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ABSTRACT
Background: Pregnancy termination is considered a major global public health challenge, especially in developing 
countries, where a large proportion of unsafe pregnancy terminations occur. In Ghana, pregnancy termination is a 
significant contributor to maternal morbidity and death among women of reproductive age. Maternal education and 
media exposure may affect pregnancy termination due to improved access to reproductive health information, including 
abortion. This study aimed to assess the association between educational attainment or media and pregnancy termination 
in Ghana.

Methods: This quantitative cross-sectional study utilised data from the 2014 Ghana Demographic and Health Survey 
(GDHS), which is part of the DHS program for monitoring health indicators in low- and middle-income countries. Using 
a cluster sampling technique, 5,882 women who had previously terminated a pregnancy and had complete data on all 
variables of interest were sampled. The data analysis, including descriptive and inferential statistics, was conducted in 
three phases using SPSS Version 27.

Results: The results revealed that women who had attained primary and secondary education (OR=1.38, 95% CI=1.14, 
1.67; OR=1.16, 95% CI=0.94, 1.44), who listened to the radio message on reproductive health (OR=1.11, 95% CI=0.96, 
1.29), who watched the TV programme on reproductive health (OR=1.05, 95% CI=0.88, 1.24), who read newspapers/
magazines (OR=1.08, 95% CI=0.77, 1.50), and who were exposed to the internet (OR=1.28, 95% CI=1.08, 1.51) were 
more likely to terminate pregnancy than were their colleagues who were not. 

Conclusions: This study demonstrated that educational levels of primary and secondary school, as well as exposure 
to reproductive health content through radio, television, the internet, and newspapers, are significantly linked to an 
increased likelihood of pregnancy termination among women. Policies aimed at regulating pregnancy termination 
should target educated women and women who have been exposed to radio, television, internet and newspaper messages 
on reproductive health education and women who are rich, married, cohabiting, residing in urban areas and aged 25-34 
and 35-44 year.

Keywords
Educational attainment, Media, Pregnancy, Reproductive, 
Termination, Women.

List of Abbreviations
GDHS: Ghana Demographic and Health Survey, DHS: 

Demographic and Health Survey, SPSS: Statistical Package for 
Social Scientists, OR: Odds Ratio, CI: Confidence interval, TV: 
Television, SCT: Social Cognitive Theory, GSS: Ghana Statistical 
Service, GHS: Ghana Health Service, VIF: Variance Inflation 
Factors.



Volume 9 | Issue 2 | 2 of 9Gynecol Reprod Health, 2025

Background
The termination of pregnancy, also known as abortion, is a 
significant public health concern worldwide, particularly in 
developing countries. Abortion can occur spontaneously, resulting 
in an unexpected loss of pregnancy, or be induced through 
deliberate medical or surgical intervention [1,2]. According to 
global estimates, between 2015 and 2019, an average of 121 million 
unintended pregnancies occurred each year, with approximately 
60% of these pregnancies and 29% of all pregnancies ending in 
termination [3]. In 2020, the World Health Organization (WHO) 
included comprehensive abortion care in its list of essential 
health care services, encompassing the provision of information 
on how to manage abortion during and after the procedure. This 
comprehensive care addresses various types of abortion, including 
spontaneous abortion, missed abortion, induced abortion, 
incomplete abortion, and intrauterine foetal demise [4].

Abortion, when performed according to WHO-approved procedures 
appropriate for the pregnancy duration and by skilled personnel, 
is considered a safe healthcare intervention [5,6]. However, in 
developing countries, individuals with unplanned pregnancies 
face barriers in accessing safe, timely, affordable, geographically 
accessible, respectful, and non-prejudiced abortion care, leading 
them to resort to unsafe abortion practices [6,7]. Between 2010 and 
2014, an estimated 45% of all pregnancy terminations worldwide 
were unsafe, with approximately 30% of the riskiest procedures 
performed by non-professionals using harmful and invasive 
methods [8]. More than 50% of these unsafe abortions occurred in 
Asia, particularly in south and central regions. 

