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ABSTRACT

Background Abortion is widespread in the Niger-
Delta region of Nigeria, with resulting high rates

of morbidity and mortality. It is thought that the

private sector provides the majority of abortion

services in Nigeria as a result of the restrictive

abortion law in the country. The oil-rich Niger-

Delta region accounts for 90% of the country’s

resource, is economically active and has increased

opportunities for sexual networking.
Method This study assays the attitudes of staff at

family planning (FP) services and practices of re-

productive health and FP services among private

practitioners in four states of Niger-Delta of Nigeria

(the states of Edo, Delta, Bayelsa and Rivers).

Results Women who had unwanted pregnancies

were attended by 119 (87.5%) respondents. How-

ever, only 33 (24.0%) provided services for termin-
ation of pregnancy. Indeed, just over half (72;

53.4%) counselled women to continue the preg-

nancy while fewer (35; 25.9%) referred women to

other clinics. However, there was no evidence to

suggest that doctors followed up on those women

counselled to continue their pregnancies. Most

private sector service providers of abortion services

in Nigeria (69.7%) are non-specialist doctors.
Conclusion Education of private practitioners in

the principles of abortion, post-abortion care and

FP is recommended to alleviate abortion-related

morbidity and mortality in Nigeria.

Keywords: abortion, family planning, Niger-Delta

region, Nigeria, private practitioner, women’s health
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Introduction

Each year, an estimated 210 million women through-

out the world become pregnant and about one in

five of these women seek abortion. Out of 42 million
abortions performed annually, 20.2 million are estim-

ated to be unsafe and 97% of all unsafe abortions occur

in developing countries.1 The World Health Organ-

ization (WHO) defines unsafe abortion as a procedure

for terminating an unwanted pregnancy either by

persons lacking the necessary skills or in an environ-

ment lacking the minimal medical standards – or

both.2 The burden of unsafe abortion lies primarily
in the developing world; the highest rates are in Africa

and in Latin America and the Caribbean, followed

closely by South and South-East Asia. At the opposite

extreme, the rate of unsafe abortion in Europe and

North America is negligible. A recent study found

even more alarming data on the maternal mortality

ratio in Kano, Nigeria, finding that 2420 women died

of problems related to pregnancy and childbirth for
every 100 000 live births.3 Abortion is one of the major

causes of maternal morbidity and mortality in most

parts of sub-Saharan African countries.4–6

Previous research in Nigeria has shown that repro-

ductive health service utilisation is influenced by

sociocultural and religious considerations.7 Women

often seek services that are confidential, private and

which they have adjudged to be of reasonable quality.
Although the cost of services and attitudes of health

providers are also important, the need for privacy is

often uppermost in the minds of women seeking

reproductive health services. A restrictive law that

only allows termination of pregnancy to save the life

of a woman has a significant influence on the increasing

rate of unsafe abortion in Nigeria. The laws, intro-

duced during British colonial rule in 1916, restricted
abortion to saving the life of the woman. The criminal

code was then adopted throughout the country and,

43 years later, the penal code was introduced to replace

the criminal code in northern Nigeria in order to

reflect the norms of British law in colonial India –

India being an Islamic country, and Islam being the

predominant religion in the northern region of Nigeria.

The criminal code – sections 228, 229 and 230 – was
retained in southern Nigeria.5,8 Section 228 stipulates

guilt of felony for persons that perform abortion and

liability to a 14-year jail term. Section 229 prescribes

guilt of felony for a woman who induces an abortion

in herself or submits herself for abortion and liability

to seven years imprisonment. Section 230 prescribes

guilt of felony on a supplier of materials used for an

abortion and liability to three years imprisonment.
The relevant sections of the penal code that operates

in northern Nigeria are sections 232, 233 and 234.5

Section 232 prescribes 14 years imprisonment, the

option of a fine or both for the person who performs

the abortion. In section 233, it is stipulated that if the

procedure results in the death of the woman, the

person who has performed it is liable to imprisonment

which may extend to 14 years and is also liable to a fine.
If the procedure was done without the consent of the

woman, the person who undertook the procedure is

liable to a jail term for life or less and is also liable to a

fine. Section 234 prescribes punishment for someone

who causes miscarriage unintentionally by force, if

it was unknown that the woman was pregnant; the

person is liable to three years imprisonment or a fine

or both. Knowing that the woman was pregnant may
cause the jail term to be extended to five years.

