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Decision making regarding unintended pregnancies among adolescents in Jamestown, Accra, Ghana

Keywords: Grossesses, prise de décision, adolescents Decision making regarding unintended pregnancies among adolescents in Jamestown, Accra, Ghana Decision making, pregnancy, adolescents Unité de recherche [ pregnancy, motherhood, unintended, unwanted, unplanned, mistimed, Africa, prevalence, odds, risk factors

Adolescent pregnancies constitute a public health concern globally, especially in low and medium income countries. Most of these pregnancies are unintended, and could end up in unsafe abortions, often associated with high mortality and morbidity rates. Studies investigating the decision making process, the preferences, challenges and experiences of adolescents when faced with unintended pregnancies in Ghana rare. A systematic review to ascertain the prevalence and determinants of unintended pregnancy in Sub Saharan Africa was carried out. This was followed by an empirical phase using qualitative (interviews and focus group discussions) and quantitative methods to ascertain adolescent and stakeholders experiences, perceptions, and attitudes towards adolescent abortions and childbirths. An ethical reflection through the lens of the principles of medical ethics proposed by Beauchamp and Childress and Immanuel Kant's aided in understanding the meaning of autonomy in adolescent pregnancy decision making. Adolescents simply have a false feeling of having taken the final decision themselves. Rendering decision making as autonomous as possible is important as trust is enhanced between the adolescents and health care providers, and they are therefore more likely to take informed decisions and adhere to the advice and recommendations of the health care providers. We propose a concept of relational autonomy that integrates the social reality in this community of embracing early adolescent pregnancies. This is grounded on the fact that a good number of adolescent pregnancies are intentional, and would require a different approach to dissuade adolescents and the community from desiring kids early in an adolescent's life course.

Prise de décision concernant les grossesses non désirées chez les adolescents à Jamestown, Accra, Ghana.

Résumé

Les grossesses chez les adolescentes constituent un problème de santé publique dans le monde, en particulier dans les pays en voie de developpement. La plupart de ces grossesses ne sont pas désirées et pourraient aboutir à des avortements à risque, souvent associée à des taux de mortalité et de morbidité élevés. Les etudes etudes sur la prise de decision processus, les préférences, les défis et les expériences des adolescents lorsqu'ils sont confrontés à des grossesses non désirées sont rares au Ghana. Une revue systématique pour vérifier la prévalence et les déterminants des grossesses non désirées en Afrique subsaharienne a été réalisée. Cela a été suivi par un phase utilisant des méthodes qualitatives (entretiens et groupes de discussion) et quantitatives pour vérifier les expériences, les perceptions et les attitudes des adolescents et des parties prenantes envers les adolescents avortements et accouchements. Une réflexion éthique à travers le prisme des principes de l'éthique médicale proposé par Beauchamp et Childress et Immanuel Kant a aidé à comprendre le sens d'autonomie dans la prise de décision concernant la grossesse chez les adolescentes. Les adolescents ont simplement un faux sentiment de ayant pris euxmêmes la décision finale. Rendre la prise de décision aussi autonome que possible est importante car la confiance est renforcée entre les adolescents et les prestataires de soins de santé, et ils sont donc plus susceptibles de prendre des décisions éclairées et de se conformer aux conseils et recommandations des prestataires de soins de santé. Nous proposons un concept d'autonomie relationnelle qui intègre la réalité socioculturelle dans cette communauté. Ceci est fondé sur le fait qu'un bon nombre de grossesses d'adolescentes sont intentionnelles et nécessiteraient une approche visant à dissuader les adolescents et la communauté de désirer des enfants au début le cours de la vie.

Account

Chapters 4 to 8 are based on articles that are published or under review in international peer-reviewed journals.

Chapter 4:

Bain LE, Zweekhorst MBM, Buning T de C. Prevalence and Determinants of Unintended Pregnancy in Sub -Saharan Africa: A Systematic Review. African Journal of Reproductive Health [Internet]. 2020 Jun 26 [cited 2020 Aug 30];24 (2). 

PART I Chapter 1: Introduction 1.1 Adolescent pregnancy in Ghana

The World Health Organization (WHO) reports that over 12 million women aged 15 -19 years and at least 777,000 girls under 15 years old give birth each year in low-and middleincome countries (LIMCs) [1]. In a recent systematic review and meta-analysis carried out in 2018, the prevalence of adolescent pregnancy in sub-Saharan Africa stood at 19.3% [2]. In some countries in sub-Saharan Africa including Ghana, a steep increase in the number of teenage mothers (women aged 15 -19 years) has been observed in recent years. The percentage of women aged 15 -19 who had children or were currently pregnant stood at 14.2% in 2014, and increased to 17.8% in 2016 [3]. This is far above the 10.0% national target of the Ghana Health Service [4]. The Ga community in the Greater Accra region records one of the highest adolescent pregnancy rates in Ghana [4,5]. Adolescent pregnancy carries a higher risk of experiencing complications during pregnancy and childbirth like low birth weight, pre-eclampsia/eclampsia, preterm delivery, and maternal and perinatal mortality [1,6,7]. Adolescents are often physiologically and anatomically immature, which predisposes them to more incidents of difficult deliveries (caesarean sections, instrumental deliveries). Pregnancy and childbirth are the leading cause of death among adolescents between 15 -19 years of age in low-and middleincome countries [1,7]. Adolescent pregnancy is associated with low educational attainment, especially in low-and middle-income countries. Indeed, the offspring of adolescent pregnancies are more likely to become teenage parents as well, thus causing a generational cycle of people at social and economic risk [1, 7].

A study from northern Ghana reports that adolescents have a 90% higher risk of giving birth through a caesarean section and a 45% higher risk of experiencing a stillbirth compared to older women [8]. Adolescent girls also have diminished socioeconomic well-being, affecting both the children and their mothers. This is due to their fewer years of schooling, larger families, and lower likelihood of being married, resulting in lower wages and earnings and a greater likelihood to live in poverty [9]. Most of the pregnancies among adolescents have been described as unintended (mistimed or unwanted). Eliason et al. reported an unintended pregnancy rate of 70% in a Ghanaian hospital-based study, with over 90% of adolescent pregnancies considered unintended [10]. An analysis of the 2014 Ghanaian demographic health survey identified 69% of pregnancies among 15 -19-year-old women as unintended [11]. Considering the fact that most of the pregnancies recorded among adolescents in Ghana are unintended [10 -12], they are naturally faced with a dilemma in either continuing with the pregnancy to term or opting for a pregnancy termination.

An informed decision-making process allows a better understanding of the risks and benefits involved with the available options, helps in building trust in the health system, and can therefore enhance the use of the available health care services [13]. It is important to understand the factors involved in making this decision, the main actors, the reasons behind the decisions taken, as well as the overall process of adolescents coming to the final decision either to continue with the pregnancy to term or to opt for an abortion. However, there is a dearth of research around the decision-making experience and considerations regarding adolescent pregnancy resolution in Ghana. This study aims to contribute to the understanding of autonomy in adolescent pregnancy decision making in a Ga community in Accra, Ghana, to either continue a pregnancy to term or terminate the pregnancy. Specifically, we aim to understand the meaning of autonomy in adolescent pregnancy decision making.

Decision-making theoretical framework

In order to assess how autonomous the pregnant adolescent is with respect to deciding upon her pregnancy outcome, it is important to understand various factors and the level at which these factors operate in influencing her final decision. It is also important to understand how these factors interact to affect the decision making among pregnant adolescents, as well the respective levels at which they operate.

To understand adolescent pregnancy decision-making experiences, processes, and preferences, we can apply the Socio-Ecological Model (SEM) [14]. The SEM posits that behaviour and decision making are shaped by individual, relationship, community, and societal factors. It is a theory-based framework for understanding the multifaceted and interactive effects of personal and environmental factors that determine behaviour, and for identifying behavioural and organizational weak spots and relevant intermediaries for health promotion within organizations [14]. There are five nested, hierarchical levels of the SEM: Individual, interpersonal, organizational, community, and the policy environment (see Figure 1). We will explain all of the levels below. 

Levels in the socioecological model

Policy / enabling environment

This level takes into consideration the local, state, and national laws and policies. The policies in place have direct effects on the health of populations. The funding patterns and political priorities can affect where the states invest in their respective health care systems. This can affect the availability, accessibility, and affordability of health services provided to the local populations. For instance, the legal access to safe abortion care policy, how parental notification for minors is managed, how the health system is designed to deal with conscientious objection, the cost of modern contraceptives, and the availability of adolescent-friendly health care facilities in communities can influence the health-seeking behaviours of adolescents. -Firstly, as mediating structures or face-to-face primary groups to which individuals belong. This view embraces families, personal friendship networks, and neighbourhoods.

The Community Level

They serve as connections between individuals and the larger social environment.

-Secondly, a community can be thought of as the relationship among organizations and groups within a defined area.

-Thirdly, a community has an inherent geopolitical meaning, in this case referring to a population which is co-terminous with a political entity and characterized by one or more power structures. This is important especially when it comes to deciding upon what issues to place on the public agenda.

This broad view offers a more holistic and realistic understanding when it comes to planning relevant health interventions [14].

Organizational Level

This level involves social institutions with organizational characteristics, as well as the formal (informal) rules and regulations of operation in force. Adolescents spend most of their time in school or community social gatherings or networks. It is therefore logical that these structures should stress their health-related behaviours and risk perception (sex, abortion, pregnancy).

Organizations can have both positive and negative consequences. They are important sources and transmitters of social norms and values. Poor relationships and sub-optimal communication can influence the quantity and quality of their health-related information. Organizations are an important avenue to build social support for behavioural change. A proper understanding of how the organizations function can be useful in proposing changes to enhance the uptake of health promotion messages by their members.

Interpersonal level

This level involves the formal and informal social networks, including the family, work groups and friendship networks. It has long been recognized that friends have an influence on their peers, either positive or negative. The degree of influence also depends, for instance, on the level of information an adolescent might already have. Adolescents from families with an open communication climate on sexuality-related issues are more likely to be knowledgeable of issues around risky sex and contraception. They are therefore less likely to be negatively influenced on a broad range of issues by their peers. Social relationships are an important determinant of social identity.

Intrapersonal/individual level

This level identifies the adolescent's biological and personal characteristics. These factors include age, level of education, religion and socioeconomic status, knowledge, attitudes, behaviours, self-concept and skills. The interactions of these factors with the external environment influence health behaviours and outcomes. This is relevant in the planning of The SEM is a theory-based framework for understanding, exploring, and addressing the social determinants of health at many levels. It demonstrates that behaviour is the result of the knowledge, values, and attitudes of individuals as well as social influences, including the people with whom they associate, the organizations to which they belong, and the communities in which they live. It encourages us to move beyond a focus on individual behaviour and toward an understanding of the wide range of factors that influence health outcomes. This can help identify promising points of intervention and provide a better understanding of how social problems are produced and sustained within and across the various subsystems.

Ecological models assume not only that multiple levels of influence exist but also that they are interactive and reinforcing [14,15]. Svanemyr et al. have argued that a socioecological approach is well suited to create interventions that improve adolescents' sexual and reproductive health. At the individual level, they propose strategies that empower girls, build their individual assets, and create safe spaces. At the relationship level, strategies that are being implemented and seem promising include efforts to build parental support and communication as well as peer support networks. At the community level, they suggest actors to engage men and boys and the wider community to transform gender and other social norms in health intervention formulation.

Finally, at the broadest societal level, efforts to promote laws and policies need to be considered that protect and promote human rights and address societal awareness about issues, including through mass media approaches [16]. In a qualitative study in 2019 among 53 adolescents aged 15-17 years in two urban slums in Monrovia, Liberia, psychosocial, interpersonal, family, and community factors were reported to interact with economic and social forces to influence their sexual experience and combine to exacerbate the prevalence of transactional and forced sex. The authors also recommended multi-level (socio-ecological) approaches to research and understand adolescent health problems [17].

Chapter 2: Research Questions

Research Questions

This study aims at contributing to the understanding of autonomy in adolescent pregnancy decision making in a Ga community in Accra, Ghana, to either continue a pregnancy to term, or terminate the pregnancy.

Specific Research Questions

1. What is the current prevalence and risk factors for unintended pregnancy in Sub -Saharan Africa?

2. How do pregnant adolescents decide upon their pregnancy outcomes in James Town?

What factors do adolescents take into consideration in this Ga Community when deciding to either continue a pregnancy to term, or opt for an abortion?

3. What are the perceived risk factors and decision-making preferences of parents, teachers, teenage mothers, and adolescent students in James Town regarding early adolescent pregnancy?

4. What are the views of medical, midwifery and law students regarding adolescent abortions and decision making in Accra?

5. What are the ethical considerations involved in decision making among pregnant adolescents in James Town?

Chapter 3: Research Design

Profile of the study area of the Ga community in Jamestown [18]

James Town is a small coastal town located in the heart of the capital city Accra. It is among a cluster of coastal suburbs which are characteristically poor low-income and over populated. The James Town area has a population of about 84,000 of which an average of about 24% of them fall within the WifA (Women in Fertility Age) category [18]. The area comprises of a mix of traditional indigenous Ga people who form the majority and live in the community and minority migrant population from various parts of the country.

The indigenous people of the area are mainly engaged in fishing activities while petty trading, hawking and head porting (kayayee) are the mainstay of the migrant population. The community records one of the highest early adolescent pregnancy rates in the country. In a survey conducted almost two decades ago (2000) carried out in the Greater Accra Region with a sample of 829 unmarried females, one out of every three adolescents who had ever had sex had become pregnant at least once [19]. In our review of the literature, no recent data were found. 

Research Methodology

To answer our main research questions, we made use of triangulation. Triangulation refers to the use of multiple methods or data sources in research to develop a comprehensive understanding of phenomena [22,23]. Triangulation also has been viewed as a research strategy to test validity through the convergence of information from different sources. Triangulation from different sources of information will lead to a fuller, deeper, and richer understanding of health [23]. The assumption is always the same, that is, that the weakness in a single method will be compensated for by the counterbalancing strengths of another.

According to Denzin (2006), there are 4 basic types of triangulation [22].

 Data triangulation: involves time, space, and persons.

 Investigator triangulation: involves multiple researchers in an investigation.

 Theory or perspective triangulation: involves using more than one theoretical scheme in the interpretation of the phenomenon.

 Methodological triangulation: involves using more than one method to gather data, such as interviews, observations, questionnaires, and documents.

Data triangulation was attained in our study through collection of data from students, adolescent who had been pregnant before, parents, teachers, health care workers, community youth activities, and NGO staff working in reproductive health in Ghana. We adopted methodological triangulation in obtaining qualitative data through interviews and focus group discussions, and quantitative data from questionnaires. Investigator triangulation was obtained as our research team was a multidisciplinary team of researchers trained in medicine, public health, practical ethics, and philosophy and health policy. Theory or perspective triangulation was obtained in our study as researchers from various backgrounds and perspectives led to a more holistic answer provided to our research questions.

To respond to our research questions, we applied 3 streams of inquiry. The first was a theoretical stream that involved a systematic review of determinants and prevalence of unintended pregnancy in Sub -Saharan Africa, as well as the ethical decision making framework of Beauchamp and Childress in the understanding of autonomy in adolescent pregnancy decision making. The second involved an empirical phase, where we applied quantitative and qualitative methods to ascertain decision making experiences among adolescents who had been pregnancy before, as well as the perceptions of stakeholders regarding perceived decision making capacity and preferences. The third was the reflective phase, where we integrated the findings from the theoretical phase, the empirical phase through the lens of the socioecological model [14 ] to present the scope of autonomy in pregnancy decision making for a Ga adolescent in James Town, Ghana.

What is the current prevalence and risk factors for unintended pregnancy in Sub -Saharan Africa?

This question is addressed through a systematic review of the literature regarding the prevalence and determinants of unintended pregnancies in Sub -Saharan Africa. A literature search (in PubMed, Embase, PsycINFO and Scopus) was performed up to 29 May 2019. The determinants here were expected to come from the 5 different levels of the socioecological model (personal, interpersonal, community, organizational, and policy levels). This is presented in the thesis as chapter 4.

How do pregnant adolescents decide upon their pregnancy outcomes in James Town?

What factors do adolescents take into consideration in this Ga Community when deciding to either continue a pregnancy to term, or opt for an abortion?

This research question was answered from data collected from 30 semi-structured in-depth interviews carried out among adolescents (aged 13-19 years) who had been pregnant at least once. Half of these were adolescent mothers and the other half had at least one past experience of induced abortion. A pretested and validated questionnaire to assess the awareness and use of contraception in adolescent participants was also administered. To aid social contextualization, semi-structured in depth interviews were carried out among 23 purposively selected stakeholders.

We aimed to identify most importantly, the intrapersonal factors involved, and to a lesser degree, the interpersonal factors, as far the interviews with adolescents who had been pregnant before were concerned. Interviews with stakeholders were useful in identifying the community, organizational, and political/environmental factors, as well as role players in the adolescent pregnancy decision making process (chapter 5).

What are the perceived risk factors and decision-making preferences regarding early adolescent pregnancy in James Town?

A vignette-based focus group discussion design was adopted to investigate the perceived risk factors of early adolescent pregnancy in James Town (≤ l5 years old), the decision making preferences, players, and considerations of interest in deciding either to continue a pregnancy to term, or to opt for a pregnancy termination . To obtain a broad range of perspectives from actors not directly involved in the decision-making process, 8 focus group discussions were carried among various purposively selected groups of participants: parents, teachers, adolescent students who had not been pregnant before, and adolescents who had had at least one pregnancy in the past. The vignette was a hypothetical case of a 15-year-old high school student who had not had her menses for the past 6 weeks. This question provided insights mainly on the interpersonal and community considerations around the risk of having an early adolescent pregnancy, and how respondents perceived the decision making process should be dealt with (chapter 6).

What are the views of medical, midwifery and law students regarding adolescent abortions and decision making in Accra?

We conducted a cross-sectional survey among 340 medical, midwifery and law students. Data triangulation was attained here through obtaining responses to the same research questions from different sources. A pretested and validated questionnaire was used to collect relevant data on respondents' sociodemographic characteristics, attitudes towards abortion, and the perceived capacity and rationality of pregnant adolescents' decisions. The χ² test of independency and Fischer's exact test were used where appropriate. This set of persons constitutes the future health care and policy work force in country. Findings from this study are of interest in identifying soft spots to properly tailor training packages that address decision making health care needs of pregnant adolescents. The responses from this research question provided insight mainly on the organizational and policy considerations regarding pregnant adolescent decision making capacity. The roles of the health care system, health care professionals, third party involvement in decision making, and the Ghanaian abortion law are highlighted in the chapter (Chapter 7) that expatiates on these findings.

What are the ethical considerations involved in decision making among pregnant adolescents in James Town?

This chapter first of all synthesizes the findings from the empirical phase of the research (interviews, focus group discussions, survey) at the 5 levels of our theoretical framework.

Secondly, through the use of methodological triangulation from the various research approaches, the main ethical issues are identified and synthesized through the lenses of the ethical decision making principles proposed by Beauchamp and Childress [20] and Immanuel Kant [21].

Considering the fact that decision making deals mainly with the principle of autonomy, and as a continuation in answering our main research question, autonomy constitutes the main ethical consideration of interest in our ethical analysis. Our choice on using the 4 principles approach proposed by Beauchamp and Childress stems from the fact that this is the most widely used medical decision making framework in clinical settings. Seconding this choice with Immanuel Kant's categorical and hypothetical imperatives in autonomous decision making is grounded on the fact that the adolescent is generally considered not mature enough (rational enough) decide on her own (chapter 8).

Ethical considerations

Ethical approval was obtained from the Ethics Review Committee of the Ghana Health Service (GHS-ERC: 003/07/17). The study protocol was also assessed and registered by the Scientific Quality Committee of the Vrije Universiteit Amsterdam-Netherlands (EMGO+; WC2017-025).

Prior to registering their consent, all respondents were informed of study aims, measures taken for data privacy and confidentiality, as well as their rights as participants. Participants either signed a consent form or, in the case of minors, assent was obtained. All obtained data was coded in order to protect the identity of the study participants. The data were stored in a safe folder, and was only accessible to the principal investigator and supervisors. Audio files from the interviews were deleted after the transcripts were made. All research data consequently presented as scientific articles or reports have no identifiable features of the study participants.

Particular emphasis was placed on cultural sensitivity of the researched topic. Ethical considerations specific to research questions are described in the corresponding thesis chapters.

This study was funded by an Erasmus Mundus Joint Fellowship Specific Grant to Luchuo Engelbert Bain number: R/001275.01-08. The funding agency had no role in the study design, analysis, or preparation of the peerreviewed manuscripts.

Research validity

Validity is the measure of research credibility. It translates how well and true the data reported matches in reality with the conclusions drawn at the end of the research endeavor. A wide number of strategies were used in all stages of the research process in order to reduce bias and ensure validity of our findings.

Data triangulation was used to capture in depth and breadth the borders of the research questions of interest. Triangulation in research is the use of more than one approach to researching a question. The objective is to increase confidence in the findings through the confirmation of a proposition using two or more independent measures. The combination of findings from two or more rigorous approaches provides a more comprehensive picture of the results than either approach could do alone. Validation of qualitative responses was obtained through feedback meetings and interviews with purposively selected stakeholders. Research assistants were trained in the data collection and analysis, prior to the onset of data collection.

For our literature review, the literature search was undertaken by an experienced medical librarian of the University Medical Centre of the VU University (VU), Amsterdam. Two reviewers assessed the papers, and resolved arising disagreements through discussion until they reached a consensus. A third senior researcher participated in the interpretation and discussion of findings, enriching the validity of the final report through reflexivity. The interview guides, information sheets, initial transcripts were forward translated into the local Ga language. To ensure that the conceptual meaning was retained, an independent experienced translator did the backtranslation into the English language.

The complexity and sensitivity of abortions, especially among adolescents mandated a deep reflection upfront to properly manage sensitivity issues that could arise during the interviews, focus group discussions, and the students' survey. An inter-transdisciplinary research team was involved from conception, implementation and analysis of the collected data (maternal and child health experts, clinical epidemiologist, physicians, practical ethicist, civil society actors, sexual and reproductive health staff of international NGOs). This permitted a social contextualization of our research, increasing the validity of our findings.

Prior to the empirical phase of our study, discussions were held with experts in the field of adolescent reproductive health. Strategies based on the study specifications were used with our qualitative studies, and the survey on students' attitudes on abortions. We were supported by one of the members of the supervisory team (MC), who is from Ghana, as well as a local NGO in James Town, Act for Change. This fluidity was helpful in avoiding errors that could arise from miscommunication and researcher bias. Communication errors like reactivity generally arise because of the presence of a researcher in a particular research setting. Open-ended and nonleading questions were used as much as possible. Data obtained during the interviews were translated verbatim, interviews conducted in Ga were back translated and checked by an experienced native Ga qualitative researcher. The data were independently coded by two trained researchers, with a third researcher getting involved in case of need. Ongoing discussions were carried out with supervisors and trained qualitative researchers to ensure that the research was on track, as well as to agree on when data saturation was achieved. The questionnaires used for the survey on students' attitudes towards abortions, and assessment of adolescents' knowledge and practice regarding modern contraception, were pre-tested and validated before administration. Findings from this mixed method approach permitted us to obtain a holistic view on the multidimensional facets of decision making among pregnant adolescents in a Ga community in Ghana, and permitted us to identify new priority areas for future research.

3.5: Thesis Outline

Part 2 of the thesis is based on articles that have been published in or are under review in international peer-reviewed journals. Chapter 4 reports findings from the systematic review on the prevalence and determinants of unintended pregnancy in Sub -Saharan Africa. Chapter 5 reports the decision making experience of adolescents when it comes to either keeping a pregnancy to term, or opting for an abortion. Chapter 6 summarizes the perceived risk factors and preferences in decision making regarding early adolescent pregnancy using a vignettebased qualitative study design. Chapter 7 reports the views of medical, midwifery and law students regarding adolescent abortions and decision making. Chapter 8 highlights the ethical issues in adolescent pregnancy resolution, with an emphasis on autonomous decision making.

The reflection for this chapter is based on empirical findings from chapters 5, 6, and 7, as well as the ethical decision making models of Beauchamp and Childress [20], and Immanuel Kant [21]. 

RESULTS

INTRODUCTION

Worldwide, 44% of the pregnancies that occurred between 2010 and 2014 were unintended 1 , with a quarter in Africa. Unintended pregnancies consist of those occurring two or more years sooner than desired ("mistimed") and those that were not wanted at all by the mother ("unwanted"). Despite the gradual decrease in unintended pregnancy rates in Africa lately, high unintended pregnancy rates still constitute an important reproductive health challenge 1 There is a growing body of evidence regarding the adverse health, economic, societal, and developmental consequences of unintended pregnancies [2][3][4][5][6] The children resulting from unintended pregnancies have a greater tendency to die earlier, receive inadequate parental care and sub-optimal breast feeding, and experience lower educational attainment [4][5][6] .

In the period 2010 -2014, 56% of unintended pregnancies worldwide ended in abortions 3 .In Africa, 13% of pregnancies end in abortions, 97% of them classified as unsafe 7,8 About 4.7% -13.2% of maternal deaths are attributed to unsafe abortions, and these are recorded mainly in Africa and Asia 9 . In 2012 alone, about 7 million women were treated for abortion-related complications 10 .With many unintended pregnancies ending up as unsafe abortions in this region of the world 7,8 , this imposes an extra budget burden on already economically disadvantaged health care systems in Africa. Post-abortion care packages do consume a considerable share of state budgets [11][12][13][14] . Reducing the prevalence of unintended pregnancies could contribute to reduce health care costs 15 , reduce abortion-related deaths, and improve maternal and child health outcomes.

Starting life disadvantaged (as is the case for children from unintended pregnancies) could be a key obstacle to attaining the sustainable development goals 4 and 8 regarding education and economic growth, respectively 16 . Unintended pregnancies are more frequent in adolescents than adults. For instance, over 50% of pregnancies among adolescents are generally considered unintended, with half of them ending up being aborted 17,18 . Adolescents also face more adverse birth-and abortion-related complications compared to adults 19,20 . Optimal contraceptive uptake and use alone have the capacity to reduce the burden of unintended pregnancies and abortions by one-third 14,21 . Using modern contraception correctly for a year will cost 3-12% of the post-abortion care costs for a patient 14 . Many interventions have been implemented in low-and middle-income countries with the aim to reduce unintended pregnancy rates. However, the outcomes from such interventions have proven to be sub-optimal, with persistently high unintended pregnancy rates 1 . This is the first systematic review of empirical researches that reports on the prevalence and determinants of unintended pregnancies in Sub-Saharan Africa. The factors that predispose women to have unintended pregnancies need proper identification to provide well-guided interventions.

