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Abstract

Background: In low- and middle-income countries, abortion is one of the leading

causes of maternal mortality. According to reports, abortion is a common cause of

maternal death in Namibia. This study described and probed factors associated with

the high number of abortion cases and aimed to better understand, in an exploratory

manner, the knowledge and awareness of abortion implications among women

experiencing abortion at Katima Mulilo State Hospital.

Methodology: A qualitative approach with an exploratory, descriptive, and

contextual design was used. The study's population consisted of women who

underwent abortions at Katima Mulilo State Hospital. Purposive sampling was

employed to select ten participants until data saturation was reached. A semi-

structured interview guide was the sole means of data collection, and the collected

data were analysed following the six steps proposed by Braun and Clarke (2013).

Ethical considerations of institutional clearance, informed consent, the principle of

justice, beneficence, privacy, and the principle of autonomy were adhered to.

Findings: Findings showed key reasons for abortion , including financial insecurity

and dependence, being unprepared for pregnancy and motherhood, pregnancy-related

mental and physical conditions, feelings of control over dismissal, influences on

employment and education, personal assurance regarding termination, lack of partner

support, lack of family support, risks of negative effects on family relationships,

institutional and organizational support services, termination services available at

private clinics, government clinics, and illegal termination services, as well as
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societal norms and community socio-cultural beliefs surrounding termination and

pregnancy.

Conclusions: There are factors associated with an increased number of abortions in

women at Katima Mulilo State Hospital in the Zambezi region. Therefore, the study

recommended that nurses offer comprehensive counselling to women on family

planning, sexual health, and contraception options, promote better access to

reproductive healthcare, and advocate for policy changes to ensure accessible

contraception and supportive work environments.

Keywords: Abortion, factors, women, reproductive health, Katima Mulilo State

Hospital.
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CHAPTER 1

INTRODUCTION AND BACKGROUND

1.1 Introduction

The World Health Organization (WHO) 1 defines abortion as the termination of

pregnancy prior to 20 weeks’ gestation or the expulsion of a fetus weighing less than

500g, which is considered non- viable; this generally refers to the termination of a

pregnancy, be it through medical intervention such as medications or surgical

procedures, or whether it occurs spontaneously like a miscarriage. The development

of successful interventions, policies, and strategies that can address the underlying

causes of unsafe abortions, safeguard women's health, and advance comprehensive

reproductive healthcare services depends on an understanding of the factors

contributing to Namibia’s rising abortion rate.2 In recent years, the abortion rate in

Namibia, a Southern African nation, has increased alarmingly. This trend has

significant ramifications for women’s reproductive rights and health, as well as for

the overall health of individuals, families, and society. To better understand how

these factors interact and what they might mean, this study investigates and analyzes

the various aspects of Zambezi's rising abortion rate, as less is known about its

context.

1.2Background of the study

Estimates from 2010 to 2014 show that 45% of women of reproductive abort

worldwide and such abortions were carried out under the least safe circumstances.1

this makes abortion a leading cause for maternal deaths.3 Abortion is illegal in

Namibia whereby it’s only permitted under certain circumstances, which therefore
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makes it challenging to get accurate statistics on the abortion cases. It’s further

indicated that, between 1990-1994 and 2015-2019; the unplanned pregnancy rate in

Namibia grew by 17% while abortion rates rose 81% over the same time span,

abortion rates resulting from unwanted pregnancies also increased from 18% to

28%.4 Annually, there were 103,000 pregnancies between 2015 and 2019, of these,

66,300 were unplanned pregnancies, and 18,600 were aborted. In January 2023, the

Namibian police revealed that about 179 babies were dumped in Namibia in the past

three years, either through abortion or concealment of birth, the latest statistics

provided by the police indicate that 63 illegal abortions were reported between 2019

and 2021 .5

In 2016 alone, Namibia had recorded 7033 illegal abortion cases with Katutura

Intermediate Hospital being the highest and Okahao State Hospital being the lowest

with 105 cases. Katima Mulilo had 201 cases of illegal abortions, however due to the

illegality of abortion the country; abortions are more likely done in secret and

therefore numbers could be more than these.6

Research indicates that reoccurring obstacles to access to safe and lawful termination

services involve social stigma, adverse attitude of healthcare workers towards

termination, conscientious objection by healthcare workers, human resource issues,

disintegrated care delivery, and limited access to some facilities and services like

post-termination counselling.7 In addition, other studies indicate that women have

given many reasons for ending pregnancies, from practical reasons (e.g., economic

difficulties, educational opportunities), scheduling conflicts with pregnancy, and

ontological reasons (e.g., unpreparedness for motherhood, stigmatization of
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pregnancy, etc.).7, 8,9,10 In addition, Baldwin-White and Gower indicate that social

networks have a tremendous influence on the ending of a relationship, especially

with the partner.11

A study in Kenya found that men made the majority of decisions regarding the

termination of pregnancies12, highlighting the importance of examining women’s

agency in making these choices. In Namibia, Shiningayamwe, Shalyefu and

Kanyimba13 found that young women practice abortion due to numerous social

challenges they are faced with, such as economic hardships, family and social

stressors, conflicts, environmental safety issues, and a high rate of gender-based

violence, all of which are exacerbated by the country’s on-going socioeconomic

inequality. Therefore, it is vital if the research considers interpersonal factors

(including family, peers, and partners), institutional factors, and public policy factors

in isolation; our understanding of the reasons for termination (both legal and illegal)

may remain incomplete in this particular setting. Therefore, this study described and

probed into factors associated with the high number of abortion cases and better

understand in an exploratory manner the knowledge and awareness on abortion

implications among women experiencing abortion at Katima Mulilo state hospital.

1.3 Problem statement

The researcher noted that there has been a high number of abortion cases recorded at

Katima Mulilo State Hospital between the years 2015 and 2021. According to the

Zambezi area social worker, 1,681 illicit abortions have been recorded in the last six

years, during which time only 10 legal abortions were documented, with the highest

numbers reported among women aged 15 to 30 years.6 The health information

system (DHIS 2, which is an unpublished source) indicated that in 2015, 200 cases
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were reported; in 2016, 201 cases were reported; in 2017, there were 219 cases; in

2018, there were 242 cases; while 2019 recorded 370 cases, and 2020 recorded 419

cases. In 2021, the number reduced to 41 cases. These numbers show a rising trend

over the years; although the figures dropped in 2021, that year recorded one death

among the reported cases. For interest’s sake, the year 2022 recorded 129 cases, this

again indicates a rise. According to a report in the New Era, 14 unsafe abortion cases

reached 7,000 in 2017, and 14 women died due to abortive complications between

April 1, 2018, and March 2021 nationwide. Genatra et al.4 indicated that between

1990-1994 and 2015-2019, abortion rates rose by 81%. In 2016 alone, Namibia

recorded 7,033 illegal abortion cases, with Katutura Intermediate Hospital having the

highest number and Okahao State Hospital the lowest, with 105 cases, while Katima

Mulilo had 201 cases of illegal abortions. Some implications, such as increased

expenditure on medical bills by individuals and the health system at large, as well as

disturbed mental well-being of affected individuals , could arise from the increase in

cases that would not only impact individuals but also the economy and the health

system as a whole . Factors attributed to abortion are not fully known; therefore, this

study describes the factors associated with the high number of abortion cases among

women experiencing abortion at Katima Mulilo State Hospital.

1.4 Purpose of the study.

The aim of the study is to describe factors associated with the high number of

abortion cases among women experiencing abortion at Katima Mulilo state hospital.

1.5 Objective
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1. Describe the factors associated with abortions among women seen at Katima

Mulilo state hospital.

2. Explore the knowledge and awareness of women who experienced abortion at

Katima Mulilo state hospital regarding implications of abortion.

1.6 Significance of the study

Firstly the study seeks to contribute to an understanding of the factors that lead to a

rise in abortions. Secondly it might assist health workers to provide holistic care to

these clients while understanding the experiences that these clients go through. In

addition, some of these factors have been identified; and in turn it can further assist

the ministry of health and social services and all its aligned ministries to close the

gap on the causative factors. Furthermore, it can help the ministry of health to

strengthen the provision of sexual reproductive health services in the school health

programs with the help of the education ministry and lastly, future researchers can

build further on the emotional implications that abortion has on these women.

1.7 Limitations of the study

The findings may be specific only to the studied population and may not be

generalized to the entire Namibian context. It can also be difficult to get accurate

information on abortion in a setting where abortion may be controversial. The study

was further limited by the lack of Namibian literature on the factors linked to the rise

in abortion rates among Namibian women. As far as the researcher was aware, no

research had been conducted at the time of this study on the variables associated with

a higher rate of abortions in Namibia. Therefore, studies carried out outside of
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Namibia supported the study's findings. A portion of the participants from the

institutions and organizations that were the focus of the study did not fully participate.

Additionally, some participants repeatedly rescheduled appointments, which led to

delays and, in certain cases, the abrupt collection of information.

1.8 Delimitation of the study

The study was strictly limited to women that have undergone abortion seen at Katima

Mulilo state hospital that formed the population study. Clients seen at other

unselected health facilities in the Zambezi were excluded from the study.

1.9 Definition of concepts

Abortions: This is defined as the medical or surgical ending of a pregnancy before

the fetus is capable of living on its own outside the womb.1 It can be generated in a

number of ways or happen naturally (miscarriage).

Factors: Factors are the variables that manipulate to see how they affect the response

variable.12 In this study factors refers to what contributes to abortion among women

of reproductive age at Katima Mulilo State Hospital.

Women: This is defined as adult female human.13In this study, a woman refers to

those of reproductive age attending healthcare services at Katima Mulilo State

Hospital.

1.10 Outline of the study

The study is composed of six chapters as follows.
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Table 1.1: Outline of the study

Chapter

Number

Chapter Description

1 Introduction and

background

This chapter provides an overview of the

study, including the background, problem

statement, goals, and research questions, as

well as the outline and conclusion of the study.

2 Literature review The theoretical and empirical foundations of

the research study are supported by the

relevant literature presented in this chapter.

3 Methodology This chapter focuses on the researcher's efforts

to address the research questions to achieve the

goals and objectives of the study. It

emphasizes data analysis, bias and ethics,

validity and reliability, research design,

research strategies, population and sampling,

instruments, and pilot study.

4 Results The results of data collection, using the

research tools covered in Chapter 3, are

presented in this chapter

5 Discussion A discussion of findings related to the study's

objectives was done in this chapter

6 Conclusions,

recommendations

The concluding chapter summarizes everything

and offers suggestions for the thesis’s goals.
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and limitations

1.11 Summary

This chapter presented the context and research problem of the study to the reader.

The objectives, aims, and research questions of the study are also included. Chapter 2

has a chapter outline and study significance discussion. Chapter 2 presents the

literature on the research topic.
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CHAPTER 2

LITERATURE REVIEW

2.1 Introduction

The study problem was identified, and its background was presented and discussed in

the previous chapter. Additionally, it outlined the study's goals, importance,

constraints, and boundaries. The definitions of key terms were also provided in the

fifth chapter. The study’s literature review is presented in this chapter. A literature

review, according to McCombes15 is an assessment of the body of existing

knowledge on a given topic. Finding, evaluating, and integrating relevant

information from books, scholarly journals, and other sources are all parts of it. The

goals of a literature review are to provide a comprehensive overview of the current

state of knowledge on a subject, identify gaps or inconsistencies in the body of

existing research, and illustrate the need for further study. It demonstrates the

researchers' command of the topic and helps situate research within the context of

previously published works. Regarding childhood cancer, the literature is assessed in

terms of its theoretical foundations, content, and concepts.16

2.2 Search strategy

The research’s search strategy utilized a detailed method to locate relevant literature

on factors associated with an increased number of abortions among women. Using a

parallel search approach, the researcher applied specific search terms, including

“factors,” “abortions,” and “women.” These terms were consistently utilized across

various data bases such as Sabinet African Journals, Scopus, PubMed Central, and
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Google Scholar. To enhance the strategy and guarantee its strength, advice was

obtained from the research librarian at the University of Namibia's main campus,

including a session on efficient search techniques. The investigation covered articles

written in English from January 2014 to August 2024, providing a modern viewpoint

while taking into account the advancements of the past ten years. Local databases at

the University of Namibia (UNAM) and Namibia University of Science and

Technology (NUST) were accessed to identify possible studies specific to Namibia.