Social stigma and political pressure impair the

ability of healthcare providers to offer abortion ser-

vices and effective post-abortion family planning (FP)

services even within the law. Consequently women

experiencing unwanted pregnancies are unable to

obtain effective safe abortion services and counselling

within the public health sectors. By contrast, the
private sector (especially private medical practitioners)

provide a substantial proportion of the abortion ser-

vices in many parts of the country.8–11 Yet few use

established effective and evidence-based methods that

are available elsewhere. Thus, abortions provided by

many private doctors may be unsafe.8–11 This is

confirmed by the experiences of many tertiary hospi-

tals that treat women with induced abortion compli-
cation.8–11 In addition, it is unknown how many women

receive any form of post-abortion FP counselling after

having abortion by private practitioners to prevent the

repetition of unintended pregnancy.

Private doctors are of great importance when it

comes to expanding access to safe abortion and post-

abortion care services in Nigeria. Despite the prefer-

ence for private medical practitioners for provision of
FP and reproductive health services in Nigeria, there

is currently limited information on the knowledge,

attitudes and practice of abortion services and post-

abortion FP. This information is critically important,

as it would justify the need for a retraining programme

aimed at increasing the skills of private practitioners

in rendering evidence-based services in relation to

abortion and post-abortion FP as part of reproductive
health service delivery in Nigeria.

The objective of this study was to determine the

attitudes and practice of abortion services and post-

abortion FP in four states of the Niger-Delta region in

Nigeria. The results will assist in designing an inter-

vention programme aimed at scaling up abortion and

post-abortion FP services for the prevention of at-risk

pregnancy in Nigeria.
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Methods

This study was undertaken as part of a project entitled

‘Expanding access to safe abortion to young under-

served and vulnerable women through private prac-
titioners’ initiatives in four states of the Niger-Delta

region of Nigeria’ with the aim of using the results to

design an intervention programme to improve

abortion and post-abortion FP services in Nigeria.

The study was carried out by the Women’s Health

and Action Research Centre, a non-governmental

organisation located in Edo State in Southern Nigeria.

The study was conducted as part of a needs assessment
for a project aimed at building the capacity of private

practitioners in delivering safe abortion services to

young underserved and vulnerable women in four

states of the Niger-Delta region: the states of Edo,

Delta, Bayelsa and Rivers.

As part of the study, we obtained detailed lists of

registered hospitals and clinics from the respective

ministries of health of the four states. The lists
obtained revealed that the major hospitals in these

states employ an average of five to ten doctors. From

the list obtained from each state, we used a simple

ballot method to randomly select a total of ten

hospitals and clinics with five private practitioners

from each for inclusion in the study. Thus, a total of

200 private practitioners were expected to be sampled

from the four states, 50 from each state. However, only
136 (68%) of the private practitioners who agreed to

participate in the study when approached returned the

completed questionnaires. Those that declined to

respond, despite being part of the initial meeting

where they were given the background to the study,

were excluded from the study and were not followed

up.

A pre-tested questionnaire with pre-coded re-
sponses was designed for this study based on the

information obtained from an initial meeting with

some of the private practitioners. The questionnaire

was divided into four modules. The first module

elicited information on the socio-demographic

characteristics of the respondents which included

age, sex, marital status, length of practice and area of

specialisation. The second module obtained infor-
mation on the characteristics of the clinic, facilities

available and scope of services, while the third module

sought specific information about knowledge, atti-

tudes and practices relating to abortion services and

management. Finally, the last module sought infor-

mation about the provision of post-abortion FP

services and sexually transmitted infection (STI) man-

agement. The questions on medical area of specialis-
ation, most common health problems encountered in

practice and who performed the abortion procedure

had a category of response coded as ‘other’.

The questionnaires were self-administered and

directed to the most senior practitioner in each of

the private hospitals/clinics. A project coordinator

visited the clinics to distribute the questionnaire and

returned one week later to retrieve completed ques-

tionnaires. Respondents were assured of confidentiality
and no names of persons were included in the ques-

tionnaires. The study was approved by the Ethical

Review Board of the University of Benin Teaching

Hospital.

Completed questionnaires were collated, coded,

entered and analysed using the statistical package for

social scientists (SPSS). Results are presented as simple

descriptive statistics.