In Latin America and Africa, nearly 75% of all abortions were 
unsafe, with almost 50% of abortions in Africa alone performed 
under the least safe conditions [9]. Women who have access to 
accurate information, quality medicines, and assistance from 
trained healthcare providers can safely and successfully manage 
abortion as a simple healthcare treatment, either through medication 
or surgical methods. In the first 12 weeks of pregnancy, a medical 
abortion can also be safely self-managed by the pregnant person 
at home, in whole or in part [4]. However, restrictive abortion 
policies in most developing countries make it difficult to secure 
safe medical abortions (legal abortions). As a result, abortions are 
often performed confidentially in private health facilities, and when 
the cost of such services is exorbitant, women resort to dangerous 
methods, including visiting quacks and self-medication, leading to 
severe complications and even death [10]. In 2012, an estimated 7 
million women per year in developing countries alone were treated 
in hospital facilities for complications related to unsafe abortions 
[9]. Africa has the highest rate of unsafe pregnancy termination-
related mortality globally [11], with abortion accounting for at least 
9% of maternal deaths (approximately 16,000 deaths) in 2014. 
Consequently, women in Africa are disproportionately affected by 
pregnancy termination-related deaths [8,11]. 

In Ghana, induced abortion was a major contributor to maternal 
morbidity and mortality among women aged 15-49 years, 

accounting for 11% of all maternal deaths in 2007 [11,12]. 
However, a significant development occurred in 1985 when 
Ghana amended its criminal code (Government of Ghana PNDC 
Law 102), decriminalizing abortion under specific circumstances 
[13]. This amendment has enabled women to access safe abortion 
services [14], potentially reducing the burden of maternal 
morbidity and mortality associated with unsafe abortions in the 
country. The law now states that abortion is not criminal offense 
in so far as it is “caused by a medical practitioner specializing 
in gynaecology or other registered practitioner in a government 
hospital or registered private hospital or clinic” if the pregnancy 
occurred as a result of rape, “defilement of a female idiot” or 
incest; when continuance of the pregnancy would endanger the 
life of the pregnant woman or injury to her physical or mental 
health; or where there is considerable risk that if the pregnancy 
were carried to term the child would suffer from or later develop a 
serious physical abnormality or disease [15]. 

The Ghanaian government has taken steps to address unintended 
pregnancies and unsafe abortions by promoting modern 
contraceptive methods, including abortion services in the Ghana 
Reproductive Health Strategic Plan, and training midwifery students 
in comprehensive abortion care [2,14,15]. However, despite the 
flexibility of Ghana’s abortion law, it remains restrictive compared 
to countries like Canada, the United States, and Uruguay [16], and 
the availability of abortion services in Ghana has not significantly 
changed [10]. Many health workers and facilities do not prioritize 
the application of the abortion law due to the prevalent belief that 
abortion is a sin [16].

Ghanaian women’s access to safe pregnancy termination is limited 
to legal abortion services [15,17]. The decision to terminate a 
pregnancy is influenced by sociocultural factors such as education, 
religion, beliefs, values, demographics, sexuality, and attitudes 
[14]. The stigma associated with pregnancy terminations in Ghana 
and the restrictive conditions under which legal abortions are 
permitted lead to the practice of pregnancy termination in secrecy 
[13,14]. Some Ghanaian women resort to a mix of traditional 
practitioners, quack doctors, physicians, and other sources, such 
as qualified nurses, to obtain abortion services, which sometimes 
results in a higher risk of complications, including hemorrhaging, 
infection, uterine perforation, incomplete abortion, maternal death, 
and morbidities [13], possibly due to their level of education and 
exposure to social media. 

Educated women have better access to abortion information, 
enabling them to read and understand issues related to pregnancy 
termination and health in general. For example, women with higher 
education have greater access to family planning services and 
may utilize contraceptives more effectively due to their increased 
understanding of pregnancy prevention obtained from their social 
networks [18]. Additionally, highly educated women may possess 
the ability to read, write, speak, and listen in a manner that allows 
them to communicate effectively in health matters, enhancing their 
understanding and assessment of reproductive health information 
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[18], which in turn improves decision-making related to pregnancy 
termination [11]. It can be assumed that the higher a person’s level 
of education, the less likely they are to terminate a pregnancy. 

