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In 2012, at the Family Planning 2020 Summit in Lon-
don, the Nigerian government made a commitment to 
increase the contraceptive prevalence rate to 36% by 
2018 and to raise total spending on reproductive health 
commodities from US$12 million to US$45.4 million by 
2016.25 While this step is laudable, achieving the goal 
of 36% will require not only that the government fulfill 
its financial commitment, but, equally importantly, that 
it be strategic in its choices of programs to pursue. The 
government of Ethiopia has shown, with its very success-
ful Health Extension Program, that such a strategy is pos-
sible.26 The Nigerian government should carry out an as-
sessment to identify the types of programs that will work 
best in the Nigerian context.

Because it typically takes time to see the effects on per-
sonal behavior of even the best policies and programs, and 
because contraceptive failures happen even among users 
of modern methods, some women will still seek unsafe 
abortions, at least in the short run. To help such women 
avoid long-term disability and even death, the government 
should continue to increase and improve access to appro-
priate, adequate and timely postabortion care services. 
Such efforts should focus on providing access to mod-
ern, appropriate and relatively noninvasive methods of 
postabortion care, such as manual vacuum aspiration and 
misoprostol; providing adequate training for relevant cad-
res of health providers; legally permitting and equipping 
midlevel health practitioners to provide postabortion care; 
and training providers to treat clients in a nonjudgmen-
tal manner. In addition, although only a small number of 
women may be eligible for legal abortion under the current 
law, which permits abortion only to save a woman’s life, an 
efficient process should be established to enable eligible 
women to have access to safe abortion services. To ensure 
that such abortions are performed safely, the government 
should promote training in the provision of safe abor-
tion services at medical schools, during housemanship 
(postqualification training for young doctors, usually dur-
ing their first two years) and during internships for medi-

to social and religious conservatism has greatly affected 
the accuracy of facilities’ reporting of abortion provision 
in Nigeria; while respondents may be able to report rea-
sonably accurate estimates of clandestine abortion services 
and of postabortion complication care, a comparison of es-
timates from this study with those from the previous one 
strongly suggests that many respondents grouped the two 
services together as postabortion complication cases in 
their reports, thus greatly reducing the reporting of abor-
tions. Consequently, to calculate abortion estimates more 
realistically, we had to make several adjustments to ensure 
realistic abortion estimates. Moreover, to correct for notice-
able underestimates and overestimates of postabortion 
care caseloads in some regions and facilities, we assumed 
that service provision in these regions and facilities was 
similar to that in some neighboring regions and facilities. 
These adjustments likely resulted in a conservative esti-
mate of abortion incidence in Nigeria.

Lastly, lacking any direct information on this topic, 
we calculated the required multipliers using data on the 
perceptions of health professionals. While these respon-
dents were carefully chosen and have extensive expertise 
on abortion-seeking behavior, the resulting multipliers are 
not exact measures; thus, we present confidence intervals 
around the estimates of abortion incidence.

Implications for Policies and Programs
Given the extent to which unsafe abortions are still occur-
ring in Nigeria, there is strong need for the government and 
local and international stakeholders to make more concert-
ed efforts to ensure that women do not continue to suffer 
or die needlessly from unsafe abortion. Since unintended 
pregnancy is the reason for most abortions, the most im-
portant—and least expensive—step is to promote access to 
contraceptive services to prevent such pregnancies. Pro-
grammatic efforts should strive to increase coverage, pro-
vide a wide range of contraceptive methods and improve 
the quality of care; women should have access to counsel-
ing and be able to switch methods easily when needed.

APPENDIX TABLE 1.  Characteristics of participating facilities, by type, Health Facilities Survey

Facility type N Mean 
no. of 
beds

%

Provides 
inpatient 
services

Provide 
outpatient  
services

Has functional 
MVA 
equipment 

Has staff 
trained 
in MVA

Has  
surgical 
ward

Has separate 
evacuation 
ward

Provides  
induced 
abortion

Public/government (N=369) 
Teaching hospital/FMC 47 272 100 100 98 98 100 84 14
General/specialist hospital 171 84 100 99 85 88 100 45 7
Cottage hospital/CHC/clinic 78 20 85 92 50 61 35 9 1
Maternity center 73 6 87 98 10 22 4 3 4

                 
Private (N=403)*                
Hospital 263 28 99 100 72 78 96 31 8
Clinic/medical center 68 15 99 97 83 90 93 14 21
Maternity center 72 13 97 97 62 75 68 15 7

                 
All 772 31 96 98 62 70 71 23 8

*Includes 31 facilities operated by nongovernmental organizations or missions. Note: MVA=manual vacuum aspiration. FMC=Federal medical center. 
CHC=Comprehensive health center. 