Results

Two-hundred potential participants were sent ques-

tionnaires and 136 (68%) returned completed ques-
tionnaires, the rate varying by state (Table 1). The

median age of respondents was 47 years (range 22–72

years), and most (87.5%) were in the 30–59 years

category. Most respondents were male (92.6%), married

(86.0%), Christian (87.5%) and had been in practice

for between 10 and 29 years (63.3%). Fewer than half

(44.9%) of the respondents were specialist prac-

titioners and the leading specialty was obstetrics and
gynaecology (44.9%) followed by surgery (16.4%).

The characteristics of the clinics/hospitals involved

in the survey are presented in Table 2. The most

commonly encountered health problems were un-

wanted pregnancy (87.5%), infertility (26.5%), pelvic

inflammatory disease (19.9%) and malaria in preg-

nancy (18.4%).

Table 3 shows respondents’ attitudes towards and
practices of abortion and management of abortion

complications and the source of training on the use of

manual vacuum aspiration (MVA). Over two-thirds

of respondents reported seeing women with unwanted

pregnancy in their practice but only a quarter admit-

ted to performing termination of pregnancy. Respon-

dents largely (72.7%) provided abortion themselves in

their clinics and those that did not provide abortion
usually counselled clients to continue with the preg-

nancy (however, these clients were not followed up): a

quarter referred them to other doctors or in one-fifth

of the cases preached moral codes to clients. Reasons

why respondents would not terminate pregnancies

included religious grounds, professional ethics, moral

obligations and Nigerian abortion law. The methods

commonly used for early termination of pregnancy
(less than 12 weeks) were MVA, medical abortion and

dilatation and curettage (D and C). For later termin-

ation, medication abortion was the most frequently
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Table 1 Social demographic characteristics of respondents

Variables Frequencies (n) %

Project states
Edo 50 100.0
Delta 33 66.0
Bayelsa 27 54.0

Rivers 26 52.0

Age

20–29 3 2.2
30–39 29 21.3
40–49 47 34.6
50–59 43 31.6
>60 10 7.3

Not stated 4 2.9

Gender

Male 126 92.6
Female 9 6.6

Not stated 1 0.7

Marital status

Married 117 86.0
Single 15 11.0
Divorced 1 0.7
Widow 2 1.5

No response 1 0.7

Religion
Christianity 119 87.5
Muslim 4 2.9
Atheist 4 2.9
Eckankan 2 1.5
Belief in God 2 1.5
African traditional religion 1 0.7

Not stated 4 2.9

Length of practice (years)

1–9 25 18.4
10–19 42 30.9
20–29 44 32.4
30–39 21 15.4
40–49 3 2.2
Not stated 1 0.7

Are you a specialist doctor?

Yes 61 44.9

No 75 55.1

Medical practitioner’s area of specialisation

Obstetrics and gynaecology 30 49.2
Surgery 10 16.4
Public health 4 6.6
Paediatrics 3 4.9
Internal medicine 3 4.9
Family medicine 3 4.9
Psychiatry 2 3.3
Other* 6 9.6

61 100.0

* Ophthalmology, community health, urology, dentistry, anaesthesia, orthopaedics
Median age and age range = 47, 22–72
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Table 2 Characteristics of the clinics/hospitals

Variables Frequencies (n) %

Facilities available in the clinic*

Patients’ ward 133 97.8

Surgical theatre 130 95.6

Procedure room 132 90.4
Laboratory 95 69.9

Ultrasound 46 33.8

Other facilities mentioned

Labour ward 7 5.2
ECG/X-ray 5 3.7

Phototherapy 2 1.5

Pharmacy 1 0.8

Generator room 1 0.8

Services offered at your health facility*

General medicine 131 96.3

Obstetrics and gynaecology 128 94.1

Medical emergency 125 91.9

Surgery 125 91.9

STI management 120 88.2

Family planning 114 83.8
Paediatrics 111 81.6

Laboratory 97 71.3

Intensive care 22 16.2

Other services offered
Eye care 3 2.2

Ultrasonography and radiology 2 1.5

Urology 2 1.5

Psychiatry 2 1.5

Dental surgery 2 1.5

Primary health care 1 0.8

Rehabilitative medicine 1 0.8

Dermatology 1 0.8
Counselling 1 0.8

Ambulance services 1 0.8

Pathology, radiology, ENT and ophthalmology 1 0.8

Not stated 1 0.8

Most common health problems encountered in practice

Unwanted pregnancy 119 87.5

Infertility 36 26.5

Pelvic inflammatory disorder 27 19.9

Ectopic pregnancy 25 18.4

Malaria in pregnancy 13 9.6

STI 10 7.4
Uterine fibroids 3 2.2

Non-compliance with ANC visit 2 1.5

Other (breast lumps, Caesarean section, depression, pyrexia

of unknown origin, pregnancy disorder, anaemia)

