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Globally, up to 41% of pregnancies are unintended.[1] Increased 
contraceptive use has reduced the number of unintended pregnancies, 
but has not eliminated the need for safe abortion. In addition, ~33 
million contraceptive users globally experience accidental pregnancy 
annually.[1] Since 1996, South Africa (SA) has legalised termination 
of pregnancy (ToP) through the Choice of Termination of Pregnancy 
Act 92 of 1996.[2] This Act allows for safe, effective and accessible 
ToP, allows first-trimester TOP on request, and further stipulates 
that ToP may only be performed at accredited facilities designated by 
the province.[2] Since the inception of the Act, up to 7% of pregnant 
women have sought legal ToP in SA.[3] First-trimester terminations 
are performed as outpatient procedures by trained midwives. 
Adequate counselling is given, and women are offered the choice of 
medical or surgical ToP.[2]

International data suggest that women decide to have ToP because 
of a desire to stop or postpone childbearing.[3] Local data indicate that 
women in the SA setting often have numerous reasons for ToP, such as 
financial difficulties, formal education not completed, contraceptive 
failure, wrong timing, and reasons relating to the family or partner.[3] 
A study in Hammanskraal found that women presenting for ToP were 
likely to be young, unemployed, poorly educated, in a conflictual 
relationship with their partner, and dependent on their parents.[4] 
The reasons for ToP were relationship or financial problems, need for 
completion of studies, or not being ready to become a parent. Many 
women seeking ToP, particularly repeat ToP, experienced negative 
attitudes from health professionals. Women presenting for ToP, some 

of them vulnerable adolescents, had often not been on contraception 
before becoming pregnant, for reasons that were complex or not 
clearly understood, e.g. lack of knowledge of contraception, poor 
access to services, lack of motivation to seek contraceptive services, 
and fear of stigma or judgement by healthcare professionals.

There remains a paucity of data on women’s experiences after ToP. 
In a local study in Johannesburg, women experienced both physical 
and emotional discomfort (uncertainty and confusion) following ToP, 
while some women suffered religious dilemmas and others reported 
relief after the procedure.[5] The most consistent findings after ToP 
were changed relationships with partners, family and friends, and 
a need for isolation. Studies on women undergoing ToP are very 
useful in informing health policies, as they may identify groups that 
require intensive counselling on specific findings, such as failure to use 
contraception or inconsistent use thereof. In our study we therefore 
hoped to identify women who seek ToP, reasons for choosing to have 
the procedure, and women’s experiences at our facility, with the aim 
of establishing interventions to target populations at risk and improve 
contraceptive use in these individuals/groups. Furthermore, we aimed 
to assess experiences after ToP in order to counsel these women 
adequately and support them in returning to their lives and society.

Methods
Study design and location
This was a descriptive, cross-sectional study conducted at Addington 
Hospital, a regional hospital in Durban, SA. After receiving counselling 
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and information on the study, women signed informed consent and 
voluntarily completed the pre- and post-procedure questionnaire. 
Addington Hospital is the only licensed public institution offering 
ToP services to women living in the Durban Central and South 
Beach areas. The ToP clinic operates 5 days a week (from Monday 
to Friday).

Study population
The study population consisted of women in their first trimester of 
pregnancy seeking medical or surgical ToP at the Addington Hospital 
ToP clinic. Convenience consecutive sampling was adopted.

Inclusion criteria
Women aged ≥16 years, presenting for termination of pregnancy at 
the ToP clinic, and who were <12 weeks pregnant, of sound mental 
state and able to give consent to participate in the study, were 
included. All the recruited women met the eligibility criteria for ToP 
according to the Termination of Pregnancy Amendment Act (38 of 
2004).[6]

Exclusion criteria
Women who were more than 12 weeks pregnant and those who 
declined to take part in the study were excluded.

Sample size
The sample size required for the study to be well powered was 241 
participants. A total of 246 participants were recruited into the study.