The deliberate incorporation of Sabinet and Google Scholar enhanced the search by

covering publications from Southern Africa and other countries. This extensive

approach sought to encompass a wide yet specific array of literature on the topic,

establishing the groundwork for later evaluations.

2.3 Overview of abortion

Abortion has been defined differently by different researchers and writers, example,

the American College of Obstetricians and Gynecologists17 defines abortion as the

termination of a pregnancy when the embryo or fetus dies and is expelled

spontaneously within the first 12 weeks of pregnancy. There are several methods of

abortion, including surgical and medical abortion. A surgical abortion involves a

minor operation with either curettage or suction, whereas a medical abortion uses

medication that induces the abortion.4 Women may choose to have an abortion for

various known reasons, such as personal circumstances, a risk to the health of the

mother or her unborn child, or a high likelihood that the unborn child will have

severe physical or genetic defects.18

The most recent data available from the WHO and the Guttmacher Institute, covering

the period from 2010 to 2014, indicates that 45% of all induced abortions were
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unsafe.1 This translates to approximately 25 million unsafe abortions annually during

that period.1 The majority of these unsafe abortions (97%) occurred in developing

countries in Africa, Asia, and Latin America1

Unsafe abortion is most common in Africa. Up to 98% of abortions in Africa are

unsafe18. The World Health Organization categorizes unsafe abortion into two types

based on the individual who conducted it. These include abortions that a qualified

practitioner conducted with an old or risky method or an inexperienced person with a

safe method. Unsafe abortion can be carried out by inserting foreign materials and

using herbal remedies in the vagina to end the pregnancy.19,20

Many women intentionally end their pregnancies through self-induced abortion,

putting their health at risk and potentially facing immediate or long-term effects on

their well-being. Women who have abortions may suffer from physical and

psychological harm, and if all pregnancy tissue is not removed from the uterus,

infections, vaginal issues, cervical complications, and haemorrhage may occur.21

The risks of performing an abortion, whether medically or surgically were identified

by Mote, Otupiri and Hindin22. Internal organ damage, heavy bleeding, infection,

incomplete abortion, cervical damage, uterine lining scarring, uterine perforation,

and the potential for preterm birth in subsequent pregnancies are among the more

serious physical effects, while minor ones include cramping, abdominal pain, nausea,

vomiting, and diarrhea. Women who undergo abortions may experience

psychological and emotional effects that can appear days or years later.21 A variety of

symptoms, including eating disorders, relationship problems, depression, suicidal

thoughts, flashbacks, sexual dysfunction, and substance abuse, can manifest as a

form of post-traumatic stress disorder or feelings of guilt.

https://iask.ai/q/unsafe-abortions-globally-WHO-estimates-2024-ombbiag
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According to research conducted in Namibia, there are numerous explanations for

why African women continue to undergo unsafe abortions.13 Additionally, the

controversy surrounding the topic is linked to access to abortion services in Africa.

This encompasses several elements, including political, practical, moral, ethical, and

religious grounds. In some developing nations, where it was previously only

accessible to the wealthiest, the number of people lacking access to safe abortion

care is increasing. The medical community must understand the conditions under

which safe abortion services in our public health facilities should be provided to

comprehend the legal provisions for safe abortion.23

2.4 Factors associated with abortion among women

2.4.1 Socio-demographic Factors

Numerous studies have examined the socio-demographic characteristics of women

who have carried out abortions. A study was conducted in sub-Saharan Africa that

revealed that teenagers and young adults aged between 10-24 years are more likely to

become pregnant unintentionally and have subsequent unsafe abortions.23 Given a

lack of information and less independent decision-making at younger ages, it might

indicate that age is a factor in the risk of abortion. More studies also revealed that

low levels of education, poverty, and unemployment have also been linked to higher

abortion rates.24,25

Another socio-demographic factor for abortion rates is marital status. A study aimed

at assessing pooled prevalence of abortions among youths in East African countries

revealed that the tendency to abort was high in married women than unmarried
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women. It is suggested that the reason for this trend is due to the stigma attached to

modern contraception use or non-marital sexual activity, unmarried women may be

reluctant to report pregnancy termination.26

2.4.2 Beliefs, Attitudes, and Knowledge

The beliefs, attitudes, and knowledge of individuals regarding contraception,

reproductive health, and abortion play a crucial role in decision-making processes.

Studies have shown how cultural and religious norms affect attitudes towards

abortion, with conservative cultural norms and religious teachings influencing

opinions and stigmatizing those who seek abortion services.27, 28 In a recent Namibian

study conducted among third year nursing students, 21% of the participants strongly

agree with the fact that women have the rights to abort in case an unplanned

pregnancy occurs. This mind-set is likely what causes women to go for clandestine

abortion practices that lead to complications.29In addition, based to a study conducted

in Ghana on nursing students, religious leaders, patients and medical officers, the

participants cited financial constraints and unemployment to be the reason for

practicing abortion.

2.4.3. Medical reasons

Preventing the transmission of infections to their children is one of the main worries

for mothers who have Human Immunodeficiency Virus (HIV). The risk of HIV

transmission from mother to child has dramatically decreased as a result of

antiretroviral therapy (ART). However, in situations when a woman becomes

pregnant and decides to end the pregnancy, abortion might be considered a means to

stop the possibility of HIV spreading to the fetus. A research conducted in Romania
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on the perception of their decision to practice abortion found that 13.3% of women

choose to abort due to medical conditions.30 This is supported by another study in

America which found that 12% of women sought abortion due to theirs and the

baby’s health.17 In 2022, Zambezi region had the highest prevalence rate of HIV in

the country with 22.3%.31This makes it the best cohort to determine whether the HIV

prevalence contributed to abortion rates.

2.4.4 Economic limitation

The primary cause of rising maternal mortality rate is the lack of funding allocated

for maternal health services. Maternal mortality rate for women aged 15 to 49 is 350

deaths per 100,000.32Unsafe abortions account for the remaining 15%, with induced

abortions representing only 15%.33 Many lives are lost due to the inadequate

resources of the current health structure. The system is overburdened by the

increased demand for maternal services, which damages medical facilities and

creates public health issues in society. Additionally, many of these facilities cannot

manage the strain, leading to an increase in unsafe abortions.

2.4.5 Abortion law

Very few African countries allow uncontrolled abortion. Zambia allows abortion on

grounds of social, a woman’s health, and her physical and mental well-being.

Abortion is prohibited in most states, such as Angola, Congo-Brazzaville, Congo-

Kinshasa, Egypt, Gabon, Guinea-Bissau, Madagascar, Mauritania, São Tomé and

Príncipe, and Senegal. These restrictions and limitations pressure and dehumanize

women. Kenyan legislation allows abortion merely for the purposes of saving the life
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and health of a woman.28 Makleff et al.’s34 research found a strong link between

strict abortion laws and the stigma experienced by unmarried women, particularly

related to adolescent and unintended pregnancies, as these situations are often

associated with restrictive legal environments. Thus, unmarried women engaging in

sex can neither receive sexual and reproductive healthcare nor quality-quality

contraception. Instead, a great number of young females who become pregnant by

accident turn to unsafe abortion. In Kenya, inappropriate access to reproductive

health care results in low contraceptive method effectiveness utilization.35 Most

young women unwittingly expose themselves to further unintended pregnancy,

which they might terminate through unsafe abortion. Unsafe abortion is now the

major source of mortality; especially for women between the ages of 10 and 24

years.21 repeated induced abortions are common in these circumstances, which

enhance the risk of adverse health outcomes. To prevent the occurrence and

recurrence of unwanted pregnancies, there is a need to emphasize the necessity of

post-abortion care and ensure that young patients receive counselling in

contraception and successful pregnancy prevention measures before they are released

from the health facility

2.5 Theoretical framework

This research is founded on the Health Belief Model. The Health Belief Model

(HBM) is a psychological model to explain and predict health-related behaviours and

serves as a model for studying attitudes toward such behaviours.36 Thus, the HBM

was selected to be utilized as a basis for explaining the results of the research.

The HBM deconstructs health decisions into a series of steps and presents a checklist

of factors that affect health behaviour. The determinants of a higher number of
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abortions among the research participants will be attributed to the constructs of the

HBM in the research environment to further understand and explain the determinants

of the higher prevalence of abortions among women attending Katima Mulilo state

hospital, especially women's perceptions of the seriousness of getting an abortion,

perceived severity of the condition (abortion), perceived benefits of action, perceived

barriers to action, and cues to action.33 This theory is most critical in supporting the

discussion, findings, and conclusion of the study as a foundation of providing

recommendations based on the outcome.

2.6 Summary

The chapter presented the reviewed literature. This was done in sections, including

an overview of abortion and factors associated with abortion among women, which

include socio-demographic factors, beliefs, attitudes and knowledge, medical reasons,

economic limitations, abortion law, and finally, theoretical framework. The next

chapter presents the research methodology used.



17

CHAPTER 3

RESEARCHMETHODS

3.1 Introduction

This chapter outlines and examines the research methods employed in the study. It

covers aspects such as research philosophy, design and approach, the study

population, sampling, and the procedures involved. Additionally, the chapter delves

into the research instruments utilized, the processes for data collection, and the

analysis of the data. It also addresses the concept of trustworthiness and concludes

with a discussion on ethical considerations.

3.2 Research design

A research design, according to Creswell and Creswell37, is a process for conducting

a study that includes participant treatment and data collection techniques. A research

design is also a plan that establishes what, when, where, how much, and how the

research study is carried out. It is therefore called a study blueprint.38 According to

Creswell and Guetterman39, a suitable framework for a study that concentrates on the

final results is sometimes referred to as a framework selected by researchers when

conducting research. Research data can be broadly categorized as either qualitative

or quantitative textual data. There are, however, other distinct sections in the

qualitative textual material, as shown on the next page, and the current study takes

significance of only qualitative approach into account. Additionally, the sources for

the specific information needed for the current study are provided. The study used a

qualitative design that is explorative and descriptive in nature
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Exploratory design: A study of a condition or problem that provides the researcher

with new information is referred to as an exploratory design.40 It is used as an early

stage of problem research when there are few or no prior studies to refer to or rely on

for predicting an outcome.41 To gather preliminary information that will help define

issues, exploratory research is conducted.42 To prepare for additional research, the

exploratory design concentrated on gaining knowledge and understanding. It can be

conducted when research challenges are still in the early stages of analysis.43

An exploratory approach is advantageous because it establishes the best

methodologies to employ in a follow-up study or assesses the viability of a larger

study.44 Because of its foundational nature, exploratory research in this study relied

on techniques such as formal qualitative research through in-depth interviews. In

accordance with the qualitative method of data collection and analysis, an

exploratory research design was employed to ensure a more thorough understanding

of the factors associated with increased number of abortions in women at Katima

Mulilo State Hospital, Zambezi Region.

Descriptive design: This involves observing and documenting subjects' behaviour

using scientific research techniques while preventing them from influencing the

investigation's findings.45 Its primary objective is to accurately depict participants.

According to Saunders, Lewis, and Thornhill45 descriptive research design promotes

observing the subjects under study by monitoring and recording the participants.

