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Abstract

Background: Different studies imply that post-abortion care was not only traumatic for women
and men but also a costly and time consuming endeavor for health care facilities, providers and
families. Nationally cross sectional study on women aged 15 to 49 was carried out at northwest
Ethiopia, implies that abortion rate was 19%. Limited access to contraceptives for all groups of
women has been clearly identified as a determinant of induced and spontaneous abortion in
some studies in Ethiopia.

Objectives: To assess determinants of induced abortion among child bearing age women
attending maternal and child health clinic in Mekelle town, Tigray, 2011.

Methods: Institution based cross sectional study on assessment of determinants of induced
abortion was conducted in February 2011. Study subjects were the women in childbearing age,
attending maternal and child health clinic in Mekelle town, among induced abortion survivors
by convenience sampling. The data was collected by interview using structured questionnaire,
and cleaned and analyzed using SPSS V 16.0. Crude and adjusted odds ratio was used to see the
association with p value < = 0.05 as significant. Results were interpreted and presented in the
form of figures, tables and texts. The result will be disseminated timely and contributes to the
control of induced abortion.

Results: A total of 260 women of reproductive age group were interviewed. The main
determinants of induced abortion were health problem 56 (21.5%) and child spacing39 (15%).
The younger the women, the higher the risk of induced abortion. The mean age of health
institution based induced abortion was 25.19 years. Contraceptive failure was also substantial
determinant among the respondents. Marital status and occupation were some of the influential

demographic factors.



Conclusions and recommendations: Majority of women who experience induced abortion
120(46.1%) were less than 25 years age. The most frequent determinant of induced abortion
reported was health problems 56 (121.5%). When educational level and economy of the women
increases, their interest to induce in health institution also increased. It was recommended that
health professional, policy makers and leaders should create awareness in the community that the
unwanted pregnancy would have cultural, economical and psychological impacts secondary to
induced abortion.

Key words: number of induced abortion and order of pregnancy aborted.



CHAPTER I: INTRODUCTION

1.1 Background

Abortion is the termination of a pregnancy by the expulsion of a fetus or embryo from the uterus.
An abortion can occur spontaneously due to complications during pregnancy or can be induced.
In the context of human pregnancies, an abortion induced to preserve the health of the pregnant
female is termed as therapeutic abortion, while an abortion induced for any other reason is
termed as elective abortion. By convention, induced abortion is usually defined as pregnancy
termination prior to 20 weeks (for developed countries) and 28weeks (for developing countries)
gestation or less than 500-gm birth weight; it can be safe or unsafe abortion. The term abortion
most commonly refers to the induced abortion of a human pregnancy, while spontaneous
abortions are usually termed miscarriages (1).

In Ethiopia, abortion has been contributing to the high maternal mortality rate (MMR). The risk
groups, (mothers and children) have priority in health service implementation. Worldwide, the
plan to achieve the Millennium Development Goal 5 is focusing on maternal and child health as
a primary goal in health program. To achieve the Millennium Development Goal 5 of reducing
maternal deaths by three-fourths by 2015, particularly in sub-Saharan Africa, like Ethiopia, the
issue of abortion has to be systematically addressed (2).

The demand for abortion in this poor and predominantly rural country is rooted in low
contraceptive use and high levels of unintended pregnancy. Indeed, only 14 % of Ethiopian
women of reproductive age use contraception and more than 40% of pregnancies are unintended
(3). Substantial progress has been made in providing legal, safe abortion services in the short
time since legal reform. Ipas and the Guttmacher Institute, in collaboration with Ethiopian

Society of Obstetricians and Gynecologists (ESOG) were organizations playing effective role.
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Expansion of contraceptive services is crucial if unintended pregnancy and abortion-related
mortality and morbidity are to be reduced (3).

Legality of abortion, introduction of long acting contraceptives, and cooperation with NGOs are
some of the country’s health activities to reduce maternal mortality. Marie Stopes International
(MSI) is one of the most dynamic NGO works to reduce the number of unsafe abortions globally
by rapidly expanding access to comprehensive sexual and reproductive health services, including

safe abortion and post abortion care (4).

1.2 Statement of the problem

Long ago abortion was with high incidence; approximately 26 million legal and 20 million
illegal abortions were performed in 1995. Approximately 44% of abortions worldwide were
performed illegally (of which many, though not all, are unsafe). The proportion of abortions that
are illegal ranges from almost none in Eastern Asia, Western Europe and Northern America to
almost all in Africa, Central America and South America among women aged 15-44 (5).

. Unsafe abortion accounted for 14% of all maternal deaths in sub-Saharan Africa, where half of
the world maternal deaths occurred. Many women with unintended pregnancies resort to
clandestine abortions that are not safe. According to the World Health Organization, around 1.5
million abortions in Middle East and North Africa in 2003 were performed in unsanitary settings,
by unskilled providers, or both. Complications from those abortions accounted for 11% of
maternal deaths in the region (6).

Ethiopia has a community with poor health service supply that delays health service coverage.
Nowadays, health service facilities expansion is one basic need to fulfill community health
demands. In Ethiopia as elsewhere in developing countries maternal health problem

predominate. Different studies imply that Post-abortion care is not only traumatic for women and
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men but also a costly and time-consuming endeavor for health care facilities, providers and
families. One hospital-based study in Addis Ababa reported an average stay of 4 days for
abortion admissions, and 6 days for complications of induced abortion (7).

According to the World Health Organization, Ethiopia has the fifth largest number of maternal
deaths. The maternal mortality ratio (MMR) in Ethiopia was estimated at 673 deaths per 100 000
live births in the year 2005, and unsafe abortion was estimated to account for 32% of all maternal
deaths in Ethiopia. The restrictive laws on abortion before May 2005, in Ethiopia have been
revised to include four legal grounds in which abortion can be made available, (rape and incest,
lethal congenital malformation, physical health and mental health), which contributes to an
increase in induced abortion, even though it is not as expected (8).

Recently in 2008, an estimated 382,000 induced abortions were performed in Ethiopia, and
52,600 women were treated for complications of such abortions. There were an estimated
103,000 legal procedures in health facilities nationwide 27% of all abortions. Nationally, the
annual abortion rate was 23 per 1,000 women aged 15-44; the abortion ratio was 13 per 100 live
births. Unsafe abortion is still common and exacts a heavy toll on women in Ethiopia. It also
shows that almost 58,000 women sought care for complications of induced or spontaneous
abortion. Forty-one percent had moderate or severe morbidity, such as signs of infection that
were likely related to unsafe abortion. (9).

After legalization of abortion in Ethiopia, decreased trends of abortion ratio and the abortion
related MMR were identified; the MMR is reduced to 470 deaths per 100,000 live births in
(2008), but the severity of abortion complications and the case fatality rate increased during the

transition of legal revision; the case fatality rate of abortion increased from 1.1% in 2003 to 3.6%



in 2007 and the case fatality rate among women seeking post abortion care in public hospitals
were the most serious complications seen, (628 per 100,000), (9, 10).

The possible cause of abortion is laying on unintended pregnancy, resort to clandestine
abortions that are not safe. Rape or incest, potential health problems regarding the mother or
child, is also considerable causes. In two studies, it was explained that rape was cited as the
reason for seeking an abortion in 20-25% of the cases. In one review of maternal deaths
conducted by a Maternal Mortality Review Committee, avoidable factors were found in 92% of
the cases. Many of these deaths were attributed to poor post-abortion and delivery management.
Limited access to contraceptives for all groups of women has been clearly identified as a
determinant of unwanted pregnancy and subsequently, induced and even spontaneous abortion in
some studies (7).

Studies conducted in Spain in 2004, levels of alcohol consumption, living conditions, and
personal health and education influences the induced abortion rate. It is not out of consideration
that sex before marriage also contributes to usually unsafe abortion; results in serious
complications (11). The revision of restrict laws on abortion in Ethiopia was to reduce
prevalence of unsafe abortion. Good supply of unmet contraceptive needs, restriction of
underage marriage, and preventive policy of rape were some of the solutions to reduce
unintended pregnancy. A study on legal rights to abortion are not yet access, in Ethiopia, 2006,
making reports for which it clear that just legalizing abortion does not go far enough to
guarantee women's health and rights (12).

Even after liberalization of the abortion law in Ethiopia, a number of reports indicate that the
consequence of abortion is contributing factor for maternal death. One survey of 15-24 year-olds

women, in Addis Ababa, half of the 976 young women interviewed reported having been
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pregnant; 76% of these women told interviewers that they had a spontaneous (2%) or an induced
abortion (74%). Another record review of Addis Ababa maternal deaths 35 of 36 abortion-
related deaths were induced abortion cases; that impede rapid and high quality abortion care; and
it is contradicting the liberalization of abortion law that was for the purpose of reducing maternal
death (6).
From the above paragraphs it can be generalized that legalization of abortion law, and fulfilling
of unmet need of contraceptive can’t reduce abortion and maternal mortality rate as needed as
possible; rather flow of abortion and related deaths are common. A cross sectional study
conducted countrywide in 2000 indicates that Mekelle town is the second highest next to Gonder
in abortion prevalence (15.7%). From 2007 until 2009, Ipas and the Tigray Health Bureau (THB)
used the Safe Abortion Care (SAC) monitoring framework to assess progress to achieve positive
results; end results illustrate that women treated for abortion complications declined, while the
number of women using safe, induced abortions dramatically increased from 7.3 % of all
abortion cases to almost 60 % two years later (6, 13).
Therefore, the research investigator hypothesize that there are number of factors that can
determines induced abortion. Thus, the research investigator posed questions as:

o What is the distribution of induced abortion in the study area?

o What are the determinants that increase induced abortion in the study area?

o What are the association between the determinant factors and induced abortion in the

study area?
The aim of this paper is to identify determinants of induced abortions among child bearing

age women attending health institution in the study area, during the study period.