Media serves as a communication channel to promote various 
health behaviours across populations. Health campaign messages, 
including information on safe abortion and reproductive health 
education, are often disseminated through television, radio, the 
internet, and print media. Exposure to such messages can influence 
behaviour change [19]. Some health education and promotion 
campaigns utilize new technologies like the internet and digital 
devices [20], helping women become aware of reproductive health 
issues, such as identifying fertility clinics and locations for safe 
pregnancy termination. The media also provides access to health 
information, particularly regarding pregnancy termination [19]. 
For instance, “Time to Talk GH” “Smash abortion stigma” media 
campaigns in Ghana (radio, television, internet, etc.) have upgraded 
the knowledge of women on the termination of pregnancy and 
their reproductive health in general [15,19,21].

Several studies in Ghana have investigated various aspects 
of pregnancy terminations [13,22] examined the incidence of 
induced abortion, while [16] explored factors contributing to 
unsafe abortion practices [2,14] assessed predictors of unsafe 
induced abortion, and [17] studied the relationship between 
mass media exposure and self-efficacy in abortion decision-
making [23]. Investigated the methods women use for induced 
abortion. However, these studies focused on specific aspects of 
pregnancy termination and were often limited to selected districts, 
lacking nationwide data. There is a scarcity of information on the 
relationship between educational attainment, media exposure, and 
pregnancy termination in Ghana. 

To ensure that women of reproductive age have unrestricted access 
to safe, respectful, and non-discriminatory abortion services, which 
is essential for achieving Sustainable Development Goals (SDGs) 
related to good health and well-being (SDG3) and gender equality 
(SDG5), it is crucial to investigate how educational levels and media 
exposure influence abortion decisions. Such insights can guide 
intervention strategies to reduce unsafe abortions among the most 
vulnerable groups and assist healthcare providers and stakeholders 
in identifying potential reasons behind the high incidence of unsafe 
abortion. Using data from the 2014 Ghana Demographic and 
Health Survey (GDHS), we investigated the association between 
educational attainment, media exposure, and abortion among 
Ghanaian women aged 19-45 years, hypothesizing that educational 
attainment and media exposure are significantly associated with 
the age at which women in this age group terminate pregnancy.

Theoretical Perspective
This study draws from social cognitive theory (SCT) [24]. SCT is 
a learning theory based on the premise that people learn through 
observing the actions and inactions of others. These concepts 
are fundamental to understanding personality development. The 
theory highlights the role of observational learning, modelling, 

expectations, and cognitive processes in facilitating behaviour 
change [25]. According to SCT, humans can witness and 
observe the behaviours of others before imitating them, and 
media can serve as a powerful source of observational learning 
[24]. Modelling behaviour is a common way to demonstrate this 
concept. Expectation, as one of the constructs of SCT, refers to an 
individual's anticipation of the consequences resulting from their 
actions. People evaluate the potential outcomes of their behaviours 
before engaging in them, and these thought processes can influence 
the successful execution of the behaviour. 

SCT has been applied in a wide range of disciplines, such 
as personality development and functioning [25,26], the 
understanding and treatment of psychological disorders [25,27], 
education [28,29], and health promotion strategies [25,30]. SCT 
provides a framework for understanding how people actively 
shape and are shaped by their environment.

In this study, SCT was applied to understand how exposure to 
certain educational content through media channels may influence 
women’s knowledge, attitudes, and decision-making regarding 
reproductive health, specifically pregnancy termination. Women 
of reproductive age may learn about the consequences and options 
related to pregnancy termination by observing characters in media 
that face similar situations. Therefore, the decision to terminate a 
pregnancy may be influenced by observing others' experiences. A 
woman who witnesses another woman successfully undergoes an 
abortion procedure may develop a stronger belief in her ability to 
undergo the same procedure.