METHODS

Search Strategy

A review protocol was developed based on the Preferred Reporting Items for Systematic

Reviews and Meta-Analyses (PRISMA) statement. A comprehensive search was performed in the bibliographic databases PubMed, Embase.com, Ebsco/PsycINFO, and Scopus in collaboration with a medical librarian. Databases were searched from inception up to 29 May 2019. The following terms were used (including synonyms and closely related words) as index terms or free-text words: "Africa South of the Sahara", "Unwanted Pregnancy", "Unplanned Pregnancy". The search was performed without date, language, or publication status restriction.

Duplicate articles were excluded.

The full search strategies for all databases can be found in the Supplementary Information (See supplementary file 1).

Two reviewers assessed the papers and discussed any disagreements until they reached a consensus. A multi-step process for the selection and inclusion of studies is presented in figure 1 below. 

Selection Criteria

Quality assessment criteria

The Joanna Briggs Institute Reviewers' Manual guidelines to assess the quality of peer-reviewed quantitative articles was used 22 .

In addition, two reviewers assessed:

- 

Data extraction and analysis

Data from each included study was summarized in a standardized form. The extracted data included: Author(s), country where the study was conducted, sample size, age range of study participants, study design and setting, prevalence of unintended, mistimed, and unwanted pregnancies, and determinants of unintended pregnancies. After carefully reading all retained articles, key emerging themes and other findings of interest were extracted. Due to the heterogeneity, great variation in study designs adopted in retained primary studies (hospitalbased cross-sectional studies, community surveys with or without the use of demographic health survey data), differences in operational questions to capture pregnancy intention (see table 3), as well as variation in the researched populations (adolescents, elderly women, pregnant women, non-pregnant women, and sex workers), we opted for a descriptive and narrative synthesis approach.

Results

After the literature search, 129 articles were considered to be eligible. After consensus meetings, 29 articles that met our inclusion and quality criteria were included. Ten of them were cross-sectional studies carried out among currently pregnant women in health facilities 23 - 25,35,40,41,43,46,47,51 , 2 randomized, controlled, community-based cross-sectional studies among adolescents and sex workers, respectively 26,33 , 2 cross-sectional studies among female sex workers 27,28 , 5 retrospective analyses of demographic health surveys 29,30,31,39,[START_REF] Admasu | Level of unintended pregnancy among reproductive age women in Bahir Dar city administration, Northwest Ethiopia[END_REF] , and 10 community-based cross-sectional surveys 32,34,36 -38,42,44,45,49, 50 . All of the retained studies collected data using questionnaires. None of them captured pregnancy intention for pregnancies that ended up as stillbirths or abortions. They were from nine countries: Senegal (01), Tanzania (02), Ghana (01), Kenya (05), Ethiopia (11), Nigeria (04), Democratic Republic of Congo (01), South Africa (01), Zambia (01) and Malawi (02).

The ages of the participants ranged from 10 -49 years. The prevalence of unintended pregnancies ranged from 7.5% in Nigeria 29 to 91.2% among female sex workers in Kenya 27 .

The mean unintended pregnancy rate was 33.9%. The mean unwanted pregnancy rate was 11.2%, and the mean mistimed pregnancy rate stood at 22.1%.

Less than half of the studies (13) classified unintended pregnancies into mistimed and unwanted categories 23 -25, 30, 31, 35, 38, 39, 41, 45, 46, 49,51 . The prevalence of mistimed pregnancy was greater than that of unwanted pregnancies in all studies that distinguished them. For all eight study sites reported by Tebekaw et al in Ethiopia with the mistimed-unwanted pregnancy distinction, mistimed pregnancies were more prevalent compared to unwanted pregnancies 30 . 

[mistimed: 21.2; unwanted: 6.7]

Determinants of unintended pregnancy

Table 3 summarizes the main determinant risk factors for unintended pregnancies across the various studies included for in-depth review. Age* = being an adolescent was a consistent risk factor to report past pregnancies of interest as unintended Parity*=an increase in parity from 3 children or more was considered across studies as a risk factor for unintended pregnancy. The risk became even stronger when the parity increased to 5 or more.

Marital status*= single women were at an increased risk of reporting their pregnancy as unintended across studies

Other factors showed inconsistent results across studies; being protective against unintended pregnancy, being reported as risk factors, or having no effect on unintended pregnancy risk.

Age and age at sexual debut

Most of the adolescents aged 15-19 years were more likely to report their pregnancies as unintended 25,27,29,35,36,39,40,42,[START_REF] Solanke | Do Community Characteristics Influence Unintended Pregnancies in Kenya?[END_REF] . In Nigeria, the odds of having an unintended pregnancy were 14 times greater among adolescents than adults 29 . Unintended pregnancy rates were highest in women older than 35 years 23,24, 29-31,39, 40-42, 46,49 . In a community survey in the Democratic Republic of Congo, no association between age and odds of reporting a pregnancy as unintended was found 34 .

Having debuted sexual activity before the age of 18 was associated with an increased unintended pregnancy risk in Kenya, Nigeria, and South Africa 27,31,33 .

Religion

Habte et al reported 14.1% of a sample of 1267 women in Ethiopia did not know upfront the number of children they will want in the future or attributed the future number of children to God's plan for their lives 39 . Unintended pregnancies were more frequent amongst Muslims compared to Christians 25 . In contrast, Tebekaw et al in Ethiopia and Exavery and colleagues in Tanzania reported that Muslims had the lowest unintended pregnancy birth rates, compared to orthodox and protestant Christians 30,35 . Dhakal et al found no association between religion and unintended pregnancy risk 34 in the Democratic Republic of Congo.

Marital status and parity

Living in a stable marriage was protective against unintended pregnancies 25-29, 30-33, 35, 45 .

Having more than 2 children was associated with increased odds of reporting recent pregnancies as unintended, with greatest odds reported by women with 5 children or more 23 -27, 30, 34 -36, 39, 45,51 . Singles, the divorced, widowed and other unstable living arrangements were all associated with increased odds of reporting a pregnancy as unintended 23 -27, 30, 34 -36, 39, 45 . In Ethiopia, the odds for singles reporting recent pregnancies as unintended were 5 times greater compared to married women [START_REF] Wado | Unintended pregnancies and the use of maternal health services in southwestern Ethiopia[END_REF] .

Level of education

There was no agreement across studies regarding the impact of the level of education on the risk of having unintended pregnancies. The outcomes ranged from reporting no association with level of education and odds of having unintended pregnancies in Nigeria, South Africa, Southern Ethiopia, and Kenya 23,33,41,42 , through an increased risk of reporting the last pregnancy as unintended as the level of education increases in the Democratic Republic of Congo 34 , to an increase in the level of education being protective against unintended pregnancies 29,32,[START_REF] Wado | Unintended pregnancies and the use of maternal health services in southwestern Ethiopia[END_REF] in Nigeria, Tanzania, and South-West Ethiopia. Two other studies in Ethiopia that analyzed demographic health survey data from nationally representative samples showed discordant findings 30,39 . Tebekaw et al 30 analyzed the 2011 demographic health survey data for 7,759 women who had been pregnant at least once and reported an increase in the level of education to be protective against unintended pregnancies. Habte et al analyzing the same data set with 1267 pregnant women found no association between the level of education and unintended pregnancy risk 39 . Beguy et al found that staying in school was protective against having an unintended pregnancy, with a 10% decrease in the risk of having an unintended pregnancy in the urban slums of Nairobi 31 .

Socio-economic status and unintended pregnancy risk

The impact of socio-economic status on unintended pregnancy risk was not uniform across the studies. Most studies reported a protective role of having a higher socio-economic status on the odds of having an unintended pregnancy 30, 33, 36, 42, 45 -47 . In the Democratic Republic of Congo and parts of Kenya (comparing slum and non-slum urban settings of Nairobi), there was no association between socio-economic status and odds of experiencing an unintended pregnancy 34,37 .

Unintended pregnancy, awareness and use of modern contraception

Awareness of at least one method of modern contraception was as high as 95.9% among pregnant women seen for antenatal care in a reference hospital in Eastern Ethiopia 24 . Three Ethiopian studies reported awareness levels of 91.0%, 93.3%, and 93.5% 28,39,41 . The history of ever using a contraceptive method was high (96%) among female sex workers in Kenya 27 , but only 7% of them reported ever having used Long Acting Reversible Contraceptives (LARC).

However, these high awareness levels were not accompanied by consistent modern contraceptive use by these women. Over half (50.5%) of the women surveyed in the Democratic Republic of Congo did not use any family planning method 34 . In Ethiopia, of the 93.3% of the population who were aware of a modern contraception method, only one-third had experience with using any of the methods 39,41 . Most women who reported using contraceptives used mainly condoms, with usage rates exceeding 96.0% in Kenya and Tanzania 27,32 . Non-use of antenatal care services was associated with increased odds of reporting the pregnancy as unintended in Ethiopia 24 . Condom use was not found to be protective against unintended pregnancies among young South African women 33 . Weldegebreal et al did not find any association in Ethiopia between knowing or using a modern contraceptive method and having an unintended pregnancy 28 . Three studies from Ethiopia, South Africa, and Senegal reported a protective role of contraception knowledge and use against the likelihood of experiencing an unintended pregnancy 24,33,36 .

Surprisingly, 5 studies found awareness and use of modern contraceptives as risk factors for experiencing unintended pregnancies 30,34,37,39,[START_REF] Solanke | Do Community Characteristics Influence Unintended Pregnancies in Kenya?[END_REF] . Knowledge regarding emergency contraception was generally low. In Ethiopia, despite the awareness levels of the existence of modern contraception (91%), close to half (47.1%) of respondents had never heard of emergency contraception 28 . Despite high awareness rates of 86.3% in Nigeria, over 62% of them had never used any form of contraception 23 .

Use of antenatal care services was associated with increased odds of having a pregnancy being reported as intended in Ethiopia [START_REF] Wado | Unintended pregnancies and the use of maternal health services in southwestern Ethiopia[END_REF] . However, only 17% of these women had received adequate antenatal care (more than four prenatal visits) during their previous pregnancies. The association between knowledge of modern contraception and unintended pregnancy risk is inconclusive. Weldegebreal et al did not find any association in Northern Ethiopia between knowledge of modern contraception and risk of having an unintended pregnancy [START_REF] Wado | Unintended pregnancies and the use of maternal health services in southwestern Ethiopia[END_REF] 30 . In Tanzania, the odds of reporting a pregnancy as unintended were higher among those who knew where to access condoms 32 . Chanda et al reported a rather protective role of condom availability at the workplace against unplanned pregnancies and induced abortions among female sex workers in Zambia 26 .

Previous abortions and risk of unintended pregnancy

Previous unintended pregnancy was a risk factor for subsequent unintended pregnancy amongst pregnant women 41. In Nigeria, 66.3% of unintended pregnancies ended up in abortions [START_REF] Okereke | Assessing the prevalence and determinants of adolescents' unintended pregnancy and induced abortion in Owerri, Nigeria[END_REF] . Two studies from Ethiopia reported that 32.4% 24 and 59.6% 28 , respectively, of women with unintended pregnancies had had at least one induced abortion in the past. In Nigeria, Lamina found 33.5% of women who reported the last pregnancy as unintended had also had at least one induced abortion previously [START_REF] Lamina | Prevalence and Determinants of Unintended Pregnancy Among Women in South-Western Nigeria[END_REF] . In Zambia, 47.7% of the unintended pregnancies ended up as induced abortions 26 . In the prospective study reported by Luchters et al in Kenya with female sex workers, 84 of the 400 (21%) respondents reported at least one induced abortion within the last 12 months 27 .

Area of residence

There was a broad variation regarding where women lived and their odds of reporting pregnancies as unintended 29,30,35,42,37,[START_REF] Solanke | Do Community Characteristics Influence Unintended Pregnancies in Kenya?[END_REF] . In Nigeria, findings from a national demographic health survey reported most unintended pregnancies from women living in rural areas 29 .

Lamina did not find any differences in the unintended pregnancy rates in urban and rural Nigeria [START_REF] Lamina | Prevalence and Determinants of Unintended Pregnancy Among Women in South-Western Nigeria[END_REF] . Pregnancies were more likely to be reported as unintended in slums than in non-slum areas in Kenya 37,42 . In Ethiopia, the unintended pregnancy rate ranged from 1.5% in Afar Regional State to 39.8% in Oromiya Regional State 39 .

Other factors

Drug users were at increased risk of having an unintended pregnancy compared to non-users [OR 2.68; CI: 1.30 -5.52] in Ethiopia 28 . This study was carried out among female sex workers only.

Women and girls experiencing physical violence were at increased risk of having unintended pregnancies in South Africa 33 . Partner disagreement over limiting family size increased the odds of having a pregnancy being considered as unintended in Northern Nigeria, Ethiopia, Tanzania, Senegal, and Malawi 23,30,35,36,40,41 . Distance from a health facility was reported as a predictor of unintended pregnancy in two studies from Ethiopia [START_REF] Wado | Unintended pregnancies and the use of maternal health services in southwestern Ethiopia[END_REF][START_REF] Kassa | Predictors of unintended pregnancy in Kersa, Eastern Ethiopia[END_REF] . Religious affiliation affected unintended pregnancy rates differently across studies 25,30,34,35,39 .

The constant risk factors for unintended pregnancies across studies were: being an adolescent (19 years old or less), single, or having more than 5 children. Other factors like the level of education, socio-economic status, awareness and use of modern contraception, previous abortions, area of residence, and drug use were either protective against or risk factors for unintended pregnancies in the individual studies.

DISCUSSION

Overall key findings

The aim of this review was to provide an update on the prevalence and determinant factors of unintended pregnancies in Sub-Saharan Africa from the year 2000 to the present. Many interventions have been implemented in recent years to curb the unintended pregnancy burden.

However, unintended pregnancy rates remain high on a global scale 

Overall observation of methodological aspects in the compared studies

Independent variables like awareness of contraception, previous use of contraception, level of education, and socio-economic status had varying impacts on the odds of reporting previous pregnancies as unintended. The interplay of determinant factors at various levels and through different combinations in the various countries and settings could explain such a variation. Some studies investigated if pregnancies were intended or unintended retrospectively.

These different outcomes could be explained by the variety of study designs used to report the determinants of unintended pregnancies, and the variety of questions asked to capture pregnancy intention. Some were interested in pregnancies registered within the past 2 years 36 and others up to 5 years 30,37 before the survey. Though recall bias is a limitation in both groups, its effect in accurately categorizing a pregnancy as intended or not could differ, depending on the time lapse since the pregnancy of interest and the time of pregnancy intention assessment. Hospital-based studies are also more likely to obtain responses that are socially acceptable. Some women might feel uncomfortable reporting their pregnancies as unintended. It is therefore likely that the true prevalence is underreported. The prevalence estimates of unintended pregnancies could vary depending on how and when the question is asked. Table 1 summarizes the various questions asked to assess if a pregnancy was considered intended or not.

It is unclear if the women included in the various studies actually understood the difference between an unwanted pregnancy and a mistimed pregnancy. Different studies captured pregnancy intention differently. The London Measure of Unplanned Pregnancy (LMUP) is a psychometrically validated measure of the degree of intention of a current or recent pregnancy that is increasingly being tested and validated in many parts of the world 61 -66 . Hall et al (2013) reported the validity and reliability of the LUMP in Malawi [START_REF] Hall | Understanding pregnancy planning in a low-income country setting: validation of the London measure of unplanned pregnancy in Malawi[END_REF] . However, the studies we examined for our review did not use this tool in capturing pregnancy intention. It could be useful to test this tool in more settings to guide how best to capture pregnancy intention. Women who have already given birth at the time of data collection or interviews may be influenced by the resulting child's health-including their vital status [START_REF] Sennott | Death and Desirability: Retrospective Reporting of Unintended Pregnancy after a Child's Death[END_REF] . Retrospective reporting of pregnancy desire/intention may be influenced by the experience of parenthood when pregnancy leads to the birth of a child. Joyce and colleagues have highlighted the fact that retrospective determination of pregnancy intention is likely to be influenced by the presence of the infant. The child's smile could lead to a more positive recollection of the past [START_REF] Joyce | The stability of pregnancy intentions and pregnancy-related maternal behaviors[END_REF] . It is important to know when it is best to capture pregnancy intention and if standardized tools offer consistent findings when pregnancy intention is investigated among pregnant women, and retrospectively.

The reported prevalence of mistimed pregnancies was generally greater than that of unwanted pregnancies (22.1% against 11.2%) in all studies. Tebekaw et al in Ethiopia reported similar results from eight study sites 30 . Pregnancy intention was captured retrospectively in most of the studies. It could be more culturally acceptable to retrospectively admit a pregnancy to have been mistimed, rather than unwanted. This can play a role in overestimating the number of mistimed pregnancies. Also, pregnancies are more likely to be reported as mistimed among younger women compared to older women 35,[START_REF] Santelli | The measurement and meaning of unintended pregnancy[END_REF][START_REF] Dutta | Level, Trend and Correlates of Mistimed and Unwanted Pregnancies among Currently Pregnant Ever Married Women in India[END_REF] . With most of the respondents in most of the surveys being young women, this could partly explain why most unintended pregnancies were classified as mistimed. Ambivalence was not a consideration, nor an option in the questionnaires used in capturing pregnancy intention.

It is not always straightforward for a woman to state definitively if a pregnancy is/was intended or not [START_REF] Santelli | The measurement and meaning of unintended pregnancy[END_REF][START_REF] Mumford | Pregnancy intentionsa complex construct and call for new measures[END_REF] . In a study where the option "I don't know" was offered to women regarding the previous live birth, 8% of them used it [START_REF] Santelli | The measurement and meaning of unintended pregnancy[END_REF] . Young women might tend to classify an unintended pregnancy as mistimed, which appears to be more socially appealing than reporting a previous live birth as being unwanted. In South Africa for instance, women who reported previous use of hormonal contraception were less likely to report their pregnancies as mistimed, which was not true for unwanted pregnancies 33 .

Access to and attitudes towards abortion could influence the reported variation in prevalence of reported unwanted pregnancies. Most unwanted pregnancies do end up in induced abortions and are generally not taken into consideration in most pregnancy intention evaluation studies 1,8,[START_REF] Santelli | The measurement and meaning of unintended pregnancy[END_REF] . This provides a possible reason for unwanted pregnancies being underreported in our selection of papers. Therefore, it is impossible to estimate how many of the pregnancies that end up as abortions or miscarriages are to be classified as either intended or unintended (unwanted or mistimed). Only live births were concerned in most surveys. This gap in the research literature makes it impossible to know if the characteristics of these women are similar to or different from those of women whose pregnancies end up as abortions or miscarriages.

Analyzing the same data set (The Ethiopian 2011 Demographic Health Survey), the level of education was reported to be protective against unintended pregnancy in non-pregnant women who reported pregnancy intention for past pregnancies 30 , but no association was reported by

Habte et al among pregnant women 39 . There was a significant difference in unintended pregnancies between the two areas sampled: The unintended pregnancy rate ranged from 1.5% in Afar Regional State to 39.8% in Oromiya Regional State 39 . However, given that 'religion' was not included as a determinant in this last study, and we learned from Eliason et al 25 that Muslims had the lowest unintended pregnancy birth rates compared to orthodox and protestant Christians, a possible explanation might be found in the predominance of Muslims in the Afar region (95% against 47% in the Oromiya region). Further research is needed in this direction, not only to ascertain when it is best to capture pregnancy intention, but also to explore predictors of unintended pregnancies.

Age and socioeconomic status

Age was reported as a key determinant of unintended pregnancies in all studies, with adolescents having the highest odds 25,27,29,35,36,39,40,42,[START_REF] Solanke | Do Community Characteristics Influence Unintended Pregnancies in Kenya?[END_REF] . Reproductive health interventions targeting the reduction of unintended pregnancies among adolescents are key to improving adolescent health, reducing abortion-related mortality and morbidity, and permitting adolescents to attain their economic potential 4,6,7,15,16 . Previous unintended pregnancies and previous abortions were reported to be risk factors for subsequent unintended pregnancies 24,27,28,[START_REF] Lamina | Prevalence and Determinants of Unintended Pregnancy Among Women in South-Western Nigeria[END_REF][START_REF] Okereke | Assessing the prevalence and determinants of adolescents' unintended pregnancy and induced abortion in Owerri, Nigeria[END_REF] .

This could be an indication of inadequate sex education, contraception education, or sub-optimal post-abortion counseling among women with previous unintended pregnancies.

Socio-economic status and level of education could mediate unintended pregnancy risk through different combinations with other factors in Sub-Saharan Africa. Singles, adolescents, and women with more than 5 five children were most likely to report pregnancies as unintended 23 -27, 30, 34 -36, 39, 45 . The level of education was either protective, or a reported risk factor, of having an unintended pregnancy. Staying longer in school has been reported to be protective elsewhere, not only against early sexual debut, but also against unintended pregnancies among adolescents 31,[START_REF] Admasu | Level of unintended pregnancy among reproductive age women in Bahir Dar city administration, Northwest Ethiopia[END_REF][START_REF] Metcalfe | Exploring the relationship between References 1. Adolescent pregnancy[END_REF]74 . Age at sexual debut was generally as low as 15 years and was reported to be a key determinant of unintended pregnancies 27,28,31,33 . This finding is consistent with reports from other Sub-Saharan African countries [START_REF] Bakilana | Age at sexual debut in South Africa[END_REF][START_REF] Yaya | Age at First Sexual Intercourse and Multiple Sexual Partnerships Among Women in Nigeria: A Cross-Sectional Analysis[END_REF][START_REF] Foumane | Sexual Activity of Adolescent School Girls in an Urban Secondary School in Cameroon[END_REF] . In Cameroon for instance, the age of sexual debut can be as low as 10 [START_REF] Foumane | Sexual Activity of Adolescent School Girls in an Urban Secondary School in Cameroon[END_REF] . Interventions aimed at delaying sexual debut should be considered within the unintended pregnancy prevention package.

Blind Spots

Ambivalence in deciding whether a pregnancy is intended or not was not taken into consideration in most studies. Of the 174 adolescents who became pregnant in a South African cohort, 22 of them could not say whether their pregnancies were intended or not 33 . This could be a key consideration for further studies as this special population might have specific health care needs.

No study took into account the intention of the male partner. It has been argued elsewhere that measures of pregnancy intention should incorporate the intentions of male partners, especially in the African context, where the partner plays an important role in the determination of the size of the family [START_REF]The Measurement and Meaning of Unintended Pregnancy[END_REF] .

Consistent use of modern contraceptives remains key in reducing unintended pregnancies and abortion rates [START_REF] Admasu | Level of unintended pregnancy among reproductive age women in Bahir Dar city administration, Northwest Ethiopia[END_REF] . Despite the high reported awareness levels of the existence of modern methods of contraception, the corresponding usage rates were low 23,24,28,39,41,42 . Long Acting Reversible Contraceptives (LARC) remain the recommended first-line option for adolescents and young women [START_REF] Francis | Long-Acting Reversible Contraception for Adolescents: A Review[END_REF][START_REF]Committee Opinion No 699: Adolescent Pregnancy, Contraception, and Sexual Activity[END_REF] , but availability and uptake rates remain worrisome. In Kenya for instance, in a high-risk population like female sex workers, only 7% of them had ever used Long Acting Reversible Contraceptives (LARC) 27 . It could be of interest to always couple LARCs to other barrier methods like condoms, especially among young sex workers. Use of a modern method of contraception was reported to be associated with increased odds of reporting a pregnancy as unintended in some studies 30,34,37,39,[START_REF] Solanke | Do Community Characteristics Influence Unintended Pregnancies in Kenya?[END_REF] . This could be explained by the fact that most questions were retrospective, and thus subject to recall bias. Elsewhere, the authors did not investigate consistency and accuracy in contraceptive method(s) use.

STRENGTHS AND LIMITATIONS

This is the first systematic review evaluating the prevalence and determinant factors of unintended pregnancies in Sub-Saharan Africa. Other reports have synthesized findings mostly from demographic health surveys only. Our review is the first to provide a synthesis from findings from empirical research.

The non-uniformity of questions used in capturing pregnancy intention, diversity of methods (cross-sectional and retrospective, community and hospital-based studies), as well as research participants (pregnant and non-pregnant women) render comparison across studies difficult.

CONCLUSION

The mean unintended pregnancy rate in Sub-Saharan Africa is 33.9%. This review identified adolescents, singles, and grand multiparous women (having five children or more) as priority groups for interventions that aim at reducing unintended pregnancy rates. The fact that mainly pregnancies that ended up in births are included in this review is a possible structural source of bias. Independent risk factors for unwanted and mistimed pregnancies could be similar, but lead in different combinations to unintended pregnancies. Very few studies evaluated the risk factors for mistimed pregnancies and unwanted pregnancies separately. Future studies should do so, to better tailor resources and actors to target these sub-types of unintended pregnancies. There is a need to develop a validated tool that could be used in different settings and studies to better capture pregnancy intention and ascertain the true burden of unintended pregnancies. 

Abstract

Background: Jamestown, an urban coastal slum in Accra, Ghana, has one of the highest adolescent pregnancy rates in the country. We sought to understand the decision (to keep or terminate) factors and experiences surrounding adolescent pregnancies.

Methods: Thirty semi-structured indepth interviews were carried out among adolescents (aged 13-19 years) who had been pregnant at least once. Half of these were adolescent mothers and the other half had at least one past experience of induced abortion. A pretested and validated questionnaire to assess the awareness and use of contraception in adolescent participants was also administered. To aid social contextualization, semi-structured in depth interviews were carried out among 23 purposively selected stakeholders.

Results:

The main role players in decision making included family, friends, school teachers and the partner, with pregnant adolescents playing the most prominent role. Adolescents showed a high degree of certainty in deciding to either abort or carry pregnancies to term. Interestingly, religious considerations were rarely taken into account. Although almost all adolescents (96.1%) were aware of contraception, none was using any prior to getting pregnant. Of the 15 adolescents who had had abortion experiences, 13 (87.0%) were carried out under unsafe circumstances. The main barriers to accessing safe abortion services included poor awareness of the fairly liberal nature of the Ghanaian abortion law, stigma, high cost and non-harmonization of safe abortion service fees, negative abortion experiences (death and bleeding), and distrust in the health care providers. Adolescents who chose to continue their pregnancies to term were motivated by personal and sociocultural factors.

Conclusion:

Decision-making in adolescent pregnancies is influenced by multiple external factors, many of which are modifiable. Despite legal access to services, options for the safe termination of pregnancy or its prevention are not predominantly taken, resulting in a high number of negative experiences and outcomes. Including safe abortion care within the sexual and reproductive health package, could diminish barriers to safe abortion services. Given the vulnerability of the Jamestown setting, a comprehensive sexual education package that addresses the main decision factors is recommended. Interventions aiming to reduce adolescent pregnancy rates should also recognize that adolescent pregnancies are culturally acceptable in some settings, and under certain circumstances, are desired by the adolescents themselves.

Key words: Adolescent, pregnancy, abortion, decision making, Jamestown, Accra, Ghana.