1.3 Significance of the study

Nowadays abortion predominates, despite a number of organizations striving to reduce it. The
significance of the study is to describe the determinants of induced abortions in the study area
that enables to reduce unwanted pregnancy, and contributes bases for reduction of maternal
mortality. It can be used as a base line by policy makers and significant others to explore the way

to reduce risks of induced abortion and prevention of determinants.



CHAPTERII: LITERATURE REVIEW

Abortion is the worldwide public health problems. After legalization of induced abortion, it
persists being risk factor for maternal death, morbidity and economical burden. A large number
of women diseased secondary to obstetric conditions like pregnancy, labor, and abortion. A study
in Padesh, India in 2002, a symptom measure records indicates morbidity of 58% of those have
abortion in rural, and morbidity of 46% of those have abortion in urban areas. The severity in
abortion attempted mothers was high in rural areas than urban areas (14).

Every year, worldwide, about 42 million women with unintended pregnancies choose abortion,
and nearly half of these procedures, 20 million, are unsafe. Some 68,000 women die of unsafe
abortion annually, making it one of the leading causes of maternal mortality. An unsafe abortion
showed exaggerated in developing countries. In Western nations, only 3% of abortions are
unsafe, whereas in developing nations 55% are unsafe. Worldwide, some 5 million women are
hospitalized each year for treatment of abortion-related complications; and abortion-related
deaths leave 220,000 children motherless. The main causes of death from unsafe abortion are
hemorrhage, infection, sepsis, genital trauma, and necrotic bowel. Poor wound healing,
infertility, consequences of internal organ injury (urinary and stool incontinence from vesico-
vaginal or recto-vaginal fistulas), and bowel resections are also not ignored (5, 15).

A study conducted in USA in 1982, indicates the order of main effects of abortion in numerical
importance as marital status, metropolitan residence, age, education, parity, and race. The gross
distribution indicates that 13% of pregnant nonmetropolitan women obtain an abortion compared
with 32% of pregnant metropolitan women. The bivariate effects of education on pregnancy
outcome indicate that the likelihood of abortion versus birth among women with less than 12
years of education is 90% birth that of women with at least 12 years of education. Pregnant
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women with at least 12 years of education are more likely to abort than those with less education
(16).

Data from the 1998-99 National Family Health Survey of India are used to examine the net
effects of social and demographic characteristics of women on the likelihood of abortion. Results
from logistic regression analyses show that literacy, type of work, belonging to a scheduled caste
or tribe, urban residence, standard of living, parity, religion, age, have significant effects on the
likelihood of abortion. Literate women are about twice as likely to get an abortion as illiterate
women; similar to that of U.S.A study findings. Compared women with a low standard of living,
women with middle and high standards are more likely to get abortions. Urban dwellers are also
more likely to seek abortions than are others (17).

There is also a relationship between abortion and sexual practice before marriage and since it
may be lack of conformity, it can predispose usually to unsafe abortion. Researches had been
carried out in China on attendees' sexual activity, pregnancy and abortion before their marriages
in 2004. A history of induced abortion was sought almost in seven urban studies, and ranged
from 11 to 55%. Most women who had become pregnant had an induced abortion in three
different studies, 86%, 90% and 96% respectively. These data show that for premarital sex,
abortion is the main response (18).

In the same countries another study in 2003, on Determinants of Induced Abortion and their
Policy Implications in Four Countries in North China indicates that the outcome of a pregnancy
is strongly determined by the official birth policy according to the current number and sex of a
couple's children, the woman's age at pregnancy, and the length of time between the index child's
birth and the current pregnancy. The probability of a pregnancy's being terminated by abortion is

significantly lower if the first child is a girl, the spacing from the previous birth is long, or the
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mother is 28 or older. Individual and household socioeconomic status, as measured by the
education of the wife and the husband plays no apparent role in determining whether a
pregnancy is aborted; none of these variables is statistically significant (19).

Women usually did not need their pregnancy without any economical, medical or social
problems, called unwanted pregnancies, can also contribute for induced abortion. A study in
Turkey, 2002, indicates that the primary reason given for induced abortions did “want no more
children" (64.6%). In about 63.54% of the induced abortions, both of the couples have decided to
the induced abortion together. Most of the lifetime induced abortions take place at the private
doctors’ consultant room (46.88%); almost 23.96% of them have begun to use ineffective
methods. Intra uterine devices (IUD) (52.38%) took the first and condom (26.19%) took the
second place among the effective family planning methods (20).

Women having more than one sexual partner may have induced abortion, usually to be safe
guard of her husband. A study conducted in Latin American country in 20 cities in Peru, 2009,
indicates that the risk factors for induced abortion were geographic region-highlands, having
children, having more than 1 sexual partner in lifetime, and overall, 49.0% of the women who
reported being currently sexually active were not using contraception. The provision of
contraception and safer-sex education to those who require it needs to be greatly improved and
could potentially reduce the rate of induced abortion (21).

Family income and education may associated with abortion, a study in Brazil 2006, on induced
abortion during youth: social inequalities in the outcome of the first pregnancy, indicates that
abortion is almost four times as frequent in girls with a monthly income greater than U$90.00
and three times as frequent in those with more schooling, as compared to those with lower family

incomes and less schooling (29.5% versus 19.3%). Among women whose sexual debut was with
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an occasional partner, 35.8% reported abortion in the first pregnancy. With those women
reported that had used contraceptive method, abortion was the outcome of the pregnancy in
26.7% of cases. Neither self-reported race/color nor parents’ separation was statistically
associated with the target event (22).

Developing countries, like Africa, have not enough economies to afford the consequence of
abortion (safe abortion); requires reducing the occurrence of abortion by controlling causing
factors. The World Health Organization (WHO) estimates that every year, nearly 5.5 million
African women have an unsafe abortion. As many as 36,000 of these women die from the
procedure, while millions more experience short- or long term illness and disability.(8) The
proportion of maternal deaths attributable to abortion ranged from 2% in Nigeria to 54% in
Guinea. The Guinean study reported that 15%  of the hospitals' maternal deaths, and an
additional 54% of the maternal deaths in the community, were due to abortion complications.
One study, from Zambia, found that 53% of women seeking an abortion were of low or middle
socioeconomic status. Research on Nigerian adolescents with septic abortion found that over
50% of the young women had been expelled from school because of their pregnancy (23).

The major determinants of the high rate of mortality associated with induced abortion in
developing countries include restrictive abortion laws, adverse socio-economic, cultural, and
religious factors; which limit access to abortion and post-abortion care for women suffering
complications of unsafe and induced abortion. In many developing countries, because of
restrictive abortion laws, termination of pregnancy is undertaken either by women themselves
using highly dangerous methods, or by “backstreet” abortionists lacking minimal training, skills,

and experience (24).
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Social stigma and economic variables may determine unsafe or safe abortion. Socially
unacceptable pregnancies like rape, multi partner, incest is difficult to communicate with health
professionals for the community. Many women, therefore, seek clandestine abortions, which
places the woman at risk of complications and death. In India, for example, religious and social
sentiments prevent women from seeking legal and safe abortion services in public health
institutions. Despite the law that permits abortion on broad social grounds, women with
unwanted pregnancy in India continue to patronize illegal abortionists. In Zambia and Ghana,
two countries in Africa with liberal abortion laws, the lack of strong service delivery systems that
integrate abortion and post-abortion care is the major reason that women in those countries still
suffer complications of unsafe abortion (11, 24).
Like other developing countries, Ethiopia also has similar health problems that demands
solution. One in 27 women died from complications of pregnancy or childbirth annually.
Notwithstanding the new law, almost six in 10 abortions in Ethiopia are unsafe. In 2008, an
estimated 382,500 induced abortions were performed in Ethiopia, for an annual rate of 23
abortions per 1,000 women aged 15-44. The abortion rate is considerably higher than the
national average in urban areas: 49 per 1,000 in Addis Ababa, and 184 per 1,000 in the smaller
urban regions of Dire Dawa and Harari. Women seeking induced abortion in 2008 had a mean
age of 23, and the majority (54%) was single. The Ethiopian study found that complications of
abortion were the leading cause of maternal mortality in the population surveyed, accounting for
54% of the direct obstetric deaths and 29% of all maternal deaths (9, 23).

