ADDIS ABABA UNIVERSITY
COLLEGE OF HEALTH SCIENCES

SCHOOL OF NURSING AND MIDWIFERY

KNOWLEDGE, ATTITUDE, AND PRACTICE OF MEDICATION
ABORTION AND ASSOCIATED FACTORS AMONG REPRODUCTIVE
AGE WOMEN IN SELECTED SEXUAL AND REPRODUCTIVE
HEALTH CLINICS OF ADDIS ABABA, ETHIOPIA, 2018.

BY:

ADDISU YESHAMBEL (BSc)

A RESEARCH THESIS SUBMITTED TO ADDIS ABABA UNIVERSITY,
COLLEGE OF HEALTH SCIENCES, SCHOOL NURSING AND
MIDWIFERY, IN THE PARTIAL FULFILMENT OF THE
REQUIREMENTS FOR THE DEGREE OF MASTER OF MATERNITY
AND REPRODUCTIVE HEALTH NURSING

JUNE, 2018

ADDIS ABABA, ETHIOPIA



ADDIS ABABA UNIVERSITY
COLLEGE OF HEALTH SCIENCES

SCHOOL OF NURSING AND MIDWIFERY

KNOWLEDGE, ATTITUDE AND PRACTICE OF MEDICATION
ABORTION AND ASSOCIATED FACTORS AMONG REPRODUCTIVE
AGE WOMEN IN SELECTED SEXUAL AND REPRODUCTIVE
HEALTH CLINICS OF ADDIS ABABA, ETHIOPIA, 2018.

BY:

ADDISU YESHAMBEL (BSc)

ADVISORS:

1. SEMARYA BERHE (ASST. PROFESSOR, PhD FELLOW)

2. ABDISA BOKA (BSc, MSc)

JUNE, 2018
ADDISABABA, ETHIOPIA



ACKNOWLEDGEMENT
Above all, I would like to forward my deepest gratitude and appreciation to my advisors Mrs.
Semarya Berhe (Asst. professor, PhD fellow) and Mr. Abdisa Boka (BSc, MSc) for their
constructive advice, support, valuable comments and suggestions starting from title

modification till finalization of thesis development.

| would like to thank Addis Ababa University, College of Health Sciences, School of nursing
and midwifery staffs and librarians, who have directly or indirectly support in the process of
the preparation of this paper.

| would like to extend my sincere thanks and gratitude to Wolyita Sodo University for giving

chance to attend postgraduate program.

My sincere thanks also goes to the sexual and reproductive health clinic head office and their
respective sexual and reproductive health clinic head office for their incredible support and

facilitation during data collection.

The last but not the least, | would like to thank all data collectors, supervisors and
respondents for their collaboration for the success of this study and for my colleague who
gave relevant information and valuable comments starting from tittle selection till to the

finalization of the thesis development.