Introduction

Each year in low and middle income countries (LMICs), approximately 16 million girls aged 15 to 19 years give birth, with 2.5 million of these girls under the age of 16 years [1]. Furthermore, in the period between 2010 and 2014, over 44% of pregnancies reported worldwide were unintended (i.e. unwanted or mistimed) [2]. The burden of unintended pregnancies is discriminately higher in LMICs, and over 56% of these end up in abortions [1]. In Ghana, 25% of women report having had an abortion in their life time [3], and over 11% of maternal deaths are the result of unsafe abortions [2]. Compared to older reproductive age women, adolescents (13-19 years) are more likely to have self-induced abortions contributing substantially to the country's high burden of maternal mortality and morbidity [4,5]. Adolescent births are also associated with adverse outcomes such as increased risk of caesarian sections, still births, low birth weight babies and neonatal deaths [6-8]. Eliason et al reported an unintended pregnancy rate of 70% in a Ghanaian hospital-based study, with over 90% of adolescent pregnancies being unintended [7].

The confirmation of a pregnancy is accompanied by a decision to abort or continue to term. This decision is influenced by the feelings of the pregnant woman towards the pregnancy, socio-cultural norms and expectations as well as social networks including family and friends [7, 9]. Given the vulnerability of their situation, pregnant adolescents are more likely to struggle with coming to a decision regarding unintended pregnancies. Previous studies have identified mothers of adolescents as the most highly involved actors in the decision making [9-13]. The implication of male partners in the decision making process has also been widely reported in the literature [14 -16]. Schwandt et al for example, report that in Ghana, male involvement in the decision making process of unintended pregnancies is in the form of authoritative "orders", highlighting the role of gender inequality [9]. Bankole et al on the other hand highlight how male denial to assume responsibility of the pregnant adolescent plays a central role in pushing them to opt for abortions, which are at times unsafe [10]. Minors could also be selective in who they involve in their decision making especially where there is history of family violence and a desire to maintain close relationships with their parents [11]. Contrary to what is commonly reported in other LMICs, in Ghana, Geelhoed et al describe women as being sufficiently autonomous in making decisions on how to proceed with an unintended pregnancy [12]. However, their study was not specific to adolescents, being an important vulnerable group.

Understanding the degree of autonomy, and factors influencing decision making among pregnant adolescents are key in carefully identifying their needs, and providing respectful counseling and care. The adolescent health service policy and strategy for Ghana (2016 -2020)

highlights the need to reinforce early comprehensive sexuality education among adolescents. For instance, one-fifth of women of reproductive age give birth before the age of 18, high awareness rates of modern contraceptive methods are not matched with use, and abortion related stigma remains high despite the relatively liberal nature of the Ghanaian abortion law [ 17]. Although there have been some studies on sexual and reproductive health decision-making in Ghanaian adolescents, the focus is predominantly on family planning [18,19]. Not many studies have focused on adolescent girls' decision making experience with pregnancy in Ghana. To address this gap and given the national and global importance of adolescent health, a qualitative study was carried out among 30 female adolescents in Jamestown, Accra, who had either continued a pregnancy to term, or had past experience of at least one self-induced abortion. We sought to understand the adolescent decision making process and outcome, as well as perceived risk factors for adolescent pregnancies. To complement adolescent views, additional interviews were conducted with purposively selected stakeholders (n=23). Findings would be important for informing the provision of adolescent-centered support in the decision making process and to prevent future unintended adolescent pregnancies.

Methods

Study context

Accra is the most populated city in Ghana with about 2.27 million inhabitants [20]. Jamestown is located within the Asheidu Keteke Sub-Metro in the Greater Accra Region, the smallest and most populated Sub-Metro in the Accra Metropolis. Within Asheidu Keteke Sub-Metro, Jamestown is the smallest, yet the most populated and socioeconomically deprived community.

It has one of the lowest literacy rates within Accra metropolis [16,18], with the females being the most affected. The community relies primarily on fishing and is populated by a mixture of the indigenous Ga community and migrant groups from various parts of the country. Jamestown is recognised as an important site of the Ga cultural heritage and has a tourist appeal due to its colonial past.

Data collection

Data were collected through semi-structured interviews with female adolescents who had at least one teenage pregnancy (n=15) or at least one abortion (n=15) and 23 stakeholders including health workers and youth activists. Adolescents were asked to discuss the circumstances surrounding their pregnancies, those who informed their decision to terminate or keep the pregnancy, the decision making experience and factors considered in the process. The interviews also explored their role in making the final decision and if they had any regrets. Using probing questions, adolescents were encouraged to recap their decision making experience from confirmation till the final decision to either continue or abort the pregnancy. In addition, a 12item questionnaire assessing the awareness and use of contraception was administered to each adolescent respondent by trained interviewers (Supplementary file 1). The questionnaire was pretested with a sample of 10 adolescent mothers from the Ussher Polyclinic on their routine medical visits-the main public health facility in Jamestown. Stakeholder respondents were purposively selected based on relationship to pregnant adolescents, frequency of contact with adolescents in health facilities or the community, and involvement in adolescent health promotion programs. These included: a gynecologist-obstetrician, nurses (n=5), midwives (n=3), 

Data analysis

A common coding frame was developed in ATLAS.ti © 8 for Windows using open coding and by discussing emerging themes and sub-themes within the research team. This was followed by axial coding to establish meaningful connections between themes using inductive and deductive thinking. Two researchers independently coded (LEB, SMY) the transcripts and met regularly to resolve discrepancies. This helped to minimize bias and improve validity. SMY, RB, TCB, MBZ, LEB, AIO were involved in the iterative data analysis process.

Ethics

Ethical approval was obtained from the Ethics Review Committee of the Ghana Health Service (GHS-ERC: 003/07/17). The study protocol was also assessed and registered by the Scientific Quality Committee of the Vrije Universiteit Amsterdam-Netherlands (EMGO+; WC2017-025).

Prior to registering their consent, all respondents were informed of study aims, measures taken for data privacy and confidentiality, as well as their rights as participants. Participants either signed a consent form or, in the case of minors, assent was obtained.

Results

Profile of Respondents

The majority (94%) of all respondents (N=53) were Christians. Adolescents (n=30) were mainly single (27/30) and not formally employed (17/30) and ranged in age from 14 -19years (Mean:

17.8 ±1.5 years). Six adolescents ran small businesses, four were learning a trade while three identified as students. Their ages at first sexual encounter ranged from 10 -18 years (Mean: 14.7

±2.4 years) with 1 -3 past unintended pregnancies reported. Thirteen of the adolescents came from single parent households, five from divorced homes, while the others had parents in stable marriages (n=6) or were orphans (n=6).

Thematic overview of results of the self reported own decision process by female adolescents

Three main themes emerged from data analysis: i) The decision making (with two subthemes:

Influencers and the Dilemma to keep or not to keep); ii) The abortion experience (with subthemes: Lived experience and Regrets) and; iii) Risk factors for adolescent pregnancies (with one sub-theme-Underlying factors). These are summarized in table 1 and further discussed subsequently in the narrative, supported by quotes (Table 1). 

Influencers in decision making

Interviews revealed that the main influencers in the decision-making process were: parents (mothers and fathers), friends and family members of adolescents. Fathers influenced the process in a top-down manner-commanding their adolescent daughters on a specific course of action.

This influence included threats of being disowned if the pregnancy was not terminated as keeping it would bring shame to the family.

"My dad told me he would disown me if I don't get an abortion" [Adolescent with an

abortion experience #8, 17 years old].

Others who opted for abortions were also influenced by lack of financial or moral support from their partners, and their desire to continue schooling or to learn a trade, which they felt the pregnancy and a baby would hinder.

Majority of adolescents who continued their pregnancies to term reported that their mothers played a key supportive role in the decision. Peer opinion did not seem to discourage adolescents who opted for abortions. Despite sometimes opposing views from external influencers, most adolescents felt the final decision was an individual one, emphasizing their autonomy. Other interviewed stakeholders on the other hand, including lawyers , felt adolescents were immature, inexperienced and not capable of making rational decisions. This group opined that parents, especially mothers, knew exactly what was best for their children.

Pressure from parents pushed two adolescents into abortions against their will. One parent threatened to disown the child, while the other cited the avoidance of shame.

Not being able to recognize the early signs of pregnancy meant some adolescents were left with no choice but to continue their pregnancies to term due to gestational limits.

"I wanted to have an abortion. When I went there, they asked me to go for a scan. The scan revealed that I was 7 months, 3 days pregnant. I decided to keep the pregnancy because the baby had already turned into a human being"[ Adolescent mother#4, 18 year old]. Community clinic nurses felt that adolescents give birth to assert their fertility. Affirming this were reports from some adolescents who stated their desire for children compelled them to carry on with their pregnancies.

Dilemma: to keep or not to keep

"Here we are talking about the Ga community; Jamestown, Chorkor, Korlikornor, Korle-bu. The act of pregnancy in itself is a test of fertility, and so once you see your friend with a child, you also want to be sure" [Ipas project coordinator]

One adolescent mother was motivated to carry the pregnancy to term in order to continue her family lineage "I am the only child to my mother, so I had to give birth to continue our lineage"

[Adolescent mother #11, 18 years old] Availability of adequate finances was the main factor taken into consideration in resolving the dilemma for most adolescents who opted for abortions. This was less of a concern for adolescents whose partners accepted to take responsibility for the pregnancy.

While a couple of teenagers were forced to abort against their will, some adolescents said they have would have preferred to abort but did not due to negative views held about abortions, and having heard sad stories on the aftermath of an abortion. Most were scared of dying following the procedure-a common outcome in the community. Furthermore, lack of awareness on existing legislation was a barrier to accessing available safe abortion services.

"They know that some form of abortion law is exists, but the details of it they don't know.

Most people don't know that almost all pregnancies qualify for legal safe abortions…"

[Gynecologist]

Interviews also explored respondents' views on giving up babies for adoption as an alternative to unsafe abortions which was the route many teenagers took. Surprisingly, both adolescents and the wider group of stakeholders expressed negative views on adoption.

"Adoption is not good, its better to go in for an abortion if you cannot cater for the child"[Adolescent mother #8, 18 years old]

"No, I hate to hear that. I think everyone should take responsibility of her own children"

[Adolescent mother #2, 16 years old]
Interestingly, although Jamestown is a very religious community, religious beliefs were not mentioned by adolescents as a motivation to continue pregnancies to term.

Theme 2: Abortion experience

Fifteen adolescents had at least one experience of an abortion and interviews investigated their abortion experience, revealing two main sub-themes-lived experience of abortion and regrets following the abortion.

Lived experience

Most respondents in this group reported very negative abortion experiences. These ranged from intense pain, excessive bleeding and post-abortion hospitalization. Only two of the 15 adolescents who had an abortion used a qualified health care professional.

One girl still had post-abortum complications requiring hospitalization. Others who self-induced (n=13) their abortions used unspecified herbal medicines, tablets, and alcoholic concoctions either purchased at a community store or prepared at home.

"Yes, they have a lot of concoctions. Some grind glass bottles to drink […] some take mixtures of tablets, drink Guinness (alcohol). Others lie down for people to jump on them, while others insert roots and sticks into the vagina to force open the cervix. They have a lot of methods and concoctions…"[Nurse #1, Unit head Adolescent clinic]

The gynecologist confirmed that incomplete abortions were one of the main reasons for gynecological emergencies.

"We see a lot of pregnancies at the gynae unit that have attempted unsafe abortions before, and then they come because they were not successful, or developed some complications".

[Gynecologist]

Summarily we identified four main factors that hinder access to safe abortion care in Jamestown:

1. Confidentiality and privacy issues: Most adolescents were generally afraid that health care providers might inform their relatives or community members.

2. Safe abortions are unaffordable for the majority-costing between GHS 50 -750 ($11 -$165), depending on the health facility and gestational age.

3. Most adolescents including those eligible are unaware of their legal access to safe abortion services.

4. Culture of fear: communities generally associated abortions with grave complications.

Regrets

Most teenage mothers with an abortion experience maintained they had no regrets about their decision, and would make the same choice in similar future circumstances. The exceptions included those who had been pressured by their parents to abort While a few expressed regret, it paled in comparison to the opportunities they would have lost in the event of continuing the pregnancy. Regret was sometimes due to the complication from the unsafe procedure. assessing the awareness and use of contraception is presented in Table 3 (Table 3). In addition to the cultural and societal pressure within Jamestown, a few stakeholders also cited parental pressure on their teenage girls to have grandchildren as soon as possible.

"I think there's a lot of pressure from parents on young people, particularly young girls to engage into sexual activity […]. We've heard many young people say they have been questioned by their parents if they do not see their friends who have children already […]

not in a manner that reflects an aspiration to become a better person or whom you want to be, but an aspiration to be like other people." [Youth activist, 2]

Poverty, illiteracy and unemployment

Low literacy rates among young adults in the area was considered a major contributing factor to the high rates of unintended pregnancy by all stakeholders. A few parents (n=3) however, attributed the high adolescent pregnancy rates to lack of parental care. Engagement in the informal sector in order to meet financial obligations resulted in many adolescent girls being out of school. Jamestown is also one of the poorest urban slums in Ghana and very high unemployment rates and poverty drives the local sex industry and prostitution. Some respondents noted that parents could push their daughters into prostitution in order to support their families financially. Some girls were reported to strategically get pregnant for men with higher economic means in order to benefit financially through child support.

Insufficient comprehensive sexuality education

Sex education at home and in schools was considered absent, suboptimal or inappropriate.

Parents reportedly shy away from discussing sexuality issues with their wards. Some considered that the children were too young, or that the information could instead tarnish their moral compass. For instance, some parents thought that discussing issues regarding use of contraceptives would push adolescents into having sex. 

Discussion

In this study, we sought to understand the decision-making experience in adolescent pregnancies and considerations in either continuing a pregnancy to term or opting for an abortion. We further explored the risk factors of adolescents' pregnancies in Jamestown from the perspectives of adolescents and key stakeholders.

Autonomy versus Influence

Findings showed that despite prevailing influence from parents and peers, there was a high degree of certainty among adolescents in deciding to either abort or carry pregnancies to term. This was however not always the case; specific instances showed that authoritative decision making overruled autonomy or shared-decision making, especially where fathers were the main influencers. We found differing views on the extent to which parents should influence the final decision for pregnant adolescents, although all stakeholders agreed there should be some level of supportive parental involvement in decision -making. Adolescents' autonomy in deciding to abort or keep a the pregnancy was therefore modified by the extent to which they are dependent on family support, the extent to which other third parties like mothers can mediate the decision outcome, and the general influence of power within the family and community setting [15,16]. Mothers might be more understanding towards pregnant adolescents because of their maternal disposition to protect and nurture, or because they were pregnant at a similar age, and can therefore relate to the experience of their daughters. In a case-control study to measure pregnancy decision resolution among 1,324 pregnant Australian teenage mothers, teenagers whose mothers had become pregnant as teenagers had reduced odds (0.4) of recommending an abortion for their daughters [21]. A few studies in similar contexts have emphasized the role of the family as central in the decision making process [9,13,16,22], although this could be more the case in sub-Saharan Africa than in Western countries where freedom and autonomy is a given even at a young age [23] Although partner responsibility was a key factor in either keeping pregnancy to term or opting for an abortion, no adolescent reported that their final decision was made by the partner.

Contrary to our findings, Schwandt et al. in a qualitative study in two Ghanaian referral hospitals reported that partners directly influenced pregnancy decisions through "orders", especially in the case of abortions [9]. Irrespective of the fact that most of the respondents (95%)

were Christians, religious considerations were not taken into account in the decision making process. Adolescents who chose to continue their pregnancies to term are motivated by personal, economic, and sociocultural factors like continuing the family lineage, proving their fertility, and at times to benefit from financial support from the partner [18, 24] .

When the decision is not to keep

Our study identified multiple reasons why adolescents chose abortion over carrying pregnancies to term. These included partner denial of responsibility, financial and study or employment considerations, and parental pressure. Most of the adolescents did not express regret about their pregnancy decisions, but we could not identify studies from Ghana or other African countries that reported decision certainty in adolescent pregnancies. Indeed, some authors have reported that women who opted for abortions generally did not change their minds, even after pre-abortion counseling sessions [25,26]. These studies were however not carried out among adolescents. It is possible that some pregnant adolescents who reported taking the final decision to continue the pregnancy to term by themselves, would have initially wanted an abortion, especially for those whose pregnancies were discovered late. Retrospectively evaluating their decisions is a possible source of bias. Joyce and colleagues have highlighted the fact that retrospective determination of pregnancy intention is likely to be influenced by the presence of the infant-the smile of the child could lead to a more positive recollection of the past [27].

Beyond the limits imposed by gestational barriers, it was clear from our findings that although respondents were generally aware of abortion services in Ghana, there was a lack of awareness on the extent to which the existing legislation was applicable to them. This gap was a major barrier to accessing available safe abortion services resulting in unsafe practices which have been known to endanger adolescent lives [28,29]. Of the 15 adolescents with an abortion experience, 87.0% were carried out under unsafe circumstances. Although the abortion law in Ghana is one of the most liberal in Africa [30], abortion stigma and ignorance regarding the law remain a main hindrance to access to safe abortion services, affecting both clients and service providers [9, 29, 31]. The Ghanaian abortion law of 1985 permits abortion in cases of rape, incest or the "defilement of a female idiot;" if the life or health of the woman is in danger; or if there is risk of fetal abnormality [32]. The law permits abortions for mental reasons. However, a mental state assessment by a psychiatrist is not required. Hanschmidt et al in a systematic review of six countries, reported fear from social judgement, self-judgement and secrecy, among women who had abortions [31]. In the Ghanaian setting, a study found three main ways whereby abortion stigma can be perpetuated: lack of overt institutional support regarding safe abortion care, negative provider attitudes towards women seeking abortion services, and religious beliefs against abortions [29, 33]. It is therefore important to increase awareness campaigns regarding the possibility of obtaining abortions on request without fear of prosecution, both for the public and health care staff.

Financial considerations were also identified as a barrier to accessing safe abortion services. The Ghana Health Service-the authority mandated to regulate health service delivery and practices -is yet to establish guidelines to unify the cost of safe abortion services. The Reproductive Health Strategic Plan (RHSP) stated the national health strategy for reproductive health in Ghana over a five year period from 2007 to 2011 [34 ] . Ensuring the availability of comprehensive abortion care (CAC) services as permitted by law was part of this strategic plan, within the first strategic objective, aiming at reducing maternal morbidity and mortality. Distrust in health service providers has been reported as a main barrier that limits access to safe abortion services in Ghana [18,33] Distrust in health care staff is a major contributor to repeat adolescent pregnancies and unsafe abortions [18,33]. Challa et al in Ghana reported limited access to confidential sexual and reproductive health services as a main detractor for adolescents to seek care in health facilities. Some adolescents who sought contraceptive services were considered as "bad girls 18]. Other studies have reported negative health care provider attitudes in Ghana. For instance, Schwandt et al. highlighted how the harsh attitudes of nurses towards safe abortion care could affect the quality of post-abortion services, as well as deter clients from seeking care [9]. Oppong-Darko et al (2017) in a study among Ghanaian midwives highlighted how religious convictions deter some providers from providing abortion services [28]. In a qualitative study involving 43 health care providers across different levels of management (managers, obstetricians, midwives) in three hospitals in Accra, religious views were identified as key potential barriers in the provision of safe abortion care. Midwives, for instance, were most likely to condemn abortions as sinful [29]. If abortion care were incorporated into the reproductive health policy and package of the MoH, it could reduce the stigma that affects both abortion providers and users. It is important that the safe abortion care policy ensures that conscientious objection from service providers does not affect service provision.

Surprisingly, both adolescents and the wider group of stakeholders expressed negative views on adoption, with some adolescents preferring to abort or to continue pregnancies to term.

This echoes findings in a United States study where abortion was preferred, and only 9% of those who were denied abortions (161 women) due to gestational limits, put their children up for adoption post-delivery [35]. There are not many studies on adoption as an alternative decision in teenage pregnancies, but there is justification to research this further, especially where the abortion option as in our case resulted in mostly unsafe and life-threatening procedures.

The abortion experience

Abortions are not uncommon in Ghana; over 25% of women in Ghana have had at least one abortion in their lifetime [36]. Adolescents in our study who underwent unsafe abortions (13/15) reported distressful experiences from complications such as persistent bleeding and hospitalization. Respondents reported many cases of abortion-related deaths within the Jamestown community. Unsafe abortions are a major contributor to maternal deaths in Ghana accounting for 11.0% of maternal deaths [36], with adolescents being the most affected group [24,36]. Since over 56% of unintended pregnancies will end up as abortions [1], it is of interest to step up the availability, accessibility and use of safe abortion services within this community.

Truly Unintended?

The cultural desirability to have children as early as possible to prove one's fertility or continue the family lineage, as well as parental pressure to become grandparents played significant roles in pushing adolescents to either get pregnant, or to continue pregnancies to term once pregnant. Some adolescents were also found to intentionally get pregnant for financial benefits. In a qualitative study on the experiences of pregnancy and motherhood among teenage mothers in the Ga East Municipality, a suburb of Accra, a few adolescents intentionally got pregnant to command respect from the society [37]. It is therefore erroneous to assume that all adolescent pregnancies in this setting are unintended. Interventions to prevent adolescent pregnancies should therefore be more inclusive -targeting both unintended and intended pregnancies [37]. Gordon recommends that strategies to reduce intended adolescent pregnancies should focus on helping adolescents embrace alternatives to pregnancy, such as educational pursuit or learning a trade, while those targeting unintended pregnancies should promote knowledge on modern contraceptive use and overcome barriers to their uptake [38].

Risk factors for Adolescent Pregnancies

Although almost all adolescents (96.1%) we interviewed were aware of contraception, none was using any prior to getting pregnant. In our study, the high level of awareness regarding year old married teenage mothers, being unfamiliar with contraceptive methods, pressure to become pregnant and misconceptions were the main factors that influenced contraceptive prevalence [41]. While highlighting the role of the social context in young women's contraceptive decisions making, Mutumba et al (2018) in a multi country analysis highlight the fact that an increase in community levels of education could improve contraceptive use among adolescents. Gender imbalance in decision making and fertility related norms also adversely influence contraceptive use among young women [42]. Increasing contraceptive uptake is context dependent, and might warrant more qualitative studies.

In Jamestown, adolescents engage in sexual activity from as early as age 10 from our findings. Challa et al. [18] in a study among 15 -24 year old women in Kumasi and Accra, Ghana reported the cultural unacceptability of adolescent sexuality education as being detrimental to adolescent reproductive health. Although no instances of sexual violence were reported in this study, Gyesaw and Ankomahs' findings from the Ga East Municipality of Accra noted cases of sexual violence, and partner coercion including rape [37]. With the acceptance of early child bearing and the taboo surrounding discussion of sexuality issues between parents and children, parents may not be paying enough attention to the circumstances under which their daughters get pregnant. It is therefore possible that cases of sexual coercion and abuse go unnoticed and unaddressed, propelling other social stigmas.

Other recommendations

With adolescent health as a key agenda in the global strategy for sexual and reproductive health and rights, the importance of informed decision-making cannot be overemphasized in the provision of respectful adolescent care [18]. Early comprehensive sexual and reproductive health education is invaluable in empowering adolescents to prevent unwanted pregnancies, identify early signs of pregnancy in order to initiate decision-making and to act in a timely fashion. This would also prevent late-term abortions and facilitate earlier and safer access to services should they decide to terminate. For those who decide to keep their pregnancies, they can also initiate antenatal care visits on time [20].

Health system barriers to optimal safe abortion care such as cost, information access, trust and confidentiality need to be carefully addressed. Jamestown has an adolescent reproductive health unit within the state owned health facility (i.e. the Ussher Polyclinic).

Providing adolescent friendly services incorporated with continuous monitoring and supervision would be welcome. Considering the reported early onset of sexual activity in Jamestown, sexual health education should preferably be initiated in the pre-teenage years, with emphasis on the benefits of delaying initiation of sexual activity and knowledge of contraceptive methods. Health services at the community level that are adolescent friendly in principle and practice are needed to establish trust between service providers and adolescents, who often cannot discuss sensitive issues with parents. Our study further highlights that in the absence of practical information on the legal stipulations of abortion laws, many who need such services might never access them even where they are available.

Limitations

While this study shed valuable insights on the underlying causes and modifying factors of adolescent pregnancy experience and decision making, our findings cannot be generalized to the Accra metropolis. Accra represents a more diverse blend of cultures and the general attitudes to early childbearing and adolescent sexual health and decision-making are likely different.

Additional studies in other Ga communities as well as in other cultural groups and regions, could provide further insight on the overall picture of adolescent pregnancy decision-making in Ghana. Background: Worldwide, over half of the adolescent pregnancies recorded are unintended.

Conclusion

The decision to continue the pregnancy to term or to opt for an abortion is a constant dilemma that is directly or indirectly influenced by stakeholders and also by the wider social environment. This study aimed at understanding the perceived decision-making preferences and determinants of early adolescent pregnancies in the Jamestown area of Accra, Ghana.

Methods: A vignette-based focus group discussion design was adopted to investigate the risk factors of early adolescent pregnancies. 8 focus group discussions were carried among various purposively selected groups of participants: parents, teachers, adolescent students who had not been pregnant before, and adolescents who had had at least one pregnancy in the past. The vignette was a hypothetical case of a 15-year-old high school student who had not had her menses for the past 6 weeks. The data were analyzed using a thematic analysis approach.

Results: Lack of parent-daughter communication, the taboo on discussing sex-related issues in households, weak financial autonomy, and the insistence on the abstinence-only paradigm in the current comprehensive sex-education schemes were considered to be the main contributing factors to the high early adolescent pregnancy rates in the community. Partner readiness to assume responsibility for the girl and the baby was a key consideration in either continuing the pregnancy to term or opting for an abortion. The father was overwhelmingly considered to be the one to take the final decision regarding the pregnancy outcome. All respondents were aware of at least one case of an unsafe abortion. Despite the respondents being very religious, opting for an abortion was considered acceptable under some circumstances, especially if the pregnant adolescent was doing well in school.

Conclusion:

To reduce adolescent pregnancy rates in this community would require interventions that target individual, interpersonal, societal, and institutional factors. The abstinence-only doctrine dominates the current comprehensive sex-education packages in schools. For health care services to be adolescent-friendly, respectful, and efficient, policy-makers should carefully evaluate the implications of the overwhelming perceived desire for the father to be the final decision-maker regarding adolescent pregnancy outcomes in this community.

for instance, 69.4% of unintended pregnancies occur among adolescents [3]. Adolescent pregnancies have adverse health and socio-economic consequences for the adolescent, the baby, and the community [5,6]. These consequences include high rates of caesarian section, prolonged labor, early infant deaths, and low birth weight [5]. Early pregnancy can impede the adolescent from attaining her academic potential, leading to substantial economic consequences over her life course [6]. Pregnant adolescents, like other women with unintended pregnancy, are generally faced with the dilemma of either continuing the pregnancies to term, or going in for abortions. This is even more challenging for adolescents, generally due to lack of policy guidance to guide the procedure, as well as social and cultural considerations. The discussion of who should be involved in the decision-making process and who should take the final decision is usually complicated one. Understanding the community perceptions regarding the risk factors for adolescent pregnancies, as well as the communityperceived ideal decision-making process and actors, could be useful in framing culturespecific health care interventions, as well as friendly health care services for pregnant adolescents. Research investigating whether a teenage pregnancy experience alters the perceptions regarding future adolescent pregnancy resolution preferences is sparse. To answer this question, two additional focus group discussions were also carried out among adolescent mothers. The decision-making experiences of adolescents who had been pregnant before have been reported elsewhere [22] within the context of this research project.