Descriptive research aims to answer specific questions by analyzing the relationships

between variables, such as which factors appear to be consistently linked to



19

particular conditions, events, or behavioural patterns.46 Descriptive studies

employing this type of survey design can reveal the specific characteristics of a

sampled population or group.47

Qualitative design: Addo- Atuah48 asserts that qualitative research is particularly

well-suited for explaining and understanding issues and processes. From the

perspective of an informant, the qualitative method aims to comprehend human

behaviour inductively and holistically. Therefore, a qualitative approach dedicated to

viewing the phenomenon from an individual's viewpoint that was necessary to

understand the factors associated with increased number of abortions in women at

Katima Mulilo state hospital, Zambezi region. According to Creswell49, it presents an

opportunity to research and generate meaning that enhances and contextualizes

human existence.

The selected designs enabled the researcher to draw the conditions relating to the

factors linked to the rising number of abortions among the females observed in the

setting.49 Particularly, it facilitated responding to the what, when, where, and how

questions related to the research issue instead of the why.50This was a suitable design

for the research because the researcher wished to examine and expound on the

variables that are linked with the rising rate of abortions among women at Katima

Mulilo State Hospital.

3.3. Study setting

Research setting is the location where data are gathered.51 Data will be gathered in

Katima Mulilo. Katima Mulilo, or simply Katima, is the capital of Namibia's

Zambezi Region. It was inhabited by 28,362 people in 2010 and consists of two

electoral constituencies. The urban component of Katima Mulilo consists of a
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population of 14,359, of whom 22% are childbearing-aged females.52 Katima Mulilo

state hospital is the sole district hospital within the region.

3.4 Target population

Study population is defined as individuals or items sampled from the population in

general, who possess a common feature of interest to the researcher.52 The focus

group consisted of women who underwent abortion at Katima Mulilo State Hospital

and fulfilled the sampling criteria, to whom the researcher was exposed during study

period.

3.5 Sample and sampling

Sampling is the process of picking relevant people from the population to be

included in the research. The process of selecting units such as individuals and

organizations from the population being studied is called sampling.53 A sample is a

representative portion of a population, and even a small sample will be representative

of the entire population, according to Garg and Kothari.54Data can be collected from

a finite sample by researchers and projected to the entire population based on the

representative sample.55 The subjects in this research were women who underwent

abortions at Katima Mulilo State Hospital. On the other hand, a sample refers to a

subset of the population selected to participate in the study, whereas sampling is

referred to as selecting a part to represent the whole population.56
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In accordance with qualitative research design, a non-probability inform of purposive

sampling was used to select the research participants for the study. In purposive

sampling, participants are selected because they possess the characteristics that make

them the appropriate people to provide information to answer the research question.57

The researcher purposefully selected participants from women who had undergone

abortions at Katima Mulilo State Hospital by reviewing hospital ward records. ​

These participants could either still be receiving care or have been discharged at the

time the data was being collected and with the will to be interviewed for this study.

​

To obtain an increased number of interviews and the maximum number of interviews

depends on whether data saturation is reached.58 Data saturation is defined as the

point where additional participants provide no new information and the emerging

themes become repetitive58. In this study, a total of 10 participants participated in the

study until data saturation was reached. Thus, the sample size for the study was 10

participants.

3.6 Research instrument

In qualitative research, the researcher obtains information by conducting interviews

with the participants59. A research instrument is a device that will be utilized to

collect data in the data collection phase of thestudy59. Individual semi-structured

interviews with an interview guide and open-ended questions were employed in this

research. Individual semi-structured interviews were employed since they provided

participants with adequate time to give their own personal detailed and in-depth

opinions on matters regarding the topic being addressed. The researcher created the
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interview guide suitable for the study's purposes using equipment such as a notebook

and a voice recorder.

3.6.1 Face to face interview

The researcher collected data by personally conducting study interviews and

observing participants ' behaviour and responses, both verbal and non-verbal. The

interviews were structured, utilizing an interview guide comprised of semi -

structured questions to maximize the quality of information. Additionally, the

questions in the interviews were open - ended, taking a time frame of between 30

minutes to an hour for completion. Some interviews were targeted to be conducted in

the local language of the participant (Lozi/Subia/Sifwe, etc.) for those who did not

speak English. Nonetheless, all participants understood English, and thus the entire

exercise was conducted in English. With this type of interview, the researcher was

able to collect and explore the information needed to comprehend and describe the

participants' knowledge of the possible implications that abortion had or caused for

the affected women and the people around them, as well as to explore different

causative and associative factors related to current abortions.

The interview guide included open - ended questions, which comprised seven

questions classified into two main domains. The third domain was for probing

questions if needed, based on participants’ responses to the main questions. Further

probing questions asked are not currently listed in the data collection tool, as the

responses may influence the direction of the questioning. There are two main

questions to the topic under study which are:

1. What do you think are the factors associated with your current abortion?
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2. What is your the knowledge and awareness on abortion at Katima Mulilo state

hospital?

Some probing questions that are not indicated on the study tool were followed based

on clients' responses to the main question to ensure that more information is obtained.

3.6.2 The audio-recorder

This was used to capture all detailed responses of participants from the face - to -

face in-depth interview. The audio recorders made it easy for the researcher to record,

review, and analyze data during the data analysis process60. This was another way for

the researcher to keep accurate information as per participants’ responses. The

researcher asked for permission before recording any of the interviews.

3.7 Procedure

Semi-structured individual interviews was chosen as a flexible method of attaining a

wide range of detailed information when seeking to learn about factors associated

with increased number of abortions in women seen at Katima Mulilo State Hospital.

Due to the sensitivity of the study, a social worker was involved in the setting (with

the participant’s permission) to ease the situation, as some individuals needed further

counselling and psychosocial support. Duration of 30 minutes to 50 minutes was

spent with each individual during the interview, which took place in the hospital

setting, where a separate room (filing room) was used in the gynae ward, away from

other clients and staff, to avoid clients having to walk long distances to other hospital

blocks. Those who preferred to be interviewed in the comfort of their homes were

accommodated. Only two participants were interviewed in their homes, which were

closer to the researcher’s residence. Data was collected over one month in

September/October 2024. Data analysis was conducted immediately after data
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collection in October/ November 2024. Project management involved three members:

the patient as a study subject, a social worker for counselling if there was an

identified need for some participants, and lastly, the researcher to carry out the study,

including data collection, analysis, and reporting. The results obtained from this

study will be disseminated as an academic paper in both published soft and hard

copy versions after adherence to publication policy.

3.8 Pilot study

Brink, Van de Walt and Van Rensburg61 describe a pilot study as a preliminary,

small-scale investigation carried out before the main research, involving a limited

number of participants who meet the study's criteria. For this pilot study, two

participants who qualified were chosen for interviews. This process helped refine the

interview guide, of which some questions were altered slightly to bring a clear

understanding to the participants but not besides the study purpose. The interviews

were recorded to verify the proper functioning of the tape recorder, assess the

environmental conditions, and identify any weaknesses in the researcher’s approach.

This included paying attention to both verbal and non-verbal cues, the way questions

were posed and allowing opportunities to explore relevant responses from the

participants.

3.9 Data analysis

The researcher applied a manual data analysis approach using thematic evaluation.

Braun and Clarke61defined thematic analysis as the process of identifying recurring

patterns in the data by thematizing them. The researcher conducted all the interviews

verbatim. The interviews were analyzed using coding and theme identification. For

this research, the researcher applied a thematic analysis approach that centered on
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individuals' experiences, opinions, perceptions, and descriptions of a specific

phenomenon.61

The six stages of Braun and Clarke's thematic analysis were used, which in order of

sequence are: familiarization, coding, theme development, reviewing themes, theme

definition and naming, and finally, writing up.

Data familiarization: After transcribing the data, the researcher read the transcripts

several times to obtain a comprehensive understanding of the data.

Creating the first codes: By looking for similar responses, the researcher utilized

Microsoft Word's highlight feature to colour - code the data.

Searching for themes: The researcher identified themes by organizing the codes into

groups, which resulted in the formation of themes.

Reviewing the themes: After evaluating the emergent themes, four main themes

were discovered.

Defining and naming themes: The overarching themes that emerged included

individual level factors, interpersonal factors, institutional and organizational factors,

and community factors (refer to Chapter 4).

Writing up: The final report was compiled by the researcher. It is challenging, if not

impossible, for those evaluating the data to maintain total objectivity due to the

nature of qualitative research. By using two individuals to code the data, bias was

reduced in this study to prevent discrepancies between the findings of one researcher

and another, thus preserving the study's objectivity. To facilitate interpretation,

triangulation was also employed to examine additional data sources. Additionally,

this study performed extra checks to validate interpretations and rule out bias.

3.10 Trustworthiness of the study
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Trustworthiness of the whole study will be guaranteed by using the model of Lincoln

and Guba (1985), consisting of the criteria to ensure credibility, dependability,

conformability and transferability of the study. 63

3.10.1 Credibility

Credibility is the reliability and trustworthiness of the data gathered and analyzed

during the research. The researcher established credibility through member checks,

which were required in verifying the participants.64 The researcher cross-checked

results deliberately through follow-up interviewing two participants with the aim of

confirming their earlier findings. As the researcher administered the interviews, she

asked follow-up questions for clarification to participants on the topic during the

time of interviewing so as to verify the accuracy of their answers. Field notes and

reflective notes facilitated the verification of the correctness and accuracy of

information obtained.

3.10.2 Conformability

Conformability is responsible for ensuring that conclusions and findings of the

researcher are based on the data, and therefore the researcher should prove how

conclusions and interpretations were drawn.64All original data, interview field notes,

data analyzed, and recordings were kept by the researcher until the research process

was finished.
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3.10.3 Transferability

Transferability refers to the applicability of the study findings, in terms of the context

of intended aim and actual research performed.65An exhaustive account of the

research context is done, of which the procedure started with the aim, details on data

gathering, and criteria for inclusion were presented to assess whether the research

was intended to be shifted to different research environments.

3.11 Research ethics

The researcher obtained ethical clearance from the University of Namibia (UNAM)

ethical committee (See appendix C). Approval sought from the Ministry of Health

and Social Services (See appendix D). The researcher also obtained consent from the

regional director, the nursing manager and the unit in-charge of the hospital under

study as well as obtain informed consent from the individual participant. Different

ethical principles were applied to the study as explained further bellow.

3.11.1 Principle of Autonomy

The idea of autonomy in academic study refers to participant’s ability to make

educated, independent decisions about their wiliness to participate in the study. This

principle highlights the significance of respecting participants’ and researchers’

rights to self-determination, allowing them to choose to partake in the study with free

of coercion or undue influence.65 Participants were provided with comprehensive

information about the study’s purpose, procedures, risks, benefits, and their right to
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withdraw at any time without penalty. This ensured that individuals could make

knowledgeable decisions about their participation

The researcher ensured that an informed signed consent form was obtained from all

study participants before participation in the study. Participants were informed that

the interview would be audio recorded and written notes taken. Moreover, the

participants were informed that they could withdraw from the study at any given time

with no penalty.66

3.11.2 Beneficence

Beneficence refers to the moral obligation to act for, or maximize, the benefit of

others and non-maleficence means to not inflict harm on others.67 Beneficence was

ensured in this study by exploring certain risks of the study such as a participant may

face embarrassment or social ostracism if their involvement in this study became

known as they had practiced abortion, and /or if a participant reveals illegal

behaviour during a study (e.g., illegal abortion), researchers was legally obligated to

report this information. The researcher explained it to the participates in order to

ensure no harm comes to the participants, and that the study will be conducted in an

ethical manner. The researcher avoided harm by being culture and religious sensitive.

3.11.3 Privacy

Ensuring privacy in research is crucial for protecting participants' personal

information and maintaining ethical standards. The privacy of the research
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participants and confidentiality is strictly observed during the in-depth individual

interviews. Each participant is interviewed individually and not in a group. Obtaining

explicit consent from participants regarding how their data is used is essential. This

ensures that participants are fully aware of the nature of the research and the

potential risks involved. Without informed consent, participants' privacy rights may

be violated, leading to ethical breaches. Collected data will be stored for five years

for auditing and verification purposes.

