-recommended methods and (2) whether the source(s) used were clinical or non-clinical.
Analyses include frequencies of abortion safety and experiences along the abortion care
trajectory and bivariate and multivariate assessments of sociodemographic and reproductive
history correlates.

This study protocol was approved by MSI's independent Ethical Review Committee (application
reference number: 003-23). Further, IRB approvals were also sought and received from the
Federal Capital Territory Health Research Ethics Committee in Abuja (approval number:
FHREC/2023/01/136/25-07-23) and Lagos State University Teaching and Hospital Health
Research Ethics Committee in Lagos (approval number: LREC/06/10/2210). Informed consent
was sought from all participants immediately before the commencement of the survey.

Results & Discussion:

This study describes the frequency of unsafe abortions in Lagos and Abuja, Nigeria and provides
new insights into the sociodemographic correlates with women’s experiences along their abortion
care trajectory. Two hundred women completed the survey of which 197 reported their abortion
method and were included in this analysis. Almost half of the abortions (44.7%) in our sample
were unsafe, with those living in rural areas and those living in poverty at the greatest risk of
having unsafe abortions. Previous use of family planning was a protective factor, with those who
reported any use of family planning at the time of their most recent pregnancy that was
terminated having a decreased likelihood of having an unsafe abortion. These findings are
consistent with previous literature suggesting that the most disadvantaged women are those
most likely to resort to unsafe means of termination (Bell 2020; Henshaw 2008; Prada 2015;
Singh 2018; Ganatra 2017).

Our estimate of the proportion of unsafe abortions was also lower than the previous estimate of
63.4% in 2017 (and 73.7% from the same study for the past five years) (Bell 2020). These 2017
estimates are also lower than the unsafe abortion estimates for Western Africa in 2010-2014 at
84.7% (Ganatra 2017). This could be due to various reasons including that our sample may not
be representative of the national population of women who access abortions and is likely biased
towards a more affluent population. The potential bias in our sample is due to the sampling
process whereby providers linked interviewers to women who had received abortion care from
them. Such women are likely to have received safer care involving clinic-based providers which
may not be representative of the care for the general population. However, this estimate may
also be capturing that abortion is becoming safer in Nigeria.

It is probable that safe abortion options are becoming more available in Nigeria, largely due to
the increased availability of medication abortion drugs (Mifepristone and Misoprostol) in recent
years. Mifepristone was registered for use in 2017 and Misoprostol has been on the country’s
Essential Medicines List for incomplete and spontaneous abortion since 2010 (IPPF 2023). A
2018 review of referral hospital medical record data showed an increase in Misoprostol use for
induced abortions over a nine-year study period, and this was associated with a reduction in
severe morbidity (Bello 2018). Other studies have indicated that women increasingly have the
option to self-manage their abortion by purchasing the drugs through pharmacies, chemist
shops, abortion hotlines and accompaniment models (Moseson H 2020) (Stillman 2020). This
trend toward out-of-facility medical management of abortion appears to have been captured in



our study as well, with 26.4% of respondents reporting using recommended methods (medical
abortion) from non-clinical sources, compared to just 5.4% in 2017 (Bell 2020). We also
observed a decrease in the use of recommended method(s) involving only clinical source(s)
compared to the 2017 data, at 22.3% versus 29.1% (Bell 2020). This indicates that while the
overall safety of abortion may be improving, there has been a shift away from clinical sources of
abortion which may mean future gaps in needed access to clinical care for surgical options and
management of complications.

Regarding people’s preferences and experiences of care, previous evidence from the Nigerian
context found that non-clinical providers (55.0%) were more often used than clinical providers
(45.0%); however, clinical providers were preferred by most women (55.6%) (Byrne 2021).
While, we found a lower use of clinical sources (28.4%), we saw a similar trend in preference for
clinical providers, with 90.7% of those who accessed a clinical source reporting that they had
accessed their preferred source compared to just 59.8% of those who had accessed non-clinical
sources. We also found that those who were living in poverty had a significantly decreased
likelihood of accessing their preferred source and accessing a clinical source, indicating
important wealth inequities in ability to exercise choice in source of abortion and importantly in
access to facility-based care. We also found that women living in poverty and severe poverty
were significantly more likely to have experienced any complications (MPI poor OR: 2.55, 95%
Cl:1.02-6.37; MPI severe poor OR: 5.09, 95% ci: 1.87-13.84). When adjusting for other
demographic covariates, severe poverty remained significantly associated with experiencing any
complications, demonstrating the public health imperative of ensuring improved equitable access
to safe — with options for both facility and out-of-facility - sources of care.

Conclusion:

Our study suggests that while the overall safety of abortion could have marginally improved over
the last five years. However, still almost half of abortions in Lagos and Nigeria in our study were
the most unsafe, with the use of non-recommended methods outside of a clinical setting. Our
findings further indicate that economically disadvantaged women living in rural areas with limited
ability to navigate and access safe abortion in this legally restrictive setting are most at risk of
having an unsafe abortion, clearly highlighting that abortion in Nigeria is a public health concern
and an issue of social inequity. Efforts to expand the legal conditions for abortion in Nigeria are
critical. Previous evidence has shown that restrictive abortion laws negatively impact abortion
safety without reducing overall abortion incidence rates (Ganatra 2017). In the absence of legal
expansion, women will continue to seek services from providers who are not regulated and may
not have appropriate training but are motivated to provide abortion for financial gain and/or to
alleviate suffering associated with unwanted pregnancies or seek sub-quality products to self-
manage their abortion. In the meantime, harm reduction efforts to increase awareness of quality
MA drugs to self-induce more safely and/or train lower cadre providers on medical management
of abortion can help mitigate the toll of abortion-related morbidity and mortality.

Additionally, improved availability of contraceptive services, including counselling to counteract
fears of contraceptive-related infertility, is needed to reduce women'’s reliance on unsafe abortion
alone to control their fertility. We found that previous use of family planning was associated with
a decreased likelihood of having an unsafe abortion. This could be due to various factors such as
an established, trusted connection to the health care system and specifically a sexual and
reproductive health provider and thus improved access to information and knowledge about
where to access a safe abortion care service.

Furthermore, expanded availability of quality, facility-based services including surgical abortion
and PAC is critically needed to reduce abortion-related morbidity and mortality given the frequent
recourse to unsafe abortion. Given the existing inequities in access to these services, it is
essential that any future efforts focused on improving access to safe abortion services prioritise



mitigating these gaps in access to ensure that already disadvantaged women and populations do
not continue to be left behind.
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