Media portrayals can shape perceptions, attitudes, and behaviours. 
Additionally, the media can provide role models who make 
decisions about pregnancy termination based on their educational 
background. For instance, characters with higher education may 
be portrayed as making different choices than those with lower 
educational attainment. Exposure to educational content in media 
may enhance the cognitive processes of women, such as critical 
thinking and decision-making skills. This could affect how women 
process information related to pregnancy termination, especially 
concerning their educational background. Therefore, sources 
of pregnancy termination may include one’s own experiences 
observed on television and what a person anticipates to occur 
as a result of their actions. Knowledge of this phenomenon may 
be useful for understanding women’s pregnancy termination 
behaviours in Ghana.

Methodology
Data Source
This study utilized data from women's files from the 2014 Ghana 
Demographic and Health Survey (GDHS). The GDHS is part of 
the DHS program aimed at monitoring health indicators in low- 
and middle-income countries. The survey covers a wide range 
of information on maternal and child health issues, as well as 
educational attainment, sources of family planning information, 
and pregnancy termination. The survey employs a two-stage 
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sampling design. The first stage involved selecting 427 clusters 
across urban (216) and rural (211) areas nationwide. These clusters 
served as the enumeration areas for the study. The selection 
of households from the predefined clusters resulted in 11,835 
households. Overall, a total of 9,396 women of reproductive age 
(15-49) participated in the 2014 GDHS, for a response rate of 
97.3% [12]. In our study, we sampled only women who had ever 
terminated a pregnancy (n=5,882) and had complete information 
on all the variables included in the study.

Study Variables
Outcome Variable
The termination of pregnancy was the outcome variable for the 
current study. This was derived from a question in the GDHS, 
where women were asked to indicate whether they had “ever had 
a pregnancy that miscarried, was aborted, or ended in a stillbirth”. 
The responses were “No” and “Yes”. In the GDHS, these were 
coded as “No=0” and “Yes=1”. In our study, we adopted the 
responses as coded in the GDHS (“No=0”, and “Yes=1”) to obtain 
a binary outcome for the analysis. This process resulted in a sample 
of 5,882 women for the study.

Independent Variable
Educational attainment was the primary independent variable 
for our study. It was measured as the highest level of education 
attained. The response options were “No formal education=0”, 
“Incomplete primary=1”, “Complete primary=2”, “Incomplete 
secondary=3”, “Complete secondary=4”, and “Higher=5”. For 
our analysis, these were recoded into four categories: “No formal 
education=0”, “Primary=1”, “Secondary=2”, and “Tertiary=3”. 
Apart from the main independent variable, eight other covariates 
were controlled for in the analysis. These included primary 
factors (media exposure = radio, TV, newspaper, or internet) and 
confounders (age, marital status, income, and place of residence).

Media exposure was assessed as follows: in the last few months 
have you been exposed to reproductive health education on the 
radio and seen anything about reproductive health programmes on 
television? have you read about reproductive health issues from 
the internet or newspapers/magazines for the last 12 months? 
The response categories were “Yes=1” and “No=2”. These were 
recoded as “No=0”, and “Yes=1”. Age was classified into 7 age 
groups: 15–19, 20–24, 25–29, 30–34, 35–39, 40–44, and 45–49 
years. These were recoded into four categories: “15-24=1”, “25-
34=2”, “35-44=3”, and “45-49=4”. Marital status was measured 
as “never in union=0”, “married=1”, “living with partner=2”, 
“widowed=3”, “divorced=4”, or “no longer living together/
separated=5”. In the present study, participants were recoded into 
four categories: “never married=0”, “married=1”, “cohabiting=2”, 
and “widowed/divorced/separated=3”. Income was measured in 
the GHDS as “Poorest=1”, “Poorer=2”, “Middle=3”, “Richer=4”, 
or “Richest=5”. Finally, the place of residence was captured in the 
GDHS as the type of place of residence, “Urban=1”, or “Rural=2”. 
The decision to use these variables was influenced by their 
significant association with pregnancy termination according to 