11 8.1

* Case of multiple responses
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Table 3 Attitude towards and practice of abortion services and STI management

Variables Frequencies (n) %

Do women with unwanted pregnancy consult your clinic?

Yes 119 87.5

No 17 12.5

Do you terminate the pregnancies if the women desire a

termination?

Yes 33 24.3

No 103 75.7

Specialties of those that terminate pregnancies

Non-specialist doctors 23 69.7

Obstetrics and gynaecology 6 18.2

Surgery 4 12.1

If yes, who performs the procedure?

Myself 24 72.7

Other 9 27.3

If no, how do you resolve the problem for the women?*

Counsel them to continue with the pregnancy 72 53.6

Refer them to other doctors 35 25.8

Preach moral codes 28 20.6

Extremely important reason for not terminating unwanted

pregnancy*

Because it is against my religion 73 53.7

Because it is against my professional ethics 42 30.9

Because it is against my moral obligations 31 22.8

In obedience to the Nigerian law on abortion 29 21.3

Because of past experience of complications on abortion 7 5.2
Because of the fear of police harassment 3 2.2

For a pregnancy of 12 weeks, what method do you use?

Medication abortion 17 51.5

Artificial rupture of membranes (ARM) and oxytocin
stimulation

7 21.2

D and C 1 3.0

MVA 1 3.0

Artificial rupture of membrane 1 3.0

Oxytocin stimulation alone 1 3.0

Refer 5 15.2

Do women seek care in your clinic for abortion

complications?

Yes 111 82

No 25 18

Total 136 100

Abortion complications most frequently seen*

Incomplete abortion 84 61.8

Haemorrhage 19 13.9

Septic abortion 14 10.3
Intra-abdominal injury 3 2.2
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used method (51.5%) followed by amniotomy and

oxytocin stimulation. Mifepristone alone and mife-
pristone combined with misoprostol was used for

medical termination. Of the respondents, 82% reported

that women with post-abortion complications sought

treatment in their clinics and that incomplete abortion

was the leading complication. Training in the use of

MVA had been received by 34% of the respondents

and this was mainly from workshops (47.8%) fol-

lowed by training in a teaching hospital (32.6%).
Findings on the provision of post-abortion FP

services and STI treatment are presented in Table 4;

74% of respondents offered post-abortion FP to their

clients by way of counselling or direct provision of

services (82.2%).

Discussion

This study demonstrated that unwanted pregnancy

and abortion are common reasons for medical con-
sultations in private healthcare facilities in the Niger-

Delta region, which is consistent with previous

studies.12–15 Only a quarter of private practitioners

provided abortion services which resulted in most

clients who sought abortion receiving no care.12–15

Many who were not offered help opted for providers

who were untrained or unskilled.12 Religious, ethical,

legal, or moral considerations were more often cited as
reasons for not offering termination rather than lack

of training.12–15 Good public healthcare information,

education and communication (IEC) programmes are

needed to improve this situation.

MVA is currently the method of choice for early

termination or management of incomplete abortion
in the first trimester, as it is easier to perform than the

traditional D and C and less likely to result in life-

threatening complications.16,17 However, only one-

third of respondents had any formal training in MVA,

often at workshops where practical exposure is poor,

and only one-eighth were conversant with its use.