3.11.4 Principle of confidentiality

The only person who knows the research participants is the researcher. The attendees

were provided with guarantees that no private information will be shared without

their knowledge or consent. The researcher kept the participants' data safe, even in

cases where anonymous information collection was not possible. The dissertation, to

be retained in the university library, was composed of the utilizing of the collected

information. Besides, the information was collected in a professional manner, such

that the Data was collected through codes not connecting participants' answers. Data

gathered like physical copies of the consent forms, field notes, and reflection notes

were placed out of the sight of unauthorised people. The disclosure or use by placing

it within a locked cupboard, while all electronic files with data are saved in

documents on a computer that is password-protected.

3.11.5 Principle of justice

This principle obliges researchers to act always in ways that are reasonable, non-

exploitative, and well thought through and with fair sharing of costs and benefits.68
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For this research, the participation was a free will. Everyone who wanted was offered

an equal opportunity to participate based on the research design's eligibility criteria.

There were no rewards for failing to participate in this study, nor were there any

payments offered for participating either.

3.12 Summary

This chapter introduced the research methods employed in the study. This chapter,

which also discusses the methodological approach and conceptualizes the research

philosophy, research method, research approach, data collection approaches, and data

analysis methods, emphasizes specifically the research project. The overall

credibility of the study can be assessed by the reader even from this chapter. The

main subject of the subsequent chapter was the statement of results and its

interpretation.
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CHAPTER 4

RESULTS

4.1 Introduction

The previous chapter discussed the research method employed in gathering and

processing data. This chapter summarizes the findings of the research collected from

ten (10) research participants. The aim of the research was to describe and explore

issues around high numbers of cases of abortion, and more define, in exploratory

mode, awareness and perception of abortion outcomes by women presenting at

Katima Mulilo State Hospital for abortion.

As discussed earlier, ten participants participated in the research until saturation of

data was achieved. Data was gathered by conducting in-depth interviews that were

audio-recorded. The collected data were analyzed through Braun and Clarke's

thematic analysis, suggested to be done in this study. The verbatim transcriptions of

the audio-recorded interviews were used to extract important study-related

statements and clauses. These statements were carefully reviewed to ensure they

supported the study’s objectives. Following the assignment of meanings to the

significant statements, theme clusters were developed. These theme clusters were

eventually analyzed into emergent themes, which provided the essential structure for

creating a comprehensive account of the phenomenon under investigation.

4.2 FINDINGS FROM THE STUDY

The study findings are presented in two sections, namely; demographic information

of the participants and factors associated with current abortion.
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4.2.1 Demographic information of the participants

The demographic information of the participants includes age, marital status,

employment, reason for coming to the hospital, and previous experience of abortion.

The demographic information of the participants is presented in Table 4.1 that

follows.

Table 4.1: Demographic information of the participants

Participants Age

(years)

Marital

status

Employment Reason for coming

to the hospital

Previous

experience of

abortion

P1 26 Single Unemployed Vaginal bleeding in

pregnancy

0

P2 34 Married Unemployed Passage of blood

clots

1

P3 22 Single Student Vaginal bleeding in

pregnancy

0

P4 38 Single Employed Fever and chills 2

P5 41 Married Employed Severe pelvic cramps 2

P6 23 Single Student Vaginal bleeding in

pregnancy

0

P7 33 Single Employed Severe back pain 1

P8 37 Single Unemployed Vaginal bleeding 1

P9 35 Single Self employed Passage of blood

clots

1

P10 29 Single Unemployed Vaginal bleeding 1
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Table 4.1 above shows that only ten (10) participants took part in the study, with

ages ranging from 22 to 41 years. Findings indicate that five (5) of the participants

were in their 30s, followed by four (4) in their twenties, while the remaining one was

41 years old. Further findings reveal that eight (8) of the participants were single,

whereas only two (2) were married. Additionally, four (4) of the participants were

unemployed, followed by three (3) who were employed; two (2) who were students,

and the remaining one (1) was self-employed. All (10) participants visited the

hospital due to the signs they were experiencing. Regarding previous abortion

experiences, five (5) of the participants had undergone one abortion, followed by

three (3) who had not experienced abortion, while the remaining two (2) had aborted

two times prior to the study.

4.2.2 Factors associated with current abortion

The study aimed to describe and probe factors associated with the high number of

abortion cases and to better understand, in an exploratory manner, the knowledge and

awareness of abortion implications among women experiencing abortion at Katima

Mulilo State Hospital. The participants’ recorded interviews were transcribed

verbatim. Each statement was then assigned a meaning, and only four themes

emerged from multiple readings of the transcriptions, which were grouped into

thirteen subthemes. The main themes that emerged are individual - level factors,

interpersonal factors, institutional and organizational factors, and community factors.

The subthemes representing the findings include insecurity in finance and

dependence, being unprepared for pregnancy and motherhood, pregnancy related
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mental and physical conditions, feeling of control over dismissal, influence on

employment and education, personal assurance regarding termination, lack of partner

support, lack of family support, risk of negative effects on family relationships,

institutional and organizational that offer support, termination services available at

private clinics, government clinics, and illegal termination services, pregnancy

termination norms, community socio-cultural beliefs and norms around termination

and pregnancy. Each theme and its corresponding subthemes are presented. At the

end of each participant's quote, there are numerical suffixes for the reader to

reference the data distribution. Themes and subthemes are presented in table 4.2

below.

Table 4.2: Thematic table

Themes Subthemes

Theme 4.2.1:

Individual level

factors

Subtheme 4.2.1.1: Insecurity in finance and dependence

Subtheme 4.2.1.2: Being unprepared for pregnancy and

motherhood

Subtheme 4.2.1.3: Pregnancy related mental and physical

conditions

Subtheme 4.2.1.4: Feeling of control over their own

Subtheme 4.2.1.5: Influence on employment and education

Subtheme 4.2.1.6: Personal assurance regarding

termination

Theme 4.2.2:

Interpersonal factors

Subtheme 4.2.2.1: Lack of partner support

Subtheme 4.2.2.2: Lack of family support

Subtheme 4.2.2.3: Risk of negative effects on family

relationships

Theme 4.2.3:

Institutional and

organizational factors

Subtheme 4.2.3.1: Institutional and organizational that

offer support

Subtheme 4.2.3.2: Termination services available at private
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clinics, government clinics, and illegal termination services

Theme 4.2.4:

Community factors

Subtheme 4.2.4:1 Pregnancy termination norms

Subtheme 4.2.4:2 Community socio-cultural beliefs and

norms around termination and pregnancy

4.2.1Theme 1: Individual level factors

Individual level factors emerged as those main factors associated with the high

number of abortion cases at Katima Mulilo State Hospital. These factors include

insecurity in finance and dependence, being unprepared for pregnancy and

motherhood, pregnancy related mental and physical conditions, feeling of control

over dismissal, influence on employment and education and personal assurance

regarding termination.

4.2.1.1 Subtheme 1: Insecurity in finance and dependence

Participants indicated that financial insecurity and dependence, along with the belief

that they would not be able to support a child adequately, were significant factors in

their decision to terminate their pregnancy. This is evidenced as follows.

“Due to our reliance on others (parents and family members), we

were unable to have a baby because we sometimes go without food. I

had no desire to bring a child into this world.” P3

“What was I supposed to give the child? Although I know that the

child's father will help me, I believe that at this point in my life-I am
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in my late 20s-I need to be independent. What will I do, then, if he

decides not to contribute this month?” P10

“I rely on my mother, I don't have a matric, and I don't work.” P6

Some of these participants mentioned feeling unable to support another child because

they already had one or more children to care for, which suggests that the financial

strain was greater for women who were already mothers.

“My first two children are having a difficult time... With three

children, the burden will be too much, especially if you are

unemployed.” P5

Finally, while most participants did not directly attribute their decision to terminate

to COVID-19, many did report changes in their employment and socioeconomic

circumstances, suggesting that this may have played a role.

"Human beings have lost jobs due to COVID starting. Initially, they

were losing jobs, but now it is worse because the organization is

putting some regulations and has to take some actions which

discourage them from hiring people. If I don't have a job, then I won't

work, and if I won't work, then what will I feed my kids with? Thus,

that came into play also." P7

"So, then I thought, 'Well, if I've got a baby and my mum isn't working,

I am not working, and the father's family don't want the baby, then

things weren't going to go well. I wasn't working properly, and my

mum also lost her job due to the lockdown rules of COVID-19.'" P10
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Participants indicated that financial insecurity and dependence, along with the belief

that they would not be able to support a child adequately, were significant factors in

their decision to terminate their pregnancy. This is evidenced as follows.

“Due to our reliance on others (parents and family members), we

were unable to have a baby because we sometimes go without food. I

had no desire to bring a child into that world.” P3

“What was I supposed to give the child? Although I know that the

child's father will help me, I believe that at this point in my life-I am

in my late 20s-I need to be independent. What will I do, then, if he

decides not to contribute this month?” P10

“I rely on my mother, I don't have a matric, and I don't work.” P6

The extracts above show that financial insecurity, dependence, and belief in

inadequate child support as significant factors in women’s decision to terminate their

pregnancy. The COVID-19 pandemic also impacted on these decisions, with job

opportunities and family support being the primary reasons.

4.2.1.2 Subtheme 2: Being unprepared for pregnancy and motherhood

Many participants said they did not want any more children.

“They [children] are not what I want in the future. The problem is

that when I was younger, I took on the role of mother to my siblings,

so I don't think I want to return.” P4



38

“No, I was not ready to have a child. I would not cope with it with all

these financial problems I have” P3

Furthermore, a few participants explained that they wanted children in the future but

decided to end their pregnancies because they did not feel psychologically ready to

become mothers or have another child while pregnant.

“Because I wasn’t ready for that child wasn't ready for me... My baby

is only a year old, so I believe she requires more care. I also believe I

won't be able to manage the demands of both a baby and a young

child.” P9

The unplanned nature of the pregnancy, which was caused in part by unsuccessful

contraception or a failure to use birth control methods, was one aspect of this lack of

preparedness. Participants expressed that learning they were pregnant made them feel

shocked, unhappy, and disappointed.

“I told myself after this first pregnancy that I would not become

pregnant again anytime soon, so I was really disappointed. I had

conflicting feelings and was devastated to learn that I was pregnant.

I've just concluded that it's best for me to end things until I am

emotionally, financially, and psychologically prepared for a second

child.” P10

The above extracts confirm that participants ended pregnancies due to psychological

unpreparedness, unplanned pregnancy, unsuccessful contraception, distance to

clinics, judgment, and negative beliefs, resulting in shock, disappointment, and

eventual termination.
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4.2.1.3 Subtheme 3: Pregnancy related mental and physical conditions

According to two interviewees, their decision to end the pregnancy was influenced

by their physical and mental health issues during the pregnancy. In particular, one

participant reported self-reported depressive symptoms that she recognized from

prior pregnancies, which were exacerbated by her partner’s lack of support.

“After that, I began to feel ill due to the pregnancy. I’ve never been

good with pregnancy. I started to lose weight. After contemplating

ending things, I had a depressing weekend and didn’t want my

children or anyone else around me. I wanted to be alone and wished

to disappear. I went three days without food or water because I had

lost my appetite. I felt depressed and cursed, and I didn't want anyone

near me. When my partner returned from his recent outing, he argued

with me and asked why I hadn’t cleaned the house. I told him that I

was constantly sleeping and acting like I was pregnant for the first

time. I then decided that Monday morning, I would terminate the

pregnancy”. P2

"I was ill. I couldn't stand for more than two minutes because I wasn't

feeling well. I felt lightheaded unless I sat down. I couldn't go without

food for more than two hours.”P4

The narratives above show that two interviewees experienced physical and mental

health issues during pregnancy, including self-reported depressive symptoms, weight

loss, depression, and loneliness. One experienced three days without food or water,

feeling cursed leading to pregnancy termination.
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4.2.1.4 Subtheme 4: Feeling of control over their own

In face-to-face interviews, participants conveyed a sense of autonomy, expressing

that they believed the decision to terminate their pregnancy was entirely their own.