previous studies [14,22,31,32]. The data analysis for this study was 
conducted using SPSS Version 27 for Windows in three phases. 
The first phase involved descriptive statistics (frequencies and 
percentages) to describe the women's characteristics. In the second 
phase, a chi-square test was used to examine the relationships 
between educational attainment and pregnancy termination and 
between sociodemographic variables and to identify significant 
variables (p < 0.05) for the multivariate analysis. The third phase 
involved binary logistic regression to assess educational attainment 
as a predictor of pregnancy termination. Three models were fitted, 
with Model 1 accounting solely for educational attainment. The 
media exposure information was included in Model 2 (Table 3). 
The confounders were added to Model 3. The results of Model 1, 
Model 2 and Model 3 are presented as odds ratios (ORs), with their 
respective confidence intervals at a 5% margin of error. A sample 
weight was applied to improve the dataset so that the results were 
more accurate and representative of the population being studied. 
Multicollinearity was assessed using variance inflation factors 
(VIFs), and the results showed no evidence of multicollinearity 
among the variables (mean VIF=1.77).

Ethical Considerations
According to the survey report, ethical approval was obtained from 
the Institutional Review Board of ICF International and the Ethical 
Review Committee of the Ghana Health Service. We further 
acquired permission from the DHS Program to use these data for 
the study. The data can be accessed from their website (https://
dhsprogram.com/what-we-do/survey/survey-display-437.cfm).

Results
Background Characteristics of the Respondents
Approximately half (49.3%) of the women were aged between 
25 and 34 years. Two-thirds of the respondents were married 
(66.6%). Approximately 41 percent had attained a secondary 
level of education, with approximately one-third (32.1%) in the 
poorest income quintile. Fifty-five percent have been exposed to 
radio messages on reproductive health. Nevertheless, regarding 
media exposure, the results showed that 60.3% of women watched 
reproductive health programmes on television, 96% were not 
exposed to newspaper information on reproductive health, and 
84.3% were not exposed to internet communication on reproductive 
health. Most of them lived in rural areas (60.2%), with a majority 
of them not terminating their pregnancy ever (78%).

Termination of Pregnancy and Respondents’ Demographics
Table 2 presents the percentage distribution of women of 
reproductive age at pregnancy termination stratified by their 
background characteristics, along with their 95% confidence 
intervals. Concerning age, the results in Table 2 show that 
approximately one-fourth (24%) of the women aged 25-34 years 
had ever terminated their pregnancy. Additionally, 24.1 percent 
of the mothers cohabitated and terminated their pregnancies. 
Approximately 26% of those who had attained a secondary level of 
education and one-third (31.1%) of those who were in the richest 
income quintile had pregnancies terminated.
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Table 1: Background characteristics of the respondents (n=5882).
Variables Frequency Percentage

Age (n) %
15-24 years 1215 20.7
25-34 years 2902 49.3
35-44 years 1590 27
45+ 175 3
Marital status
Never Married 404 6.9
Married 3916 66.6
Cohabiting 1189 20.2
Widowed/Divorced/Separated 373 6.3
Education
No formal education 2042 34.7
Primary 1209 20.6
Secondary 2407 40.9
Tertiary 224 3.8
Media exposure
Heard on radio
No 2648 45
Yes 3234 55
Heard on TV
No 3545 60.3
Yes 2337 39.7
Read newspapers/magazines
No 5660 96.2
Yes 222 3.8
From family planning worker
No 4958 84.3
Yes 924 15.7
Income quintile
Poorest 1886 32.1
Poorer 1303 22.2
Middle 1083 18.4
Richer 883 15
Richest 727 12.4
Media exposure
Heard on radio
No 2648 45
Yes 3234 55
Heard on TV
No 3545 60.3
Yes 2337 39.7
Read newspaper/magazines
No 5660 96.2
Yes 222 3.8
From family planning worker
No 4958 84.3
Yes 924 15.7
Place of residence
Urban 2343 39.8
Rural 3539 60.2
Pregnancy termination
No 4590 78
Yes 1292 22

Table 2: Termination of Pregnancy by Background Characteristics 
(n=5882).