Theoretical framework for this study is grounded on the socioecological model. The Social Ecological Model (SEM) [23, 24] posits that behavior and decision making are shaped by individual, relationship, community, and societal factors. It is a theory-based framework for understanding the multifaceted and interactive effects of personal and environmental factors that determine behaviors, and for identifying behavioral and organizational soft spots and intermediaries for health promotion within organizations. There are five nested, hierarchical levels of the SEM: Individual, interpersonal, community, organizational, and policy/enabling environment (Figure 1). 

Methodology i. Study setting

Accra is the capital city of Ghana and has a predominantly young population. In 2012, 38.8% of Ghana's population was under the age of 15 [8]. Jamestown is a small coastal town in the heart of the Ashiedu Keteke Sub-metro in the capital of Accra. It's one of the oldest suburbs. It is located among a cluster of coastal suburbs which are characteristically poor (low-income) and overpopulated. The area comprises a mix of traditional indigenous Ga people who form the largest sub-ethnic group (18.9%). Christians constitute the largest religious group (83.0%), followed by Muslims (10.2%). The indigenous people of the area are mainly engaged in fishing activities, while petty trading, hawking and head porting (kayayee) are the mainstay of the migrant population [8]. A vignette-based focus group discussion design was adopted to investigate the risk factors of early adolescent pregnancies (≤15 years old). Vignettes use short stories about hypothetical characters in specific circumstances, and the interviewee is invited to respond to that situation [8,9]. They enable participants to present their understanding of the topic in their own terms, allowing for actions to be clearly explored in context; people's judgements are clarified without getting personal, and thus sensitive topics can be better understood. We hypothesized that deciding on an abortion is one of the options in this case. Research suggests that responses from vignettes generally mirror the social reality of the area under study [8, 9].

Process and procedure

In this study, we sought to ascertain how various groups (never pregnant adolescents, ever pregnant adolescents, parents, and teachers) would react to a hypothetical 15-year-old adolescent who is 6 weeks pregnant, the possible causes of this girl finding herself in this situation, how this situation could have been prevented, and the perceived role players in decision making, either to allow the pregnancy to go to term or to choose an abortion. In a community with a reported high prevalence of early adolescent pregnancies, getting the perceptions of adolescents from this community (in school and out of school) regarding risk factors and decision-making preferences would offer a more holistic insight into possible community-specific interventions to reduce early adolescent pregnancies, as well as adapted decision-making support for pregnant adolescents.

ii.

Research participants

To obtain a holistic view to answer our research question, we carried out eight focus group discussions (FGDs) (54 participants in total) among four groups of purposively selected research participants: parents (2 FGDs) teachers (2 FGDs) adolescents who had never been pregnant (2 FGDs), and adolescents who had been pregnant at least once (2 FGDs).

Adolescent mothers were included to investigate the role of a previous pregnancy experience on perceptions towards future pregnancy risk and decision-making preferences. Gender equity was sought as much as possible in the constitution of the teacher and parent groups. To ascertain the influence of a pregnancy experience on the perceived decision making, we decided to include adolescents who had been pregnant before. Adolescents were recruited from the adolescent health unit of the Ussher Polyclinic in Jamestown, Accra. This is the main public health facility that serves the population in this area. Teachers were purposively selected from two schools in the area (Sacred Heart Technical Institute Secondary school and the Bishop Girls' primary school). Parents attending the outpatient department of the clinic were approached regarding the research. After attaining the required goal of eight participants per group, potential participants were called, and a date for the focus group was set. Two trained research assistants fluent in the local Ga language facilitated the focus group discussions, which were held in both English and Ga.

The hypothetical case for the discussion was:

"Nadine is 15 years old, presently in her third year in JHS (Junior High School) and lives with her parents in Kumasi. For over 6 weeks, she did not see her menses. She reported this to Johnson, her boyfriend. They went to the city pharmacy and bought a pregnancy test. It turns out that Nadine is pregnant (she has never been pregnant before)."

General views regarding the perceived burden and reactions to adolescent pregnancies, predisposing factors, how they could be reduced, the decision-making process, and who had to take the final decision were explored. The principal investigator (LEB), research assistants from the University of Ghana who spoke the local Ga language, and a youth mobilizer in Jamestown were involved in the focus group discussions.

iii. Data Analysis

The interviews were recorded and transcribed into English and validated by an experienced qualitative researcher. The data were anonymized before analysis. After comparison and discussions, the researchers agreed on a coding frame in ATLAS.ti for Windows version 8. The codes were applied to different blocks of the texts, and the transcripts were reviewed iteratively. Emerging themes were then discussed by two researchers. The initial coding process was open, and followed by an axial coding to establish meaningful connections among emerging themes. A thematic analysis approach was adopted for the data analysis, guided by the 5 nested hierarchical levels of the SEM (Fig 1).

Results

Eight focus group discussions were carried out with a total of 54 participants in groups of 7. All participants reported being Christian. 

b. Perceived feelings after discovering the pregnancy

The perceived reactions of a pregnant adolescent after finding out that she is pregnant were almost always described as negative by the interviewees. These feelings ranged from "fear", "anger", "disappointment", "frustration", "miserable", "regret", "being shy". The respondents thought that the adolescent in question would most likely experience a strong tension first between either keeping this information to herself or telling someone else. The overwhelming dilemma of what to do about the pregnancy (continue to birth or choose an abortion) was said to be the most challenging of the frustrations this adolescent has to deal with.

The feeling of frustration was often shared among the boys who get these adolescents pregnant, especially if they were young.

"If the boy is say 15 or 16, he will be afraid and confused, as he cannot take care of the girl, let alone the child, too" [Parent, F, 11] c. Why the high adolescent pregnancy rates in Jamestown?

Respondents were asked to brainstorm on the possible reasons for early adolescent pregnancy in Jamestown.

Lack of parental support

Respondents were unanimous that parents contributed immensely to the high prevalence of adolescent pregnancies in the community. It was mentioned repeatedly that discussing sexrelated issues with children was considered a taboo in society. This complete lack of communication does not allow parents to get to know their children or perceive any changes, or allow the children to address their concerns to their parents. Most parents with their daily routines almost never had time to spend with their daughters. This negligence was exemplified by one parent, who mentioned that young girls could often go out at night and then come back without the parents even noticing. Parents' failure to provide the basic financial needs of their children rendered the girls vulnerable to collecting money from boys and men, either to survive or to be liked by her peers.

"Parents are to be blamed for all these unfortunate occurrences. A mother does not know how her daughter survives on a daily basis. When she (the mother) finishes eating, she goes to bed while these little girls will be taking money from boys, why would they not get pregnant?" [JHS 3].

"My friend noticed that her daughter was pregnant when she was already six months into her pregnancy. This means that she does not even have time to look at her own daughter"[Parent , M, 6].

A parent was categorical about the fact that parents in the Ga communities (Jamestown) do not provide adequate care and attention to their children.

"In Ga communities we don't train our children. We as parents are equally guilty for not raising our children properly" [Parent, M, 9]. "I have the experience of what we are saying here near my home. This woman gave birth to six girls. Recently, the third girl got pregnant without knowing who was responsible for it. Parents are giving birth and reneging on their responsibilities of bringing up their children to be good adults" [Parent, F, 11].

Sleeping with men or boys for financial reasons was a recurrent explanation of why many adolescents were getting pregnant. With low financial autonomy, adolescents were said to be more likely to succumb to peer pressure, to meet their financial needs by offering their bodies in exchange for money.

"We have a lot of girls in such situations in the Ga communities. Most of them find it difficult to feed themselves and are put in such situations by irresponsible men" [JHS 8].

"We have many of those goats in this community. They are ready to sleep with girls, even younger than their grandchildren to satisfy their evil desires" [Teacher, M, 1].

i. Reputation of the Jamestown neighborhood

Respondents thought Jamestown already carried a "bad" reputation, especially due to rampant adolescent pregnancies. Adolescents in this area were considered to be more promiscuous compared to other areas in Accra. Others reported that adolescents were generally known in this city to be disrespectful towards elders and parents.

"Someone else will say he will never allow the child to ever live here because the teenagers here don't live a good life" [ Parent, M, 13] "So I for instance will not allow my daughter to come and stay in this community"

[Teacher, M, 3].

Even outside Jamestown, it was known that some employers refuse to offer jobs to people from Jamestown, simply because of the bad reputation of the area. The activities and bars around the seashore were identified as a breeding ground for adolescent pregnancies. Most respondents thought that was where most men who buy sex for money recruit the adolescents.

There's a place at the shore called 'One Conner', come and see small girls and what they do at this place, it is an eyesore to Jamestown and its people." [Parent, M, 9].

iii. Broken homes: Most respondents were of the opinion that broken homes were responsible for the poor education of the kids. Lack of proper education and advice predisposed the children to be easily influenced by negative peer pressure, and fail to abstain from sex. It was reported that some adolescents tend to do the same things they see their parents doing. ii.

If a child sees the mother always collecting money or

Knowledge and financial autonomy

Ignorance around sexuality issues was also raised as a possible explanation of high adolescent pregnancy rates in the area. Girls were thought not to have enough knowledge regarding the use of modern contraception and could be shy about buying them from the shops, for fear of being reported to their parents. Those who used sex for money were thought not to have any choices, especially when the men were not interested in using a condom. Some adolescents were reported as engaging in sex for money, in order to meet up with their friends.

"The girls are poor, and their parents do not provide for them. They have no choice but to go in for these men" [Parent, M, I]

"They love to compete with their friends. Some will do anything to get money" [ JHS 2] iii.

Technological factors

Exposure to social media, through use of the television and phones were considered important predisposing factors to adolescent pregnancies. Adolescents were thought to watch pornographic films due to a lack of parental control, which increased their passion for sex, and they practiced what they saw.

"Parents do not spend time with their children, do not check what the children do with their phones" [Parent, F, 6]

"There is cheap pornography everywhere, with this internet thing and on the TV, children know everything.

Since parents don't care about what their children do, the children get used to these things, and before you know it, they simply practice what they see" [Parent, F,1] d. Decision making

There was a general expression of perceived mixed feelings about keeping the baby or choosing an abortion.

i. Factors affecting the decision

The need for Nadine to pursue her education, her age, religious concerns, fears and awful stories of "victims" of induced abortions, fears of not being able to get pregnant in the future (secondary infertility), the readiness of the boy and family to take responsibility for the girl and the baby were issues that needed to be taken into consideration during the decisionmaking process. Most respondents were of the opinion that having an abortion in Nadine's case was not an option, most especially on religious grounds. A few respondents, however, thought having an abortion was acceptable to allow Nadine to complete her studies.

Continuing her education was an important consideration for some in the decision-making process. This should depend on whether the girl was intelligent or not.

The table below (table 2) summarizes the main quotes deriving from the interviews regarding factors respondents thought needed to be considered in decision making involving the 15-year-old pregnant adolescent. Others thought there was no decision to be taken in such circumstances. As long as she was pregnant, she simply needed support to carry on her pregnancy to term.

Regarding who should take the final decision in either keeping the baby or choosing an abortion, the overwhelming majority of the respondents recommended the father, followed by the mother. Others thought the partner should be the one to make the final decision. Very few students thought the girl was capable of making such a decision. Table 3 summarizes the reasons why various actors should be the ones to decide on early adolescent pregnancy outcomes.

Table 3: Who should make the final decision and why?

Who makes the final decision?

Supporting quotes

The father

The father has the final decision; He's the only person who can say the final thing to either make me deliver or terminate it because he's the family head [JHS ]

The dad is the only person who has that authority to say I should give birth or terminate it because we have his name and besides, he's the head of the family so before we do something, all of us ask his permission before we make the move [JHS 3]

The girl's father has the final say as to whether his daughter will abort the pregnancy or not. It is not the question of whether he cares for his daughter or not. The boy who impregnated the girl should not be involved at all because he has no right first of all to sleep with the girl to the point of making her pregnant [Parent 3].

The mother Mothers have got a big role to play in the decision-making process. Mothers actually decide on the fate [Parent, M, 5]

It is her mother who has the final say with her daughter's pregnancy [JHS6]

The two families 

I

c. How can unintended pregnancies among adolescents be reduced in Jamestown?

Participants believed that the introduction of sex education as early as possible would help raise awareness among adolescents regarding the consequences of unprotected sex.

"We have to visit the various schools and gather such children within the age bracket of thirteen to fifteen and educate them about the dangers of sex to their education, lives, health, and the negative impact it brings to their future"[Teacher, F, 3]

Most respondents thought that the parents were too closed to discuss sexuality issues with their children. Becoming more open was considered as empowering the girl's knowledge regarding her status as a girl, and how to react when approached by men.

"We can also gather them and listen to their problems and then educate them" [Parent, M, 2]

"We need to gather them in this community and educate them like we are doing here.

This will help to reduce the the burden [Parent, F, 5]

Others were in favor of policies to restrict the movement of adolescents at night. This should be coupled with stricter parental control.

"I think they should introduce the Rawlings era (former military leader and politician, who was president of Ghana between 1981 -2001), where children under a certain age were arrested at night time. I was once arrested for coming home late from the market"* [Parent, M, 9]

Some parents thought that some adolescents might be possessed by a spirit of "stubbornness" which made them not heed their advice to abstain from having sex. God's intervention through prayers was seen as the way to go in order to reduce adolescent pregnancies.

First, we must instill in them the fear of God. Secondly, government must establish work for the youth from the ages of fifteen upward. Thirdly, we need soldiers in our communities to deal with girls who are seen late at night with men. [Parent, M, 9] Only prayers because we have advised them like any other human being will do but it is not working. [Teacher, F, 3] We need to pray and instill the fear of God in our children. It is only God who can change our situations here in Jamestown. The good people who were trained in this community are now doing well in life. [Teacher, M, 11]

Discussion

The aim of this study was to understand the perceptions of stakeholders regarding early adolescent pregnancy and decision making in Ga communities. We used a hypothetical story of a 15-year-old secondary school student who recently realized that she had not seen her menses for the past 6 weeks (Nadine) as a vignette. With all respondents knowing at least one or more adolescents who had been pregnant as early as 15 (in Nadine's shoes) in the community, this translates into a presumably high prevalence of early adolescent pregnancies in Jamestown. The feeling of fear, shock, and disappointment reported by respondents is an indication that the young adolescent pregnancy is considered unintended in this case.

Authoritarian parenting and the absence of an open communication climate between the

parents and adolescents on sex related issues have been abundantly reported to predispose to adolescent pregnancy [11, 14, 16,25, 26, 28]. Parents were also reported as spending very little time with their children, and almost never discussed any sex-related issues. Sex issues remain a taboo in parent-child communication within the Ga community. Krugu et al. (2017) reported similar findings in a qualitative study among 20 never pregnant adolescents in Bolgatanga, Ghana [11]. In their study, the adolescents and young women (less than 21 years of age) reported that they had never discussed any sex-related issues with their mothers.

Comprehensive sex education was considered inadequate by our respondents. A predominance of predominance of abstinence-only messages within the school sex education packages have been reported from Ghana [10,11]. Adolescents who receive comprehensive sex education have a lower risk of pregnancy than adolescents who received abstinence-only or no sex education [14]. Comprehensive sexuality education is not only useful in preventing adolescent pregnancy rates, but could a long way in improving adolescent health in areas like denouncing rape attempts, sexual assault, and use improving uptake and use of modern contraception.

Religious reasons were not mentioned as protecting against, or an enabling factor for adolescent pregnancies. Sex is a taboo subject generally among Christians; this appears to be an expected finding since our sample was predominantly Christians [13, 16]. The Christian doctrine in most areas in Ghana stands by the abstinence-only doctrine, especially before marriage. In a case-control study among pregnant and non-pregnant adolescents in Ecuador, religiosity protected against adolescent pregnancy [25]. Further research elucidating how religiosity influences adolescent pregnancy is needed. In a study investigating adolescent decision making in Jamestown, religious considerations were not taking into consideration in the decision making process by the adolescents [22]. Insisting on the socio-economic advantages of staying longer in school, delaying marriage and childbirth at the community level could indirectly deter these young girls from getting pregnant in highly religious communities.

The lack of financial autonomy was a key risk factor for early adolescent pregnancy in our study. Providing sex for money has been identified elsewhere in Ghana as a main cause of adolescents engaging in sexual activity [11-12]. In a qualitative study in the Accra metropolis with teenage mothers, lack of money was a key factor that pushed adolescents to become sexually active [12]. In economically disadvantaged conditions, and aggravated by the norm of male dominance, not only are the adolescents more prone to having sex earlier and more frequently, condoms could be underused, due to the financial dominance of men.

Exposure to the social media and television were considered as contributing factors to early adolescents' pregnancy. They thought that the parents never spent enough time monitoring what the children watched or did with these media. Using these media to watch pornographic films was considered by some parents as encouraging the children to practice what they saw. In a qualitative study among out-of-school adolescents in a Muslimdominated market in Nigeria, Odeyemi et al. (2009) found that pornography was associated with early initiation of sexual activity [18]. In a survey among 413 young Nigerian internet users, exposure to pornographic material was associated with increased engagement in having oral sex and having multiple sexual partners [19] 
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The factors considered before taking the final decision were personal (age, financial autonomy, need to continue schooling), interpersonal (partner responsibility and quality of parent-pregnant adolescent relationship), and societal (fear of dying during the abortion process, shame, religion, cultural acceptability as main head and decision-making authority in the family). At the institutional and policy levels, there were no available guidelines regarding adolescent pregnancy decision making within the reproductive health package of the Ghana Health Service. It is important to have a sound reflection upon this, as a healthy decision-making encounter with the health care provider allows for appropriate knowledge sharing and trust building. Distrust in the health care providers for fear of breach of privacy, as well as health care provider attitudes and religious beliefs regarding safe abortion services have been reported as negatively influencing the access to and use of reproductive health services in Ghana [13, 29].

Adolescents coming from single-parent homes were considered to be at greater risk of an early adolescent pregnancy, compared to those whose parents were in stable marriages [20]. These findings are consistent with reports from Ecuador, where pregnant adolescents were more likely to be from divorced families compared to their non-pregnant counterparts [25]. This could be explained by the fact that those parents may work harder, spend less time with their children, or may have generally lower earnings available to take care of the needs of their children. In contrast, in a quantitative exploratory study among 121 South African adolescents and young adults using a parenting authority questionnaire from the West Coast of South Africa, single parenting and divorced parental status were not associated with adolescent pregnancy [28].

The overall perception of Jamestown as "bad" can be viewed through the lens of the social disorganization theory [21]. This theory is an example of an ecological framework and posits that crime is not randomly distributed, but occurs more frequently in 'bad' neighbourhoods than in 'good' neighbourhoods. Neighborhood characteristics (the schools, perceptions about schooling, access to schools, beach, and clubs in the case of Jamestown) are of the utmost importance in the elaboration and implementation of sexual and reproductive health interventions.

As reported by respondents, becoming adulthood without having a child attracts labels of being infertile for women. In our study, proof of fertility was not frequently mentioned as a possible explanation for Nadine's pregnancy. This could be explained by the fact that the vignette was a student and generally expected to continue her studies. Having babies as early as possible in the Ga communities is also culturally desirable [3, 22]. This suggests that sending girls to school could counteract the early adolescent motherhood desirability in the community.

Going in for an abortion was considered to be justifiable for girls who were intelligent in school. In a questionnaire-based study examining how adolescents intend to resolve a premarital pregnancy among never married, sexually active adolescents in South Central Indiana, career-oriented participants reported more positive attitudes towards abortions [27].

The diversity in experiences (from fear of death, secondary infertility, to bleeding) reported by respondents could be an indication of unsafe abortion practices going on in this community. Almost half (45%) of abortions recorded in Ghana are unsafe [14]. Accepting or denying taking responsibility for the pregnancy has been reported to have a direct relationship with the final decision [12, 15]. Others thought if she could get pregnant, she should be able to decide on what to do with her pregnancy. These assertions could mean these participants think the adolescent can take informed (autonomous) decisions. Using vignette-based focus group discussions has been reported to be less personal, and allows

respondents to be open regarding sensitive issues [9,10]. In this study, the father was overwhelmingly considered to be the one to take the final decision regarding the pregnancy outcome. In an earlier report [22] concentrating on the experiences in decision making among adolescents who had continued their pregnancy to term (adolescent mothers) and those who had had at least one abortion before, almost all adolescents (28/30) reported taking the final decision either to keep the pregnancy or to terminate it on their own. Perceived and experienced decision making differ in this sociocultural context. This is an important consideration for policy makers when designing adolescent friendly reproductive health services.

Limitations

These findings are simply exploratory in nature. The influence of religion on perceived decision-making considerations cannot be representative of the community. The smaller group of the Muslims and traditionalist views were not explored in this study, as all participants were Christians. Partners have been reported to play significant roles in the decision-making process. In this study, it was impossible to ascertain the role and aspirations of the partner. The health of the relationship with the partner could have an influence on the adolescent decision, which was not explored in this study. Adolescents who feel very close to their partners have been reported elsewhere as being less disposed to opt for a pregnancy termination [27, 29]. Further studies should consider the roles of health care providers, as they are also important in the decision-making and care processes.

Conclusions

Early adolescent pregnancies are highly prevalent in Jamestown. Key words: abortion, attitudes, adolescents, medicine, law, midwifery, students

Introduction

Unintended pregnancies remain a serious global health concern, and are characterized by adverse health, economic and social consequences [1]. Worldwide, about 44% of pregnancies recorded between 2010 and 2014 were unintended [2]. Despite a reported increase in the uptake of modern methods of contraception, unintended pregnancies remain a persistent public health challenge. In adolescents specifically, the majority of pregnancies (over 60%) are considered unintended, with half of these ending up in abortions [1].

Compared to adults, adolescents experience higher rates of unintended pregnancies, and are exposed to more adverse birth and abortion-related complications [3,4]. In a 5 year retrospective study by Der et al, abortions accounted for over 20% of pregnancy related deaths in Ghana [5].

The options generally available with a pregnancy are: to terminate the pregnancy, continue the pregnancy to term and raise the children, or give them up for adoption after birth. The decision making capacity of adolescents to take these decisions is an issue of controversy. In western countries, authoritative bodies like the American college of pediatricians recognize the adolescents as autonomous persons who need some level of support in the decision making process. They advocate that the final decision regarding the pregnancy outcome should come from the adolescent herself [6]. In Ghana, however, no guidelines are available to guide pregnancy (abortion) decision making, especially among adolescents. Henshaw and Kost reported the desire to maintain health relationships with parents and having previously experienced family violence as key determinants of not involving parents in the decision-making process with regards to abortions by minors [7].

Family and partners have been reported to influence to some extent the pregnancy decisions in Ghana. Schwandt et al report male involvement in decisions with unintended pregnancies in Ghana through "orders" (coercion) and highlight the role that gender inequality could play [8]. The final decision to terminate the pregnancy, or keep it depends mainly on the "order"

given by the males. Bain et al in Ghana however highlight how male denial of responsibility of pregnancy, and family relationships do influence decision making in adolescent pregnancy [9].

Using cluster-level Geographic Information System data from the 2017 Ghana Maternal Health Survey, Owoo et al have recently reported a strong correlation between socioeconomic status (ownership of a bank account) and the likelihood to opt for safer abortion methods [10]. Getting a safe abortion in the first trimester in Ghana will cost between 350 GHS to 950 GHS (64 USD to 172 USD), and is considered unaffordable for the average Ghanaian adolescent [11]. The Ghanaian abortion law of 1985 permits abortion in cases of rape, incest or the "defilement of a female idiot;" if the life or health of the woman is in danger; or if there is risk of fetal abnormality. The law permits abortions for mental reasons [12]. However, a mental state assessment by a psychiatrist is not required. Albeit, safe abortion provider shortages, conscientious objection, and ignorance regarding when an abortion can be legally provided continue to push some women resort to unsafe abortion care [13]. No section of the current law however specifically treats legal abortion service provision for adolescents.

Attitudes of health care providers towards abortions have been reported to influence access to safe abortion services in Ghana [8,13]. For instance, Schwandt et al report how the harsh attitudes of nurses towards clients seeking abortion services negatively affected the quality of safe -abortion care, as well as deterring some from seeking and receiving the care they wanted [8]. Oppong-Darko et al in a study among Ghanaian midwives also highlighted how their religious convictions impede some providers from providing abortion services [12].

In a qualitative study involving 43 health care providers across different levels of management (managers, obstetricians, midwives) in three hospitals in Accra, religious views were identified as key potential barriers in the provision of safe abortion care.

Midwives, for instance, were most likely to condemn abortions as sinful [13]. We hypothesized that the perceptions of future health workers could be eventually translated into their future practice. Considering that medical, midwifery and law students constitute the next generation of health care and legal practitioners, understanding their attitudes towards abortions, perceived burden of abortions and unintended pregnancy, and their views regarding adolescent decision-making in pregnancy is crucial, especially with regards to organizing the content of their reproductive health training curricula. The aim of this study was to assess medical, midwifery and law students' views regarding adolescent abortions, as well as students' perceived pregnant adolescent decision making capacity. The findings can be of potential relevance in improving access to safe abortion services and providing respectful care for pregnant adolescents.

Methods

A cross-sectional survey was conducted over a 2-month period (November -December 2017) We targeted a convenient sample of 300 respondents [14]: 100 medical, 100 midwifery and 100 law students, respectively. The study objectives were presented to the students. The students were reassured regarding the treatment in strict confidentiality of their responses, as well as the strict respect of their privacy. Only the initials of the students' names were written on the questionnaires. 120 questionnaires (per student group/faculty) were distributed to students who consented (signed a consent form) to participate in the study. These were 2nd and 3 rd year medical students (60 questionnaires per level), 3 rd year midwifery students (120), and to 2 nd and 3 rd year law students (60 questionnaires per level). Provision was made for the 60 extra questionnaires to take of incomplete or wrongly filled questionnaires. Questionnaires were self-administered and filled under the supervision of trained research assistants. Each questionnaire completion session lasted between 25 to 50 minutes in selected lecture halls in the participating institutions. Data from completed questionnaires were then entered into Microsoft Excel spreadsheets for data cleaning, after which data were imported into SPSS Version 21.0 for analysis. Multiple imputation was used to manage missing data.