A nationwide hospital based survey in 9 of the 11 administrative regions of Ethiopia was
conducted from June to December 2000. About 58% of the cases were in the age range of 20-29

years, the majority of women (87%) were aware of contraceptive methods, but only about half of
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them ever used a family planning method. Of those pregnancies that ended in abortion 50 %
were unwanted. Among those with induced abortion, the most common reason for termination of
pregnancy was contraceptive need. About 19% women reported that unwanted pregnancy
occurred due to contraceptive failure, which has important implications for the provision of
appropriate family planning services. Rape accounted only for 3% of all pregnancies that ended
in unsafe abortion which was 2.5% of all the reasons for termination of pregnancies. Partner
decision alone as a reason for termination of pregnancy accounted for 9.3% of all cases (25).
Most of the determinants of abortion in Ethiopia are avoidable, but still causes maternal death.
From the fragmented studies conducted in Ethiopia, we can see that the prevalence of induced
abortion and its negative consequences are increasing from time to time throughout the country.
A cross sectional study on 1346 women aged 15 to 49 was carried out in six rural and four urban
‘Kebeles’ of northwest Ethiopia in March 2003. The abortion rate was 19% and among
spontaneous and induced abortion were computed prevalence rates as 14.3% and 4.8%,
respectively. A total of 573 (42.6%) women reported to be current users of contraceptives (26).
Among the determinant factors included in the multivariate logistic regression model, place of
residence, marital status, contraceptive use, number of pregnancies and level of education
attained by the women were found to be significantly and independently associated with induced
abortion. As indicated in the study, other reasons for induced abortion were fear of the family
and the community 20 (31.3%), not to interrupt school 17(26.6%) and financial problem 9
(14.1%). With the increase in age and number of pregnancies, there was a decrease in the
number of mothers who had induced abortion. (28)

On the other hand, as the level of education of the study subjects increased, there was an increase

in the number of mothers who had abortions accordingly; this is similar to that of China and U.S
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study results. A cross-sectional study done in Agaro town, southern Ethiopia, in 2006, abortion
was reported as associated about 17% with maternal education and marital states was
significantly associated with post abortion care, but association decreases as educational level
increases (26, 27). As indicated in the study conducted in 2000 indicates that Mekelle town is
the second highest next to Gonder in abortion prevalence (15.7%). A prospective study in
Adigrat, 2004, indicates that rape has significant role in abortion; within the study period, 181
victims have been reported. After three month follow up 16 patients become pregnant and 11 of

them were aborted (28, 29).
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Conceptual frame work

As it cannot found similar conceptual frameworks for the determinants of induced abortion in
Ethiopia, a developing country model was adapted, as shown bellow. Two aspects of this model
are important for guiding the current analysis. First the probability of abortion is decomposed
into contextual factors, individual and household factors. Second the model assumes that
intended and unintended pregnancies may end in induced abortion through different determinant

factors. This can help to show the relation of independent variables and induced abortion (30).

Individual and household Contextual factors
factors ¢ Norms regarding sexuality,
e socioeconomic status Health e Marital status, rape and

incest, religion.
e Family size, contraception,
induced abortion

service
avilability

and life style , age,
education, occupation,

lack of awareness,

— _/
~

Contracepti No pregnancy

Exposure to on nonuse Intended >>

intercourse Contracepti Unintended>> ABORTION
on Use

Adapted from study conducted in the north-western Indian state of Rajasthan, in 2008, by
Sutapa Agrawal (Assistant Professor).
Source: produced by the United States Agency for International Development. (30)

Figurel. Conceptual frame work of the study variables of determinants of induced abortion.
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CHAPTERIII: Objective

3.1 General objective:

To describe determinants of induced abortion among women of child bearing age, attending

MCH clinic who experienced abortion in Mekelle town, 2011.

3.2 Specific objectives:

e To describe induced abortion in the study area
e To identify the determinants of induced abortion in the study area

e To describe related factors associated with induced abortion.
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CHAPTER1V: Methodology

4.1 Study area

This cross sectional survey was conducted in Mekelle town, Tigray. Tigray is the northern most
regional State, one of the nine Regions in Ethiopia. Tigray is bordered by Sudan to the west,
Eritrea to the north and the Amhara and Afar Regions of Ethiopia to the south and east
respectively. The region covers 54,572.6 square kilometers, with a population estimated at 4.48
million in 2007. Tigray has a public health-care infrastructure of 12 public hospitals and 38
health centers.

The study was carried out in Mekelle town which is the capital of Tigray regional state.
Mekelle is located 783km from Addis Ababa; Northern part of Ethiopia. Total population of the
Mekelle town is estimated to be 227,505 (2008) and women of childbearing age group are 60,
998 (32.97%) of total population in 2007. Administratively the town is divided into seven sub
administrative units; namely Hawelty, Hadnet, Ayder, Semean, Kedamay weyane, Adihaki, and
Quiha. There are three general, one referral, governmental hospitals and four private hospitals

rendering induced abortion. There are also eight health centers and 38 private clinics in Mekelle.

4.2 Study period:

The cross-sectional study was conducted in Mekelle town in February 2011.

4.3 Study design

Institution based cross sectional study design.

4.4 source population
All women of child bearing age that experienced induced abortion in the catchment area of the

MCH clinic.
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4.5 Study Population
All women of child bearing age, attending the MCH clinics at study period that experienced

induced abortion.
4.6 Description of Variables
1. Independent variable
v Demographic variables
@ Age, education, marital status, income, occupation, residence.
v Determinant factors
@ Lack of contraceptives, contraceptive failure, lack of knowledge about
contraception, child spacing, rape, incest, and health problems.
2. Dependant variable:
v Number of induced abortion.
v Order of pregnancies aborted.
4.7 Eligibility criteria
Inclusion criteria
Women aged between 15-49 years, attending MCH clinics, those who experienced induced
abortion within 5 years past from the study period, live for about six month in the area and that
were voluntary to participate was included in the study.
Exclusion criteria
Those women who did not experience induced abortion, those involuntary to participate or

incapacitated, and women with history of miscarriage was excluded from the study.
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4.8 Sample size determination

The Sample size determination had been used with the assumption of Confidence level = 95%,
Critical value z = 1.96 (from significance level a = 5%) and Degree of precision, w = 0.05.
Similar cross sectional study on women aged 15 to 49 was carried out in northwest Ethiopia in
March 2003, the abortion prevalence was 19% (25). From the study, P was taken as 0.19 and

non response rate 10%. The sample size was calculated using a formula for single population

((Zaf2) 2(p (1-p0) _ (1.96] 2(0.13 (1—019))
(d2) ((o.05)2)

proportion. Using n= =236. With contingency 24

participants, the total sample size was 260.

4.9 Sampling technique:

The study sites were changed from previously proposed (to include governmental and private
health institutions) for administrative purposes to health institution with almost similar flow of
patients. Two governmental hospitals (Mekelle Hospital, & Ayder referral hospital), and two
governmental health centers (Semyen and Mekelle health centers) were selected purpose fully,
for that it is likely child bearing age mothers were found and usual abortion procedures
performed in these institutions. Since many of the study subjects did not volunteer, not easily
accessible and less flow of clients for all day’s services interval of study subjects, convenient

sampling method was used in the study sites to select the study subjects.

4.10 Method of data collection

The data was collected by interviewing the study subjects using structured questionnaire that was
adapted from research done on post abortion quality of care questionnaire, by IPAS Ethiopia in

Tigray, 2008. The questionnaire was distributed to the selected health institution, based on that
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they have almost similar average daily intake of clients related to MCH service. Therefore the
number of respondents selected from each institution was 65 each.

The tasks of supervisory was deploying data collectors by going with them, introducing the
purpose of the study for clinic leaders, checking daily 10% of the filled questioners for
completeness, accuracy at the closing of each day of data collection. Considering the definition
of induced abortion used in the proposal, data was collected when confirmed participants’

abortion status either from their registration or when voluntarily explained themselves.

4.11 Data quality Assurance

To achieve good data quality:

v Questionnaire was prepared in English and translated in to Tigrigna and back translated to
English by different qualified individuals to keep consistency of the data.

v Nurse female data collectors were selected based on their ability to speak the local language
for better communication on abortion.

v’ Training was provided to the selected data collectors and supervisors for two days about the
process of data collection.

v' Pre test was done with 10% of the questionnaires one week before actual data collection on
similar community as the study population, in an area that was not included in the study.

v" Checking 10% of the filled questioners for completeness and accuracy at the closing of each

day, and closer supervision was undertaken during data collection.

4.12 Data analysis procedure

Data was entered, cleaned and analyzed using SPSS V 16.0 statistical software package. To see

the relative determination of independent variable on the dependent variable, binary logistic
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regression analysis was carried out. Results were presented in the form of texts, tables, figures,

and graphs.

4.13 Ethical consideration

Ethical clearance and approval was obtained from Addis Ababa University-Department of
Nursing Research Review Committee. The necessary permission to undertake the study was also
obtained from Tigray RHB and specific health institution leaders. Leaders of the site and all
participants were informed about the purpose, advantage and disadvantage of the study, being
anonymity and the right to refuse at any stage of interview. Confidentiality of the responses was

assured, and informed consent was obtained prior to each interview.