Background characteristics Termination of pregnancy
(n) % [95% CI] p value

(5882) 22 [21, 23]
Age **
15-24 years (193) 15.9 [11.2, 21.3]
25-34 years (698) 24.1 [21.0, 27.2]
35-44 years (374) 23.5 [19.3, 28.4]
45+ (27) 15.4 [02.1, 29.0]
Marital status **
Never Married (67) 16.6 [08.2, 26.1]
Married (857) 21.9 [19.1, 25.2]
Cohabiting (286) 24.1 [19.4, 29.4]
Widowed/Divorced/Separated (82) 22 [13.1, 31.2]
Educational attainment **
No formal education (339) 16.6 [13.0, 21.3]
Primary (282) 23.3 [18.2, 28.5]
Secondary (620) 25.8 [22.0, 29.1]
Tertiary (51) 22.8 [11.2, 34.4]
Media Exposure
Heard on radio **
No (507) 19.1 [16.1, 23.0]
Yes (785) 24.3 [21.1, 27.3]
Heard on TV **
No (669) 18.9 [16.1, 22.0]
Yes (623) 26.7 [23.3, 30.3]
Read newspapers/magazines *
No (1230) 21.7 [19.1, 24.4]
Yes (62) 27.9 [17.0, 39.0]
Internet (WhatsApp) *
No (1063) 21.4 [19.1, 24.0]
Yes (229) 24.8 [19.1, 30.5]
Income quintile **
Poorest (300) 15.9 [12.2, 20.0]
Poorer (251) 19.3 [14.1, 24.3]
Middle (257) 23.7 [19.2, 29.6]
Richer (258) 29.2 [24.3, 35.2]
Richest (226) 31.1 [25.3, 37.3]
Place of residence **
Urban (626) 26.7 [23.5, 30.3]
Rural (666) 18.8 [16.1, 22.6]

Further results on the media exposure information showed that 
women who listened to the radio (24.3%), watched television 
(26.7%), read newspapers/magazines (27.9%), and were exposed 
to internet communication on reproductive health (24.8%) had 
pregnancies terminated. Approximately 27 percent of those who 
lived in the urban setting terminated their pregnancies.

Association Between Pregnancy Termination and Educational 
Attainment
A binary logistic regression modelling approach was used to 
examine educational attainment, media exposure, and background 
characteristics as predictors of women’s pregnancy termination 
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in Ghana. Model 1 accounted for the educational attainment of 
women. Model 2 included the media exposure information, while 
Model 3 included the confounders. Table 3 shows the estimated 
odds ratios (ORs) of pregnancy termination, along with their 
corresponding 95% confidence intervals (CIs). The interpretation 
of the model results was based on the final model (Table 3, 
Model 3). The results showed that educational attainment and 
all media channels (radio, television, newspaper/magazine, and 
internet) were significant predictors of pregnancy termination. 
Also, background characteristics, age, marital status, income, and 
place of residence were significantly associated with pregnancy 
termination.

After controlling for important predictors in the model, the results 
suggest that women who have attained primary and secondary 
education had higher odds (OR=1.38, 95% CI=1.14, 1.67; 
OR=1.16, 95% CI=0.94, 1.44) of terminating pregnancy than 
did their counterparts who had no formal education. Concerning 
exposure to media, women who listened to the radio message on 
reproductive health (OR=1.11, 95% CI=0.96, 1.29), watched TV 
programmes on reproductive health (OR=1.05, 95% CI=0.88, 
1.24), read newspapers/magazines (OR=1.08, 95% CI=0.77, 
1.50), or were exposed to the internet (OR=1.28, 95% CI=1.08, 
1.51) were more likely to terminate pregnancy than were their 
colleagues who did not.