Data collection tool
The participants were requested to complete a self-report and 
standardised structured questionnaire on ToP. The questionnaire 
comprised a total of 23 items, 12 on the sociodemographics of 
the participants, and 11 on their awareness of, attitude to and 
knowledge of ToP, and their reasons for seeking ToP services. Most 
of the questionnaire items were single questions self-reporting on the 
participants’ demographic or personal characteristics. Their attitudes 
to and practices regarding contraception, including the method 
of contraception, were also explored. In the second part of the 
questionnaire, completed after the ToP, patients’ feelings about the 
procedure and their experiences were explored. The questionnaire 
was translated into isiZulu, the local language. Translation of the 
questionnaire back into English was performed by an independent 
translator to verify the translation. Patients were given a description 
of the study at their first appointment at the ToP clinic and were 
asked to consider participating. They were assured that their identity 
and responses would remain confidential and anonymous and that 
their decision to participate would not affect their care in any way. 
The questionnaire was completed in a private setting at the ToP clinic 
before the patients received counselling or other interventions, and at 
follow-up 2 weeks after medical ToP, and after the procedure for those 
who had surgical TOP. The study was approved by the Biomedical 
Research Ethics Committee of the University of KwaZulu-Natal (ref. 
no. BREC/00001082/2020).

Data analysis
Statistical analysis of the data obtained was performed using 
the Statistical Package for the Social Sciences (SPSS), version 
25 (IBM, USA). Means with standard deviations were used to 
express continuous variables. A p-value <0.05 was considered to 
be statistically significant. Owing to the nature of the study, both 
categorical and numerical variables were used when analysing all 
collected data. Simple descriptive statistical methods were used.

Results
Demographics
Table 1 shows the demographic profile of the 246 study participants. 
Most (75.6%) of the participants reported being HIV negative, 23.2% 
were HIV positive, and 1.2% were unaware of their HIV status or 
declined testing. The majority of the participants (96.7%) were 
seeking ToP for the first time. Most participants (70.3%) were single. 
With regard to contraceptive use, 41.0% used contraception, with 
most users on injectable contraception (20.3% of total participants), 
and the remaining women on the oral contraceptive pill, an implant 
or the intrauterine contraceptive device. Only 8 participants (3.2% of 
the total) used barrier contraception (condoms). Fifty-nine percent 

Table 1. Demographic characteristics of the study 
participants (N=246)
Characteristics n (%)
Age (years)

<16 0
16 - 35 227 (92.3)
>35 19 (7.7)

Parity
Nulliparous 66 (26.8)
Parous 180 (73.2)

Parity
1 123 (68.3)
2 40 (22.2)
3 14 (7.7)
4 3 (1.7)

Race
Black African 240 (97.6)
Asian 1 (0.4)
Coloured 3 (1.2)
White 2 (0.8)

Level of education
Nil 6 (2.4)
Primary school 8 (3.3)
Secondary school 84 (34.1)
Tertiary education 148 (60.2)

Occupation
Employed 44 (17.9)
Self-employed 10 (4.1)
Student 118 (47.9)
Unemployed 74 (30.1)

Earnings per month (ZAR)
Nil 154 (62.6)
<5 000 80 (32.5)
5 000 - 9 999 10 (4.1)
10 000 - 20 000 2 (0.8)
>20 000 0

Living condition
Alone 55 (22.3)
Student residence 84 (34.1)
With family 94 (38.2)
With partner 13 (5.3)

Religion
Christian 220 (89.4)
Muslim 0
Hindu 0
Other 26 (10.6)
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of the participants had used no method of contraception before 
becoming pregnant.

Most (56.9%) of the participants stated that they had obtained 
information about ToP through word of mouth, 35.3% reported 
getting information from social media, while 7.8% reported getting 
information from the news or from television.