"I was not under any pressure to terminate; the decision to do so or

not was completely up to me.”P4

“Since the baby is in my body and will ultimately affect me more than

you, if I say I don't want a baby, then I don't want it.” P1

Even participants who decided to terminate due to circumstances that left them with

few options, such as financial strains, appeared to use language that affirmed their

own authority.

“I didn't want to care what other people thought because I had my own

reasons for doing it.” P9

“I simply made the decision to act in my own best interests at that

specific time.” P1

One participant stated that she did not think she had any control over her sexual life.

Interestingly, despite feeling fully in control of her decision to end her pregnancy,

her sexual self-efficacy and ability to negotiate sex with her partner were impeded.

“Sometimes you don’t want to have sex, but you find that your partner

wants it, so you just do it to get him to stop bothering you. Therefore,

I don't believe I have any influence over that.” P8
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The extracts above show that interviews reveal that participants felt autonomy in

terminating their pregnancy, even with financial strains. However, one participant’s

sexual self-efficacy and negotiation ability were impacted, emphasizing the

importance of personal autonomy.

4.2.1.5 Subtheme 5: Influence on employment and education

The detrimental effects of pregnancy and the ensuing childcare responsibilities on

work and educational opportunities were another clear factor in two participants’

decisions to end their pregnancies.

"I told him [partner] that I wanted to go to school and that pregnancy

would delay me, so I wasn't ready.” P3

“What will I do if I accept a job offer?" P8

The above narratives show that two participants decided to end their pregnancies due

to the negative impact of pregnancy on work and educational opportunities.

4.2.1.6 Subtheme 6: Personal assurance regarding termination

Most participants shared their personal opinions that termination was sinful or wrong

to some extent, and several expressed fear of the physical or spiritual repercussions

of the termination. There was some religious or cultural reason for most of them (e.g.,

traditional cultural beliefs or Christianity).

"I think it would haunt you later in life or perhaps limit future

childbirth possibilities." P5
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"Although I'm not very religious, I believe abortion is wrong because

you are killing a soul. I don't believe in it, but I didn't really have

another option." P4

While some individuals had some concerns regarding aborting their

pregnancies, others spoke of disregarding such doubts as they made the

choice because it was the best choice to make at that time.

"I had to put my beliefs aside, what other people told me, and what

the Bible said for the first time.". I told myself, Fine, if it was a sin, we

all commit sins; it's just that they are varied, and I will deal with that

later. I pretended to myself that I was making the choice. Even though

I wanted to break up, I did know that the fact that there was a child

was a gift. I do not say that it is bad or good; everyone has his or her

why.” P7

“No, [beliefs were not involved in the decision]. It just sorts of felt

like something I wanted to do" P10

"Breaking up is a sin. I never really believed that [these beliefs] were

applicable. Church is church, anyway, and only God can judge you."

P6

Yet, some of the participants held beliefs about trusting and respecting personal

decision-making instead of believing termination was wrong.

"Everyone does have their reasons, which is good. My reasons for

aborting were different. For example, I did not want to think about it

a lot because I wanted to do it, so yes." P9
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"I was told to follow what I believe in, I just have to rely on myself. I

just have to keep with it if I am okay with it if I decide." P3

The extracts above show that most participants view termination as sinful due

to religious or cultural beliefs, fearing physical or spiritual repercussions.

Despite uncertainty, many believe in the right choice, acknowledging

individual motivations and God’s authority. They respect individual decision-

making and stick with it if comfortable.

4.2.2 Theme 2: Interpersonal factors

Interpersonal factors emerged as a theme in this study, with three subthemes: lack of

partner support, lack of family support, and the risk of negative effects on family

relationships. These factors are associated with abortion among women of

reproductive age at Katima Mulilo State Hospital in the Zambezi region.

4.2.2.1 Subtheme 1: Lack of partner support

A couple of women mentioned that the abortion was done with support of

their partners beforehand and afterward, but other women had unstable

relationships, partners that would not own up to fatherhood, or broke up upon

informing their partners that they were pregnant. Decision making on

performing an abortion seemed to result from not being able to trust one's

partner or embrace one's pregnancy due to insufficient support.

"My partner and I don’t have a very good relationship. It wouldn’t

have been wise to have another child.”P4
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‘When I told him that I was pregnant, he started ignoring my calls

and gave excuses for not visiting me. He told me that he did not want

to be a father. I told him how the state of the house is, what happens

to me in case I abort the baby, and the rest, but he informed me that

he never wanted all those things. First, he was okay; see the kind of

boys - promising you heaven and earth - and then you see it is not

okay, and then I’m a student.” P6

“It was fine before I got pregnant, but after I became pregnant, he

became indifferent and preoccupied with other girls. We would talk

about other things when I mentioned the pregnancy, so I decided to

end it since I could see that it was pointless to keep bringing it up.” P7

One participant found it unacceptable that their partner wanted to raise their child in

secret while also being in a serious relationship with another woman.

“You see, I came to the realization that this is not the type of partner I

want to have. And it’s obvious that my child will remain a secret;

otherwise, he might suddenly stop talking to me, as you know. After

that, I decided to let him go.”P8

On the other hand, one participant stated that her partner was unable to provide for

the child financially, despite his willingness and support.

“He stated that he is not ready. In addition to being young, he lacks

financial stability. I won't be able to fully support the child, he said.

He must take care of his siblings, manage his household, and send

money to his family because he is still a young man.” P6
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The extracts show that participants’ decisions to end pregnancies were influenced by

inability to trust and accept their partners, exacerbated by lack of support. Some had

committed relationships, others were unreliable, and some partners refused to accept

responsibility or provided financial support.

4.2.2.2 Subtheme 2: Lack of family support

Participants cited a lack of emotional or practical support from their families

as a reason for deciding to abort their pregnancies. They described having

strained social relationships, living in hostile family environments, fearing

judgment, and experiencing poor communication with minimal emotional

backing. Because of these circumstances, many participants opted not to

inform their family members about their pregnancies, which made them feel

even more isolated in their decision.

“There is absolutely no bond between my mom and me. That’s why I

didn’t want to have any more children. I would never have had an

abortion (termination) if my mother and I were close. You see, she

would have said, "The second one now," and then she would have

become irate because she is a parent if we had that relationship. My

mother and I are not friends, so I would have said, "I have my mom,"

and she would have responded, "We'll see what we can do." Therefore,

I don't have that connection with my mother; I can’t rely on her to

support me.”P8

“I have a good relationship with my family, but I keep some things

from them. I feel this way, especially about my sister, which is why I
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have been unable to approach her and let her know that I am this way

and that I intend to do this. She seems too critical, in my opinion. The

moment you tell her something, she is the kind of person who will

fight against it.” P9

On the other hand, one participant reported that family members’ pressure to end

their marriage was influenced by their families’ living conditions and financial

hardships.

"My decision to terminate was influenced by my mother. Mothers tend

to ask questions like, ‘Where will your child stay?’ and ‘You see that

we are in a small house, among other things. She revealed her

financial circumstances to me, as well as the fact that I already had

two other kids.” P10

The above extracts show that family members' lack of emotional or practical support,

poor social relationships, hostile environments, fear of judgment, and poor

communication led to pregnancy termination. The study also revealed that living

conditions and financial hardships also influenced the decision.

4.2.2.3 Subtheme 3: Risk of negative effects on family relationships

As some of the participants described, one of the reasons they had ended their

pregnancies was to prevent a negative response from their families, ranging

from rejection to abuse. One of the participants' stories demonstrated how the

family response to the disclosure of a second undesired pregnancy was

hostility and, eventually, a broken relationship, with little contact with the

family and no discussion on the abortion of the pregnancy.
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“They recognized my error the first time, so I'm being careless

with the second child. They rejected me, and I'm not serious

about the future.” P2

In certain instances, this threat stemmed from traumatic events related to prior

unwanted pregnancies, which had been met with animosity and stress from relatives.

Negative consequences, such as being denied food or being evicted from the family

home, had resulted from this. In these situations, the participants chose to terminate

their pregnancies to prevent similar circumstances in their families.

“My family was upset with me because I was pregnant while still in

school. After they learned that I was pregnant, they stopped talking to

me and stopped feeding me. My older sister chased me out of my

mother’s bedroom, locked it, and told me to sleep in the dining room,

even though I was already sleeping there. I was terrified when I

learned about the most recent pregnancy and began thinking about

my first pregnancy and how things had changed at home during that

time.” P3

“There will be issues if I bring another child because my oldest sister

always says she doesn't want one. During my first pregnancy, they

drove me away.”P6

The narratives above show that participants ended their pregnancies to avoid

negative reactions from relatives, including rejection or mistreatment. Traumatic

events and lack of contact led to negative consequences, prompting them to choose

termination.
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4.2.3 Theme: Institutional and organisational factors

Only two subthemes emerged from this main theme: institutional and organizational,

which offer support and termination services available at private clinics, government

clinics, and illegal termination services.

4.2.3.1 Subtheme1: Institutions and organizations that offer support

Participants indicated the presence of organizations and institutions supporting their

decisions to stop, even though many participants stated they received little mental

health support from facilities like clinics. One participant, for instance, reported

receiving assistance from clinic staff, which differed from some other participants.

“At the neighborhood clinic, they did not pass judgment on me. The

nurse I saw there was elderly, so she spoke to me kindly and advised

me not to feel bad during our conversation. Knowing that I wasn’t

alone was very helpful to me.” P7

Two participants received assistance from a church and a youth organization.

“It was [organization], and it doesn’t generate any revenue. It is a

children’s organization with various categories. I joined the decision

category, which includes individuals who have had abortions or

terminations in the past and those who wish to do so. Do you

understand? Yes, they were helpful to me.” P8
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“I might mention the church. They oppose firing, but they do support

adhering to your decision as long as you comprehend it. It doesn't

matter what decision you make.” P2

The extracts above show that while some organizations and institutions support

participants’ decision-making, many lack mental health support from facilities like

clinics.

4.2.3.2 Subtheme 2: Termination services available at private clinics,

government clinics, and illegal termination services

Participants were discharged at government facilities, private clinics, or illegal

termination services. Many participants stated that using private clinics was too

costly. Participants’ experiences with accessibility at government clinics differed,

particularly regarding the availability and attitudes of the staff. While some

participants had a positive experience with clinic staff, others reported feeling

mistreated or judged.

“They were okay... the way they spoke to me.” P10

“People have complained that the nurses are unkind and harsh in

front of onlookers, so they do not understand why you want to fire

them.” P7

“She [the nurse] was very cocky. However, I told myself that I wanted

to do it, as if I had decided that I wanted this to happen.” P9

The narratives above show that participants discharged at government facilities,

private clinics, or illegal termination services, with varied accessibility and staff
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attitudes. Some felt mistreated, while others desired termination despite perceived

harshness.

4.2.4 Theme: Community factors

Socio-Cultural factors were identified to be associated with a greater prevalence of

abortions among women at the Katima Mulilo State Hospital in the Zambezi region.

This subject was brought up with two subtopics: i.e., pregnancy termination norms

and socio-cultural community norms and beliefs regarding termination and

pregnancy.

4.2.4:1 Subtheme 1: Pregnancy termination norms

Despite the stigma and beliefs mentioned experienced by participants, most

participants said they felt that termination was common in their communities.

“It is common, but if you’re doing it alone, you’re the only one who

knows because other people do it that way, just like I did mine. Thus,

I will state that it is typical.” P2

"I believe it’s common because we hear rumors and some people see

for themselves, but we don’t know if they ended the pregnancy or if it

was a miscarriage. We simply don’t know, but that happens to many

girls” P5

While acknowledging the confidentiality of pregnancy terminations, some

participants found solace in the notion that these procedures are routine, either
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because it lessened the perceived stigma attached to the choice or because it provided

them the opportunity to gain knowledge from community members who had already

experienced it.