Table 3: Predictors of pregnancy termination among women in Ghana (n=5882).
Model 1 Model 2 Model 3

OR [95% CI] OR [95% CI] OR [95% CI]
Educational attainment
No formal education 1.00 1.00 1.00
Primary 1.53(1.28, 1.82) ** 1.44(1.20, 1.72) ** 1.38(1.14, 1.67) **
Secondary 1.74(1.50, 2.02) ** 1.54(1.31, 1.80) ** 1.16(0.94, 1.44)
Tertiary 1.48(1.06, 2.07) * 1.15(0.80, 1.65) 0.66(0.43, 1.01) *
Media exposure
Heard on radio
No 1.00 1.00
Yes 1.08(0.93, 1.25) * 1.11(0.96, 1.29)
Heard on TV
No 1.00 1.00
Yes 1.34(1.15, 1.56) ** 1.05(0.88, 1.24)
Read Newspaper/magazines
No 1.00 1.00
Yes 1.10(0.79, 1.53) 1.08(0.77, 1.50)
Internet(WhatsApp)
No 1.00 1.00
Yes 1.20(1.02, 1.42) * 1.28(1.08, 1.51) **
Age
15-24 years 1.00
25-34 years 1.63(1.35, 1.97) **
35-44 years 1.72(1.39, 2.12) **
45+ 1.25(0.79, 1.96)
Marital status
Never Married 1.00
Married 1.42(0.93, 1.67)
Cohabiting 1.46(1.07, 1.98) *
Widowed/Divorced/Separated 1.26(0.87, 1.83)
Income quintile
Poorest 1.00
Poorer 1.14(0.94, 1.39)
Middle 1.38(1.11, 1.72)
Richer 1.72(1.32, 2.23) **
Richest 1.83(1.36, 2.47) **
Place of residence
Urban 1.00
Rural 0.92(0.78, 1.10) *

CI: Confidence interval, OR: Odds ratio, p**: 0.01, p*: 0.05.
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For confounders, the results showed that women aged 25-34 years 
(OR=1.63, 95% CI=1.35, 1.97) or 35-44 years (OR=1.72, 95% 
CI=1.39, 2.12) had higher odds of terminating their pregnancies 
than women aged 15-24 years. Additionally, women who were 
married and cohabiting had higher odds (OR=1.42, 95% CI=0.93, 
1.97; OR=1.46, 95% CI=1.07, 1.98) of pregnancy termination 
than those who were never married. Regarding income, the results 
indicate that women in the richer and richest income quintile were 
more likely to terminate their pregnancy (OR=1.72, 95% CI=1.32, 
2.23; OR=1.83, 95% CI=1.36, 2.47) when compared with those 
in the poorest income quintile were. Women who resided in rural 
areas had lower odds (OR=0.92, 95% CI=0.78; 1.10) of terminating 
their pregnancy than did their counterparts in urban areas.

Discussion
This study investigated the link between educational level, media 
exposure, and pregnancy termination among Ghanaian women 
aged 15-45 years. After accounting for key predictors, the findings 
revealed a notable connection between education and abortion, 
with women who had completed primary or secondary school 
facing a higher risk of terminating a pregnancy. This observation 
aligns with [11] research, which found that the likelihood of 
induced abortion was substantially greater for women with 
primary, secondary, or higher education levels. A potential 
explanation is that women with some formal education may 
intend to finish their studies and marry before having children, 
owing to the substantial investments their parents have made in 
their schooling. As a result, many Ghanaian students may choose 
abortion in cases of unplanned pregnancies to avoid disappointing 
their parents by failing to graduate. However, this reasoning may 
not resonate with women lacking formal education, who could be 
more inclined to carry pregnancies to term regardless of whether 
they were planned or unplanned [2]. Also, the current finding is 
similar to ‘expectation’, which is one of the constructs of SCT 
[24]. This alludes to what an individual envisages to happen as 
a result of their actions. For instance, if a pregnant woman with 
primary or secondary education evaluates the consequences of her 
actions and realises that carrying a pregnancy to a term will not 
allow her to graduate from school and fulfil her parents' dreams, 
she will terminate her pregnancy.