Socio-demographic characteristics of respondents were summarized using descriptive statistics presented as frequencies and means. Making a quantitative difference between "agree" and "strongly agree" responses could be extremely difficult without an intense qualitative inquiry. We opted for the agree/strongly agree fusion as a proxy to analyze how those who out rightly were in favour of a particular practice of interest differed from those who were not. Likert scale responses were eventually transformed into two categories-"No"

(representing the subgroups strongly disagree, disagree and neutral) and "Yes" (representing those who either agreed or strongly agreed to a specific statement). Medians and modes were used as measures of central tendency in analyzing Likert scale data [15,16]. The Chi-Square test of independency and Fischer's exact tests were used to measure associations between dependent variables (attitudes towards abortions and decision making preferences) and selected independent variables of interest (academic background and gender). Statistical seeking abortions (67.7%) and a majority prioritized adoption over abortions (75.0%) (See table 1). Compared to law and medical students, midwifery students had a more positive disposition towards abortions in cases of rape and incest. Unsurprisingly, a higher proportion of respondents were strongly against the use of abortion services for sex selection. Echoing the predominant preference for parental involvement in decision making for adolescent pregnancies, most students felt health care staff should notify parents whenever pregnant adolescents sought abortion services (67.7%). However, a majority (69.9%) were not in favor of legislation that makes abortion available on request to adolescents. On this, compared to midwifery (57.8%) and law students (69.0%), medical students (82.6%) expressed views that were more negative. Almost half of the respondents (45.0%) thought that abortions are not acceptable for any reason ever.

To ascertain additional strength of conviction with regards to specific questions assessing respondents' attitudes, we examined the "strongly agree" responses. We examined how these responses were related to gender and academic discipline (Table 2). The table captures responses from 73 males, 258 females, distributed by academic discipline into medicine (n=117), midwifery (n=114) and law (n=100). Being a midwifery student and being female, were associated with a greater likelihood of strongly agreeing that abortions are acceptable in the case of rape, incest and fetal anomalies (p=0.001). Regarding mandatory notification of parents by health care providers, midwifery students were more favorable to this practice, with 77.1% of them strongly agreeing to this, compared to medicine (69.2%) and law (55.0%) students (p=0.002). Attitudes towards sex selection were neither associated to academic background nor gender (p=0.14, p=0.34, respectively).

Regarding the occurrence of abortions in their respective communities, 19.7% of respondents strongly agreed that abortions were common and 28.4% strongly agreed that unintended pregnancies are very common in their communities. Up to 68.6% of respondents were strongly against the possibility that government should cover service fees for safe abortion services.

Decision making capacity of adolescents

Over 47.0% of respondents believed that an adolescent can only make reasonable decisions from the age of 18. Overall, 68.0% (n=225) thought that a female adolescent is not mature enough to make her own decision on her pregnancy, while 36.1% of respondents felt the adolescent should have the final say. When asked about the most preferred person to be involved in deciding the outcome of an unintended adolescent pregnancy, 46.2% (n=153) suggested the mother, 25.0% (n= 82) the health care worker and 16.0% (n=53) chose the partner. More than half of the respondents felt that decision making in adolescent pregnancy was different from other medical issues. Answers to open-ended questions revealed that the uniqueness of the decision in the case of an unintended pregnancy was that more than one person was involved or affected (partner, unborn child, parents) by the consequences of the decision, thereby making it more sensitive.

Over half of the midwifery students (52.6%) agreed to the fact that adolescents have full decision making capacity regarding the outcomes of their pregnancies, compared to medical (23.6%) and law (28.5%) students (p <0.001). Correspondingly, fewer medical (38.9%) and law students (43.3%) would systematically involve a third party in the decision making process, compared to midwifery (63.1%) students: p=0.001 (Table 3).

Additional findings

We thematically analyzed the responses to openended questions that were part of the questionnaire to shed more light on why respondents held some particular views. Most of those who believed the adolescent should have independent decision making liberties justified their position by the fact that the adolescent was ultimately responsible for her actions and consequences and that she was mature enough. Others who supported third-party influence in the decision making were of the opinion that independent decision making by a pregnant adolescent would lead to irrational decisions and could be influenced by fear or peers. Additional reasons given included possible future regret and inability to bear the consequences of such a decision alone.

We sought to understand respondents' views on factors that predispose adolescents to pregnancies. The main reasons cited were individual (i.e. ignorance, low sexual education and openness to discuss it, peer pressure and curiosity, alcohol and drug abuse), sociocultural (i.e. poor parenting, children from single parent households, social media and access to pornography), and economic (i.e. high unemployment and school dropout rates, poverty)

reasons. With respect to how the current high rates of unintended adolescent pregnancies could be reduced, many respondents were of the view that the current comprehensive sexuality education package needed to be improved. Greater engagement of the other social actors including religious bodies and the government was also identified as a necessary action point to help curb adolescent pregnancies.

Discussion

The main aim of this study was to assess the attitudes of a sample of future health and legal professionals in Ghana on abortions, as well as their perceptions of decision making capacities in pregnant adolescents. We found that students generally hold positive views towards abortions, especially on grounds of preserving the woman's healtha view held mostly by students in the health care domain (medicine and midwifery). Although their health-related academic discipline could partly explain the high acceptance rate, we found a similarly high acceptance rate among law students.

Abortions were also considered acceptable in situations where the health or life of the woman was in danger, and in cases of rape, incest, and fetal anomalies. These all fall within the purview of the Ghanaian abortion law of 1985, which permits abortion in cases of rape, incest or forcefully having sex with a mentally deranged person (defilement of a female idiot), if the life or health of the woman is endangered, or if there is risk of fetal abnormality [12]. Midwifery students and female students had more positive attitudes towards abortions.

The female gender constituted 77.9% of our population, and women are better placed to identify with the feeling of being pregnant and a desire to be in charge of their lives.

Midwifery students included in this study were already in their 3 rd year of studies. They were therefore more likely to have seen adolescents suffer or die from the complications of unsafe abortions. However, the more positive attitudes of the midwifery students compared to practicing midwives could be explained by the fact that they are influenced to a lesser extent by real life sociocultural considerations (religion and abortion provider related stigma) in responding to hypothetical questions. In a survey among Ghanaian students at the University of Cape Coast, respondents who knew someone with a history of pregnancy termination were more liberal towards abortions [18]. In actual practice, doctors in Ghana have been reported

to have more positive and liberal attitudes towards safe abortion services when compared to nurses [19].Knowledge regarding the abortion law and religious convictions have also been reported to play a significant role in the willingness to provide safe abortion care in Ghana [19 -21]. These factors were however not explored in our study. Other research has reported that the knowledge of midwives in a Western district in Ghana on the abortion law, was low [20]. In the James town area in Accra, Bain et al reported low levels of knowledge among the general population as well [ 9 ]. The nonuniformity of safe abortion service fees in public health facilities, the low levels of awareness regarding the abortion law by health care staff and the lay population, as well as the relatively high abortion service fees are key barriers to obtaining safe abortion services in Ghana [ 9, 19, 21 ].

Despite the positive attitudes of most respondents, the involvement of parents and other third parties including partners, as well as systematic notification by health care providers to parents of pregnant adolescents' was also a strongly held opinion. In the case of 3 rd party influence, evidence shows that the cultural preferences and beliefs of the 3 rd party, nature of relationship with the pregnant adolescent, as well as quality of information given, can influence the adolescent to keep the pregnancy to term or opt for an abortion [22,23].

Nevertheless, it is important that adolescents have the right environment and adequate resources to make informed decisions. This could be achieved by improving the comprehensive sexuality education packages in schools in a way that is culturally sensitive and specific to the context. Furthermore, health professionals need to be trained prior to their recruitment to provide respectful and non-directive adolescent health services. Given the importance of family and community in the Ghanaian setting, the role of the family will also need to be carefully considered in designing safe care packages for abortions and in supporting adolescents in their decision making process.

Less than one -third of our respondents were in favour of legislation allowing the provision of legal abortions on request by adolescents. Rominski et al. in a survey among 1038 students in the University of Cape coast, Ghana reported generally negative views towards abortion as being a woman's right [18]. In a South African social attitudes survey, despite the legalization of abortions on request in 1996, over half of the respondents opined that abortions are always wrong, even in cases of fetal anomalies and extreme poverty [24].

These findings are an indirect indication of how challenging it could be to change the cultural or social perceptions of the population towards abortions despite legal instruments and liberties in place. With over a quarter of respondents in our study also not in favour of the government covering abortion service fees or in rendering abortion on request legally permissible, there is an indication that abortion seeking among adolescents was socially unacceptable. In our study, over half of the respondents distinguished abortion decision making and decision making for another medical condition or procedure. It has been argued

elsewhere, that decision making in adolescents could differ from that of adults in two main ways; adolescents have less decision-making experience, and decisions taken under emotionally charged circumstances are more likely to be irrational [25]. Over 80.0% of respondents either agreed or strongly agreed to the fact that adoption was always a better option than abortion. However, this view might not actually reflect practice. For example, in Nigeria, only 42.6% of women suffering from intractable infertility were willing to adopt a child [26].

This survey revealed how different questions in a survey capturing the same subject could lead to divergent responses. Indeed, over half of the respondents (45.0%) thought that abortions are not acceptable for any reason ever, while 81.1% of the same sample were favorable for offering safe abortion services in case of rape. It is possible that the question order in such surveys could influence responses to subsequent questions. Future research is needed to ascertain whether the order of questions has any influence on the responses offered.

Our study had a number of limitations. First, most of the respondents were predominantly female, and our findings are not necessarily representative of the opinions of the general student community in Accra. The conversion of Likert scale responses into 2 categories fails to take into account the neutral responses. This could be a source of bias that could lead to either over estimating or under estimating some positive or negative responses to some questions. Most of the missing responses in the survey were from the law students.

The topic area being more familiar to students from the health profession could explain this.

Findings from the thematic analyzed are not representative of the student sample, as not all respondents providers answers to these questions. Considering the inherently loaded nature of the abortion discourse in the setting, future qualitative studies to understand the meaning of the views of students, as well as practicing physicians, midwives and lawyers should be envisaged.

Conclusions

Students' attitudes towards abortions were generally positive, especially when the health of the mother was at stake. Midwifery students portrayed more positive attitudes compared to law and medical students. Respondents overwhelmingly recommended the association of other actors like mothers, partners, and health care providers in resolving the "to keep or not to keep" dilemma in adolescent pregnancy. Who decides on who should be involved in the decision making process, what should be taken into consideration before inviting an actor unto the table, how should potential conflicts be resolved, and who should take the final decision are questions that need further exploration. The overwhelming recommendation for health care staff to systematically notify the parents of adolescents seeking abortion care could be an impediment for adolescents to access safe abortion services. Policy makers and researchers need to reflect upon the cultural and legal dimensions of the current safe abortion policy to render it more adolescent friendly. Studies among practicing midwives, nurses, and doctors could be helpful to better tailor the training of future health care providers regarding the provision of friendlier safe abortion services to pregnant adolescents.
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We declare no conflict of interest adolescent girls will live in sub-Saharan Africa. 2 The prevalence of ever being pregnant ranges between 16% and 19% among 15-19-year-old adolescents in a multi-country study in disadvantaged urban settings in Baltimore (USA), Johannesburg (South Africa), Ibadan (Nigeria), Delhi (India) and Shanghai (China). 3 Prolonging sexual debut and staying in school were factors found to correlate with a lower number of adolescent pregnancies in this study.

In Ghana, adolescents make up 22% of the total population. About 30% of births registered in Ghana in 2014 occurred among adolescents (18 years or younger). 4 Providing adolescentfriendly counseling services improves their utilization of sexual and reproductive health services. 5 However, training providers in youth-friendly service provision is not sufficient on its own to increase service use. Targeted school-based programmes and community outreach activities have been shown to be effective complements in improving the use of reproductive health services by adolescents. 6 In general, the participation of the patient/client in decision-making is increasingly being regarded as legally, ethically (autonomy and self-determination) and socially desirable. 6,7 In a qualitative study that explored the decision-making experiences of 28 female abortion seekers aged between 15 and 30 years in Cape Coast in Ghana, the participants claimed autonomy in their abortion decisions. 8 Previous findings from our own study of indepth interviews with adolescents who had either continued a pregnancy to term or sought an abortion in Jamestown in Accra also reported that adolescents claimed the responsibility of having made the final decision themselves. 9 The inadequacy of the comprehensive sexuality education packages ("sex" avoiding), prevalent myths regarding modern contraception, social and health provider-associated stigma, and lack of trust in the health care providers are barriers to obtaining optimal levels of information regarding adolescent sexuality, pregnancy, and pregnancy resolution options that have been reported in Ghana. 8 -10 An ideal autonomous decision (informed) will require the agent to have complete, relevant and accurate information for all available options. 6,7 Reported adolescent decisions in most cases are not well-informed and therefore not autonomous.

Sociocultural and emotional factors influence the decisions made. 6 The reality of these social influences lead us to question whether anyone can have a truly autonomous decision. A retrospective mixed-methods study among 401 women who had abortions in Ghana found that the friends, mothers, and male partners influenced the final decision to various extents. 10 Challa et al. reported the positive and negative roles that partners, peers and parents play in adolescent sexual and reproductive health decision-making in Ghana, especially regarding sexual debut, contraceptive use and pregnancy resolution. 11 In this qualitative study of 63 interviews with young women aged between 18-24 years in Accra and Kumasi, respondents reported having been forced to initiate sex by peers and partners, parents forced girls into prostitution to support the family, the community showed negative attitudes towards the use of contraception by adolescents, the health facilities were not supportive enough to encourage service use, and the religious considerations were against use of contraception, especially among single adolescents. Protective parental and community factors were also reported, like encouraging the postponing of sexual intercourse and concentrating on studies when young. 11 The Ghanaian abortion law as well as the Ghana health service (GHS) guidelines on reproductive health fail to provide any directives specific to counseling and decision-making for pregnant adolescents. Regarding this gap, we investigated the specific manner and meaning of autonomous decision-making in the context of the Ga community in Jamestown, Ghana. We hypothesized that a better understanding of the ethical dilemmas in this context, i.e., those related to autonomous decision-making, could contribute to the provision of respectful and adolescent-friendly health services.

Methods

This paper discusses the relevance of the four ethical principles in adolescent pregnancy resolution in Ghana, drawing from the work of Beauchamp and Childress: 7 autonomy, beneficence, non-maleficence, and justice. As the consequences of early pregnancy for the life and welfare of young adolescents and the risks of unsafe abortion are well known (both are arguments related to the principles of beneficence and nonmaleficence), we will focus in this paper on autonomy in pregnancy decision-making. We deepen our reflection upon the notion of autonomy through Immanuel Kant's vision of autonomy, 13 and draw equally from our own empirical qualitative research findings carried out among adolescents and other relevant stakeholders in a predominantly Ga community in an urban slum and disadvantaged community (Jamestown) in Accra, Ghana. Methods: Semistructured, in-depth interviews were carried out among 15 teenage mothers, 15 adolescents who had had at least one abortion, in the Accra area (Ghana). A vignette-based focus group discussion design was adopted to investigate the risk factors of early adolescent pregnancies (<15 years old). To obtain a broad range of perspectives from actors not directly involved in the decision-making process, 8 focus group discussions were carried among several purposively selected groups of participants: parents, teachers, adolescent students who had not been pregnant before, and adolescents who had had at least one pregnancy in the past.

The vignette was a hypothetical case of a 15-year-old high school student, who had not seen her menses for the past 6 weeks. The data were then analyzed using a thematic analysis approach, through the lens of the socioecological model, which posits that behavior and decision-making are shaped by individual, relationship, community and societal factors.

Theoretical framework

Medical Ethics model of Beauchamp and Childress

Principlism, as introduced by Beachamp and Childress, has been the dominant decision-making model, especially in clinical medicine. 7 The authors outlined four main principles: autonomy, justice, beneficence and non-maleficence. Their influential definition identifies autonomous decisions as those made intentionally, with substantial understanding and free from controlling influences. They explicitly excluded people who are not 'competent' to make independent decisions from the protection of the principle of respect for autonomy. 7 Principlism has lately been criticized as inadequate in decision-making in health care, especially in situations in which the clinical encounter needs to take into consideration the sociocultural realities of the agents. In their critique on principlism, Clouser and Gert link the contradictory nature of principles and inadequate treatment of moral relativism. The authors argue that these "principles" do not function as claimed, and that their use is misleading both practically and theoretically since the "principles of Beauchamp and Childress" lack any systematic relationship to each other, and they often conflict with each other. 12 These conflicts are regarded as unresolvable, since there is no unified moral theory from which they are all derived. However, a universally accepted unified moral theory is absent in the nonideal world of our study area where individual adolescents and other relevant agents have to prioritize between many norms, values and principles. For instance, a financially well-to-do pregnant adolescent might decide to terminate her pregnancy because she wants to pursue her studies. An outsider might consider this morally wrong as this is simply killing an unborn child who has a right to life, and could have a good life. It is more important for this study to understand the meaning of autonomy among the adolescents and their peers and health providers, and the steps in ethical decision-making when it comes to taking the pregnancy to term or terminating it. In the example given above, one clearly sees how the principles of autonomy (she can and should decide), justice (fairness), beneficence (invest in education)

and non-maleficence (terminating the pregnancy) do conflict. In any given particular situation, each principle must be specified and weighed relative to the particular context in which it is applied, and at the same time the actors should be informed by generally accepted background theories of human life and nature. 7 "No matter how wide the pool of beliefs, we have no reason to anticipate that the process of pruning, adjusting, and rendering coherent will either come to an end or be perfected. A moral framework is more a process than a finished product; and moral problems … should be considered projects in need of continual adjustment by reflective equilibrium (Beauchamp and Childress,7 p 399)"

Kant, strong duties

Immanuel Kant (1724-1804) argued that the supreme principle of morality is a standard of rationality that he dubbed the "Categorical Imperative" (CI):

An unconditional requirement that must be obeyed in all circumstances and is justified as an end in itself. It is best known in its first formulation:

Act only according to that maxim whereby you can, at the same time, will that it should become a universal law [13].

Kant characterized the CI as an objective, rationally necessary and unconditional maxim that enables us to make a relevant distinction between strong and weak duties. Strong duties are the ones that can be formulated as CI and thus will grant all people in the world more freedom. So they are a duty for us which we can, will and apply to all, and therefore we will follow this despite any personal desires or inclinations we may have to the contrary, e.g.

the Ten Commandments and the principle of equal treatment. Kant considered the rational intellect, guided by deductive reasoning, as a necessary skill for critical and well-reflected moral decision-making, rather than uncritically following rules prescribed by powerful agencies, e.g. religious institutions and dictators. 13 All specific moral requirements are justified by this principle, according to Kant, which implies that all immoral actions are violating a CI. Thus, at the heart of Kant's moral philosophy is a conception of reason whose reach in practical affairs goes well beyond that of a Humean 'slave' to the passions and mere self-interest. Moreover, it is the presence of this self-governing reason in each person that Kant thought offered decisive grounds for viewing each person as possessed of equal worth and deserving of equal respect. Kant held that the fundamental test for a strong moral principle that has the potential to guide our moral duties is the three-fold question posed by the categorical imperative. It is categorical in virtue of applying to me and everybody else unconditionally. It does not apply to us, in other words, when we have antecedently adopted some personal goal for ourselves. Three issues were important to Kant in ethical decisionmaking: autonomy in the sense of being able to make an autonomous decision (well informed, free from coercion and non-rational inclinations), the categorical imperative in the sense of duty and intention, and respect for others.

-Autonomy. In Kantian philosophy, a decision can be truly moral only if it is made by an autonomous, rational decision-maker. The moral agent should be free from selfish inclinations and group pressure, and his will to decide for an option and act accordingly should be based on reason, thus being well informed about the consequences of his decision for himself and all other persons in the world.

-Categorical Imperative (CI). Kant characterized the CI as an objective, rationally necessary and unconditional check against any thinkable, prescriptive, ethical rule that contains a hidden base of short-term self-interest at the expense of others. Those maxims that survive this check should be regarded as a special class forming the building blocks for a morally ideal world. All of us (but especially those with the power to judge and punish others) should follow them to realize the ideal world despite any natural desires or inclinations we may have to the contrary. The CI calls for a reflection on the universality of the prescriptive ethical rule, which can be done by the "principle of reversibility": Would the decision-maker see the equal merit of the decision if he or she were on the receiving end of such a decision? According to Kant, a critical assessment of arguments, especially against selfish/biased speculations of future consequences, remains at the center of moral decision-making.

-Duty, intention, and respect for others. The third section of the model-the Ethical Consideration Triangle-roughly corresponds to Kant's three criteria of the categorical imperative: duty, intention (or a morally good will), and respect for others (or universality criterion). This formulation states that we should never act in such a way that we treat humanity, whether in ourselves or in others, as only a means but always as an end in itself.

Kant autonomy: weaker duties

Autonomy as described in the principles 7 and by Kant 13 has been characterised from an ideal conceptual point of reference for an ideally independent choice of an individual.

However, the individual, the young adolescent in our case, is rather a unique intersection of historical routes in accidental networks and accidental places in the world. Their individual capability for autonomy is socially and situationally constrained. 14 For instance, coming from a very religious background could influence someone's views about euthanasia or pregnancy termination. The character of the relational networks and sociocultural status play significant roles in existential needs and decision-making. 14,16 In pregnant adolescents, a good relationship with the partner, or financially stable parents, could dissuade the young adolescent from terminating a pregnancy. Preferences and prevailing conditions incorporated in the decision-making process (practical reasoning) are more fitting as a Hypothetical Imperative (HI), rather than a categorical imperative (CI), according to Kant. 13 A HI is a weaker moral duty because it demands a critical rational argument for an exemption from the related universal CI duty, on circumstantial grounds unique for that individual. This could be seen in the moral judgement, for instance, when comparing how different the decisionmaking process in a 6-week pregnant adolescent should be in comparison to a 6-month pregnant adolescent, a pregnant adolescent school student and an out-of-school pregnant adolescent, a pregnant adolescent from a financially stable home and one from a very poor home, etc. A rational analysis from the adolescent, parent, partner or health care provider perspectives could lead to different rational "moral" conclusions. Contextual analyses attempt to explain both the positive and negative implications of social relationships on individuals' autonomy. 14 These understandings support recognition of the value of good patient-health professional relationships and can optimize the particularities of the principle of autonomy in the context of the adolescent and the health provider. In pregnant adolescents for instance, the religious values of the health care professional can bias the quality of the information provided to the adolescent regarding pregnancy termination. The decision taken, even if by the adolescent, will not be considered autonomous as it fails to be a well-informed one. 7,8,10 

Ethical considerations

Ethical approval was obtained from the Ethics Review Committee of the Ghana Health Service (GHS-ERC: 003/07/17). The study protocol was also assessed and registered by the Scientific Quality Committee of the Vrije Universiteit Amsterdam-Netherlands (EMGO+; WC2017-025). Prior to registering their consent, all respondents were informed of study aims, measures taken for data privacy and confidentiality, as well as their rights as participants. Participants either signed a consent form or, in the case of minors, assent was obtained.

Results

Beneficence and non-maleficence

The decision that produces the good in others is the main theme in this principle. The underlying question remains, to whom is the benefit ascribed in this context? Incorporating the context in the practical reasoning equation falls in line with Kant's hypothetical imperative in ethical decision-making. 13 Without going into the debate of whether the fetus is a person or not, or the moral status of a fetus, bringing a new-born baby into the world remains the natural outcome of a pregnancy for most women. However, other considerations like financial barriers, with the inability to offer the best life for the new-born, can push her to think that bringing a person into the world who would suffer would not be in the best interest of the potential new-born. Beneficence mandates that the health care provider act in a way that is most likely to benefit the patient. Non-maleficence is the obligation not to harm or cause injury, and it is best known in the maxim, primum non nocere ("First, do no harm").

The central dilemma of who is harming whom remains central within the context of adolescent pregnancy resolution. Depending on the adolescent's perceptions and convictions regarding the moral status of the foetus, going in for an abortion could be considered either "killing" or "saving". Saving in this context could relate to preventing a being from suffering on earth (for instance, for financial reasons), or saving the girl's education, or saving the family from suffering from the shame of an extramarital pregnancy.

The health care provider has a key role to play in offering respectful and non-directive counselling services. They include the benefits and risks in continuing a pregnancy to term or opting for an abortion. Value-free counselling services are not a reality in most African countries where abortions still remain a taboo issue publicly, especially on religious grounds. In Ghana for instance, the health care providers' religious convictions have been reported to negatively influence the quality of counselling services, as well as safe abortion services offered to users. 10,11,23 

Justice

This principle posits offering the services to others that are due to them. People should be treated alike based on whatever the predefined criteria may be. It is significant when it comes to resource allocation. In this case, pregnant women in all regions of the country should be able to access the same quality of antenatal care within the reproductive health package.

Health care providers should provide the same quality of services (impartiality) to clients irrespective of socioeconomic status or religious convictions. The safe abortion care policy of the Ghana Health Service presents some deficiencies when it comes to the principle of justice. The fee to obtain a safe abortion is not uniform in all health care facilities, and has been reported to be unaffordable for the average Ghanaian adolescent. Getting a safe abortion in the first trimester in Ghana will cost between 350 GHS to 950 GHS (64 USD to 172 USD). 35 Those who are unable to afford the fee are therefore more prone to turn to unsafe abortion care providers. The current policy has not articulated how to deal with conscientious objectors among health providers. Adolescents who fall in the hands of an objector are prone to receive inadequate care. Adolescents who are economically viable could have greater access to safe abortion services compared to poor ones. 

Discussion

It is important to highlight that the medical ethical principles involved in deciding upon the pregnancy outcome inherently medicalize adolescent pregnancies. It is true that most pregnancies among adolescents are unintended, 1 but it remains unclear how and why personal pregnancy decision-making is similar to or different from medical decision-making. Medical decision-making by health professionals includes the ability to understand the medical issue, weigh the risks and benefits, appreciate the consequences of choices, and make a voluntary choice based upon understanding of the information. 7,24 The American College of

Obstetricians and Gynaecologists has proposed 7 steps in ethical decision-making for health care professionals: 24 1. Identify the decision-makers.

2.

Collect data, establish facts.

3. Identify all medically appropriate options.

4.

Evaluate options according to the values and principles involved.

5.

Identify ethical conflicts and set priorities.

6.

Select the option that can be best justified.

7.

Reevaluate the decision after it is acted on.