“Because they [her community members] accept the situation as it is

and do not pass judgment. Yes, I wanted to know more, so I asked

those I know who were fired before me for information.” P10

The above extracts show that participants reported common termination in their

communities, despite stigma and beliefs. They believed it was typical, as others did it

alone, making it difficult to determine if it was a miscarriage or not.

4.2.4:2 Subtheme 2: Community socio-cultural beliefs and norms around

termination and pregnancy

According to the participants, there are cultural norms and beliefs surrounding

pregnancy and termination in their families, churches, and larger communities. Many

participants stated that pregnancy termination is frowned upon in their communities,

which view children as blessings.

“They think that having a child is a blessing and that I am a girl." P9.

“You must not terminate at all in my church. It would not have been

permitted by my mother. ' I bring the child into the world, and we

would rather suffer with the child than kill an innocent soul, ' she

would have said.” P10

The majority of participants believed that these widely held beliefs did not affect or

discourage their decision to end their pregnancy, even though they seemed to impact
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their own views regarding termination. However, participants acknowledged that

termination is stigmatized and judged in their community, and that these judgments

are often based on the aforementioned views that termination is unacceptable.

“Their sole belief is that termination is bad; you don't kill. You can't

do something and then decide to stop when the results are in.

Termination is not well - received in the community. It is subject to

judgment.” P3

Through direct remarks they received or through alleged gossip, participants reported

feeling stigmatized and judged by their community.

“They [people in their community] will view you differently once they

find out that you were fired. You see, this person was fired, and there

will always be comments about your termination, even if they

downplay it. However, we always encounter people who are

judgmental.”P1

“People would actually come and make judgments like, you were fired;

you are a terrible person! How could you do that?”

The above narratives show that cultural norms and beliefs in families, churches, and

communities often discourage pregnancy termination, as children are seen as

blessings. Despite this, participants do not discourage their decision, but feel

stigmatized and judged, leading to negative comments.

4.3 Summary
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The chapter presented the findings of the study collected from 10 participants who

took part in the research. The findings were organized into themes and subthemes for

better comprehension. Four major themes emerged from the study: Individual- level

factors, Interpersonal factors, Institutional and Organizational factors, and

Community factors. These themes encompassed thirteen subthemes, namely:

financial insecurity and dependence, being unprepared for pregnancy and

motherhood, pregnancy - related mental and physical conditions, feelings of control

over dismissal, influences on employment and education, personal assurance

regarding termination, lack of partner support, lack of family support, risks of

negative effects on family relationships, institutional and organizational support

services , termination services available at private clinics, government clinics, and

illegal termination services, as well as societal norms and community socio-cultural

beliefs around termination and pregnancy. The next chapter presents the discussion

of findings.
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CHAPTER 5

DISCUSSION

5.1 Introduction

The previous chapter presented the findings of the study in themes and subthemes.

This chapter provides a literature review of the findings. The literature review is

conducted by comparing the findings with the literature discussed in Chapter Two,

the problem statement, and the background information of this study.

5.2 Factors associated with increased number of abortions among women at

Katima Mulilo state hospital; Zambezi region

Determinants of having high rates of abortions in women at Katima Mulilo state

hospital, Zambezi region, were translated to the interpersonal and individual levels of

the socio-ecological model. The most common reasons were not being ready for

children (again), financial instability and dependence, and poor support from families

and partners. Also, the study revealed spaces within every framework category that,

rather than being open grounds for abortion, contextualised the participants’ decision

and decision-making process. Indirectly influencing the participants’ abortion

decisions through negative economic shifts and accessibility of health care, the

COVID-19 pandemic and the subsequent lockdown regulations did so as well. The

overall conclusion drawn from the findings of this study is that people live in a multi-

layered and multifaceted world.

By including cross-cutting issues for investigation, i.e., the (lack of) sources of

support, decision-making under social norms influence, structural socioeconomic and
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healthcare obstacles, and pregnancy-related emotions and experiences, this

complexity may be more fully appreciated. Table 2 in Chapter four shows themes

and subthemes which are associated with a high rate of abortions among women at

Katima Mulilo state hospital, Zambezi region. The findings of this study were that

rather than a single factor, the women's reasons for ending their pregnancies tended

to interact in a complex manner. This subtle and introspective aspect of reproductive

choice-making is supported by other evidence from the literature, e.g., a study among

Australian women.69.

Single status is one of the socio-demographic features of pregnancy abortion in the

study area, based on existing evidence from research.

From the demographic statistics presented in Table 4.1, most of the unmarried

women of reproductive age have undergone an abortion. This result is consistent

with results obtained in previous studies.70, 71, 72 Single women and older women are

more likely to obtain high-risk pregnancy outcomes of ill effects, including maternal

morbidity and pregnancy conditions like ectopic diabetes, ectopic pregnancy, and

pre-eclampsia, resulting in miscarriages or stillbirths.73, 74 Failure of use or non-use

may be the cause of the positive correlation of single women with high frequencies

of pregnancy abortion.72. Low socioeconomic status among unmarried women may

not be able to purchase contraception, leading to elevated levels of unwanted

pregnancy and increased maternal mortality caused by unsafe abortion. Financial

issues, lack of preparedness for motherhood, reluctance (to bear more) children, fear

of losing education and employment opportunities, and relationship problems with

partners were also some of the most significant causes of abortion in previous

quantitative and qualitative research,73,75,76,77 as well as other research in other

African contexts.69,76,77
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Although earlier research on family dynamics69, 78 has existed, this has only been

written about the influence of partners on pregnancy abortion decision-making and

not on other family members. As most of the participants in this study were not

married, resided with their family, and were economically dependent on them, the

remaining relatives other than the partner-siblings, parents, grandparents, and cousins

might have had a greater influence on the choice of aborting the pregnancy. In a

surprising twist, the majority of the respondents in this research indicated having

decided to have an abortion all by themselves in line with societal expectations.

Alternatively, one Kenyan study reported that men were the only decision-makers if

pregnancy was to be terminated 79. Notwithstanding the existence of multi-level

socio-ecological determinants, respondents in the current study accepted and took

ownership and responsibility of the decision of abortion. This is also closer to the

conclusions of a US study that, while among study participants who had ever

experienced inter-partner violence, women's decisions were shaped by the quality of

their intimate partner relationships, and this was not typically accomplished through

coercion.18 Partners in the current study indicated taking themselves out of the

decision or being sometimes not informed about the pregnancy or abortion. Women's

decisional autonomy may also reflect a possible need for more social-emotional

support since among the prolific reasons for ending a relationship with a partner was

the lack of social-emotional support from partners and families.

Several unmet needs concerning women’s access to reproductive health care in our

setting were also identified in our study.

The study found that health literacy regarding contraception and contraceptive

services is low, and this could be the cause of unwanted pregnancy in our society.
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Also, some of the participants had accessed unsafe (illegal) abortion services. The

justification of this judgment is consistent with how women in our environment still

do not have access to legal abortion services. Elimination of access barriers at

government clinics included, for instance, not pursuing and visiting the clinics that

provide abortion services, delays caused by clinic staff, and evaluations from

personnel. Although Namibia does not offer legal abortion services, access to the

services of safe abortion of pregnancy is established by stigma related to seeking and

obtaining a pregnancy abortion.

The Namibian media is currently actively highlighting the long-term effect that it has

on women's reproductive well-being. The research findings in the current setting

indicate the effect of the structural and social determinants on, firstly, the use of

unsafe abortion services, and secondly, pregnancy abortion decision and failure in

the provision of healthcare.

These include, for instance, society and health professionals' stigmatization, health

literacy deficiencies, and (intergenerational) poverty. This highlights the need to

involve various sectors in responding to unwanted pregnancies and barriers to safe

abortion. Although all the women in our study indicated that they believed abortion

of pregnancy was common in their communities, they also indicated experiencing

various forms of stigma from the communities, including poverty, unmarried person

pregnancy, and abortion of pregnancy. To address the stigma of pregnancy abortion

and gain access to safe pregnancy abortion services, clearly an intersectional

response is required,1 as the following overlapping levels of stigma indicate with

their impact on the lives of women and their reproductive autonomy.
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5.3 Summary

The chapter made literature control by comparing the findings presented in chapter 4

with the reviewed literature. The next chapter presents the conclusions,

recommendations and limitations of the study.
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CHAPTER 6

CONCLUSIONS AND RECOMMENDATIONS

6.1 Introduction

This is the last chapter of the study that presents the conclusions and

recommendations of the study.

6.2 Conclusions

The study explores factors contributing to high abortion cases and women's

awareness of abortion implications at Katima Mulilo state hospital. It uses the Health

Belief Model to understand perceptions of abortion risk, effectiveness of measures,

benefits of family planning, contraception, and reproductive health education, and

potential obstacles to implementation.

The study reveals that financial insecurity, dependence, and mental and physical

conditions, along with child support issues, influence women's abortion decisions at

Katima Mulilo state hospital in Zambezi region.

Furthermore, in the current study interpersonal factors were found to be associated

with increased number of abortions in women. These factors include lack of partner

support, lack of family support and risk of negative effects on family relationships.

The study reveals that factors such as trust issues, lack of support, poor social

relationships, and financial hardships influence participants' decisions to end

pregnancies.
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The study found that institutional and organizational factors, including support and

termination services at private, government, and illegal clinics, contribute to

increased abortions among women at Katima Mulilo state hospital.

The study finally concludes that community factors including pregnancy termination

norms and community socio-cultural briefs and norms around termination and

pregnancy lead to increased number of abortions among women at Katima Mulilo

state hospital, Zambezi region. Cultural norms discourage pregnancy termination, but

participants still feel stigmatized and judged. They report common termination in

their communities, believing it is typical and difficult to determine if it is a

miscarriage.

6.3 Recommendations

The recommendations of this study are based on the finding and discussion made in

the previous chapter

6.3.1 Recommendations for nursing practices

To address the factors linked to higher rates of abortion among women, nurses are

essential. The following are some suggestions for nursing practices:

Comprehensive Counseling: To help prevent unwanted pregnancies, the nurses

should offer women comprehensive counseling on family planning, sexual health,

and contraception options. This can be done at the clinics and during primary

healthcare visits. They (nurses) have to offer comprehensive abortion counseling,

understanding the patient’s needs, providing accurate information, discussing
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alternatives, offering emotional support, and discussing legal and ethical

considerations. They should respect autonomy and provide follow-up care.

Access to reproductive healthcare: To ensure that women have the means to make

informed decisions, nurses should promote better access to reproductive healthcare

services, such as contraception and prenatal care. To guarantee that all women have

access to the care they require, barriers must be removed and supporting policies

implemented. Women's health and well-being depend on providing them with access

to comprehensive reproductive care.

Education and Awareness: There is a need for the nurses to implement and

community education and awareness programs to raise knowledge of safe sex

practices, sexual health, and the importance of making informed decisions about

pregnancy. In some communities, a few of these may already be in place and need to

be more enhanced and inclusive for all age and socio-economic groups.

Support Services: The nurses should provide women facing unwanted pregnancies

with nonjudgmental support services, such as emotional support, information about

their options, and connections to relevant resources.

Advocacy for policy change: Nurses should promote laws that uphold women’s

reproductive rights, ensure access to contraception, and provide comprehensive sex

education to tackle the root causes of increasing abortion rates.

6.3.2 Organizational recommendations
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Comprehensive Sexual Education: The MoHSS through Katima Mulilo State

Hospital should implement programs that educate women about family planning,

reproductive health, and contraception.

Accessible Contraception: Katima Mulilo State Hospital should ensure that a

variety of contraceptive methods, such as long-acting reversible contraceptives

(LARCs), are readily accessible to prevent unwanted pregnancies

Supportive work environments: The MoHSS should encourage companies to

provide supportive work environments, such as paid maternity leave and flexible

work hours to alleviate the financial burdens that may lead to abortion.