Regarding the association between media exposure and pregnancy 
termination, the study showed that women exposed to radio, 
television, newspaper/magazine, or internet messages on 
reproductive health were more likely to terminate a pregnancy. 
These findings align with previous research on the link between 
mass media exposure and reproductive health decision-making 
capacities and behaviours in Ghana [33] and other parts of Sub-
Saharan Africa [34]. For instance, [19] discussed how adolescent 
girls and young women exposed to mass media are more self-
assured when making abortion decisions [33], found a strong 
association between mass media exposure and abortion self-
efficacy among women of reproductive age. These authors 
proposed that women exposed to reproductive health education 
through mass media are more likely to encounter foreign cultures 

and messages promoting self-reliance and autonomy, thus 
encouraging them to boldly terminate unintended pregnancies. 
Additionally, the internet, which has become central in most 
young people's lives, could be used to find information on various 
methods and approaches to terminate a pregnancy [19]. This 
finding aligns with the observational learning constructs of social 
cognitive theory [24], which explains that individuals may witness 
and observe others' actions before imitating them. A woman may 
be willing to terminate her unplanned pregnancy if she witnesses a 
successful presentation or procedure of pregnancy termination via 
media such as television. Media portrayals can shape perceptions, 
attitudes, and behaviours and can provide role models who make 
decisions about pregnancy termination based on their experience 
and educational background.

The results showed an association between income quintile and 
termination of pregnancy. Women in the richer and richest income 
quintiles were more likely to terminate their pregnancies. This 
finding resonates with [2] observation that women from middle-
aged and wealthy households were more likely to have an induced 
abortion than women from impoverished households. Furthermore, 
these findings reinforce Sledgh's assertion that induced abortions 
are more prevalent among affluent women [35]. For women from 
economically disadvantaged backgrounds, financial implications 
may hinder their ability to undergo induced abortion procedures 
[36]. Unlike women from rich backgrounds who can afford to 
pay for abortion charges, their colleagues from poor economic 
backgrounds cannot afford to pay; hence, it is more possible for 
richer women to engage in pregnancy termination as a form of 
contraception [2].

The likelihood of pregnancy termination varied based on marital 
status. Women who were married or cohabiting had higher odds 
of terminating a pregnancy than those who were never married or 
had never cohabited. In their study on the effect of socioeconomic 
inequalities and contextual factors on induced abortion in Ghana 
[2], found that the risk of induced abortion was substantially higher 
for cohabiting women. They explained that cohabiting women in 
Ghana may be more likely to undergo an induced abortion because 
they may be uncertain whether their partners will eventually 
marry them, as they cannot afford to be single mothers or reduce 
their chances of finding future suitors. Furthermore, these results 
are consistent with those of [37], who found that pregnancy 
termination primarily increased among married women. Although 
being a married woman becomes a protective factor against 
induced abortion [2], married women who begin childbearing at a 
young age and reach their desired family size relatively early may 
spend more years trying to avoid pregnancy while still fecund, 
putting them at higher risk for unintended pregnancies [38,39].

The study's findings revealed differences in pregnancy termination 
across age groups. Women aged 25-34 and 35-44 years were more 
likely to terminate their pregnancies than women aged 15-24 years. 
This observation aligns with those of [11] study, which found a 
higher prevalence of induced abortion among Ghanaian women 
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aged 25–49 years. These findings also corroborate the work of [40] 
and [41], who reported that women older than 30 years were more 
likely to undergo induced abortion. A plausible explanation is that 
by this age, a woman may have already attained her desired family 
size; hence, any unplanned pregnancy would likely prompt her to 
terminate her pregnancy [43].

Conclusion
This study provides evidence that pregnancy termination is 
significantly associated with educational attainment and media 
exposure. Primary and secondary education and exposure to radio, 
television, internet and newspaper programmes for reproductive 
health information are significantly associated with pregnancy 
termination. The date of pregnancy termination appeared to be 
influenced by demographic characteristics. Married women who 
are cohabiting, aged 25-34 years and 35-44 years, and who are rich 
are substantially more likely to engage in pregnancy termination. 
Policies aimed at regulating pregnancy termination should target 
educated women and women who have been exposed to radio, 
television, internet and newspaper messages on reproductive 
health education and women who are rich, married, cohabiting, 
residing in urban areas and aged 25-34 and 35-44 years.
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