Most adolescents have sufficient cognitive capacity and emotional maturity to make many health care decisions. Research suggests that around the age of 14 to 15 years, adolescents make health-related decisions similar to those that adults make in controlled decision-making situations. 25,26 Pregnancy in early adolescence carries with it specific considerations which are in some ways different from pregnancy in an adult. For instance, physical and emotional immaturity, lack of financial autonomy, inexperience with dealing with emotionally charged challenges (like an unintended pregnancy). 27 They could be considered too young to make rational decisions. Empirical research elsewhere (cleft palate surgery, high-stake therapies, access to health services of adolescent in custody) highlight that adolescents wish to be more involved in the medical decisions that affect them. 15 -17 Decision-making in pregnancy could be different from decision-making in other medical conditions as not only the woman is affected; the unborn fetus is involved, as are the partner, family, sociocultural attitudes towards pregnancy and abortions, legal framework, health system setup, and health provider attitudes towards abortions. 9,11 18 The authors highlighted the lack of decision-making ownership among some research participants. Adolescents might express an attitude of invulnerability when exposed to risk, especially when no accompanying negative consequences are experienced yet, e.g. smoking and having unprotected sex. 19 Rational decision-making in domains outside of health care has proven in some instances that adolescents make more rational decisions than adults. For instance, in a study to examine strategies used by young adolescents to resolve complex, multi-outcome economic gambles, adolescents were more likely compared to young adults to make conservative, loss-minimizing choices consistent with economic models. 20 A complete disregard of the adolescent's capacity to appreciate the stakes associated with her pregnancy or her passive role in the decision-making process is unjustified and untrue in adolescent pregnancy resolution in Jamestown. Almost all adolescents (28/30) reported having taken the final decision to either continue the pregnancy to term or go in for a pregnancy termination by themselves, which is of the utmost relevance for policy makers. 9 Added to this, not all reported pregnancies among these adolescents were Reasons to justify intended adolescent pregnancies in this community were: the desire to feel like a woman (social acceptability of early motherhood) and a means of guaranteeing a constant source of income from the impregnating partner. Misconceptions regarding modern contraceptives as well as the inadequacy of comprehensive sexuality education were prevalent in this community. 9,36 For a decision to be considered autonomous, the agent needs to be well informed regarding the potential consequences for each of the available options. It therefore follows that though most adolescents had a strong desire to take the final decision regarding their health, they lacked the correct information needed to inform their decisions (truly autonomous). The overwhelmingly reported desire of the girl's father to be the final decision-maker in the hypothetical case presents a clear difference between the experienced decision-making and the perceived decision-making in adolescent pregnancy resolution. Indeed, even adolescent mothers still suggested the girl's father is the one taking the final decision for the 15-year-old hypothetical pregnant girl. 36 It is therefore possible that the perceived decision-making competence (rationality) of pregnant adolescents is underrated by the parents.

Decision theory describes the steps in making any decision, including recognizing that a decision must be made, understanding the goals that one hopes to attain, making a list of options, determining the consequences (both positive and negative) of each option, determining the desirability of each consequence, evaluating the likelihood of each consequence, and integrating all the information. The entire process occurs within a context or situation that may influence the options available and their consequences. 21,24 With most pregnancies among adolescents being unintended, 1,2 one might be tempted to think that most of them would opt for a termination. This might be wrong, especially in the context of the Jamestown (Ga) community in Ghana, as we reported in an earlier study on the adolescent pregnancy experience. 9 Not only was the community one in which motherhood was cherished in general (a culture accepting of early motherhood), some adolescents expressed that they actually wilfully decided to get pregnant. 9 Health care providers need to understand the wider context of adolescent motherhood during the counselling process. Indeed in our setting, the health care providers should recognize that some of the adolescent pregnancies are actually wanted. It must be recognized that adolescence is a transitional stage in which physical, psychological and social changes take place that are biologically based and culturally shaped.

This is an important issue, when the consent and involvement of parents (and guardians) are considered, since the degree of autonomous decision-making is considerably varied across cultures and stages of adolescence. 28 Failure to recognize this reality might unconsciously lead to directive counselling on the part of the health care providers (assuming all pregnancies are unintended). Indeed, a consequence could be a feeling of obligation or pressure perceived by the pregnant adolescent, which can undermine a healthy adolescenthealth care provider relationship and trust.

A reductionist view of autonomy limited to one agent (the pregnant adolescent) could jeopardize her life and relationships, especially when cultural forces are created and perpetuated during and after the decision-making process. Allowing the adolescent to make a final decision will respect her procreative autonomy and right to self-determination.

However, taking into account the presence of the network around the adolescents, the inclusion of their preferred significant others in the decision process must be recognized and carefully acted upon. 9, 33 Health care providers have to be sensitized to the imperatives of providing non-directive counselling services, as well as applying high confidentiality standards in the process. Improving adolescent health-seeking practices requires the creation of an atmosphere of trust between the health care provider and the client. When health care providers offer confidential and respectful care for adolescents, they should also give them the opportunity to learn how to interact with clinicians and become responsible for their own health care. The Ghana Health Service has no clear policies regarding mandatory notification of parents if an adolescent or minor wants an abortion or not. 29 Considering the strong social ties between the pregnant adolescent and the family or friends, she should be guided to understand herself and distinguish peer coercion and hormonal drives from what is wise for herself and all other adolescents in the world. In other words, to decide freely on a relation or person of choice to be involved in the decision-making process, if she deems it necessary. 33 Empirical research among adult women clearly highlights the high degree of decisional certainty among adult abortion seekers. Pregnant women seeking abortion services know what they want, and their decisions are almost never reversed after counseling and/or undergoing a 72-hour mandatory waiting period. [30][31][32] Ralph et al. have challenged the narrative that abortion decision-making is exceptional compared to other healthcare decisions and requires additional protection such as laws mandating waiting periods, counselling and ultrasound viewing. 30,32 Compared to other medical conditions, Ralph et al. 30 concluded that the level of uncertainty in abortion decision-making is comparable or even lower. Study participants in these studies were adult women. Adolescents might require support from those close to them, or those they trust, not only purposively to guide or dictate the decision they have to make, but also to help them cope after the abortion experience. 33 

Conclusions

We aimed to highlight the key ethical issues to be taken into consideration by health care providers and policy makers regarding adolescent pregnancy resolution. Despite the overwhelming expression by the adolescents with a pregnancy experience of a feeling of having taken the final decision to either terminate a pregnancy or continue it to term, these decisions were not truly autonomous. Autonomous decision-making could be reinforced in this context through context-sensitive and comprehensive sexual education packages, to enhance informed decisions. The cultural context which places the girl's father at the center of authority, even when the sexuality issues of his children are concerned, needs to be further explored. Policy makers should be aware of the fact that not all adolescent pregnancies are unintended. This could be central in the respectful counselling process of the pregnant adolescent. As ethical principles might conflict at some point in the decision-making process, health care providers should be trained in ethical decision-making, e.g. using the seven-step model [24] proposed by the American College of Obstetricians and Gynaecology. Individual factors were the main consistent risk factors for unintended pregnancy in sub-Saharan Africa. These were: age (being an adolescent), being single, or having 5 children or more. These findings are important as they again justify the fact that adolescents constitute a priority when it comes to developing interventions aimed at reducing unintended pregnancy rates. Awareness and use of modern contraception, level of education, socio-economic status, religion, and area of residence as independent variables were either protective or associated with an increased risk of reporting a pregnancy as being unintended.
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How do pregnant adolescents decide upon their pregnancy outcomes in James Town?

Our results showed that the main role players in the decision making of adolescent pregnancies include family, friends, schoolteachers and the partner. Adolescents overwhelmingly reported having taken the final decision themselves for either continuing the pregnancy to term or opting for an abortion. Interestingly, religious considerations were rarely taken into account. Although almost all adolescents (96.1%) were aware of contraception, none was using any prior to getting pregnant. Of the 15 adolescents who had had abortion experiences, 13 (87.0%) were carried out under unsafe circumstances.

The main barriers identified to accessing safe abortion services included poor awareness of the fairly liberal nature of the Ghanaian abortion law (policy-level factors), stigma, high cost and non-harmonization of safe abortion service fees, distrust in the health care providers (organizational determinants). Biological and personal characteristics of the adolescent (including age, level of education, religion and socioeconomic status, knowledge, attitudes, behaviours, self-concept and skills) were relevant factors in the decision making. A low socioeconomic status was associated with a reduced financial autonomy.

The partner's ability and willingness to take care of the pregnant mother and baby strongly influenced the final decision of either continuing the pregnancy to term or terminating the pregnancy. Some adolescents intentionally got pregnant to benefit from the financial support offered by the partner. Community-level factors like religion were rarely taken into account. Indeed, none of our respondents mentioned religious convictions as a key consideration in either continuing a pregnancy to term or opting for a pregnancy termination.

The deeply rooted sociocultural norms of showing proof of one's fertility by becoming pregnant, the social desirability and normalization of early adolescent pregnancy, peer pressure, and intentionally falling pregnant to attain economic security are indicators of a lack of autonomy in decision making among pregnant adolescents in James Town.

3.

What are the perceived risk factors and decision-making preferences regarding early adolescent pregnancy in James Town?

We sought to understand the perceived decision-making preferences and risk factors regarding early adolescent pregnancy in James Town. A vignette-based focus group discussion design was adopted to investigate the risk factors of early adolescent pregnancies.

The vignette was a hypothetical case of a 15-year-old high school student who had not had her menses for the past 6 weeks.

Our results showed that the lack of parent-daughter communication, the taboo on discussing sex-related issues in households, weak financial autonomy, and the insistence on the abstinence-only paradigm in the current comprehensive sex-education schemes were considered to be the main contributing factors to the high early adolescent pregnancy rates in the community. Partner readiness to assume responsibility for the girl and the baby was a key consideration in either continuing the pregnancy to term or opting for an abortion. The father was overwhelmingly considered to be the one to take the final decision regarding the pregnancy outcome. Despite the respondents being very religious, opting for an abortion was considered acceptable under some circumstances, especially if the pregnant adolescent was doing well in school.

Interpersonal factors (parent-daughter communication on sexuality issues, partner readiness to assume responsibility for the pregnancy), cultural factors (taboo on open discussions on sexuality-related issues in households, James Town being considered a "bad" setting, desire of the adolescent's father to be the one to take the final decision), and organizational factors (inadequacy and inappropriateness of the current comprehensive sexuality education package) were the main perceived factors considered important in adolescent pregnancy decision making.

What are the views of medical, midwifery and law students regarding adolescent abortions and decision making in Accra?

A survey of medical, midwifery and law students was carried out to understand their views regarding adolescent abortions and the associated decision making in Accra.

Considering the fact that these students constitute the next generation of health care and legal practitioners, this study aimed to evaluate their attitude towards abortions and their perceptions regarding the decision-making capacity of pregnant adolescents in Ghana. Our results show that most students (70.1%) were strongly in favour of abortions for health reasons. Three-quarters of students strongly disagreed on the use of abortion for gender selection purposes. Most respondents (69.9%) were not in favour of legislation that renders abortion available on request for pregnant adolescents. Students' attitudes towards abortions were generally positive, especially when the health of the mother was at stake. Midwifery students portrayed more positive attitudes compared to law and medical students. Students overwhelmingly recommended the involvement of other actors like mothers, partners, and health care providers in resolving the "to keep or not to keep" dilemma in adolescent pregnancy decisions.

The survey findings highlight organizational and policy issues relevant to the understanding of the autonomous decision-making capacity of pregnant adolescents and abortions in Accra, Ghana. At the organizational level, the involvement of mothers and health care providers is generally recommended before the final decision is taken. At the policy level, abortions are overwhelmingly justified for health reasons. Students show adverse reactions, however, regarding a law that could allow for abortions on request for pregnant adolescents. These issues could be of interest in establishing reproductive health policies or laws specific to adolescents' access to safe abortion services.

What are the ethical considerations involved in decision making among pregnant adolescents in James Town?

Finally, we sought to ascertain the ethical considerations involved in decision making among pregnant adolescents in James Town. Our main interest in this inquiry was to understand the meaning of autonomy as far as decision making in adolescent pregnancy resolution is concerned. In the vignette-based study (research question 3), adolescents and stakeholders overwhelmingly recommended that the adolescent's father should be the one to take the final decision when an adolescent gets pregnant. However, our study of the experience of pregnant adolescents in deciding upon their pregnancy outcomes (Chapter 5) showed that most adolescents who had been pregnant before the interview (18/30) reported that they had taken the final decision by themselves.

Most of the decisions with respect to pregnancies were not well informed, however, and thus not autonomous, as they were characterized by inadequate levels of knowledge and awareness regarding the available options, as well as the risks involved. The overwhelming desire to allow the father to take the final decision in adolescent pregnancy resolution in the vignette-based focus group discussions was an indication that pregnant adolescents are not considered autonomous enough to make rational decisions when pregnant. The partner was reported to play an important role in the final decision of taking the pregnancy to term or not, since he retained the financial power. Lack of financial autonomy among pregnant adolescents goes a long way to taking the decision making out of their hands. Adolescents simply have a false feeling of having taken the final decision themselves (perceived autonomy).

General conclusion

How autonomous is the pregnant Ga adolescent in deciding upon the outcome of her pregnancy?

This thesis had as its main aim to contribute to the understanding of autonomy in adolescent pregnancy decision making in a Ga community in Accra, Ghana, to either continue a pregnancy to term or terminate the pregnancy. Our findings from adolescents who had been pregnant highlighted the desire to involve others, especially mothers, in the decision-making process, as well as the role of the partner. Most reported having taken the final decision themselves. Knowledge gaps, lack of financial autonomy, and the role of the partner are indications that these decisions were not truly autonomous. In this community, pregnant adolescents are not perceived as being capable, or should not be the ones to take the final decision regarding their pregnancy outcome. It is important to highlight the fact that despite being a very religious community, religiosity was not cited as a major factor in either opting for an abortion or continuing a pregnancy to term in our study. Partner pressure, stigma in either opting for a pregnancy termination or becoming a teenage mother, as well as a lack of parental support could either force an adolescent to go in for an abortion or continue a pregnancy to term against her will. Studies from Ghana investigating reproductive coercion are rare. It could be an interesting area of further research to measure its prevalence and ascertain the health and socioeconomic consequences on the lives of adolescents.

Another important finding is the fact that not all adolescent pregnancies are unintended.

Indeed, the need for social recognition, proof of fertility, desire to continue the family lineage, peer influence, normalization of early adolescent pregnancy in the community, and the desire to be taken care of financially push some adolescents to get pregnant intentionally.

Health interventions to reduce adolescent pregnancy in this community should integrate this reality, since treating all adolescent pregnancies as unintended could prove ineffective.

Stressing the adverse socio-economic and health consequences of adolescent pregnancy and putting in place interventions to keep these girls in school longer could be more realistic starting points in such settings.

It might not be enough to create adolescent-friendly health care services. In James Town for instance, the main public health facility, the Ussher Polyclinic, has a section reserved exclusively for adolescents. Training of health care staff and frequent monitoring and evaluation to uphold the provision of non-judgmental counselling services to pregnant adolescents, as well as maintaining client privacy and confidentiality, could be important. If these issues are not carefully monitored, it is possible that physical structures could be available but remain underused by adolescents. Indeed, with a climate of trust between the health care provider and the adolescent, the latter is more open to share her concerns and desires as well as to learn from the health care provider. Gaining more information means the final decision taken by the adolescents is more informed (autonomous). Rendering decision making as autonomous as possible is important as the trust is enhanced between the adolescents and health care providers, and they are therefore more likely to take informed decisions and adhere to the advice and recommendations of the health care providers.

Using data from the 2014 version of the Ghana Demographic and Health Survey, improving the decision-making capacity (autonomy) of women aged between 15 and 30 years was associated with a lesser likelihood of experiencing an unintended pregnancy [3]. Lack of communication on sexuality issues between children and their parents as well as the inadequate and inappropriate content of the comprehensive sexuality packages in schools have been highlighted in previous qualitative studies in Ghana [4,5] as major barriers to optimal access and uptake of reproductive health services by adolescents.

Interventions enhancing an open communication climate on sexuality issues between parents and children, a comprehensive sexuality package that is not abstinence dominant/exclusive, and adolescent-friendly health services with non-judgmental staff are necessary for the adolescents to obtain the accurate sexuality education needed to make informed decisions.

The Ghanaian abortion law does not overtly allow for abortions for social reasons (for instance, to continue one's studies or for socioeconomic reasons). Our findings from our vignette-based focus group discussions as well as interviews with adolescents who had been pregnant highlighted that social reasons could be key considerations in either continuing a pregnancy to term or terminating a pregnancy. However, this is not currently included in the Ghanaian abortion law.

Reflections on the theoretical framework within the context of pregnant adolescents' decision making

The socioecological model used in this thesis allows for a global and systematic identification of determinants in adolescent pregnancy decision making, and therefore paves a way for targeted interventions in the future. It provided a holistic understanding of decision making with identification of factors and players at the intrapersonal, interpersonal, organizational, community, and political levels (see table 1). Putting these findings together in the integrative phase in our final chapter (8) permitted us to answer our main research question. The viewpoints of different actors with different experiences and expectations led us to conclude that decisions taken by adolescents either to continue a pregnancy to term or to opt for termination are not autonomous.

However, more studies in different sociocultural contexts are needed to advise the Ghana health service better about providing a more robust policy to improve decision-making practices in adolescent pregnancy. Insights from health care providers dealing constantly with these adolescents could be most useful.

Policy Implications of Findings

The level of awareness and knowledge regarding sexual and reproductive health issues in James Town was inadequate. This is exemplified by the lateness of adolescents to recognize early signs of pregnancy in some instances, low levels of knowledge regarding the existence of safe abortion services, and prevalent myths regarding modern contraceptives.

Some adolescents reported an association between the use of contraceptives and infertility.

The cost of obtaining a safe abortion was considered generally unaffordable to the average Ghanaian adolescent. Despite the willingness to obtain a safe abortion for those who had ever heard of the availability of safe abortion services, they only had a choice between continuing the pregnancy to term against their wish or opting for an unsafe abortion. Despite the respondents being very religious, opting for an abortion was considered acceptable under some circumstances, especially if the pregnant adolescent was doing well in school.

Surprisingly, none of the adolescents in our sample who made a final decision to either continue her pregnancy to term or opt for a termination declared that this decision was based on religious grounds. This suggests that providing quality education regarding the abortion law and safe abortion services in this context, and improving access to safe and affordable abortion care, could reduce the number of unsafe abortions recorded.

In James Town, as in other Ga communities, there is a high level of cultural desirability of children. Indeed, the more children you have, the greater the respect you command. In our interviews with stakeholders and adolescents who decided to take their pregnancies to term, some adolescents reported having intentionally decided to get pregnant.

This was either to prove their fertility, be like others, command respect, or compel the partner to take care financially of the adolescent mother and the baby.

The partner was a key role player in the decision-making process in our study. This concurs with other studies that have been carried out in Ghana. In a retrospective interviewbased, cross-sectional study carried out among women of reproductive age (15-49) in Accra in 2011, the partner was the main key player in the decision-making process. His readiness to either take care of the baby or pay for an abortion was the main determinant of the pregnancy outcome [6]. Gbagbo et al. in a mixed-methods study in Accra in 2011 involving 401 women also reported that the partner responsible for the pregnancy was a key player regarding either opting for an abortion or keeping the child [7]. These findings are consistent with a report from a qualitative study among 19-32-year-old women in Kenya. The partner's denial to take responsibility was the main push factor for women to go in for a pregnancy termination [8].

We opted for a mixed-methods study design in three phases: a narrative phase in which we carried out a systematic review (Chapter 4), an empirical phase (Chapters 5, 6, and 7) and an integrative/reflexive phase (Chapter 8). The systematic review confirmed the knowledge that being an adolescent is a risk factor for having an unintended pregnancy. Understanding decision making in adolescents therefore remains important.

Our empirical findings allowed us to highlight the fact that not all pregnancies in adolescents are unintended. Interventions targeting unintended adolescent pregnancies might be ineffective in communities like the Ga community in James Town, where intentional adolescent pregnancies are not rare. Our research approach to understanding decision making was holistic and involved a variety of stakeholders. Interviews with adolescents with an experience of making a decision to keep or abort a pregnancy provided insights from a reallife experience perspective. Biases, like those involved with providing socially acceptable answers (for interviews and some focus group discussions), were overcome by designing vignette-based focus group discussions. The provision of answers related to a hypothetical case allows for more sincerity, as the responses are less likely to be directly attached to a respondent. Interviews and focus group discussions with stakeholders (parents, teachers, health care providers, community youth mobilizers, and NGO staff working in reproductive health) enriched our findings, especially as most of these stakeholders either lived or worked in the James Town area, or had been involved in health interventions in this area. The survey of students' perspectives on adolescent decision making and abortions provided insights that were useful in appreciating their view regarding abortions and reflecting upon improving training curricula to accommodate the management of respectful and friendly counselling of pregnant adolescents in this area.

We opted to understand the meaning of autonomy in decision making among pregnant Ga adolescents through the lens of the socioecological model (SEM). This choice was based on the premise that decision making is complex and multifactorial, especially in this age group.

Our findings confirmed the complexity of factors intervening at the various levels of the framework. This is useful for policy makers when planning and developing health care interventions, especially regarding rendering health care services more friendly. The SEM, though providing an arena for a holistic and deep understanding of possible factors at various levels, does not provide much guidance on the prioritization procedure for action in case of any potential interventions, nor does it describe how relationships between the various levels should be understood or managed.

Our integrative phase took into consideration the findings from empirical research and subjected them to the traditional medical ethical decision-making framework of Beauchamp and Childress. Decision making was considered to be centred mostly around autonomy in this decision-making model, and this constituted the focus in our ethical reflection. Adolescents who had been pregnant before considered their decisions in most cases (28/30) to have been made autonomously. The SEM provided insights that challenged this assertion due to the interplay of numerous factors at various levels. The vignette-based focus group discussions displayed an overwhelming desire of the father to be at the centre of the final decision when an adolescent was pregnant. We considered relational autonomy as being ethical (ideal) in such circumstances, as the perspectives of the pregnant adolescent, her relations (partner, parents, health care providers) and her culture were all to be taken into consideration when taking the final decision. This not only reduces post-decision conflict, it allows all affected parties to feel respected. However, the final decision should in our opinion be that of the adolescent. This conforms to the reproductive autonomy and human rights ideals. It is also important to highlight the fact that studies are scarce on the short-and long-term consequences of continuing a pregnancy to term, or opting for a pregnancy termination, against the will of the adolescent.

Validity of findings

Validity refers to the extent to which an instrument measures what it was intended to measure and not something else. It captures the "appropriateness" of the tools, processes, and data used in providing answers to the purported research questions.

Internal Validity

Internal validity is the extent to which a piece of evidence supports a claim about cause and effect, within the context of a particular study. The use of triangulation (data, researcher, and methodological) during the data collection permitted a holistic appreciation of the issues needed to answer our main research question. The research team consisted of epidemiologists, medical doctors, an applied ethicist, health policy experts, and experienced

The need to adopt and integrate a transdisciplinary research (TDR) approach in tackling complex health problems has become increasingly imperative. Issues around the sexual and reproductive health of adolescents fit into this category. For instance, reducing unintended pregnancy rates or increasing the uptake of modern contraception in this age group will require actions at the individual, interpersonal, community, organizational and political levels. Our research adopted a transdisciplinary approach, with researchers and stakeholders coming from various academic and non-academic fields along with professionals working in reproductive health, to produce a multifaceted diagnosis of the research gap, structure the research questions, adopt an appropriate methodology, and carefully reflect upon the findings and report them. The findings from this study can therefore guide policy reflections in other regions of the country that share the cultural and social characteristics of the Ga community as far as pregnant adolescent decision making is concerned. Our findings could guide policy reflections in other settings, but the need to integrate the sociocultural realities in these settings remains relevant.

Our findings cannot be generalized to the whole of Ghana, however. The James Town area, which is predominantly Ga, has the cultural characteristic of the desirability of having children as early as possible. Our sample was predominantly Christian. It is unclear and uncertain if similar findings would apply in a Muslim-dominated community.

Recommendations for future research

At the end of our reflection, we highlight the following points to be considered for future research:

1. There is a paucity of data regarding the prevalence and determinants of intended adolescent pregnancy in Ghana, and sub-Saharan Africa as a whole. Interventions targeting the reduction of unintended adolescent pregnancy might not be appropriate for intended pregnancies. Further research is required to identify the burden and main drivers of intended adolescent pregnancies in Ghana.

2. The findings from this study provide a guide for other studies in non-Ga cultural representations in Ghana. With a community that is highly religious, future studies should integrate the views of traditional and religious authorities, not only regarding their decision-making preferences and considerations about pregnant adolescents, but also to identify their perspectives on comprehensive sexual education and adolescent use of modern contraceptive methods.

perceptions regarding the decision-making capacity of pregnant adolescents in Ghana.

Students' attitudes towards abortions were generally positive, especially when the health of the mother was at stake. Midwifery students portrayed more positive attitudes compared to law and medical students. Students overwhelmingly recommended the involvement of other actors like mothers, partners, and health care providers in resolving the "to keep or not to keep" dilemma in adolescent pregnancy decisions. Students show adverse reactions, however, regarding a law that could allow for abortions on request for pregnant adolescents.

These issues could be of interest in establishing reproductive health policies or laws specific to adolescents' access to safe abortion services.

v.

What are the ethical considerations involved in decision making among pregnant adolescents in James Town? (Chapter 8)

Our main interest in this inquiry was to understand the meaning of autonomy as far as decision making in adolescent pregnancy resolution is concerned. Most of the decisions with respect to pregnancies were not well informed, however, and thus not autonomous, as they were characterized by inadequate levels of knowledge and awareness regarding the available options, as well as the risks involved. The overwhelming desire to allow the father to take the final decision in adolescent pregnancy resolution in the vignette-based focus group discussions was an indication that pregnant adolescents are not considered autonomous enough to make rational decisions when pregnant. The partner was reported to play an important role in the final decision of taking the pregnancy to term or not, since he retained the financial power. Lack of financial autonomy among pregnant adolescents goes a long way to taking the decision making out of their hands. Adolescents simply have a false feeling of having taken the final decision themselves (perceived autonomy).

Conclusion

This thesis had as its main aim to contribute to the understanding of autonomy in adolescent pregnancy decision making in a Ga community in Accra, Ghana, to either continue a pregnancy to term or terminate the pregnancy. Our findings from adolescents who had been pregnant highlighted the desire to involve others, especially mothers, in the decision-making process, as well as the role of the partner. Most reported having taken the final decision themselves. Knowledge gaps, lack of financial autonomy, and the role of the partner are indications that these decisions were not truly autonomous. Another important finding is the fact that not all adolescent pregnancies are unintended. Indeed, the need for social recognition, proof of fertility, desire to continue the family lineage, peer influence, normalization of early adolescent pregnancy in the community, and the desire to be taken care of financially push some adolescents to get pregnant intentionally. Health interventions to reduce adolescent pregnancy in this community should integrate this reality, since treating all adolescent pregnancies as unintended could prove ineffective. Rendering decision making as autonomous as possible is important as the trust is enhanced between the adolescents and health care providers, and they are therefore more likely to take informed decisions and adhere to the advice and recommendations of the health care providers. 