4.14 Dissemination and utilization of the Result
The study findings will be disseminated to Tigray RHB, Mekelle town health department. The

results will be also submitted to Addis Ababa University Department of Nursing & Midwifery in
the form of Master’s thesis. The result will be presented in different related seminars or

workshops, and at the end, it will be sent for publication on journal of high scientific repute.

4.15 Operational definitions

Abortion- the termination of pregnancy before 28weeks gestational age with apparent causes, in
the way exist no viability of the fetus.

Child spacing- termination of pregnancy as contraceptive purpose

Contraceptive failure — used contraceptive gives no expected prevention.

Determinants - those factors contributing for the occurrence of abortion.

Incapacitated- women who mentally or physically unable to give their response during data

collection period
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Incest- sex between close relatives

Induced abortion - abortion performed by individuals for any perceived reason.

Induced abortion survivors- Women who experienced induced abortion, and able to survive.
Lack of awareness- when the participants do not know how, where, and when to prevent
pregnancy.

Health problem- health related conditions that include congenital malformation, physical injury,
medical condition, and mental health problem

Maternal and Child Health clinic- a clinic either in hospital or separate health institution
comprises ANC, family planning and delivery services or abortion centers.

No formal education- those who did not have grade one or more certificate.

Rape - the crime of using force somebody to have sexual intercourse with somebody

Unwanted pregnancy- A pregnancy in which the woman usually did not need their pregnancy

without any economical, medical or social problems.
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CHAPTER V: Results

5.1 Socio-demographic characteristics

A total of 260 women of reproductive age group were interviewed, making the response rate of
100%. Most of the clients were inhabitants of Mekelle town, 243 (93.45%) and the rest were
from other villages around the town, and more than one year period of residence were 84.6%.
The majority of the women who had experienced induced abortion 138 (53.1%) were under the
age of 25 years, with mean age 26.22 +7.0lyears. In their ethnicity, about 230 (88.5) were
Tigrian. Twenty seven (10.4%) were Amhara and the rest 3(1.2%) were Erob. Most of the
respondents, 229 (88.1%) were followers of orthodox religion, and the rests few were Muslim,
Catholic, and Protestant. Their marital status revealed that the largest number 103 (39.6%) were
married, and the next largest were single 67(25.8%), out of which 64(95.5%) were aborted their

first pregnancy.

Of the total 260 interviewed women, 117(45%) were housewives, and only 10.8% (28) were
commercial sex worker. A large number of the respondents, 105 (40.4%) were with secondary
school and above educational status, and about 93 (35.8%) of the respondents were with no
formal education. Based on their monthly income, about 190 (73.1%) women had monthly
income less than 500 Birr, and only 12, (34%) respondents had a monthly income of more than
1500 Birr. The distribution of socio-demographic characteristics of the respondents is shown

below in table 1.
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Table 1: Socio demographic characteristics among reproductive age women, in Mekelle

town,

Ethiopia, 2011 (n=260)
Characteristics Frequency  Percent
15-19 45 17.3
20 -24 75 28.8
25-29 60 23.1
Age 30-34 42 16.2
35-39 23 8.8
40-44 12 4.6
45-49 3 1.2
Marital status Single 67 25.8
Married 103 39.6
Divorced/widowed 46 17.7
Co-habitant 44 16.9
Occupation House wife 117 45.0
Governmental Employee 35 13.5
Commercial sex worker 13 5.0
Daily worker 28 10.8
Student 65 25.0
Merchant 2 0.8
Educational level =~ No formal education 93 35.8
primary 62 23.8
Secondary and above 105 40.4
Monthly income <500 Birr (low ) 190 73.1
500-1500 (medium) 58 223
>1500 (high) 12 4.6
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5.2 Obstetrics related variables

The women who had no child accounts 118 (45.4 %) and those who had three or more were
57(21.9%). Out of the total women, those who had only one pregnancy were 110 (42.3%) and
almost all of the women 244(93.8%) had not experienced stillbirth. Those 213(81.9%)
respondents were aborted in health institution, and 51(19.6%) were out of health institution. The
mean age of institution based induced abortion was 25.19 years, and the mean age of non health
institution based induced abortion those 30.89 years. Among the total induced abortion, those
215(82.7%) were induced by health professional, and 26(10.0%) were induced by the woman
herself. Among those 48 (18.5%) admitted respondents, 6 (12.5%) had more than five day
duration of admission. Among those 72 (27.7%) respondents who had complication, those 49
(68.1%) respondents had bleeding, and 18 (25.0%), had infection. One hundred sixty seven
respondents, (64.2%) paid less than 50 Birr, and only 16(6.2%) paid more than 400 Birr for their
induced abortion. All of those who had monthly income more than 1500 Birr, 100% (12) were
institution based abortions. Among 59 (22.7%) contraceptive user respondents for their aborted

pregnancy, the largest percent, 30 (50.8 %) had used oral contraceptives.
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Table 2: Obstetric characteristics among reproductive age women, in Mekelle town,

Ethiopia, 2011 (n=260)

Characteristics Frequency Percent
Number of children No 118 454
One-two 85 32.7
Three or more 57 21.9
Number of abortion One 240 92.3
Two or more 20 7.7
Order of abortion First pregnancy 149 57.3
Second pregnancy 86 33.1
Third pregnancy 45 17.3
determinants of abortion Lack of contraceptive 4 1.5
Contraceptive failure 43 16.5
Lack of awareness 37 14.2
Child spacing 39 15.0
Rape 37 14.2
Incest 22 8.5
Health problem 56 21.5
Others ¥ 23 8.8
Place of abortion Health institution 213 21.9
Her home
Traditional healer’s 40 154
11 4.2
house
Doer of abortion Health professional 215 82.7
Non health professional 49 18.3
Admission Yes 48 18.5
No 212 81.5
Duration of admission One day 12 4.6
Two-five days 30 11.5
More than five days 6 23
Complication Yes 72 27.7
No 188 72.3
Amount of birr paid Less than 50 Birr 167 64.2
55-99 Birr 29 11.2
100-199 Birr 26 10.0
200-400 Birr 22 8.5
Greater than 400 Birr 16 6.2

¥ = Religion issue, separation, Unwanted pregnancy, Lack of economies, not to interrupt

school, sex before marriage, divorce.




5.3 Determinants of induced abortion related variables

From the total interviewed women, 56(21.5%) respondents were replied health problem as their
determinants of induced abortion. Contraceptive failure and child spacing were the next most
common determinants reported with 43(16.5%) and 39 (15%) respectively. Those women who
had lack of awareness and rape had also significant number, (Figure-1 below). Among teenagers
33.5% respondents had raped when compared to higher age group, 25-29 years, only 8.3%. Rape
with 14.2% and incest with 8.5% had significant numbers as determinants of induced abortion
among those women who had never married; whereas married women had child spacing with
higher percent (16.5%) as determinants of induced abortion. Contraceptive failure and lack of
awareness were equally found as determinants of induced abortion among student respondents

with 16.9% (11) each.
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Frequency

Figure.2. The determinants of induced abortion among
reproductive age women, Mekelle, 2011.

NB: “others” in figure 2 include- Religion issue, separation, unwanted pregnancy,

Lack of economies, not to interrupt school, sex before marriage, Divorce.

When described the outcome of induced abortion, among the total women, 240(92.3%) were
experienced only one induced abortion, and 20(7.7%) were experienced more than one induced
abortion; out of which 18 (90%) were experienced two times and 2(10%) had three times
induced abortion. The order of pregnancies induced were also showed that first order of
pregnancies induced covers larger percent 149(57.3%) than second and third or more, as shown

in figure 3 below.
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17.30% : & first pregnancy aborted

O second pregnancy aborted

O third or more pregnancy
aborted

Figure.3. Frequency of order of pregnancies aborted among reproductive
age women, Mekelle, 2011

At the end when the distribution of determinant variables of induced abortion had described,
health problem had highest percent among only one induced abortion 48(20.0%) and with more
than one induced abortion 8(40.0%). Child spacing and rape had the next higher proportion
among respondents with one induced abortion 38(15.8%) and 36(15.0%) respectively. Lack of
awareness 5(25.0%), was the next (to health problem) largest percent among more than one

induced abortion, as shown in figure 4 below.
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Figure.4. Determinants of induced abortion by number of abortion among
reproductive age women, Mekelle, 2011.

NB: others include- Religion issue, separation, unwanted pregnancy,

Lack of economies, not to interrupt school, sex before marriage, Divorce.
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5.4. Association of variables with induced abortion

The assessment of association was calculated based on bivariate and multivariate binary logistic
regression. The socio demographic status of respondents and determinants of induced abortion
were compared their association with order and number of induced abortion. Most of the
outcomes of socio demographic characteristics were not associated with the dependant variables.
Some variables, like educational status, occupation, marital status, number of children, and
determinants like health problem, child spacing, rape and incest, were associated with the order
and number of induced abortion (Table 3).