Of the participants, 31.3% did not tell anyone that they were 
seeking ToP, 27.6% told their partner, 12.6% told their family, 
27.2% told a friend or colleague, and 1.2% told both their partner 
and their family. Of the 169 participants who told someone that 
they were seeking ToP, 11.2% reported that the person they told 
was unsupportive, 65.7% that the person was supportive, 17.8% 
that the person encouraged ToP, 3.6% that the person encouraged 
them to continue the pregnancy, and 1.8% that the person gave no 
response. When asked what ToP procedure they had undergone, 
87.8% stated that they had had a medical procedure and 12.2% 
that they had had manual vacuum aspiration. When asked what 
post-ToP contraception they had adopted or planned to use, 
5.7% of participants intended to use condoms, 38.2% injectable 
contraception, 24.8% an implant, 10.2% an intrauterine device and 
4.1% combined oral contraception; 2.8% intended to use more than 
one contraceptive, 13.4% were still deciding, and 0.8% intended to 
have tubal ligation.

Fig. 1 shows the participants’ responses to the question regarding 
their attitude to ToP before the procedure. Twenty participants (8.1%) 
cited more than one attitude to ToP, both being fearful and feeling 
that ToP was a sin.

Participants’ responses to the question regarding their reason for 
ToP were varied. The most cited reason was lack of finance (37.5%), 
followed by schooling (33.9%), not feeling ready to be a parent (20.0%), 
partner problems (11.7%), family pressure (9.3%), contraceptive 
failure (6.9%), fear (6.5%), wishing to limit childbearing (4.0%), rape 
(2.0%) and break-up with a partner (2.0%), while domestic violence 
(1.2%) was the least cited reason. Many participants (35%) cited 
more than one reason for ToP, most commonly lack of finance and/or 
schooling combined with not being ready to be a parent.

Fig.  2 shows participants’ feelings after ToP. Of the participants, 
78.0% reported being relieved, 21.1% feeling sad, and 1.6% 
experiencing regret. Two participants expressed combined feelings 
of sadness and regret.

Participants were requested to rate the ToP service on a scale of 
1 to 10. The majority (81.3%) gave a rating of 10/10 for the service 
and care they received, 6.9% gave a rating of 5, 5.3% gave a rating of 
8, 3.7% gave a rating of 7, 2.0% gave a rating of 9, and 0.8% gave a 
rating of 6. Participants were asked to comment on how to improve 
the ToP services received. Of the participants, 84.1% did not answer 
the question, 8.5% indicated that they were either satisfied with 
the service or felt there was no need for improvement, and 7.3% 
made suggestions for service improvement (more trained nurses/
ToP service providers needed and quicker/more effective service 
delivery).

Discussion
Our study showed that the majority (92.3%) of the women seeking 
ToP were aged 16 - 35 years, and that a high proportion of them 
(62.6%) had little or no income and were dependent on their 
family for financial support. These findings are consistent with 
previous studies on women requesting ToP in SA, which have 
reported similar demographic characteristics, namely that many of 
them are young, unemployed, and dependent on their parents.[4,7] 
In our study, the majority of the participants (94.3%) had at  least 
secondary education, in contrast to the findings of a previous 

study that found most of the women seeking ToP to be poorly 
educated.[4] We found that most of the participants in our study had 
poor financial support, which may be a major factor encouraging 
women to seek ToP services and is similar to findings in previous 
studies.[4,7-9]

Of the participants in the present study, 59.0% had not used any 
form of contraception before becoming pregnant, which indicates 
that poor use of contraception is a major issue that needs to be 
addressed to improve women’s health. This finding highlights the 
need for proper education on contraceptive use, which will reduce 
the strain on ToP clinics. Designing programmes that will help 
improve knowledge on the use of contraceptives will help eliminate 
high-risk behaviours and the need to seek ToP.[10] Research shows 
that limited knowledge about sexual and reproductive health is a key 
factor responsible for low use of contraception as well as safe abortion 
services. It is important to urgently address the unmet need for 
contraception and improve access to contraception and information 
about ToP services.[11]

The importance of proper education of women regarding 
availability of ToP services cannot be overemphasised. The findings 
of the present study illustrate this need, as most of the participants 
(56.9%) had heard about the availability of ToP services through 
word of mouth. It is necessary to make use of mass media, healthcare 
workers and healthcare facilities for dissemination of information 
regarding ToP services. A study by Munakampe et al.[11] showed that 
although healthcare workers are essential and reliable sources of 
information, most information regarding ToP and contraception is 
not passed through them. Education of women about ToP by skilled 
individuals such as medical educators is essential because of the 
technical skills involved.