Chapter 5 : 6 : 7 :

 567 Bain LE, Zweekhorst MBM, Amoakoh-Coleman M, Muftugil-Yalcin S, Omolade AI-O, Becquet R, et al. To keep or not to keep? Decision making in adolescent pregnancies in Jamestown, Ghana. PLOS ONE. 2019 Sep 4;14(9):e0221789. Chapter Luchuo Engelbert Bain, Seda Muftugil-Yalcin, Mary Amoakoh-Coleman, Marjolein B.M. Zweekhorst, Renaud Becquet, Tjard de Cock Buning'; Decision-making preferences and risk factors regarding early adolescent pregnancy in Ghana: Stakeholder perceptions from a vignette-based qualitative study (Under review: Reproductive Health) Chapter Bain LE, Amoakoh-Coleman M, Tiendrebeogo K-ST, Zweekhorst MBM, Buning T de C, Becquet R. Attitudes towards abortion and decision-making capacity of pregnant adolescents: perspectives of medicine, midwifery and law students in Accra, Ghana. The European Journal of Contraception & Reproductive Health Care. 2020 Mar 3;25(2):151-8. Chapter 8: Luchuo Engelbert Bain, Marjolein B.M. Zweekhorst, Mary Amoakoh-Coleman, Renaud Becquet, Tjard de Cock Buning: Ethical considerations in adolescent pregnancy resolution: options to optimize the uptake of reproductive health services in Ghana by adolescents (Under review: BMC Medical Ethics).

Figure 1 :

 1 Figure 1: Hierarchical levels in the socioecological model; Adapted from McLeroy et al.[14] 

  This level considers relationships among organizations, institutions, and informal networks within the defined boundaries. It analyses the community norms and cultural/religious beliefs transmitted by community structures like schools, churches, festivals, workplaces, as well as the neighbourhood's characteristics. McLeroy et al. view a community as having 3 distinct meanings:

  interventions. For instance, a deep understanding of individual levels of knowledge and attitudes can be useful in planning the educational, peer support and mass media interventions required to bring about behavioural change at the individual/intrapersonal level.
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 1 Figure 1: Map of Ghana (Source: www.mapsofworld.com

Figure 1

 1 Figure1summarizes the process for study selection and inclusion.

Figure 1 :

 1 Figure 1: Multi-step process for study selection and inclusion

  lawyers, (n=3) teachers (n=3), a project manager at Ipas (an NGO working on reproductive health and safe abortion care), a project manager for Planned Parenthood Association of Ghana, and youth activists/community mobilizers (n=3). Additionally, three expert interviews were conducted with experienced general practitioners (n=2), and a social scientist from Population Council, Ghana who has 15 years experience in adolescent reproductive health. The open-ended questions with stakeholders explored their perceived prevalence of adolescent pregnancies, risk factors, decision making influences and views on adolescent pregnancy and abortion. Due to the stigma associated with abortions, the targeted number of participants was reached through snowballing, starting with the initial group of teenage adolescents who consented to participate in the study. These were recruited at the Ussher Polyclinic with the help of the local youth animator and the head of adolescent health service. Interviews were conducted at the youthfriendly theatre centre in Jamestown, and were conducted in English (by the first author) or Ga (by a trained female local research assistant) languages. All interviews were digitally recorded following informed consent, transcribed, de-identified and validated by an experienced qualitative researcher. Informed by emerging themes and discussions within the research team, research questions were iteratively refined as interviews were conducted. LEB conducted the interviews with stakeholders. LEB, SMY, MBZ, MAC, TCB were involved in the creation of the qualitative coding frame.

Fig 1

 1 Fig 1 summarizes the decision making pathways to keep or not to keep an adolescent pregnancy in Jamestown. Adolescents reported multiple factors they considered in navigating the dilemma of choice-to either continue the pregnancy to term or induce an abortion. In addition to the role of influencers earlier described, other factors included individual dispositions and community norms and perceptions towards adolescent pregnancies, abortion and adoption. In addition,

"

  I felt very sick and almost lost my life" [Adolescent with an abortion experience#4, 18 years old] "No one knew about it till I fainted. It was not until I was taken to the hospital that people came to know that I had an abortion" [Adolescent with an abortion experience # 7, 17 years old]

"

  No, I felt very bad, but did it because I wanted to go back to school" [Adolescent abortion group #6, 17 years old] "Yes I regretted, because I started bleeding again and had to be hospitalized for two more days" [Adolescent abortion group #7, 16 years old] Theme 3: Risk factors for adolescent pregnanciesNumerous predisposing factors for adolescent pregnancies were identified: sub-optimal use of modern contraceptive methods, socio-economic factors, inadequate comprehensive sexuality education and community normalization of early adolescent pregnancies. The main factor was related to sub-optimal use of contraception. Results of the 12-item questionnaire (S1 Table)

  modern contraceptive methods was unfortunately matched by a very low usage rate. A respondent attributed this to poor program messaging-where the terms 'contraception' and 'family planning' have been used interchangeably, resulting in adolescents distancing themselves from the need for family planning and by extension, contraception. Low uptake, despite being readily available, affordable and cheap is an issue of concern and sheds light on gaps in the national family planning strategy. Male refusal to use any form of contraception like condoms, being unperturbed if the adolescent becomes pregnant or not, and potential side effects from hormonal contraception were the main predictors of non-use of contraception in a representative survey of 18-24year olds in Accra[39]. Abdul-Rahman et al after analyzing the 2003 and 2008 demographic health survey data of Ghana highlight cost and misconceptions about the effects of contraception among 15 -19 year old females[40]. In qualitative study in Iran among13 -19 

Decision-making in

  adolescent pregnancies is influenced by multiple external factors, many of which are modifiable. Adoption as an alternative to unwanted pregnancies does not seem to be a popular option, which narrows decision options (either to keep or not). Without targeted community and facility level interventions aimed at addressing knowledge, trust and financial barriers to accessing preventive and safe abortion options, female adolescents remain at a high risk of mortality from unsafe abortions. Policy wise, including safe abortion care within the sexual and reproductive health package, could diminish barriers to abortion services. A comprehensive sexual education package that addresses the main decision factors identified in this study is a recommended action point in vulnerable settings like Jamestown. Knowledge and awareness efforts should also be initiated in the immediate pre-teenage period. Nevertheless, interventions aiming to reduce adolescent pregnancy rates should also recognize that adolescent pregnancies are culturally acceptable in some settings and under certain circumstances are desired by adolescents themselves.



  lack of support (financial and moral) from their partners, and parents (family) Desire to continue schooling or learn to a trade Avoid bringing shame to the family Pressure from parents Support from the parents, family and partner Limited access, knowledge, or absence of safe abortion services Pregnancy discovered late Normalization of adolescent delivery in the community (tradition) Desire to have children (love) Test of one's fertility to poof womanhood Desire to be like her peers YES [Adolescents, gynecologist, nurses, midwives, NGO staff and youth activists] They are immature  They have no experience  They are still dependent  Parents know what is good for children Abortion OR Continue pregnancy to term  I/She have (has) rights over my (her) body  I/She bear(s) the children  I/She know(s) what I/She want(s) for myself (herself)

Figure 1 :

 1 Figure 1: Hierarchical levels in the socioecological model [Adapted from the Centers for Disease Control and Prevention (CDC), The Social Ecological Model: A Framework for Prevention, http://www.cdc.gov/violenceprevention/overview/social-ecologicalmodel.html (retrieved June 21, 2019)].

  To reduce adolescent pregnancy rates in this community would require interventions that target individual, interpersonal, societal, and institutional factors. Inadequate parental support and open communication regarding sexuality issues, poverty, dominance of abstinence as the only dogma in sex-education packages in school, and the growing use of television and social media were considered to be the major predisposing factors for high adolescent pregnancy rates. The abstinence-only doctrine is dominant within the current comprehensive sexeducation packages and overwhelmingly propagated on religious grounds. Parents and religious authorities should be educated about the inefficacy of the abstinence-only paradigm in child education in reducing adolescent pregnancies. Culturally sensitive strategies are required to carefully introduce adequate and age-specific comprehensive sex-education packages in households and schools and among religious leaders. The final decision to choose an abortion or to continue the pregnancy to term was predominantly considered to be left in the hands of the adolescent's father. Encouraging parents to be more open to discussing issues regarding adolescent sexuality could be very useful in improving the adolescent's reproductive health. Interventions aimed at reducing adolescent pregnancies in this community should consider the cultural desirability and normality dimension of early motherhood in Jamestown.

  among medical, midwifery and law students at the University of Ghana School of Medicine and Dentistry (2 nd and 3 rd year students), the Nursing and Midwifery Training College Korlebu (3 rd year students) and the Law School of the University of Ghana, Legon campus (2 nd and 3 rd year students). The questionnaire was first pre-tested among 10 midwifery and 5 law school students from the target schools. The questionnaire comprised four main sections: socio-demographic characteristics, questions related to perceived capacity and rationality of adolescent decision making, third party involvement in decision making and respondents' attitudes to induced abortions. The questionnaire also included questions on the respondents' perceptions regarding the burden of abortions and adolescent pregnancy, as well as their perceived risk factors for adolescent pregnancy in Accra. Most survey items were reported on a Likert scale ranging from 1 to 5 (1= strongly disagree; 5=strongly agree). The questionnaire also contained four open-ended questions on adolescents' decision capacity, specific nature of decision making in unintended pregnancies and recommendations on addressing the high rates of unintended adolescent pregnancies (Appendix 1). For this study, the World Health Organization (WHO) definition of adolescents was used (individuals aged between the ages of 10 and 19 years). Persons less than 18 years of age were considered minors for this study.

Figure 1 :

 1 Figure 1: Students attitudes towards abortion by pregnant adolescents, Accra, Ghana

Table 1 :

 1 Summary of multi-level factors influencing decision making in adolescent pregnancy Individual factors (Intrapersonal) Knowledge and awareness of sexual and reproductive health issues  Cost of safe abortion fees  Socioeconomic status  Awareness of the abortion law (performance in school, desire to pursue studies) Interpersonal factors  Quality of relations with and support from family, friends, schoolteachers  Partner responsibility  Peer pressure Organizational factors Cost of safe abortion fees  Abortion stigma  Trust in health care providers  Friendliness of adolescent health services (privacy, confidentiality, respectful care) Quality of pregnant adolescents' counselling packages Community factors  Religious considerations  Area of residence (James Town neighbourhood) Attitudes towards abortions, adolescent pregnancy, and adolescent childbearing  Exposure to and use of social media platforms The father's place in the family and power Policy/environmental factors  Awareness regarding the abortion law  Cost of safe abortion fees  Comprehensive sexuality education policyThis model is particularly suited to understand complex issues like decision making among pregnant adolescents. This understanding is relevant for providing culturally adapted, agespecific, and adolescent-friendly services. This model has its own weaknesses. It allows for the identification of numerous determinants at various levels but does not provide any prioritization criteria in case one envisages an intervention. It does not provide any systematic guidance on how the various levels are related or impact each other. It is important to understand and appreciate the complexity involved. And since interventions would be needed at various levels, this might turn out to be costly. It is possible that actions at one level could have an impact at another level, either positive or negative. This calls for careful planning and keen monitoring and evaluation of interventions based on the socioecological model.Our study was done in 3 phases: systematic review of the literature, empirical research phase, and an integrative/reflexive phase. The systematic review permitted us not only to confirm that adolescents are a high-risk group experiencing unintended pregnancies, but also to identify factors that either prevent or predispose an adolescent to become pregnant. Our empirical research supported the gathering of information on the experiences of pregnant adolescents and from stakeholders who work closely with adolescents in health policy, health facilities, and the community. This was further enriched by exploring their expectations and decision-making preferences with the vignette-based qualitative study. The survey among medical, midwifery and law students was helpful in providing insight into key action areas for fortifying training curricula and providing respectful and friendly pregnant adolescent care.

  Luchuo is a public health physician, bioethicist, and researcher in innovation in global health. He earned an MD degree in general medicine from the Faculty of medicine and biomedical sciences of the University of Yaounde 1 in Cameroon (2009), a Master of Public Health Degree (MPH) from the Hebrew University of Jerusalem, Israel (2013), a Master of Bioethics (Clinical and Research Ethics) from KU Leuven in Belgium (2015), and an executive Masters in Business Administration (MBA, strategic human resources management) from the Universidad Internacional de la Rioja in Spain (2019). Luchuo served as a researcher and PhD fellow with the Athena Institute for Research on Innovation and Communication in the Health and Life Sciences of the Vrije Universiteit, Amsterdam, in the Netherlands and the Bordeaux Population Health Research institute (ISPED) of the University of Bordeaux in France, between September 2016 and August 2019, where he carried out his PhD research in transdisciplinary global health solutions, with a

Table 1 :

 1 Thesis outline

	Research Question			Target Population	Methods applied	Chapter
								discussed
	What is the current prevalence	Women who have been	Systematic Review using	Chapter 4
	and risk factors for unintended	pregnant before	PRISMA guidelines
	pregnancy in Sub -Saharan		
	Africa?						
	How do pregnant adolescents	Perspective from:	In -depth interviews and	Chapter 5
	decide upon their pregnancy	Adolescent mothers,	Focus Group
	outcomes in James Town? What	terminated at least one adolescents who have	Discussions.
	factors do adolescents take into	pregnancy before.	
	consideration	in	this	Ga	Contextualized by	
	Community when deciding to	community health care	
	either continue a pregnancy to	providers, parents,	
	term, or opt for an abortion?		teachers, youth activists, NGO staff.	
	What are the perceived risk	Perspectives from	In -depth interviews and	Chapters 6
	factors and decision-making	interpersonal and	Focus Group
	preferences regarding early	Adolescent mothers, community levels:	Discussions.
	adolescent pregnancy in James	students, parents,	
	Town?					teachers, youth activists,	
						NGO staff.	
	What are the views of medical,	Perspectives from	Questionnaire based	Chapter 7
	midwifery and law students	organizational and policy	cross sectional study
	regarding adolescent abortions	level: Midwifery, medicine, and law	
	and decision making in Accra?	students	
	What	are	the	ethical	Integrated perspective:	Critical examination of	Chapter 8.
	considerations	involved	in	Adolescent mothers,	findings from empirical
	decision making among pregnant	adolescents who have terminated at least one	research using ethical decision making
	adolescents in James Town?		pregnancy before, health	frameworks proposed by
						care providers, parents,	Beauchamp and
						teachers, youth activists,	Childress [20], and Kant
						NGO staff, Midwifery,	[21]
						medicine, and law	
						students	

21. Sullivan, R. J., An Introduction to Kant's Ethics, New York: Cambridge University Press, 1994; Flew, A., A Dictionary of Philosophy (2nd ed.), New York: St. Martin's, 1979.

Table 1 : Pregnancy Intention Assessment

 1 

	Reference	Countr	Age	Study	setting and target	Pregnancy	intention
	-Author	y	(years)	population				assessment
	Agida et	Nigeria	19-45	Women attending the antenatal	Pregnancy desired later or
	al; 2016			clinic				pregnancy not desired at all.
	(23)							
	Mohamme	Ethiopia 18 -35	Antenatal care attendees		whether she wanted to delay the
	d et al;							pregnancy for some time
	2016 (24)							(mistimed), and whether she
								didn't want the pregnancy at all
								(unwanted)
	Eliason et	Ghana	15 -40	Pregnant women attending four	…"respondents'	reproductive
	al; 2014			rural health facilities		history including status of
	(25)							current pregnancy (whether
								wanted, unwanted or mistimed)"
								was evaluated.
	Chanda et	Zambia ≥18	Cluster	randomized	trial	"We asked women who reported
	al; 2017			investigating the effect of HIV	a history of pregnancy if they
	(26)			self-testing provision among HIV	had ever been pregnant when
				testing outcomes among female	they did not want to be."
				sex workers in Zambian transit	
				towns.				
	Luchters	Kenya	≥ 16	Female	Sex	Workers	in	" Unintended pregnancy was
	et al; 2016			Mombassa, Kenya.			defined	as	any	positive
	(27)							pregnancy test among women
								who reported no intention to
								become pregnant in that period"
	Weldegeb	Ethiopia 15 -<49	Female Sex workers. Community-	"Unintended pregnancy is
	real et al;			based cross-sectional study		defined as a pregnancy that is
	2015 (28)							either unplanned or unwanted or
								both at the time of conception
								for the last 2 years".

Table 2 : Prevalence of unintended pregnancy Reference - Author

 2 

			Country	Sample size	Unintended Pregnancy Rate
				(n)	(%)
	Agida et al;		Nigeria	300	16.0
	2016 (23)				[mistimed: 11.3; unwanted: 4.7]
	Mohammed et al;	Ethiopia	413	27.1
	2016 (24)				[mistimed: 21.9; unwanted: 5.2]
	Eliason et al;	Ghana	1,914	70.0
	2014 (25)				[mistimed: 39; unwanted: 31.0]
	Chanda et al;	Zambia	946	61.6
	2017 (26)				
	Luchters et al;	Kenya	103	91.2
	2016 (27)				
	Weldegebreal et	Ethiopia	116 (1/3 of the 346	28.6
	al; 2015 (28)			respondents who had ever	
				given birth in two years prior	
				to survey)	
	Izugbara;		Nigeria	6591	7.5
	2015 (29)				
	Tebekaw et al;	Ethiopia	7759	32.0
	2014 (30)				[mistimed: 21.0;	unwanted:
					11.0]
	Beguy et al; 2014	Kenya	471	41.0
	(31)				[mistimed: 26.0; unwanted:
					15.0]
	Calvert et al;	Tanzania	6513	27.1
	2013 (32)				
	Christofides	et	South Africa	164	Missing intention data for 22
	al; 2014(33)			[only 10 of these reported as	participants
				intended]	
	Dhakal et al;	Democratic	105	51.4
	2016 (34)		Republic	of	
			Congo		
	Exavery et al; Tanzania	2199	45.9

Table 3 : Determinants of unintended pregnancy Reference -Author Country Determinants

 3 

	Agida et al; 2016	Nigeria	-increasing parity
	(23)		-age*
	Mohammed et al;	Ethiopia	-age*
	2016 (24)		-being single *
			-parity (>3 children)*
			-modern contraception knowledge and use
			-belief of being infertile
	Eliason et al; 2014	Ghana	-knowledge of traditional methods of contraception (rhythm and
	(25)		withdrawal)
			-being single*
			-religion
			-increasing parity*
			-living in same house with partner
	Chanda et al; 2017	Zambia	-condom availability at the workplace
	(26)		-history of arrest and incarceration
			-age at sexual debut
	Luchters et al; 2016	Kenya	-age*
	(27)		-use of modern contraception methods
			-having an emotional partner
			-income from sex work
	Weldegebreal et al;	Ethiopia	-drug use
	2015 (28)		-previous birth
			-previous abortion
			-having a steady partner
			-Failure to use a condom by partner

  1 . Proper appreciation of the burden and predictive factors for unintended pregnancies are needed to properly target public health interventions. The mean unintended pregnancy rate obtained from this review (33.9%) is slightly lower than the global unintended pregnancy rate of 40% 1 . The highest prevalence of 91.2% was reported among female sex workers in Kenya27 .

Table 1 :

 1 Thematic overview of resultsThis theme had two main sub-themes: those who influenced the decision making process and how the adolescent dilemma to keep or not to keep was handled. Main factors under this theme are presented in Table2 (Table 2)

	Decision-making	Abortion experience	Risk factors for adolescent
			pregnancy
	Influencers	Lived experience	Underlying factors
	Parents	Negative experiences	Modern contraception
			(knowledge, availability,
	Peers and Friends	Barriers to safe abortion care	affordability, usage patterns)
	Dilemma: to keep or not to	Regrets	Socio-economic factors
	keep		
	Partners' responsibility	Reflections and wishes	Community perceptions of early
			childbearing
	Financial autonomy		
			Inadequate comprehensive
	Attitude to adoption as an		sexuality education
	alternative		
	Theme 1: Decision-making		

Table 2 .

 2 Decision-making in Adolescent pregnancy

	Subtheme/Factor	Supporting Quote
	Influencers	
	-Parents	"My dad told me he would disown me if I don't get an
		abortion" [Adolescent with an abortion experience #8, 17 years
		old]
	-Peers & Friends	"I made my friends aware of the fact that I was going to abort

it, they mocked at me, but I wasn't bothered" [Adolescent with an abortion experience #4, 17 years old] "Many girls die from abortions in Ga communities" [Adolescent mother#9 , 18 years old]

  "During the pregnancy, my mother and siblings asked me to go in for an abortion. I had to leave home to stay with my friend's mother till I gave birth" [Adolescent mother #4;

	17 years old].
	All stakeholder respondents believed the family should play a significant role in the decision-
	making process. However, views diverged on who should be responsible for the final decision.
	Health care personnel leaned towards adolescent autonomy in final decision making.
	"Oh definitely! I mean when it comes to age and especially when people are below the
	ages of eighteen, you are considered a minor. You would definitely need the help of
	another person. But then again, the final decision should come from you" [Nurse #4].

Table 3 :

 3 Awareness and use of contraceptionWhile some adolescents did not use contraception by choice others reported they would have liked to use condoms but did not because their partners' disliked themThe main barriers to contraception uptake were: false beliefs, poor message framing by health personnel, privacy and confidentiality concerns, fear of side effects (dizziness, weight gain, pain), potential stigma at point of purchase. Interestingly, there was indication of a higher sense of stigma and myth surrounding condoms compared to other contraceptive methods. The cost of contraceptives was not reported as a barrier to uptake.

	Question	Response	n (%)
	Have you ever heard of contraception?	Yes No	29 (96.7%) 1 (3.3%)
	Have you ever used any form of contraception	Yes	13 (43.3%)
	before?	No	17 (56.7%)
	Are you currently using any form of	Yes	7 (23.3%)
	contraception?	No	23 (76.7%)
	Were you using any form of contraception	Yes	5 (16.6%)
	before getting pregnant?	No	25 (83.4%)
		Friends	6 (20.0%)
	From where did you learn of contraception?	Family Health care provider/ health talk	1 (3.3%) 23 (76.7%)
	Have you heard of emergency contraception	Yes	14 (46.6%)
	before?	No	16 (53.4%)
	Have you used emergency contraception	Yes	4 (13.3%)
	before?	No	26 (86.7%)
	Only five of the 30 adolescents interviewed were using some form of contraception prior to
	becoming pregnant. However, almost all of them were aware of contraceptive methods but over
	half had never used any form of contraception.		
	Some adolescents reported that they intentionally decided to get pregnant and deliberately
	refused to use any form of contraception.		

"I just decided not to use condom, I wanted to be pregnant and give birth" [Teenage mother #7; 17 years old]. "I heard people saying it in the public transport that it is not good to use the condom because it will end up making you sick" [Adolescent mother 3]

"The way we approach education and communication on contraception is a big problem. We focus more on talking of family planning for which reason they think that they don't have a family, and so it does not concern them." [Ipas project coordinator] Identified underlying factors are briefly reported below:

Normalization of early adolescent pregnancies

In Jamestown, adolescent pregnancies were viewed by both parents and adolescents as a normal occurrence in the community, irrespective of marital status. As one community nurse noted, it was not considered normal for females above 20 years to not have children-concerns that could lead to rumors and stigmatization.

"Oh you know the tradition here. If you are fifteen sixteen years and you are not pregnant, they think you are not normal. So when you find a female who is twenty one years, twenty four and not pregnant or having any children, the community will be mocking at the person.."

[Nurse #5] 

Table 1 :

 1 Participant distribution

	Target Group	Number of Participants (N)	Number	of	Focus	Group
			Discussions (N)		
	Teachers	14	02			
	Parents	14	02			

"It is very common in the

Ga communities. There are a lot in our neighborhood, and it is worrying and very sad" [Parent, F, 2] "Girls of 13 and 14 years old give birth in my school, and their parents are the ones taking care of the babies" [Teacher, M, 3]. "I know someone who gave birth at the age of 15, and now at 34 she has five children. In our neighborhood, we have a lot of them who have given birth to several children at tender ages. When you are mature and have not given birth, you are insulted, even those of us who have one child are also insulted as barren" [Parent, M, 6]. "It is really shocking in this community. You see breastfeeding mothers, children you can never even imagine that they have started seeing their period. God should help this generation"[Parent, F, 1].

Table 2 : Considerations in the decision-making process Consideration Supporting quotes

 2 persons can be approached, especially considering the fact that the girl may be afraid to tell her parents. However, friends who would offer advice in favor of choosing an abortion were considered bad.

	secondary infertility)	anyone, but later told her boyfriend and friends and was taken to
		Korlebu for abortion, unfortunately for her, she died the following
		day [Parent, M, 2]
		Abortion is not a good thing, and we have learnt our lessons from
		such experiences if because of abortion you are not able to give
		birth in future [Parent, M, 6]
		If she terminates it, she will die. So she has to just leave it and
		give birth [JHS7]
		She is too young. If she commits an abortion, who knows if she
		will be able to conceive again in the future? [JHS1]
	Partner and family responsibility	"If Johnson's parents can take responsibility for Nadine and the
		baby, she has to keep the pregnancy" [JHS3]
		"She will have to inform the man immediately. If the man agrees
		that he is responsible for the pregnancy, then she can give birth; if
		not, that is when abortion is considered."[Parent, F, 11]
	Financial considerations	
		Everything is basically about money. It is not easy to take care of
		a child, so only if there is money, then she should be allowed to
		give birth. [Teacher, M, 1]
	Religious considerations	"Abortion is an unacceptable sin. For me, I was unable to
		complete school, but I now have a human being instead"[Parent,
		F, 1]
		"The Bible is telling us that children are from God so any
		conception must end up in childbirth; there is no need to decide
		what should be done with the pregnancy."[Parent , M, 3]
		"A pregnancy should end in childbirth.
		She must not think of abortion because anything that is done with
		God ends well."[Teacher, F,3]
	Parents generally thought there was no issue to be decided upon whatsoever.
	According to them, once pregnant, one has to give birth.
	"If you are a girl and you think you cannot take care of a child, then don't have sex.

Need to pursue her studies She is too young. She needs an abortion to save her studies [JHS 13]

Her age

This is a child. She needs to get mature enough to be able to take proper care of the child [JHS3] Fear related to abortions (complications; death and I know someone who also got pregnant and didn't want to tell

If the girl's mother has money and is capable of taking care of the child, she can allow her to give birth so that she can take care of the child to enable her daughter to go back to school.[JHS3]

Some parents are too stingy to use their money for abortion

[JHS2] 

Because having sex with a man could lead to pregnancy. If it happens, you simply have to give birth"

[Parent, M, 3] 

  She is the only person who decides what to do with her pregnancy. She went and slept with Johnson and knew she could get pregnant. So she has to have decided beforehand what she would do if she gets pregnant [JHS 3].

	The partner	Yes, I think that she should let her boyfriend know about it, because he is the one who impregnated
		her; if she doesn't tell him, and the pregnancy is advanced before she tells him, he will deny the
		pregnancy [Teacher, M, 5].
		The one who has the final say is the man who impregnated the girl, whatever he says should be
		final. [Parent, F, 4]
		Nadine cannot decide for herself so she would have to decide with the boyfriend because he is
		responsible for the pregnancy. [Parent, M, 7]
		She needs her partner to sit by her to make the decision to abort it or keep it [Teacher, F, 6]

think the parents from both sides should come together to agree on how best they can solve the problem [Parent, F, 10].

The girl herself

Nadine knew that becoming pregnant could result from having sex, so she should know what to do with the pregnancy if she gets pregnant.