As compared with students as occupational status, commercial sex workers were more likely to
have more than one induced abortion, (COR=9.75, 95% C.I (1.45, 65.78). Women who had no
children had less likely chance to have more than one induced abortions, (COR = 0.271, 95%,
C.1 (0.084, 0.870) than those with three or more children. When we compare with those who
had not health problem as determinant, those women with health problem were more likely to
hove more than one induced abortion (COR=2.667, 95%, C.I (1.032, 6.887); and also, those who
had admitted had high chance to have more than one induced abortion (COR=3.333, 95%, C.I
(1.280, 8.678), than those did not admitted. Contraceptive related variables, lack of awareness,
rape, incest, and child spacing did not show association in the crude odds ratio with number of
induced abortion.

The association using multivariate binary logistic regressions showed that most of independent
variables had no association with number of induced abortion. Those daily worker women had
less likely possibility to have more than one induced abortion (AOR =0.003, 95% C.I (0.000,
0.600), than students. As compared to those who had three or more pregnancy, those with one to

two number of pregnancy had less likely chance to have more than one induced abortion, (AOR=
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0.013, 95% C.1(0.001, 0.325). Those women who were admitted for their induced abortion were
more likely to have more than one induced abortion (AOR =3.34, 95% C.I (1.07, 10.39), as
compared to those did not admitted. The age, marital status and educational status were not
associated with number of induced abortion. Variables like health problem, lack of awareness,
child spacing, rape and incest had also not associated with induced abortion when calculated the

adjusted odds ratio.
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Table 3: Demographic and determinant variables by number of induced abortion in

Mekelle town, Ethiopia, 2011. (n=260).

Characteristics Number of induced abortion
One More COR (95% C.1.) AOR (95% C.1.)
No (%) than one
No (%)
Occupation
Housewife 107(44.6) 10(50.0) 3.037(0.645, 14.298) 0.267(0.011, 6.22)
Gove employed 31(12.9) 4(20.0) 4.194(0.728, 24.143) 5.481(0.05, 648.5)
Commercialsex work 10(4.2) 3(15.0) 9.75(1.445, 65.780)* 0.482(0.014, 16.25)
Daily worker 27(11.3) 1(5.0) 1.20(0.105, 13.838) 0.003(0.000, 0.600)*
Students 63(26.3) 2(10.0) 1 1
Number of children
No 113(95.8) 5(4.2%) 0.27(0.084, 0.87)* 27062.9(25.70,2848)
One to two 78(91.8%) 7(8.2%) 0.55(0.188,1.611) 5.047(0.281, 90.525)
Three or more 49(86.0%) 8(14.0%) 1 1
Number of pregnancy
One 110(45.8) 0(0.0) 0.000(0.000 ) 0.000(0.000,----)
two- three 80(33.3) 9(45.0) 0.511(0.198, 0.321) 0.013(0.001, 0.325)
four or more 50(20.8) 11(55.0) 1 1
Contraceptive failure
Yes 34(14.2) 4(20.0) 1.515(0.478, 4.804) 1.631(0.412, 6.46)
No 206(85.8) 16(80.0) 1 1
Lack of awareness
Yes 32(13.3) 5(25.0) 2.167(0.737, 6.37) 2.063(0.56, 7.58)
No 208(86.7) 15(75.0) 1 1
Child spacing
Yes 38(15.8) 1(5.0) 0.28(0.036, 2.15) 0.139(0.016, 1.197)
No 202(84.2) 19(95.0) 1 1
Rape
Yes 36(15.0) 1(5.0) 0.298(0.039, 2.3) 0.75(0.07, 7.17)
No 204(85.0) 19(95.0) 1 1
Incest
Yes 20(8.3) 2(10.0) 1.222(0.264, 5.65) 4.774(0.70,32.55)
No 220(91.7) 18(90.0) 1 1
Health problem
Yes 48(20.0) 8(40.0) 2.667(1.032, 6.887)* 0.823(0.142, 4.77)
No 192(80.0) 12(60.0) 1 1
Admission
Yes 40(16.7) 8(40.0) 3.333(1.280, 8.68)* 3.505(1.202,10.226)*
No 200(83.3) 12(60.0) 1 1

NB:
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Binary logistic had been also used to assess the association of independent variables with order
of pregnancies aborted. Those who were married and those who were divorced/widowed had less
likely chance to have first pregnancy induced abortions, (COR = 0.058, 95%, CI (0.021, 0.160)
and (COR = 0.056, 95%, CI (0.018, 0.172) than co-habitants. When compared with those,
secondary school and above, those who had no formal education had less likely chance to have
first pregnancy induced abortion, with COR = 0.27, 95%, C.I (0.153, 0.49); that is, those with
educational level secondary school and above were 3.636 times more likely to induce their first
pregnancy. As compared to the students, all other occupations had negatively associated with
first pregnancy induced abortion, as shown in table 4 below. This showed that students were 26.6
times more likely to induce their first pregnancy than others, (COR=26.667, 95% C.I. (7.9,
89.77).

Women with health problem as determinants were more likely to induce their first pregnancy
(COR=2.53, 95%, C.1 (1.34, 4.79), than those did not have health problem. Those who had rape
and incest were also more likely to have first pregnancy induced abortion, with (COR=3.745,
95%, C.I (1.579, 8.88) and (COR= 5.262, 95%, C.I (1.52, 18.26) respectively. Other
determinants did not have association with first pregnancy induced abortion.

As indicated in the outcomes of multivariate binary logistic regression, married and
divorced/widowed had less likely chance to have first induced abortion, (AOR=0.14, 95% C.I
(0.04, 0.49) and (AOR =0.15, 95% C.I (0.04, 0.6) respectively than co-habitants. Among
occupational status, commercial sex workers had less likely to have first pregnancy induced
abortion (AOR =0.111, 95% C.I (0.01, 0.89), than students. Rape and incest had not associated

in the multivariate binary logistic regression.
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Table 4. Determinant variables by First pregnancy induced abortion of respondents in

Mekelle town, Ethiopia, 2011. (n=260).

Characteristics

First

regnancy induced abortion

yes No COR (95% C.L.) AOR (95% C.L.)

Marital status
Single 64(43.0) 3(2.7) 2.73(0.61, 12.08) 2.8(0.54, 15.0)
Married 32(21.5) 71(64.0) 0.058(0.021, 0.160)*** 0.14(0.04,0.49)**
Divorced/Widowed 14(9.4) 32(28.8) 0.056(0.018,0.172)*** 0.15(0.04, 0.6)**
Co-habitant 39(26.2) 5(4.5) 1 1

Level of education
No formal education 33(22.1) 60(54.1) 0.27(0.153,0.49) *** 0.36(0.12,1.11)
Primary 46(30.9) 16(14.4) 1.44(0.71, 2.89) 0.50(0.16,1.64)
Secondary & above 70(47.0) 35(31.5) 1 1

occupation
housewife 65(58.6) 52(34.9) 0.038(0.01, 0.126)*** 0.222(0.04,1.12)
Govt. employed 22(19.8) 13(8.7) 0.028(0.007, 0.12) *** 0.172(0.027,1.11)
Commercial sex work 7(6.3) 6(4.0) 0.040(0.008, 0.19) *** 0.111(0.01,0.89)*
daily worker 14(12.6) 14(9.4) 0.047(0.012, 0.18) *** 0.195(0.03,1.21)
student 3(2.7) 64(43.0) 1 1

Economical status
Less 500 Birr 120(80.5)  70(63.1) 3.42(0.996,11.79) 7.142(1.01,50.4)
500-1500 Birr 25(16.8) 33(29.7) 1.51(0.41, 5.604) 4.72(0.69,32.14)
Morethan1500 Birr 4(2.7) 8(7.2) 1 1

Lack of contraceptive
Yes 3(2.0) 1(0.9) 2.260(0.23, 22.024) 3.38(0.22,51.15)
No 146(98.0) 110(99.1) 1 1

Contraceptive failure
Yes 22(14.8) 16(14.4) 1.029(0.512, 2.064) 0.66(0.15, 2.98)
No 127(85.2)  95(85.6) 1 1

Lack of awareness
Yes 23(15.4) 14(12.6) 1.265(0.619, 2.58) 1.040(0.234, 4.6)
No 126(84.6) 97(87.4) 1 1

Rape
Yes 30(20.1) 7(6.3) 3.745(1.579, 8.88)** 0.804(0.15, 4.19)
No 119(79.9) 104(93.7) 1 1

Incest
Yes 19(86.4) 3(13.6) 5.262(1.52, 18.26)** 1.98(0.32, 12.18)
No 130(54.6) 108(45.4) 1 1

Health problem
Yes 22(14.8) 34(30.6) 0.392(0.214, 0.71)** 0.50(0.12, 2.02)
No 127(85.2)  77(69.4) 1 1

NB:  *=p-value < 0.05, ** = p-value < 0.01, *** = p-value < 0.001
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The independent variables were calculated their association with second pregnancy induced
abortion to see the crude and adjusted odds ratio. Compared with students, commercial sex
workers were more likely to induced their second pregnancy, (COR=25.20, 95% C.I (5.6, 113.7).
Those who had child spacing as determinants had significantly higher chance to have second
pregnancy induced abortion (COR=3.175, 95% C.I (1.582, 6.37) than those did not have child
spacing. Those with health problem were also more likely to induce their second pregnancy
(COR=2.080, 95% C.I (1.135, 3.810). But those who had rape as their determinants had less

likely chance to have second pregnancy induced abortion, (COR=0.149, 95% C.I (0.044, 0.50).