A significant proportion of the participants in the present study 
(68.7%) told a second party about their decision to seek ToP services. 

Fig.  1. Participants’ attitudes to termination of pregnancy before the 
procedure.
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Fig. 2. Participants’ feelings after termination of pregnancy.
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However, although 83.5% of them reported that the person they 
told was supportive and/or encouraged ToP, 11.2% found that the 
person was unsupportive. Family pressures and partner problems 
have been reported in other studies to be major reasons for seeking 
ToP.[8,11,12] Studies have shown that the decision to request ToP 
is often  controlled by family members or partners, putting great 
pressure on women seeking these services.[8,11,12] In addition, social 
condemnation of ToP can drive women to attend practitioners of 
illegal TOP done in secrecy.[13]

Our study shows that after seeking ToP, most participants adopted 
a means of contraception, with only 13.4% reporting that they were 
still deciding which method to use. The increase in the number of 
participants who adopted contraceptive measures immediately after 
ToP compared with the number using contraception before they 
fell pregnant is encouraging, as contraception reduces the chance 
of pregnancy and pregnancy-related morbidity and mortality. Post-
abortion contraceptive counselling is incorporated into and serves as 
an integral part of ToP services.[14]

Our study found that most (78.0%) of the participants reported 
feeling relieved after their ToP procedure. This feeling of relief may 
be associated with the fact that the responsibility of taking care of 
a newborn and the associated financial implications are lifted, as 
the reasons for ToP most cited by participants in the current study 
were lack of finance (37.5%) and the need to complete their formal 
education (33.9%). The relief may also be due to feeling that they 
were not ready to become a parent, as stated by some participants 
(20.0%) in our study. A study by Roca et al.[15] has shown that women 
experience various emotions after abortion; however, 5 years after 
the procedure, relief was the most commonly experienced emotion. 
Research indicates that abortion-related emotions are associated 
with personal and social contexts, rather than being a product of the 
abortion procedure itself.[15] Healthcare professionals’ policies and 
rationale for administering ToP should therefore not be based on the 
premise of emotional harm.[16]

All the participants in the present study rated the ToP service 
above average, and only a few made suggestions for ways improve the 
service, such as employing more staff and that same-day procedures 
would be preferred. These obstacles are due to financial constraints 
and staff shortages, and this feedback will be addressed by the 
hospital management.

This cross-sectional study described a sufficient number of women 
for us to draw conclusions. One weakness was selection bias, as only 
women who agreed to answer the questionnaire were included in the 
study population. Responder bias may also have been encountered, 
as some of the questions in the study were of a personal nature, so 
some participants may not have felt free to answer honestly for fear 
of being judged. There is also a possibility that recall bias may have 
been experienced.

Conclusion
Most of the women seeking ToP in this study were single, and despite 
a relatively good overall level of education, the majority were not 
using any form of contraception, despite residing in the inner city, 
where there are health facilities within easy reach. However, it was 
remarkable that the majority were not repeat users of ToP, giving 
some hope that most will adhere to the contraceptive method chosen 
after ToP.

Recommendation
ToP services should be integrated into both public and private 
healthcare centres to increase accessibility and on-demand service. 

The public should be properly educated about use of family planning 
options in order to avoid unnecessary ToP.

Future research on ToP services is crucial to better understand 
patient experiences and service delivery. The majority of ToP seekers 
in our study were not on contraception, highlighting the need for 
further research exploring the reasons for non-use of contraception 
in urban areas. Long-term studies on both physical and emotional 
outcomes following ToP would be useful to assess any long-term 
sequelae after the procedure.
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