[Teacher, M, 2] 

Table 4

 4 . It is difficult to stop adolescents today from using the internet or watching television. Spending more time with the children and having open discussions with them regarding sexuality issues could be helpful. On the other hand, the Ghana health service has committed to making reproductive health education available online through an educational mobile app for Ghana Adolescent Health Program summarizes the perceived risk factors for adolescent pregnancy in this community, explained using the SEM. Perceived risk factors touched all levels of the SEM. This suggests that interventions to improve upon the societal understanding of risk factors for adolescent pregnancies should seek a framework that effectively connects and contains this wide array of potential determinants.

	Service Providers (https://apkpure.co/ghs-adh-mapp/). Adolescents can easily access
	information regarding contraception, menstruation, pregnancy, puberty for girls, self breast
	examination and abstinence.

Table 4 :

 4 Perceived risk factors for unintended pregnancies seen through the lens of the socioecological model

	Perceived risk factors of adolescent pregnancies	SEM levels
	Lack of financial autonomy	
	Inadequate knowledge of sexuality	

Table 1 . Attitudes towards abortions of pregnant adolescents by academic discipline Academic Discipline Assessed attitude Medicine Midwifery Law Abortion should be available in cases of rape Total (N/Missing) Chi Square, P-value

 1 

	Yes (N/%)	85 (74.5)	97(85.1)	78(84.8)	260(81.3)	5.2	0.07
	No (N/%)	29 (25.5)	17(14.9)	14 (15.2)	60 (18.7)		
	Total/ (No of missing responses)	114 (3)	114(0)	92(8)	320(11)		
	Abortion should be available in cases of						
	incest						
	Yes(N/%)	74 (64.9)	95(84.0)	71(77.1)	240(75.2)	11.44	0.003
	No (N/%)	40 (35.1)	18(16.0)	21(22.9)	79 (24.8)		
	Total/(No of missing responses)	114(3)	113(1)	92(8)	319(12)		
	Abortion should be available in cases of						
	life endangerment						
	Yes(N/%)	104(94.6)	111(98.3)	91(98.9)	306(97.1)	4.19	0.123
	No(N/%)	6 (5.4)	2 (1.7)	1 (1.1)	9 (2.9)		
	Total/(No of missing responses)	113(4)	114(0)	92	315(16)		
	Abortion should be available in cases of						
	health endangerment						
	Yes(N/%)	106(93.8)	112(98.3)	91(98.9)	309(96.9)	5.47	0.07
	No(N/%)	7(6.2)	2(1.7)	1(1.1)	10 (3.1)		
	Total/(No of missing responses)	113(4)	114(0)	92(0)	319 (12)		
	Abortion should be available in cases of						
	fetal anomaly (malformations)						
	Yes (N/%)	92(80.7)	106(93.0)	85 (93.4)	283(88.7)	11.38	0.003
	No (N/%)	22( 19.3)	8 (7.0)	6 (6.6)	36 (11.3)		
	Total/ (No of missing responses)	114(3)	114(0)	91(9)	319(12)		
	Abortion should be available for the						
	purpose of sex selection						
	Yes (N/%)	12(10.5)	12(10.5)	12(13.0)	36 (11.3)	0.42	0.812
	No (N/%)	102(89.5)	102(89.5)	80(87.0)	284(88.7)		
	Total/(No of missing responses)	114(3)	114(0)	92(8)	320(11)		

Table 2 : Relationships between gender and academic discipline of respondents to their attitudes towards abortions. Assessed Attitude Response P value 1. Abortion should be available in cases of rape Strongly agree Academic Discipline

 2 

	N	%

Table 3 : Perceived decision making capacity of adolescent by academic discipline

 3 

	Decision making	Academic				
	capacity	discipline				
	A pregnant adolescent	Medicine Midwifery Law	Total	Chi Square P -value
	has the full capacity to				(N/missing)		
	decide on the outcome of						
	her pregnancy						
	Yes (N/%)	27(23.7)	60(52.6)	28(28.6)	115(35.3)	23.67	<0.001
	No (N/%)	87(76.3)	54(47.4)	70(71.4)	211(64.7)		
	Total/ (N/missing)	114 (3)	114(0)	98(02)	326(5)		
	The healthcare provider						
	has the responsibility to						
	always inform her						
	parents if she wants an						
	abortion						
	Yes (N/%)	66(57.9)	52(45.6)	58(59.2)	176 (54.0)	4.98	0.083
	No (N/%)	48(32.1)	62(54.4)	40(40.8)	150 (46.0)		
	Total/(N/missing)	114(3)	114(0)	98(2)	326(5)		
	A third party should						
	always be involved in						
	the decision making						
	process						
	Yes(N/%)	44(38.9)	72(63.2)	42(43.3)	158 (48.8)	14.97	0.001
	No(N/%)	69(61.1)	42 (36.8)	55(56.7)	166 (51.2)		
	Total/( N/missing)	113(4)	114(0)	97(03)	324(7)		
	A pregnant adolescent						
	has the final say						
	in deciding the outcome						
	of her pregnancy						
	Yes(N/%)	61(54.0)	67(58.8)	48(49.5)	176 (54.3)	1.82	0.401
	No(N/%)	52(46.0)	47(41.2)	49(50.5)	148 (45.7)		

Ethical considerations in adolescent pregnancy resolution: options to optimize the uptake of reproductive health services in Ghana by adolescents.
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	8.1 Introduction
	The global prevalence of adolescent pregnancy (first birth before the age of 18)
	stands at 19%. This prevalence is highest in the sub-Saharan African region (19.3%) and
	lowest in North Africa (9.2%)%. 1 It is estimated that by 2030, approximately 1 in every 4
	Life Sciences, Vrije Universiteit, Amsterdam, The Netherlands.
	2. Noguchi Memorial Institute for Medical Research, University of Ghana, Legon,
	Accra, Ghana.
	3. University of Bordeaux, Inserm, French National Research Institute
	for Sustainable Development (IRD), Bordeaux Population Health Research
	Center, Team IDLIC, UMR 1219, Bordeaux, France.
	Under review
	BMC Medical Ethics

Table 1 : Who should take the final decision and why? Who should take the final decision? Supporting quotes

 1 The girl's father has the final say as to whether his daughter aborts the pregnancy or not.It is not the question of whether he caters for his daughter or not. The boy who impregnated the girl should not come in at all because he has no right first of all to sleepwith the girl to the point of making her pregnant [Parent 3].

	The father	
		The father has the final decision; He's the only person who can say the final thing to either
		make me deliver or terminate it because he's the family head [JHS1]
		The dad is the only person who has that authority to say I should give birth or terminate it
		because we have his name on us and besides, he's the head of the family so all of us before
		we do something we ask his permission before we make the move [JHS 8]
	The mother	Mothers have got a big role to play in the decision-making process. Mothers actually
		decide on the fate[Parent , M, 5]
		It is her mother who has the final say with her daughter's pregnancy[JHS6]
	The two families	I think the parents from both sides should come together to agree on how best they can
		solve the problem [Parent, F, 10].
	The girl herself	Nadine knew that becoming pregnant could arise from having sex, so she should know
		what to do with the pregnancy if she gets pregnant. [Teacher, M, 2]
	The partner	
		Yes, I think that she should let her boyfriend know about it because he is the one that
		impregnated her, if she doesn't tell him, and the pregnancy is advanced before she tells
		him, he will deny the pregnancy. [Teacher, M, 5]
		The one who has the final say is the man who impregnated the girl, whatever he says
		should be final. [Parent, F, 4]
		She needs her partner to sit by her to make the decision to abort it or keep it. [Teacher, F,
		6]

  In a mixed-methods longitudinal study from the Dutch

	Abortion and Mental Health Study, qualitative analyses revealed 4 stable dimensions of
	decision difficulty over time: (1) unrealistic fears about the abortion and fantasies about the
	pregnancy; (2) decision conflict; (3) negative abortion attitudes; and (4) general
	indecisiveness.

9.1 Overview of main research findings

  

	1.	What are the current prevalence and risk factors for unintended pregnancy in sub-
	Saharan Africa?
		We conducted a systematic review (Chapter 4) from 2000 till 2019. From our study,
	the mean unintended pregnancy rate was 33.9% (unwanted pregnancy rate 11.2%, mistimed
	pregnancy rate 22.1%). Mistimed pregnancies were more frequent across the 13 studies that
	classified unintended pregnancies into the unwanted and mistimed pregnancy sub-groups.

Being an adolescent (19 years old or younger), single, or having more than 5 children were strong and consistent risk factors for unintended pregnancies. There was no uniform tool used across studies to capture pregnancy intention. The studies in our literature review did not capture pregnancy intention among women whose pregnancies ended up as stillbirths or abortions. Taking into consideration the fact that pregnancy intention was captured differently across studies, at different moments, and in different physical settings (different questions, retrospectively and during pregnancy, in the communities and in hospitals, respectively), more research is required to determine when it is most appropriate to capture pregnancy intention, which instrument is most suited, and the appropriate data collection location.
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Plain English Summary

The majority of pregnancies among adolescents are unintended. Adolescents are disproportionately faceed, compared to elderly women, with a more intense dilemma of either keeping the pregnancy, or opting for termination. With a dsiturbingly high number of adolescents getting pregnant relatively early in James Town, Accra, we carried out 8 focus group discussions using a 15 year old pregnant adolescent as a hypothetical case, to understand the decision making preferences of stakeholders, as well as their perceived determinants of early adolescent pregnancy in this community. Poverty, lack of parentadolescent communication on sexuality issues, and inadequate comprehensive sexuality packages in schools were the main identified factors that led to early adolescent pregnancy in this community. Despite being a very religious community, going in for an abortion was considered acceptable, especially if the adolescent had a good academic record.The readiness of the partner to assume responsibility over the pregnacy was the main determining factor in deciding either to keep the pregnancy to term, or to opt for an abortion. The father was considered by the majority of respondents to be the one to take the final decision regarding the pregnancy outcome of the adolescent. Key words: decision making, adolescent, pregnancy, Ghana, preferences

Introduction

Unintended pregnancies remain a serious public health concern worldwide [1]. Over 40% of recorded pregnancies are unintended, and over half of these pregnancies do terminate in abortions [1]. This burden is disproportionately higher amongst adolescents [1, 2]. In Ghana Some parents would consider going in for abortions secretly to avoid the shame of their children having illegitimate children.

"Some mothers keep the information from the public to avoid disgrace, especially when the child is intelligent, and then secretly abort the pregnancy for the child to enable her to go back to school" [Parent, M, 2].

If she is not doing well in school, then you can allow her to keep the pregnancy. Some very "religious" participants thought that abortions, under some circumstances, could be acceptable on religious grounds. With God being a God of mercy, He could easily forgive the young girl and the parents for taking such decisions, maybe to save the child's education.

Sometimes it is not as if you want to destroy the pregnancy but circumstances and the situation your daughter and yourself would go through may lead to such a decision.

We pray to God to forgive us for taking such hard decisions and ask for His mercies to see us through successfully. God is a God of mercy [Parent, F, 4] Considering the fact that the adolescent would be in a dilemma either to opt for an abortion or continue the pregnancy to term, we sought to explore the respondents' views regarding continuing until birth and having the child adopted later on. None of the respondents was in favor of adoption as an alternative to remaining pregnant or choosing an abortion. Some even thought that going in for adoption was worse than going in for an abortion.

"Your mother is your mother. An adopted mother can never be like your mother" [Parent, M, 2] "It is a horrible thing to deliver your own baby and give it away to another person to raise.

How do you think that baby will feel?" [JHS 5].

ii.

The final decision

In general, the respondents stated that the adolescent needs help in deciding on the outcome of the pregnancy. The persons to be involved included: parents (the girl's, and at times, the parents of the partner), friends, or a trusted elderly person. Trusted family friends or elderly
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Results

Of the 360 questionnaires distributed, 340 questionnaires were filled giving a response rate of 94.4%. Of these, 9 were rejected for incomplete data and 331 retained for analysis (118 medical students, 113 midwifery students and 100 law students). The Respondents' mean age was 21.0 ±2.9 years and 95.5% of them were Christians, with females making up 77.9% (n=258). The male to female ratios were 0.45, 0.20 and 0.06 among the medical, law, and midwifery student samples respectively.

Attitudes towards abortions

Most respondents were strongly in favour of making abortions available in situations where the health of the woman is in danger (70.1%). Respondents agreed that an abortion should be allowed in cases of rape (81.3%), incest (75.0%), and fetal malformation (88.7%). Most respondents also strongly felt that parental consent should be secured in cases of minors 

Abstract

Background: Adolescent pregnancy in Ghana, like in most low and middle income countries, is an issue of immense public health importance. Pregnant adolescents are faced with the dilemma to terminate or continue a pregnancy to term, since most of their pregnancies are unintended. The right to an abortion is increasingly being advocated, not only as a reproductive health right, but as a human right. Autonomy is the central facet in decision making. This study therefore aimed at understanding the scope of autonomous decision making among pregnant adolescents in James Town, Ghana.

Methods:

We carried out thirty semi-structured in depth interviews among adolescents (aged 13-19 years) who had been pregnant at least once, 23 interviews among purposively selected stakeholders including parents, teachers, NGO staff working on reproductive health, community volunteers, and 8 focus group discussions among parents (2), teachers (2), adolescent students who had not been pregnant before (2), and adolescents who had had at least one pregnancy in the past (2). The principle of autonomy was assessed through the lenses of the principle of autonomy as described by Beauchamp and Childress and Immanuel kant.

Results: Adolescents reported in their vast majority that the final decision to either continue a pregnancy to term, or go in for an abortion was taken by them. These decisions were however not truly autonomous, as there were prevalent inadequate and inaccurate information gaps.

The partner's willingness to take responsibility of the pregnant adolescent and baby, as well as financial considerations, were main players in deciding upon the pregnancy outcomes.

Unaffordable safe abortion services push adolescents to either continue pregnancies against their will, or opt to visit unsafe abortion care providers. Cultural desirability for children, and health care providerfather paternalism in the decision making process were important considerations in the decision making process.

Conclusion:

Adolescents in the Jamestown area stand to make truly autonomous decisions if they are provided with the right information. Health system barriers need to be carefully considered to render the encounter between the pregnant adolescent and health care provider friendlier, in order to enhance the uptake of reproductive health services by adolescents.

Key words: ethics, reproductive health, adolescents, Ghana, pregnancy

Implications for Policy Makers

-Correct information regarding safe abortion services is needed by pregnant adolescents to make autonomous decisions -Adolescent friendly counselling leads to an increase in the uptake of sexual and reproductive health services. Health care providers have to be trained to counsel pregnant adolescents in a respectful manner -A relational autonomy model which integrating adolescents' desires, the cultural realities, as well as respectful counselling services by health care personnel is needed by pregnant adolescents to take informed decisions when pregnant.

Implications for the Public

Adolescents generally report to have taken the final decision themselves to go in for an abortion or continue a pregnancy to term. This is often not true as information gaps, partner's choice, financial reasons, and parental choices, cultural attitudes towards abortions, and availability and accessibility of safe abortion services play critical roles in the decision making process. Providing respectful counselling services by health care providers stands to increase the use of reproductive health services by adolescents, and could better reduce the rate of recurrent unintended pregnancies in this age bracket. Sexuality issues being a taboo in the discourse at home, as well as the predominant abstinence only rhetoric in most sexuality education packages, stand to render decision making less autonomous (lack of adequate information), and could predispose adolescents to unintended pregnancies and sexuality transmitted infections.

Ethical decision-making in adolescent pregnancy resolution in Jamestown, Accra, Ghana: Key findings from empirical research. 9,36 To understand decision-making in adolescent pregnancy in Ghana, we carried out two qualitative studies: the first involved adolescent mothers and adolescents who had had at least one abortion in the past, and the second involved the perspectives of stakeholders regarding decision-making (termination or continuation) via a vignette-based discussion describing a hypothetical 15-year-old female student who is 6 weeks' pregnant. 9,36 In the first study, 9 adolescents who had experienced an abortion in the past reported the involvement of their parents, partners, and trusted aunts (significant others) in taking the final decision. The relationship with the partner was the most important consideration in taking the final decision.

"I was compelled to go in for an abortion because the guy who impregnated me ran

away" [Adolescent with abortion history #10, 18 years old]

When asked who took the final decision in either continuing the pregnancy to term or opting for a pregnancy termination, 28 out of the 30 interviewed adolescents reported that the final decision was taken by themselves [9].

Though they all lived in a very religious community, religiosity was not a key consideration in making the final decision. In the other vignette study 36 (see also Table 1), stakeholders (teachers, parents, adolescents who had had a pregnancy before, and junior high school adolescents who had never been pregnant) overwhelmingly suggested that the girl's father, and to a lesser extent, the partner of the adolescent girl should be the ones to make the final decision for the girl. Surprisingly, adolescent mothers who had been pregnant before and participated in the reflection on the hypothetical pregnancy outcome decision-making (vignette) still proposed the girl's father as the final decision-maker.

JHS: Junior High School

CI: Categorical Imperative

NGO: Non Governmental Organization
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6. What are the current prevalence and risk factors for unintended pregnancy in sub-Saharan Africa?

7. How do pregnant adolescents decide upon their pregnancy outcomes in James Town?

What factors do adolescents take into consideration in this Ga community when deciding either to continue a pregnancy to term or opt for an abortion? our study [1], which partially builds on the theory of human ecology proposed by Bronfenbrenner, posits the assumption that interactions from various levels could affect health decisions differently, and holistically integrates the notion of complexity in dealing with adolescent-related health concerns [2].

Authors in both studies did not determine who took the final decision, however, or the expectations of the respondents on who should take the final decision.

Relevance of findings for improving safe abortion care services for pregnant adolescents

Ghana has one of the most liberal abortion laws in sub-Saharan Africa. The Ghanaian abortion law of 1985 permits abortion in cases of rape, incest or the "defilement of a female idiot"; if the life or health of the woman is in danger; or if there is risk of fetal abnormality. A woman is also legally allowed to obtain an abortion for mental reasons [9], and a diagnosis from a psychiatrist is not a mandatory requirement. It is not mandatory for health care providers to carry out safe abortions. However, there are no guidelines that govern conscientious objection in the country. The challenges in accessing safe abortion services by adolescents are different from those faced by adults. Our empirical findings reported that 13 out of the 15 interviewed adolescents with an abortion experience sought unsafe abortion services to terminate their pregnancies.

The law, as well as the Ghana Health Service Reproductive Health Strategy, does not provide specific guidance regarding access to safe abortion care for adolescents [9]. Five main areas need special attention as far as improving adolescent access to safe abortion services in Ghana is concerned:

i.

Rendering safe abortion fees uniform and affordable in facilities that offer safe abortion care [6,7] ii.

Establishment of explicit, context-specific guidelines to fight against stigma among abortion seekers and providers [10] iii.

Training of health care providers in respectful and non-judgmental counseling policies when caring for pregnant adolescents iv.

Expanding the availability and affordability of Long-Acting Reversible Contraceptives (LARCs) in health care facilities [11].

v. Inclusion of clear policies on how to deal with conscientious objection in health facilities [10].

According to the Guttmacher Institute's policy reports on Ghana, the more affordable safe abortion fees are, the less likely pregnant adolescents are to turn to unsafe abortion practices [9, 11]. However, the average cost of obtaining a safe abortion in Ghana has been described as unaffordable for an average Ghanaian adolescent [6,7].

Antiye et al. have suggested increased overt institutional support for safe abortions as a route to reduce abortion stigma [10]. Labelling of girls as "bad girls", adolescents' fear and distrust of health care staff, and abortion stigma from the community are some of the factors that reduce access to safe abortion care. Health care providers as well as clients are victims of abortion-related stigma. These aspects hinder access to safe abortion care, and as adolescents are unwilling to use the available health care facilities, the number of health care providers displaying interest in providing safe abortion care could decrease.

Long-Acting Contraceptives (LARCs), though highly effective and adapted for adolescents and young women, remain grossly unaffordable for adolescents [11]. This should be strongly recommended in the post-abortion counselling sessions in order to prevent the frequent, recurrent, unintended pregnancies reported among girls and women seeking abortions. In two recent systematic reviews on sub-Saharan Africa, personal barriers (inadequate knowledge and awareness), sociocultural barriers (cost, stigma), and health system barriers have been highlighted as the main contributors to unintended pregnancy, mainly mediated by sub-optimal, inappropriate and inconsistent use of modern contraceptives [12,13]. In a cross-sectional survey with 250 women and 100 men aged 18-24 years in Accra in 2013, the unintended pregnancy experience among women who had been pregnant before was as high as 45%. Feeling unsupported by a healthcare provider when inquiring about contraception was associated with an increased rate of unintended pregnancy in the future [14]. Individual, interpersonal, community and policy-level reflections are highly needed to set up adolescent-friendly, affordable and acceptable safe abortion services in Ghana, not only to improve access to services, but also to benefit from post-abortion counselling packages, especially post-abortion contraception.

Limited access to safe abortion care services, limited knowledge of the abortion law, as well as late discovery of the pregnancy (limited knowledge of the early signs of pregnancy and poor communication between parents and adolescents) can lead some adolescents to continue pregnancies to term against their will or to undergo unsafe abortions. There is limited data regarding the socioeconomic and health outcomes for mothers who continue pregnancies to term against their will. Further research is also required to properly document the health outcomes of children born of pregnancies considered as unintended.

Reflections on the study design and theoretical framework

qualitative researchers. This transdisciplinary team allowed for a holistic framing of our research questions and the designing of appropriate research methods. The mixed methods used in this research offered a more holistic appreciation of the research questions. The data collection tools for quantitative findings were all pre-tested and validated before administration to the respondents. The growing use of qualitative research methods requires paying greater attention not only to the documentation of data collection procedures, but also to the preparation and management of interview transcripts and other qualitative data.

Consultations with experts with extensive reproductive health research experience in sub-Saharan Africa were organized to plan the research design as well as the data collection tools.

Reflexivity was assured throughout the data collection and management phases of the research. Research assistants were well trained before data collection, and the transcripts were checked throughout the entire data collection process to ensure consistency and accuracy. Transcripts translated from Ga into English were double-checked by an experienced native Ga-speaking qualitative researcher.

External validity

External validity is the rationality of applying the conclusions of a scientific study outside the context of that study. Our research used three main approaches: a systematic review of the literature to ascertain the prevalence and determinants of unintended pregnancy in sub-Saharan Africa; empirical mixed-methods research to understand the adolescent decisionmaking experience and expectations, the perceived and experienced decision-making autonomy and preferences; and an integrative phase to understand the notion of autonomy in adolescent pregnancy resolution in James Town, Accra, Ghana.

The findings from our systematic review could be generalizable to sub-Saharan Africa as a strict systematic review methodology was used, and over 9 countries had studies that met our inclusion criteria. Similar challenges regarding how and when to capture pregnancy intention, as well as not including pregnancies that ended up as abortions, were characteristic of all studies included in the review. Empirical research findings could have implications for other African countries considering the importance of the cultural dimension in ascertaining pregnancy intention and the variability of public health interventions that have to change to reduce adolescent pregnancy, depending on whether the target is unintended or intended pregnancies. This is most important as our findings clearly highlight the fact that not all adolescent pregnancies are unintended.

3. It is relevant to highlight the fact that despite the relatively liberal nature of the Ghanaian abortion law compared to that of other countries in sub-Saharan Africa, it would be of interest to explore the safe abortion-seeking patterns for social reasons.

At the time of concluding this thesis, no published paper, to the best of our knowledge, had explored this dimension of legal abortion care in Ghana.

4. It is possible that factors that limit access to safe abortion care could push some pregnant adolescents to carry pregnancies to term against their will. Studies are needed to investigate the burden, the determinants, as well as the socioeconomic consequences of continuing an unwanted pregnancy to term.

5. We used a medical decision-making model to address autonomy in adolescent pregnancy resolution. Studies are required to identify the similarities and differences in medical and pregnancy decision making, especially in the case of adolescents. This might be relevant to be sure that the pregnancy condition is not "medicalized".

APPENDICES SUMMARY

Summary

The aim of this thesis was to contribute to the understanding of autonomy in adolescent pregnancy decision making in a Ga community in James Town, Ghana. Five specific research questions needed to be answered to clarify our main research question: How autonomous is the pregnant Ga adolescent in deciding upon the outcome of her pregnancy? To understand decision making in adolescent pregnancy resolution, we used the socio-ecological framework which better captures complexity.

i.

What are the current prevalence and risk factors for unintended pregnancy in sub-Saharan Africa? (chapter 4)

We conducted a systematic review (Chapter 4) from 2000 till 2019. From our study, the mean unintended pregnancy rate was 33.9% (unwanted pregnancy rate 11.2%, mistimed pregnancy rate 22.1%). Mistimed pregnancies were more frequent across the 13 studies that classified unintended pregnancies into the unwanted and mistimed pregnancy sub-groups.

Being an adolescent (19 years old or younger), single, or having more than 5 children were strong and consistent risk factors for unintended pregnancies. Taking into consideration the fact that pregnancy intention was captured differently across studies, at different moments, and in different physical settings (different questions, retrospectively and during pregnancy, in the communities and in hospitals, respectively), more research is required to determine when it is most appropriate to capture pregnancy intention, which instrument is most suited, and the appropriate data collection location.

ii.

How do pregnant adolescents decide upon their pregnancy outcomes in James

Town?(Chapter 5)

Our results showed that the main role players in the decision making of adolescent pregnancies include family, friends, schoolteachers and the partner. Adolescents overwhelmingly reported having taken the final decision themselves for either continuing the pregnancy to term or opting for an abortion. Interestingly, religious considerations were rarely taken into account. Although almost all adolescents (96.1%) were aware of contraception, none was using any prior to getting pregnant. Of the 15 adolescents who had had abortion experiences, 13 (87.0%) were carried out under unsafe circumstances. iii.

What are the perceived risk factors and decision-making preferences regarding early adolescent pregnancy in James Town? (Chapter 6)

We sought to understand the perceived decision-making preferences and risk factors regarding early adolescent pregnancy in James Town. A vignette-based focus group discussion design was adopted to investigate the risk factors of early adolescent pregnancies.

The vignette was a hypothetical case of a 15-year-old high school student who had not had her menses for the past 6 weeks. Interpersonal factors (parent-daughter communication on sexuality issues, partner readiness to assume responsibility for the pregnancy), cultural factors (taboo on open discussions on sexuality-related issues in households, James Town being considered a "bad" setting, desire of the adolescent's father to be the one to take the final decision), and organizational factors (inadequacy and inappropriateness of the current comprehensive sexuality education package) were the main perceived factors considered important in adolescent pregnancy decision making.

iv.

What are the views of medical, midwifery and law students regarding adolescent abortions and decision making in Accra? (Chapter 7)

A survey of medical, midwifery and law students was carried out to understand their views regarding adolescent abortions and the associated decision making in Accra.

Considering the fact that these students constitute the next generation of health care and legal practitioners, this study aimed to evaluate their attitude towards abortions and their
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