The AOR outcome of those variables had also shown association. Commercial sex workers had
significantly higher chance to induce their second pregnancy (AOR= 14.37, 95% C.I (2.30,
89.53) than students. Women with less than 500 Birr monthly income were less likely to induce
their second pregnancy than those with 1500 or more Birr, (AOR= 0.12, 95% C.I (0.021, 0.67).
This implies that even though the governmental institutions render cost free induced abortion,
clients prefer clandestine procedures which might be due to lack of social acceptance. Child
spacing as determinants had shown more chance to have second pregnancy induced abortion,
(AOR=10.27, 95% C.I (2.76, 38.25), than others. Women with health problem as determinants
of induced abortion, were also more likely to induce their second pregnancy (AOR= 6.876, 95%

C.I((1.93,24.41), as compared with those did not have health problem as determinants.
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Table 5: Determinant variables by Second pregnancy induced abortion of respondents in

Mekelle town, Ethiopia, 2011. (n=260).

Characteristics Second pregnancy induced abortion
yes | No | COR (95% C.1) | AOR (95% C.L)
Marital status
single 5(5.8) 62(35.6) 0.43(0.12,1.44) 0.60(0.15, 2.505)
married 54(62.8) 49(28.2) 5.8(2.379,14.26)***  1.26(0.39,4.062)
divorced/widowed 20(23.3) 26(14.9) 4.06(1.501,11.01)**  0.86(0.245,3.016)
co-habitant 7(8.1) 37(21.3) 1 1
Occupation
housewife 50(58.1) 67(38.5) 11.75(4.01,34.4)***  2.82(0.69,11.45)
Govt. employed 18(20.9) 17(9.8) 16.67(4.98,55.8)***  1.36(0.27, 6.93)
Commercial sex work 8(9.3) 5(2.90 25.20(5.6,113.7)***  14.37(2.30,89.5)**
daily worker 6(7.0) 22(12.6) 4.29(1.10, 16.65)* 0.95(0.17, 5.228)
student 4(4.7) 63(36.2) 1 1
Economical status
Less 500 Birr 49(57.0) 141(81.0) 0.17(0.05,0.60)** 0.12(0.021, 0.677*
500-1500 Birr 29(33.7) 29(16.7) 0.5(0.14,1.85) 0.28(0.05, 1.56)
Morethan1500 Birr 8(9.3) 4(2.3) 1 1
Contraceptive failure
Yes 16(18.6) 22(12.6) 1.579(0.782, 3.19) 5.77(1.54, 21.61)
No 70(81.4) 152(87.4) 1 1
Child spacing
Yes 22(25.6) 17(9.8) 3.175(1.582,6.37)** 10.27(2.7, 38.3) **
No 64(74.4) 157(90.2) 1 1
Rape
Yes 3(3.5) 34(19.5) 0.149(0.04,0.50)**  0.686(0.136, 3.463)
No 83(96.5) 140(80.5) 1 1
Health problem
Yes 26(30.2) 30(17.2) 2.080(1.14, 3.81)* 6.876(1.9,24.4) **
No 60(69.8) 144(82.8) 1 1
*=p-value < 0.05, ** = p-value < 0.01, *** = p-value < 0.001

NB:
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The third or more pregnancies induced abortion were also calculated related to independent
variables of induced abortion, married and those divorced/widowed were more likely to induced
their third or more pregnancies, (COR= 13.06, 95% C.I (1.70, 99.92) and (COR= 30.25 95% C.I
((3.82, 239.2) respectively than cohabitants. Respondents with health problems as their
determinants had significantly higher chance to have induced abortion for their third or more
pregnancies, with COR= 2.122, 95% C.I (1.05, 4.303) and (AOR= 4.553, 95% C.I (1.008,
20.57), than those with other determinants of their induced abortion. Divorced/widowed women
had also significant association with third or more pregnancies abortion with AOR= 17.7, 95%
C.I (1.7, 182.16). The rest variables did not have association with third or more pregnancies

induced abortion, shown below table 6.
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Table 6. Determinant variables by Third or more pregnancy induced abortion of
respondents in Mekelle town, Ethiopia, 2011. (n=260).

Characteristics Third or more pregnancy induced abortion
yes No COR (95% C.1.) AOR (95% C.1.)

Marital status

single 1(2.2) 66(30.7) 0.65(0.04, 10.69) 0.79(0.04, 15.91)

married 24(53.3) 79(36.7) 13.06(1.70, 99.92)*  6.05(0.59, 62.1)

divorced/widowed 19(42.2) 27(12.6) 30.25(3.8,239.2)** 17.7(1.7, 182.16)*

co-habitant 1(2.2) 43(20.0) 1 1

Contraceptive failure

Yes 4(8.9) 34(15.8) 0.519(0.175, 1.55) (3.433(0.69,16.88)
No 41(91.1) 181(84.2) 1 1

Lack of awareness

Yes 8(17.8) 29(13.5) 1.387(0.588, 3.27) 4.291(0.9, 20.47)
No 37(82.2) 186(86.5) 1 1

Child spacing

Yes 10(22.2) 29(13.5) 1.833(0.82, 4.096) 1.969(0.37, 10.35)
No 35(77.8) 186(86.5) 1 1

Rape
Yes 5(11.1) 32(14.9) 0.715(0.26, 1.948) 0.569(0.05, 6.15)
No 40(88.9) 183(85.1) 1 1

Incest

Yes 1(2.2) 21(9.8) 0.210(0.028, 1.60) 4.553(1.008, 20.57)
No 44(97.8) 194(90.2) 1 1

Health problem

Yes 15(33.3) 41(19.1) 2.122(1.05,4.303)*  4.553(1.01, 20.6)*

No 30(66.7) 174(80.9) 1 1

NB: *=p-value < 0.05, ** = p-value < 0.01, *** = p-value < 0.001
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CHAPTER VI: Discussion

The aim of this study is to assess the determinants of induced abortion among reproductive age
mothers. A decline in desired family size and lack of awareness to control unwanted pregnancy
leads to an increase in risk of induced abortion and its consequences. A study of this type is
thus; very important to assess the type and description of the determinant factors that influence
induced abortion.

6.1 Demographic factors

Though the determinants might require to be investigated in detail, demographic characteristics
are also likely contributing factor for induced abortion. The mean age of respondents who
experienced induced abortion was 26.22+7.01, which is greater than the mean age of women
seeking induced abortion in Ethiopia, in 2008 annual report (9, 23) that was 23 years. Even
though there may be delay in first sex in this study, young women are still at risk for induced
abortion.

Being unmarried and co-habitants contribute to first pregnancy induced abortion. Similar to a
study conducted in China on sexually active attendees (18) that was the main response, single
women had higher proportion (43.0%) to induce their first pregnancy than married women,
(21.5%), and married women were 0.021 times less likely to induce their first pregnancy, than
single in its crude odds ratio. Married women were also 0.14 times less likely to induce their first
pregnancy in the adjusted odds ratio, than cohabitants. It is also true in this study that
divorced/widowed women were less likely to induce their first pregnancy than cohabitant (AOR
=0.15). This might indicates that cohabitant and single women may not be in stable parenthood

when become pregnant, and could be lack of conformity one to have child before marriage.
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Commercial sex worker were 14.37 times more likely to induce their second pregnancy than
students, (AOR=14.37), but daily laborer had 0.003 times less likely to have more than induced
abortion, than students. This is similar to the study done in North West Ethiopia, in 2003(28),
that being student was the reason to induce abortion. This study showed that commercial sex
workers were more exposed to unprotected sex than students. Students might have difficulty to
give birth not to interrupt school, and have economical and social burden.

Unlike to the cross-sectional study done in Agaro town, Ethiopia, in 2006, (28, 29), that as
educational status increases, the likelihood of induced abortion decreases, respondents with no
formal education had 0.27 times less likely to induce their first pregnancy. This is also in line
with that of U.S, study on reproductive age women (16), that the likelihood of induced abortion
was decreased among less than 12 grades than greater than 12 grades. It could be the first
pregnancy that occurred during school time that they prefer to complete their education.

The women with low monthly income were 7.142 times more likely to induce their first
pregnancies than more income. This is unlike the study in Brazil, in 2006 (22), that the
likelihood of induced abortion was 4 times higher among high income than low income. This
might be related to that the induced abortion done in this study area is cost free and the need for
reducing economical burden on their family. Women with a few numbers of pregnancies were
0.013 times less likely to have more than one induced abortion, than more pregnancies; which
might be related to the want for reducing economical burden on the family. This is unlike to the
study in North West Ethiopia, (2003), that the number of pregnancies was negatively associated

with induced abortion.
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Respondents that were admitted secondary to induced abortion were also more likely to have
more than one induced abortion, (AOR =3.505). One third of the respondents 33.07% were either
not in institution or not by health professionals (unsafe abortion), which is less than that of study
in developing nations of Africa, 2003(5, 15), that 55% were unsafe abortion. Among those who
had complications, the non institution based induced abortions had higher proportion,
(Traditionalist’s house 40.0% and her home 35.0%) than those with institution based abortion
25.7%. In this study, no one reports male disapproval as determinants of induced abortion; which
implies women are independent of males to decide their pregnancies. This is unlike the study in
Ethiopia, in 2008(25) that the partner decision for induced abortion was 9.3%.