Most abortion service providers were non-specialist

doctors. This highlights the need for greater training
in the use of MVA at all levels of medical education,

particularly at undergraduate level, because many

private practitioners possess only a basic medical

qualification.13

Only about one-quarter of the respondents pro-

vided second trimester termination of pregnancy but

many did not use the evidence-based methods avail-

able in developed countries, such as medical termin-
ation with misoprostol, mifepristone or a combination

of both, and evacuation after cervical ripening using

laminaria tents or prostaglandins.18,19 Many respon-

dents providing second trimester termination of preg-

nancy used artificial rupture of membranes followed

with high-dose oxytocin infusion, which is obsolete in

many parts of the world and associated with increased

rates of maternal morbidity and mortality.13

This study shows a persuasive need to provide

continuing education and retraining for private medi-

cal practitioners in the Niger-Delta region on evidence-

based principles and practice of safe abortion care

for women. Such education must include a compre-

hensive explanation and practical demonstration of

appropriate methods for managing abortion and

abortion complications in the first and second

Table 3 Continued

Techniques used when treating complications*

D and C 51 37.5

Dilation and evacuation 25 18.4

Vacuum aspiration using electric source 23 16.9
MVA 17 12.5

Have you received training on how to perform the procedure

using MVA?
Yes 46 34.0

No 90 66.0

Total 136 100.0

Where?
Workshop 22 47.8

Teaching hospital 15 32.6

Outside country 6 13.0

Colleagues 3 6.5

* This is a case of multiple responses
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trimesters of pregnancy.13 Despite the availability of

medical abortifacients such as misoprostol and

mifepristone in Nigeria, they are scarcely used in the

procurement of abortion and rarely reported to be

used in the management of abortion complications.

The reason for this is very likely to be attributable to
private practitioners’ lack of the requisite knowledge

and the skills for the use of these methods. Therefore

there is a compelling need for training of service

providers on these evidence-based methods of non-

surgical and non-invasive procedures of management

of abortion and abortion complications, and also a

need to link them to the source of supply of these

abortifacient drugs.

Integrated STI management and FP services seem to

be fairly well practised as part of abortion care by the

respondents in this study. This differs from findings

of previous reports, where STI management and FP

services were poorly integrated into abortion ser-

vices.13,14 However, the syndromic approach which
has been recommended for the diagnosis and man-

agement of STIs by the WHO since 199020,21 was

rarely used. The traditional methods of diagnosing

STIs by laboratory tests are often unavailable or too

expensive, particularly in low resource settings.21 We

hypothesise that in this study, because most of the

clinics have laboratories, the syndromic approach was

considered economically unwise and non-profitable.
Over two-thirds of the respondents offered FP to

Table 4 Provision of post-abortion FP services and STI treatment

Variables Frequencies (n) %

Do you offer FP to patient after abortion?

Yes 101 74.0

No 35 26.0

Total 136 100.0

If yes, how do you carry it out?

Offer both FP counselling and services 83 82.2

Offer FP counselling alone 8 7.9

Refer women to another FP clinic 8 7.9

Offer FP services alone 2 1.9

What FP commodities do you have in your clinic?*

Pills 98 72.1

Injectables 93 68.4

IUCDs 90 66.2

Condoms 83 61.0
Postinor 32 23.5

Foaming tablets 11 8.1

Diaphragm 4 2.9

Do you have IEC materials for patients seeking FP or
abortion care in your clinic?

Yes 97 71.3

No 39 28.7

Total 136 100.0

Do you screen patients for STIs?

Yes 74 54.0

No 62 46.0

Total 136 100.0

Methods used for STI screening

Cervix inspected for signs of infection 37 50.0

High vaginal swab taken for laboratory culture 25 33.8

HIV screening 12 16.2

Total 74 100.0

* This is a case of multiple responses
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clients after abortion, and the majority offered both FP

counselling and services. Indeed the counselling ser-

vices seem to be firmly established as over two-thirds

of the clinics also distributed IEC materials to patients

seeking FP or as part of post-abortion care.

Private medical practitioners in the Niger-Delta
region of Nigeria reported frequent presentation of

unwanted pregnancy and requests for abortion in

their clinics. Only a quarter of those clinics offered

termination of pregnancy, whereas others sent clients

away without follow-up. The procedures used for

termination of pregnancy by the few providers who

undertook such procedures were largely safe and

contemporary. However, training in procedures and
knowledge of medical abortion was poor. These fac-

tors might contribute to abortion-related morbidity

and mortality in the country. The private sector provides

most abortions in this region but few use effective and

evidence-based methods. Thus education of private

practitioners in the principles of abortion, post-

abortion care and FP is recommended as an effective

intervention to alleviate abortion-related morbidity
and mortality in Nigeria.
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