Community support programs: The MoHSS needs to develop community support

initiatives offering resources, financial assistance, and counseling to women facing

unintended pregnancies.

6.3.3 Recommendations for future researcher

The present study was purely qualitative in nature. It is recommended that the mixed

method approach using both qualitative and quantitative approach be used to study

the same problem at the same setting.

Another recommendation is to conduct a study focusing on the prevalence and

factors contributing to abortion and unsafe abortion among women of reproductive

age at Katima Mulilo State Hospital.

6.4 Summary of the study
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The study's background, problem statement, purpose, and objectives have all been

tackled in this research report. This was done in chapter one. The report has also

reviewed relevant aspects of the topic under research. This was accomplished in the

literature review chapter. A clear explanation of how the research planning and

conducting were done was then provided. Data collected was reported textually in

Chapter 4 following introduction and thematic analysis. Conclusions have been

drawn in this chapter (chapter 6) of the report based on findings and discussion as

reported in Chapter 5. This chapter summarizes the research report. The purpose is to

respond to articles and research questions that the researcher believes will be

beneficial to Katima Mulilo State Hospital.



64

References

1. John CP. what is abortion according to WHO [Internet]. 2021. Available

from:

https://www.emedicinehealth.com/what_is_abortion_according_to_who/articl

e_em.htm

2. Beegle K et al., Poverty in a Rising Africa, Washington, DC: World Bank,

2021, doi:10.1596/978-1-4648-0723-7.

3. SWP Report 2022: Impacts - United Nations Population Fund [Internet].

Available from: https://www.unfpa.org/swp2022/impacts

4. Ganatra B, Gerdts C, Rossier C, Johnson BR, Tunçalp Ö, Assifi A, et al.

Global, regional, and subregional classification of abortions by safety, 2010–

14: estimates from a Bayesian hierarchical model. Lancet.

2017;390(10110):2372–81.

5. Nakale A. abortion public hearings to resume in august. 2022; Available from:

https://neweralive.na/in/posts/abortion-public-hearings-to-resume-in-august

6. The Namibian, The press. Unsafe abortions reach 7 000 mark, 2017.

Available on https://www.namibian.com.na/unsafe-abortions-reach-7-000-

mark/

7. Harries J, Stinson K, Orner P. Health care providers’ attitudes towards

termination of pregnancy: A qualitative study in South Africa. BMC Public

Health. 2019;9(1):1–11.

8. Teffo ME, Rispel LC. ‘I am all alone’: factors influencing the provision of

termination of pregnancy services in two South African provinces. Glob

Health Action. 2017;10(1). Available from: /pmc/articles/PMC5645649/.

Cited 2022 Mar 8.



65

9. Petersen MN, Jessen-Winge C, Møbjerg ACM. Scandinavian women’s

experiences with abortions on request: A systematic review. JBI Database

Syst Rev Implement Reports. 2018; 16(7):1537–63.

10. Steyn C, Govender I, Ndimande JV. An exploration of the reasons women

give for choosing legal termination of pregnancy at Soshanguve Community

Health Centre. Pretoria, South Africa. 2018;60(4):126–31

11. Baldwin-White, A., Gower, K. Influence of social media on how college

students perceive healthy relationships and consent. Journal of American

College Health, 2023: 71(4), 1301–1309.

12. RehnströmLoi U, Lindgren M, Faxelid E, Oguttu M, Klingberg-Allvin M.

Decision-making preceding induced abortion: a qualitative study of women’s

experiences in Kisumu, Kenya. Reprod Health. 2018.;15(1).

13. Shiningayamwe, D., Shalyefu, R. and Kanyimba, A. The Social and

Economic Challenges of the Namibian Children of the Liberation Struggle at

Berg Aukas Camp in Grootfontein, Otjozondjupa Region. Open Journal of

Social Sciences, 2014: 2, 288-298.

14. The new Era- local press media. Retrieved from https://neweralive.na/7-000-

unsafe-abortions-in-a-year/; 2021

15. McCombes, S. How to Write a Literature Review/| Guide, Examples, &

Templates.Scribbr. Retrieved December 3, 2024, from

https://www.scribbr.com/dissertation/literature-review/

16. Fink, A. Conducting Research Literature Reviews: From the Internet to Paper.

Thousand Oaks, CA: Sage Publications, 2019.

17. American College of Obstetricians and Gynecologists. FAQs:Preeclampsia

and high blood pressure during pregnancy. Retrieved October 31, 2018, from



66

https://www.acog.org/Patients/FAQs/Preeclampsia-and-High-Blood-

Pressure-During-Pregnancy

18. Fetters, T., Samandari, G., Djemo, P., Vwallika, B., Mupeta, S. Moving from

legality to reality: how medical abortion methods were introduced with

implementation science in Zambia. Reprod Health. 2017: Vol.14, pp.26.

doi:10.1186/s12978-017-0289-2.

19. WHO. Global and regional estimates of the incidence of unsafe abortion and

associated mortality. Geneva , Swizerland: WHO.

20. Kabiru, C.W., Ushie, B.A., Mutua, M.M., Izugbara, C.O. Previous induced

abortion among young women seeking abortion related care in Kenya: a

cross- sectional analysis. BMC Pregnancy and Child Birth. Vol.16,

2016,pp104. doi:10.1186/s12884-016-0894-z

21. National Academies of Sciences, Engineering, and Medicine; Health and

Medicine Division; Board on Health Care Services; Board on Population

Health and Public Health Practice; Committee on Reproductive Health

Services: Assessing the Safety and Quality of Abortion Care in the U.S.. The

Safety and Quality of Abortion Care in the United States. Washington (DC):

National Academies Press (US); 2018 Mar 16. 4, Long-Term Health Effects.

Available from: https://www.ncbi.nlm.nih.gov/books/NBK507237/

22. Mote CV, Otupiri E, Hindin MJ. Factors associated with induced abortion

among women in Hohoe, Ghana. Afr J Reprod Health. 2020 Dec;14(4 Spec

no.):110-6. PMID: 21812204; PMCID: PMC4181373.

23. Yah CS, Ndlovu S, Kutywayo A, Naidoo N, Mahuma T, Mullick S. The

prevalence of pregnancy among adolescent girls and young women across the

Southern African development community economic hub: A systematic



67

review and meta-analysis. Heal Promot Perspect. 2020;10(4):325–37.

24. Ahinkorah BO. Socio-demographic determinants of pregnancy termination

among adolescent girls and young women in selected high fertility countries

in sub-Saharan Africa. BMC Pregnancy Childbirth. 2021;21(1):1–8.

25. Dickson, K. S., Adde, K. S., & Ahinkorah BO. Socio–economic determinants

of abortion among women in Mozambique and Ghana: evidence from

demographic and health survey. Arch Public Heal. 2018;76(1):1–10.

26. Hailegebreal S, Enyew EB, Simegn AE, Seboka BT, Gilano G, Kassa R, et al.

Pooled prevalence and associated factors of pregnancy termination among

youth aged 15–24 year women in East Africa: Multilevel level analysis. PLoS

One [Internet]. 2022;17(12 December):1–14. Available from:

http://dx.doi.org/10.1371/journal.pone.0275349

27. Mosley, E. A., Schulz, A. J., Harris, L. H., & Anderson BA. South African

abortion attitudes from 2007-2016: The roles of religiosity and attitudes

toward sexuality and gender equality. Women Health. 2020;60(7):806–20.

28. Maina BW, Mutua MM, Sidze EM. Factors associated with repeat induced

abortion in Kenya Global health. BMC Public Health [Internet].

2015;15(1):1–8. Available from: http://dx.doi.org/10.1186/s12889-015-2400-

3

29. Atakro, C. A., Addo, S. B., Aboagye, J. S., Menlah, A., Garti, I., Amoa-

Gyarteng, K. G., ... & Boni GS. Contributing factors to unsafe abortion

practices among women of reproductive age at selected district hospitals in

the Ashanti region of Ghana. BMC Womens Health. 2019;19(1):1–17.

30. Niţă, A. M., & Goga CI. A research on abortion: ethics, legislation and socio-

medical outcomes. Case study: Romania. Rom J Morphol Embryol.



68

2020;61(1):283.

31. Brouwer KC, O’Connell CE, Morris MD, Rusch ML, Pietersen I, Tjituka F,

et al. First Community - Based HIV Prevalence Estimate in Zambezi,

Namibia: A Pathfinder Study. Ann Community Med Public Health. 2022;2(1):

1008

32. Biggs MA, Gould H, Foster DG. Understanding why women seek abortions

in the US. BMC Womens Health. 2013;13(1).

33. Klutsey, E.E., Ankomah, A. Factors associated with induced abortion at

selected hospitals in the Volta region Ghana. DovePress: International

Journal of Women’s Health. Vol.6, 2014, pp. 809-16. Retrieved September

01, 2015, from: https://www.dovepress.com/factors-associated-with-induced-

abortion-at-selected-hospitals-in-the--peer-reviewed-fulltext-article-IJWH

34. Makleff S, Wilkins R, Wachsmann H, et al. Exploring stigma and social

norms in women's abortion experiences and their expectations of care. Sex

Reprod Health Matters. 2019;27(3):1661753.

doi:10.1080/26410397.2019.1661753

35. Kungu W, Agwanda A, Khasakhala A. Prevalence of and factors associated

with contraceptive discontinuation in Kenya. Afr J Prim Health Care Fam

Med. 2022;14(1):e1-e11. Published 2022 May 24.

doi:10.4102/phcfm.v14i1.2992

36. Jones, C.L., Jensen, J.D., Scherr, C.L., Brown, N.R., Christy, K. and Weaver

J. The Health belief model as an explanatory framework in communication

research: exploring parallel, serial, and moderated mediation. Health

Commun. 2015;30(6):566–76.

37. Creswell, J. W., Creswell, J. D. Research Design: Qualitative, Quantitative,

and Mixed Methods Approaches (5th ed.). SAGE, 2020.



69

38. Kassu, SJ. ‘Research Design and Methodology’. Cyberspace, IntechOpen, 17

June 2020. Crossref, doi:10.5772/intechopen.85731.

39. Creswell, J.W., Guetterman, T.C. Educational Research: Planning,

Conducting, and Evaluating Qualitative and Quantitative Research. Pearson,

New York, 2019.

40. Patricia, S., Rangarjan, N. A Playbook for Research Methods: Integrating

Conceptual Frameworks and Project Management. Stillwater, OK: New

Forums Press, 2013.

41. Shields, P.M., Rangarajan, N. A Playbook for Research Methods Integrating

Conceptual Frameworks and Project Management, 2013.

42. Saunders, M.N.K., Lewis, P. Thornhill, A. Research Methods for Business

Students. 8th Edition, Pearson, New York, 2019.

43. Shields, P.M., Rangarajan, N. A Playbook for Research Methods Integrating

Conceptual Frameworks and Project Management, 2013.

44. Bashin, H. What is exploratory research? Types of exploratory studies in

sales; 2020. Https://www.marketing91.com/exploratory-research/

45. Saunders, M.N.K., Lewis, P. Thornhill, A. Research Methods for Business

Students. 8th Edition, Pearson, New York, 2019.

46. Burns, S. K., Grove. J. R., GN. Understanding Nursing Research Buliding an

Evidence-Based Practice. In elseriver [Internet]. 2015;15(3). Available from:

https://doi.org/10.2307/486972

47. Bans, W., Van der Voordt DJM. descriptive research. In: Ways to study and

research urban, architectural and technical design. DUP Science; 2002. p. 53–

60.



70

48. Addo, AN. Accessibility of antiretroviral therapy in Ghana: Convenience of

access. SAHARA-Journey; 2018, 9(2):74–87

49. Creswell, J. W. Research Design: Qualitative, Quantitative, and Mixed

Method Approaches. Sage Publications 2019

50. Myers, M.D. Qualitative Research in Business & Management” SAGE

Publications, 2008.