6.2 Other determinants of induced abortion

The most frequent determinant mentioned by the participants of this study for induced abortion
was health problem. Health problem covers 56(21.5%), respondents that were 6.87 times more
likely to induce second pregnancy, and 4.50 times more likely to induce their third pregnancy in
the AOR. It might be the life style that pregnant mothers did not use optimal nutrition during
pregnancy; and the distribution and capacity of health institutions to address maternal health
problem as early as possible might be also poor. This result is similar to a study conducted in
Spain in 2004(11), that living conditions and personal health influences the induced abortion
rate.

Child spacing was the next determinant, showed significant association with second pregnancy
induced abortion, (AOR=10.27) and it was with highest proportion among married and
commercial sex workers. This result showed that, those respondents might engage to continuous

sexual contact, and could have lack of knowledge to prevent unwanted pregnancies.

41



Women with contraceptive failure were also 5.77(AOR) times more likely to induce their
second pregnancy and it was 14.6%, among respondents that decreases from the nationwide
hospital based survey in Ethiopia in 2000(25), which was 19%. Even though there is good supply
of contraceptives, respondents did not have enough knowledge about timing, and use of
contraceptives; and this might also indicates the need of long term contraceptive which reduces
failure.

Unlike the nationwide hospital based survey in Ethiopia (25), in which 3% of the abortion
survivors reported rape, 14. 2% of the respondents in this study had rape as determinants of
induced abortion. Even though it had no association in the AOR, rape had 3.74 times higher
chance to have first pregnancy induced abortion. Incest was 8.45%, with significantly higher
chance to have first pregnancy induced abortion (COR=5.26). This might be related to the
negative impact of unrestricted law of abortion in Ethiopia 2006; rape and incest are criteria to
induce abortion legally.

Lack of contraceptives (only 1.5%) and lack of awareness were not associated with induced
abortion in the multivariate binary logistic regression out come. Lack of contraceptives was
unlike to the nationwide hospital based survey in Ethiopia (25) that was the most common reason
for termination of pregnancy. This result showed that the supply of contraceptives is relatively
good.

Unlike to a study in Turky, in 2002(25), which was 64.6% unwanted pregnancy; 2.7%
determinants of induced abortion in this study were unwanted pregnancy, that significantly
reduced from the previous nationwide hospital based survey in Ethiopia, which was 50%. The

unmarried reason to induce abortion (0.7%) was not similar to the cross sectional study in
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northwest Ethiopia in 2003(28), which was 31.3%. In general, Religion issue, separation,
unwanted pregnancy, lack of economies, not to interrupt school, and Sex before marriage, had

also appreciable contribution on induced abortion.

6.3 Strength and limitation of the study
Strength of the study:

e It is primary data, which can be used as base-line information for intervention programs

and further study.

e Non response rate were absent.

Limitation of the study:

e There may be mothers in the community with other determinants who do not visit the

MCH clinic during data collection period.

e Study is less representative since it uses convenient sampling.
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CHAPTER VII: Conclusion and Recommendation

7.1 Conclusion

The study tried to assess the determinants of induced abortion among survivors in the
reproductive age mothers in Mekelle town. Participants in this study were women who
experienced induced abortion that attends MCH clinic in the selected Mekelle town health

institutions. From the study findings, the following conclusions are drawn.

Firstly, most of the respondents, experienced induced abortion were under the age of 25 years;
and more than half (57.3%) of respondents were induced only their first pregnancy. Unmarried
and co-habitant women were more likely to induce their first pregnancies. It is also true in this
study that being commercial sex workers and low monthly income were influential factors for

induced abortion.

The most common determinants of induced abortion reported were health problems and child
spacing. Contraceptive failure, rape and incest had also substantial contribution among
determinants of induced abortion. Other determinants like lack of awareness, lack of
contraceptive were not associated with the induced abortion. Had it been avoided all those

determinants, dramatic reduction in induced abortion and its complications would be succeeded.

At the end, these findings highlight the need for greater understanding of the determinants of
induced abortion among reproductive age women in Mekelle town. Besides, elaborating the

meaning of determinants of induced abortion is another importance of this study.
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7.2 Recommendation

To reduce number of induced abortion and its determinants & complications of reproductive age

women, the following recommendations are made based on the above findings:

1. In a high number of induced abortion communities, the concern that immediately comes to
mind would be the expansion of health education related to information about how and
when to control unwanted pregnancies.

2. It is recommended that health professionals and community health workers should help the
reproductive age women to develop strategies for social, psychological and financial
readiness to conceive child in their families with appropriate size.

3. Policy makers and community leaders should condemn that rape and incest have moral,
physical, and religious trauma on the victim, which is legally, ethically and socially
unacceptable.

4. Notwithstanding the unrestricted law of abortion; a number of women perform unsafe
abortion. Health professional should give attention to maternal health during pregnancy and
abortion by advising institution based abortion, health follow up, and safeguards of
accidents.

5. Another recommendation that require due consideration is the pre marital sex. Health
professional, policy makers and leaders should create awareness in the community that the
unwanted pregnancy would have cultural, economical and psychological impacts secondary
to the outcome of the pregnancy.

6. To address the issue of financial constraints of performing the above all mentioned
recommendations, personal, governmental and donor agencies role is mandatory.

7. Conducting further researches with triangulation of quantitative and qualitative designs
including other areas of Ethiopia will be more helpful to better understand the determinants

of induced abortion.
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ANNEXES

Annex I: Information sheet.

Information sheet: For study on assessment of determinants of induced abortion among

child bearing women attending MCH clinic.

Greeting- Hello!

My name is , this study is conducting by Gerezgiher Buruh,

he came from Addis Ababa University Nursing department, post graduate school, and he has
permission from Wereda administration. The reason why he came here is to conduct a research
on assessment of factors that influences induced abortion among reproductive age mothers who
experience induced abortion. The purpose of this study is to identify determinants of induced
abortion and fore ward some recommendation to concerned bodies that will help to improve the
existing efforts in the area of maternal health services. If you have experienced induced abortion
currently or in the past five years, your participation is very important to the outcome of the
study. If so, I would like to ask you some very personal questions which may take about 30
minutes. All the information that you are going to provide me will remain confidential and you
don’t need to mention your name. For this reason, I kindly request you to give me your sincere
and truthful answer. All this is completely on voluntary bases and you have the right to refuse
from participation. Participation or non-participation and refusal to answer questions will have
no effect on your life. If you have further questions or would like to know the results of this
study, please feel free to contact the principal investigator; with the following address.
Gerezgiher Buruh Abera

Cell phone: +251 914 15 71 21, E-mail: loveingo@yahoo.com
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Annex II: Informed consent form

Informed consent form: For study on assessment of determinants of induced abortion

among child bearing women attending MCH clinic.

Read the following paragraph for the selected person.

I have been informed about the purpose, advantage, and disadvantage of this study titled
“assessment of determinants of induced abortion among child bearing age women attending
MCH clinic”. 1 have understood the information given and the participation is completely
voluntary based. I have been told that my answers to the questions will not be given to anyone
and not expect to write my name. Now [ am giving my consent to participate in the study
voluntarily.

“Do you agree to participate in the interview? Thank you!”

Yes, (continue the interview)

No, (skip to the next respondent)

Name of interviewer sign Date of interview  / /
Name of supervisor Sign Date of interview  / /
Time started time end

50



Annex III: information sheet Tigrigna version

a{ICY, P79 : ANl hAA 148 htel aoPA Hhee RT3+ hes 1A 7. A0 a7 hA, d&a0

DAL HAP A& JT THANC a°65oT: HTAAD::

(AaD - 705 L70NL!

havg, 2074, AH. avéGot HNPL NY/EC 4V AR:: Ol ASOANA

RLALAt NPT At ICAYT hed, TPUCE NAKL 46 1705 AT AR aPh:: Nl LS F°I°hAC
G ANPT G Hovok GAT] ALJ T L A0l HOTaPT L PPRLeT PP7IN P70 W'D WhAk 0797
WPGAL BN 7% TIPNeL AR AL 7% MHETIN @dA T HOPGE A1NNT TOT ThLed T Hch lHA:
a8, THPPADF AN NGEAT POk &AhNC:: AZ&MC LA PPTI0 T MH. &T+7 Al HhA$ Ahav-ht

oo APMOPNT HEAT D@1 G7HNT +ATE T0dht Al aPéSot OHH 1€ AAP:: | WIhC LA

AOMaPNT HEAT bR HHOAT 7907 HPANT 30 LEP HE@-&h Mt hhth? L& AN AL Atuay
ANGF APAMC hI° HFhHT A9°h7 U0 WIPHELA. hhIC 8dok © A HRT Prd AN Thital,
WtetG gAN:: ANH, P36 N&AT Tlch ATHFDT G2 HEIPOF& aP(FhT HFhAD AR:: 9POF&h7T?
HeIPOFENTT Al ZOFNT HIP0A OG0T £.3.97 NIPHPA NLI10ANT Lesk:: +OAT, thef A7H8A YAkNT 0L
£97 GeH, aP4GHt: @-oht IPEAT ATFLAAT OH. HAON ALLA +mEIPhT NPAA %N PT aPoSHt:
ot FRAA A