51. Bhattacharya, H., Geertz, C. Research setting. In The SAGE encyclopedia of

qualitative research methods; 2020. SAGE Publications, Inc.,

https://doi.org/10.4135/9781412963909.n398

52. Bhandari, P. Population vs. Sample | Definitions, Differences & Examples.

Scribbr.; Retrieved July 2, 2024, from

https://www.scribbr.com/methodology/population-vs-sample/

53. McCombes, S. Sampling Methods | Types, Techniques & Examples.Scribbr.

Retrieved December 5, 2024, from

https://www.scribbr.com/methodology/sampling-methods/

54. Martínez-Mesa J, González-Chica DA, Duquia RP, Bonamigo RR, Bastos JL.

Sampling: how to select participants in my research study?. An Bras

Dermatol. 2016; 91(3):326-330. doi:10.1590/abd1806-4841.20165254

55. Nikolopoulou, K. What Is Purposive Sampling? | Definition & Examples.

Scribbr.;2023 Retrieved July 3, 2024, from

https://www.scribbr.com/methodology/purposive-sampling/

56. Martínez-Mesa J, González-Chica DA, Bastos JL, Bonamigo RR, Duquia RP.

Sample size: how many participants do I need in my research? An Bras

Dermatol. 2014;89:609–615. doi: 10.1590/abd1806-4841.20143705



71

57. Palinkas LA, Horwitz SM, Green CA, Wisdom JP, Duan N, Hoagwood K.

Purposeful Sampling for Qualitative Data Collection and Analysis in Mixed

Method Implementation Research. Adm Policy Ment Health. 2015;42(5):533-

544. doi:10.1007/s10488-013-0528-y

58. Saunders B, Sim J, Kingstone T, et al. Saturation in qualitative research:

exploring its conceptualization and operationalization. Qual Quant.

2018;52(4):1893-1907. doi:10.1007/s11135-017-0574-8

59. Creswell, J.W. Creswell, J.D. Research Design: Qualitative, Quantitative, and

Mixed Methods Approaches. Sage, Los Angeles, 2018.

60. Bhandari, P. What Is Qualitative Research? | Methods & Examples.

Scribbr.2024; Retrieved June 29, 2024, from

https://www.scribbr.com/methodology/qualitative-research/

61. Brink, H., Van de Walt, C. and Van Rensburg, G. Fundamentals of Research

Methodology for Healthcare Professionals. 2012; Juda and Co. Ltd., Cape

Town.

62. Braun, V Clarke V. Using thematic analysis in psychology. Qual Res

Psychol [Internet]. 2006;3(2):77–101. Available from:

https://www.researchgate.net/publication/235356393_Using_thematic_analys

is_in_psychology

63. Lincoln, Y. S., Guba, E. G. Naturalistic Inquiry. Beverly Hills, CA: 1985;

Sage Publications, Inc

64. Onwuegbuzie, A. J., Leech, N. L.. Validity and qualitative research: An

oxymoron? Quality & Quantity, 2017; 41, 233–249.

65. Schloemer T, Schröder-Bäck P. Criteria for evaluating transferability of

health interventions: a systematic review and thematic synthesis. Implement



72

Sci. 2018;13(1):88. Published 2018 Jun 26. doi:10.1186/s13012-018-0751-8

66. Gordon EJ, Prohaska TR. The ethics of withdrawal from study participation.

Account Res. 2020;13(4):285-309. doi:10.1080/08989620600848645

67. Varkey B. Principles of Clinical Ethics and Their Application to Practice.

Med Princ Pract. 2021; 30(1):17-28. doi:10.1159/000509119

68. Barrow JM, Brannan GD, Khandhar PB. Research Ethics. [Updated 2022 Sep

18]. In: StatPearls [Internet]. Treasure Island (FL): StatPearls Publishing;

2025 Jan-. Available from:

https://www.ncbi.nlm.nih.gov/books/NBK459281/

69. Kirkman M, Rosenthal D, Mallett S, Rowe H, Hardiman A. Reasons women

give for contemplating or undergoing abortion: a qualitative investigation in

Victoria, Australia. Sex ReprodHealthc. 2020;1(4):149–55.

70. Department of Health, Reproductive Health Research Unit, Medical Research

Council. An Evaluation of the Implementation of the Choice on Termination

of Pregnancy Act. Available from

https://www.gov.za/sites/default/files/gcis_document/201409/abortion0.pdf

71. Teffo ME, Rispel LC. ‘I am all alone’: factors influencing the provision of

termination of pregnancy services in two South African provinces. Glob

Health Action. 2017;10(1). Available from: /pmc/articles/PMC5645649/.

Cited 2022 Mar 8.

72. Ekstrand M, Tydén T, Darj E, Larsson M. An illusion of power: qualitative

perspectives on abortion decision-making among teenage women in Sweden.

Perspect Sex Reprod Health. 2009;41(3):173–80 Available from:

https://pubmed.ncbi.nlm.nih.gov/19740236/. Cited 2022 Mar 15

73. Chibber KS, Biggs MA, Roberts SCM, Foster DG. The role of intimate



73

partners in women’s reasons for seeking abortion. Womens Health Issues.

2014;24(1). Available from: https://pubmed.ncbi.nlm.nih.gov/24439939/.

Cited 2022 Mar 15.

74. RehnströmLoi U, Lindgren M, Faxelid E, Oguttu M, Klingberg-Allvin M.

Decision-making preceding induced abortion: a qualitative study of women’s

experiences in Kisumu, Kenya. Reprod Health. 2018.;15(1).

75. Kirkman M, Rosenthal D, Mallett S, Rowe H, Hardiman A. Reasons women

give for contemplating or undergoing abortion: a qualitative investigation in

Victoria, Australia. Sex ReprodHealthc. 2020;1(4):149–55.

76. Pestvenidze E, Stray-Pedersen B. Who obtains abortion in Georgia and why?

Int J Womens Health. 2018;10:733–43. Available from:

https://pubmed.ncbi.nlm.nih.gov/30532601/. Cited 2022 Jul 26.

77. Finer LB, Frohwirth LF, Dauphinee LA, Singh S, Moore AM. Reasons U.S.

women have abortions: quantitative and qualitative perspectives. Perspect

Sex Reprod Health. 2020;37(3):110–8.

78. Chibber KS, Biggs MA, Roberts SCM, Foster DG. The role of intimate

partners in women’s reasons for seeking abortion. Womens Health Issues.

2014;24(1).

79. RehnströmLoi U, Lindgren M, Faxelid E, Oguttu M, Klingberg-Allvin M.

Decision-making preceding induced abortion: a qualitative study of women’s

experiences in Kisumu, Kenya. Reprod Health. 2018.;15(1).



74

APPENDICES

Appendix A: Ethical clerence certificate



75

Appendix B: Permission letter from the MOHSS



76

Appendix C: Permission letter from the setting



77

Appendix D: Research tool/instrument- Interview guide

Names: Lynn. M. Simasiku

Student number: 201403364

Resolution number: SoNPHHDBSP/24/18/20

Program: Master of Public Health.

Topic: Factors associated with increased number of abortions in women at

Katima Mulilo state hospital; Zambezi region.

Interview guide

DOMAIN QUESTIONS

A. Introductory

questions

Age

Marital status

Employment

Reason for coming to the hospital

Previous experience of abortion and cause/s

B. Interview

question

What do you think is a factor/factors that is /are

associated with your current abortion?

What could be the possible implications that abortion may

have or cause to you?

C. Probing

questions

Other question will be used to probe depending on the

participant’s answer on the above questions.
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Appendix E: Informed consent

TITLE: FACTORS ASSOCIATED WITH INCREASED NUMBER OF

ABORTIONS IN WOMENAT KATIMA MULILO STATE

HOSPITAL,.ZAMBEZI REGION.

Researcher: Lynn Monde Simasiku

Resolution number: SoNPHHDBSP/24/18/20

Dear participant

I am Lynn Monde Simasiku registered with University of Namibia, doing a master of

public health degree. I wish to conduct a research project entitled: ‘Factors associated

with increased number of abortions in women at Katima Mulilo State

Hospital,.Zambezi Region.’The study will be conducted under the supervision and

guidance of Dr Anna Shilunga of the School of Nursing and Public Health,

University of Namibia.

The objectives of this study are to probe factors associated with abortions among

women seen at Katima Mulilo state hospital and to explore the knowledge and

awareness of women seen at Katima Mulilo state hospital regarding implications of

abortion.
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Your participation will provide information that might enable decision makers to

assist in this regard. Participation in this study will take approximately 30 minutes to

1 hour. The procedure includes responding to questions from an interview guide with

regard to the topic under study which will be done on an audio recording and use of

written notes if permission is granted.

Your participation in this study is voluntary and you have the right to withdraw at

any time should you feel so. You should feel free to ask the researcher to clarify the

question where you don’t understand and you will be expected to answer all

questions. The study data will be coded so they will not be linked to your name.

Your identity will not be revealed during the study or when the study is being

reported or published with the permission granted by the Ministry of Health and

Social Services for the benefit of understanding factors associated with abortions and

exploration of the knowledge and awareness regarding its implications at the hospital

under study. The researcher and the supervisor are the only people that will have

access to the data collected.

You are among the study population of the women that underwent abortion seen at

Katima Mulilo State Hospital.

Should you agree to participate, please sign your consent with full knowledge of the

nature and purpose of the study.

If you have any questions or concerns about the research, please feel free to contact

Ms. Lynn Monde Simasiku at cell 0816385115 or E-mail

lynnsimasiku@gmail.com .The Main Supervisor Dr. A. Shilunga at E-mail:
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ashilunga@unam.na,Faculty of Health Science, School of Nursing and Public

Health, at the University of Namibia.

You may withdraw your consent at any time and discontinue participation without

penalty. You are not waiving any legal claims or rights because of your participation

in this research study.

Should you agree to participate, please sign the consent provided. If you have any

question that needs clarification you are welcome to contact me.

I………………………………………………………

Agree to participate in this research project on my own will.

Signed at ……………………………………………..

………………………. ……………………….

Participant signature Date

https://mail.unam.na/owa/redir.aspx?C=OgIHtror3U-uuq5ThpqAIoilVVnLCdIIkP0nC6FfoGQOc_hH2Z1BLVxOf3b1zrRrOSXWR9miunU.&URL=mailto%3akhofnie%40unam.na
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Appendix F: Interview consent form

Interview consent form

TITLE: FACTORS ASSOCIATED WITH INCREASED NUMBER OF

ABORTIONS IN WOMEN AT KATIMA MULILO STATE

HOSPITAL,.ZAMBEZI REGION.

I………………………………….(name), being over the age of 18 years, hereby

consent to participate as requested in the interview for the research project held

on………………………….(date).

1. Details of the interview have been explained to my satisfaction.

2. I agree to audio recording and note taking of my information and

participation.

3. I understand that:

 I may not directly benefit from taking part in this research.

 I am free to withdraw from the project at any time and I am free to decline to

answer particular questions.

 While the information gained in this study will be published as explained, I

will not be identified and individual information will remain confidential.
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 Whether I participate or not, or withdraw after participation, I will have no

effect on my treatment or service that is being provided to me.

 I may ask that the recording/ observation be stopped at any time and that I

may withdraw at any time from session or the research without disadvantage.

4. I understand that I can contact either the researcher or the University of

Namibia with questions about this research via the contacts below:

Lynn. M. Simasiku, researcher –University of Namibia

At email; lynnsimasiku@gmail.com and +264816385115

OR

Dr Anna Shilunga, research supervisor-University of Namibia

At email; ashilunga@unam.na and +26465 223 2257

Participant’s signature: ……………….

Date: ………/………………/………

Name of researcher: …………………………. Signature: ……………

Date: …./..../….

mailto:lynnsimasiku@gmail.com
mailto:ashilunga@unam.na
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