1'3C (U AN¢-

®as ahn: +251 914 1571 21, Ao7LA: loveingo@yahoo.com
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Annex IV: informed consent form Tigrigna version

GL APOTF P79 ANl hAA 1948 hrtol aoPA Hee: 72 PRI+ hel 190 7L AQ a7 hi

DAL HAP A& 3T THINC avdG oL HHSAD::

2PN FHF 4R A& T Al OO G346 LM 3::

AHON aPAILHT NeHE, P19 A Al P7F hA. OAL HAP AT HINC av5ot: GATT: TPavT Tkt
NG APLOL h%:: HHPYOL 2(0SY, NHLARTE APFTT harkg HAAA N&ATL o0 HT7HA AT Al
HUO  A0GT NFPAMC hI° HFAHT Tave JHE-N NIPHEL:A. AD~7 1141 A% AW 90 dA.m (A TL

AH. @089 0 LAtq hI°HAT 10018 Bdok ::

“U, A4 10770720 Ti? A1IH.o76501: 297075 £.FC5 4 12 ? PENe!”

A L N - BPoA

4FLE heNTT Gl NALA &hO&::

e, -k TP 4L ettt o0t/ [
Ge +&994 ge &G (R B CIACN I Y

Nl (% HHOLAN (%
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Annex V: questionnaire English version

Questionnaire form: developed to study assessment of determinants of induced abortion

in Mekelle town, 2011.

Instruction:

This form should be completed for each client in front of them. Make sure all questions are asked

and write the answer clearly. Repeat the response of clients if their answer is vague before

recording. Use right marks (V) to fill the alternatives and write clearly to fill the space.

Questionnaire code  / /2010

A. Socio-demographic background of respondent.

S. No. | Item Response
1. Mekele hospital |:|
1 Name of health institution 2. Yeha hospita] I:I
3. Marrystops international |:|
4. Queha hospita |:|
2 Where did you come from? 1. Kebele
3 Age of client (in year)
1. Tigray [ ]
4 What is your ethnic group? 2. Amhara|:|
3. Others, specify
1. Orthodox | |
5 What is your religion? 2. Catholic I:I
3. protestant |:|
4. Others, specify
1. Single| |
2. Married |:|
6 Marital status of the client 3. divorced/widowed [ ]
4. Co-habitation (lived together friendly) |:|
5. Other, specify
7 What is your occupation? 1. House wife |:|
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A

governmental Employee
commercial sex worker |:|

Daily worker [ ]

Student |:|

Others, specify

Level of education attained by

No formal education |:|

8 2. Primary
client I:I
3. Secondary and above [ |
1. <500 Birr (low ) [ ]
9 Monthly income of the client 2. 500-1500 (medium) |:|
3. >1500 (high) [ ]
1. for 6month[ ]
For how long have you been
10 2. 6month-lyear |:|
living in this area?
3. >lyera |:|
1. No |:|
11 How many children do you have? | 2. One up to two I:I
3. three or more |:|
B. Questionnaire regarding abortion.
1. one [ |
12 | Total number of pregnancy 2. two up to three |:|
3. fourormore [ ]
1. No [ ]
2. one[ |
13 | Total number of live birth
3. two up to three I:l
4. four or more I:I
1. No [ ]
14 | Total number of Stile birth
2. one [ |
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3. two up to three |:|
4. four or more |:|

I. One |:|
s How many abortion did you have 2. Two |:|
experienced? 3. Three |:|
4. Four or more |:|
In which pregnancy did the abortion | 1. First pregnancy |:|
16 | occur? (more than two answer is 2. Second pregnancy |:|
posible) 3. Third pregnancy or more |:|
1. No |:|
17 In which gestational ages did the first | 2. less than 8weeks |:|
pregnancy abortion occur? 3. 8 upto 12 weeks |:|
4. >12 up to 28weeks |:|
1. No |:|
. In which gestational ages does the 2. less than 8weeks I:I
second pregnancy abortion occur? 3. 8 upto 12 weeks |:|
4. >12 up to 28weeks |:|
1. No I:l
In which gestational ages does the 2. less than 8weeks
1 third pregnancy abortion occur? 3. 8 upto 12 weeks%
4. >12 up to 28weeks |:|
In which gestational ages does the I No I_I
20 | fourth or more pregnancy abortion 2. less than Sweeks I:I
eewr? 3. 8 upto 12weeks [ ]
4. >12 upto28weeks [ ]
1. Lack of contraceptive | |
What was/were the cause/causes of 2. Contraceptive failure |:|
A abortion/s? 3. Lack of awareness |:|
4. Child spacing [ ]

55




S S

L]
[ ]

Health problem |:|
Others, specify

Rape

incest

22

Where did you do the abortion

process?

> w b

Health institution |:|

Her home | ]

traditional healer’s house [ |
Other, specify

23

Who was performing the abortion?

—

A I

L]

Trained traditional birth attendant |:|

[ ]

professional person

traditional healer
client her self |:|
Others, specify

24

Was there any admission secondary to

abortion?

[\

Yes ||
No |:|

25

If there was admission, how many

days did you have admitted?

RN

One day |:|

Two up to five days

[ ]
[ ]

Greater than five

26

Was there any complication related to

abortion?

o =

Yes |:|
No [ ]

27

If there was complication, what was

the main complication?

R d o=

bleeding | |

mechanical trauma

[ ]

others, specify

[ ]

infection

28

How much Birr did you pay for the

management?

ok w b=

less than fifty Birr | |

[ ]

[ ]

[ ]
[ ]

fifty up to ninety-nine Birr
one up to two hundred Birr
Two up to four hundred Birr

Greater than four hundred Birr
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Have you ever use contraceptive for 1. Yes
29 | ' [ ]
which abortion occur? 2. No |:|
1. Oral contraceptive []
2. Injectable contraceptive
If you were using ' I:I
. 3. Implantable contraceptive [ |
30 contraceptives, what type of . ‘
‘ . 4. Physical barriers [ ]
contraceptive were you using? o
5. Traditional methods |:|
6. Other, Specify
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Annex VI: questionnaire Tigrigna version

ot - 319 AN hAA T94-8 htel oA Hhee 2%t hes 1A 7L A0 hi 6L @A L
HAP A& 3T THOINC 85 dt: HQAD::

avPPCch,

AL PP T7h&hB Al P9, +MPE NIPAA AAP:: THAed® chrP T +mePI° I N.$9°7 NIAY HH9chd-
PONFIVT IOCO08 LLAE Il G0 av9929, avA (. 19PPIIT 99 S8 FRhA PARTt emPor- (V) :: HFOYN
A, VAL ArFHE NG T DA, PLT, JPIOUINGC N PAI® 2,100 T HIhG +De T (FANA Lohg::

agAL PNt T / /2010

V. §& TPt TN LPF ANLL T

T ¢ AN, aoi\(.

avPp (PAT.FA |:|
Ph POTHA

1 O9° 170G +hin I:I
T0TO A TTCTATH I:I

L POT3A I:I

2 AL Y

3 0.8:av ( NGavt)

YN TAUTS N I:I
4 N30T A7FL AR VAL VA |:|
NAA, 2109

ACH&hN [ ]
av-(1(.g° []
5 Y2999 T AL he? afAh |:|
TCtOF Tt D

a0k, 29109

6 GL avCY Wt WL LaPOA? Hetav comt ]
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0%t haC [ ]
Htétct ]
(1AL H°F I:I
fNochrt atrnc [

A, 29109

Occhh? A738 W7

MeFaRe [

Ge a7t bkt [ ]
087 e Heh&e- [ ]
YNFP Al ]

+o1Y S |:|

Nk, 29109

LL8 TPUCENT 780 he?

ARTTTICNY [ ]
I RPrt Hrdht [ ]
+497¢ ICh. ]
nAKL ICH. @R 1A 7AdA. |:|

DOCAHP Atth7? h7Le ehoy?

et 500 PCHL (Fcht) |
il 500-15009CH. (“Inhiae) [ ]
0 1500 $CA. 7A0A. (AO-A) [ ]

10

AN 0F 0288 9, +FoI.7h7 ?

7 6 MCch. HAh& |:|
hl 6 OCch. - 1 Gavt |:|
AOA. AL gavt |:|

11

n72L S0~ AAQNT ?

eNAL7 |_|

01 ALhAN hivt |:|
00 AAdT TAdAL |:|
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A, TPD¢-L YL HPANT PATonT.
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