TABLE OF CONTENT

Contents
ACKNOWLEDGEMENT ...ttt ettt sttt bt eht et e sbe et e s b sae et e sbeetesbesaeentens i
TABLE OF CONTENT ...ttt ettt st st et ebe e s bt e she e satesateeabeebe e bt e saeesaeesneean i
LIST OF TABLES ...ttt ettt st st st e b e b e e s bt e s ae e sat e eateesbeesbeesaeesaeesaee iv
LIST OF FIGURES ...ttt sttt bt et b e sat et bt et et e sbe et e sbeeae e besaeenee v
LIST OF ABBREVIATIONS AND ACRONYMS ...ttt sttt st st vi
ABSTRACT ettt h et s b e e bt et s bt e st e bt e a e et e sheea b e e beeh e e beebeea b e besat e besbeetesbeentens vii
L INTRODUGCTION ..ottt ettt sttt et b e b e s ae e s at e st e e be e sbeesbeesaeesatesabeeabeebeenas 1
1.0, BACKGIOUNT ...ttt sttt ettt b e bbb et et e st eneebessenbeneens 1
1.2. Statement Of the PrODIEM ........c.o it 3
1.3. Significance OF the STUAY ......ccouieieiececec ettt et e r e reeanas 5
2. LITERATURE REVIEW ...ttt ettt sttt sttt sbt e sttt e st e sbeesneeeas 6
2.1. Overview of global law and abortion PraCtiCes..........ccueveeeevierieeerieieee et 6
2.2. Socio- cultural context Of ADOITION.........coveieieiee e 7
2.3. Women at riSK OF @DOITION ......coueiuiiiiieeee et e 8
2.4. Acceptability of medication abortion by reproductive age WOMEeN ...........cccceevvevieeeeneneneneennes 8
2.5. The drug of choice for medication abortioN............cccceeveieeieiiceeceece e 9
2.6. Legal status/issues of abortion in EthiOpia ........cccevveeeeiiiicicsiceeeceeese e 9
2.7. Studies on knowledge, attitude and practice of medication abortion............ccccoeeveeveieecenieennnns 10
2.8 Factors Associated with medication abortion ...........c..cceecveiinirininnicniieeeee 14
2.9. CoNCEPLUAL TTAME WOIK .....c.vieiieeieiieieiesteeeste st te et e ettt estesse e sesreessesesseessesneessessenseens 17
3. OBJECTIVES OF THE STUDY ...ttt sttt sttt et sbe st sae bbb st ne s 18
3.1, GENEIAl ODJECLIVE ...ttt ettt e st e s be e besteesb e besasessesbeensesseereens 18
3.2. Specific 0bjectives OF the STUAY ........cciiieieeceeee et reens 18
A IMETHODS ...ttt e h et b ettt sae et e s bt et e s b e s bt e besbeeate bt saeebesbeeasenteentens 19
4.1, StUdy ared and SELLING ....eceeverieierieseee ettt e ste et e e e e et ese e tesreensesteeseensesreensesreeneas 19
4.2, Study deSign and PEHOU........eceeeerierieieseeeere ettt be et e st e sreesesreeseensesseensesseenees 19
I o] o 10 =1 o] o TSP 19
4.3.1. SOUICE POPUIALION ...ttt ettt ettt st ettt estess e besbeentenaeeneenseeneeneas 19
4.3.2. SEUAY POPUIBLION ...ttt ettt ea et e st e et e aesaeeeesaeeneas 19
o e T T oL LYo €1 g T ST 19
4.4.1. INCIUSTON CITEEIIA ...veuvvinteiiteiiteitrte ettt 19



A.4.2. EXCIUSION CIIEEIIA .vvveeeeeeeeeeeeeeeeeee e e et ettt e e e e e e ee e eateeeeeseeeasesereeeeesssesasseeeeeeesssesasnenereeesssanas 20

4.5. Sample Size deterMINALION .......c..coveieiririr ettt neen 20
4.6. SAMPIING PIrOCEAUIE ......viveeeeecieceee sttt ettt e te et e s teess e beesa e besbeesbesteeseensesreensessennns 21
S (010 YA - L - o] = SRR 22
4.7.1. Dependent Variable.........c.ueii it et e e ebae e e s e rraaaeeanes 22
4.7.2. Independent Variable .........coi i e e s e e snes 22

4.8. Operational defiNITION ........cc.eiiiiiieieeeeres ettt neen 23
4.9. Methods of data collection and tOO0IS ...........coeoerieiriiirirreeee e 24
4.10. Data collection procedure and quality CONLIOl ..........ccooieieiiiieieeeee e 24
4.11. Data analysis and iNterpretation.........c.cceecvecieeerieceecese et enaas 25
4.12. Ethical CONSIARIALION. ......c.eiueiirieiirieieteereeee ettt 25
4.13. Dissemination OF the TESUIT ..........ceeiririreeeee e 25
D RESULTS ettt sttt et e s e s bt e sat e s ate s te e be e beesatesatesabeeabeenbeenbeenbeesaeesateentean 26
7. CONCLUSION AND RECOMMENDATIONS. ...ttt 46
8. REFERENQ E ... .ottt sttt ettt e b e s bt e s bt e s at e sabe et e et e e bt e sbeesbeesaeeentean 48
0. AININEX et b e b e s bt s at e sttt e bt e bt e s he e e a et et e e be e be e beeabeesaeeeneeentean 52



LIST OF TABLES

Table 1: Socio-demographic characteristics of reproductive age women in SRH clinics of

Addis Ababa, February 30-March 30, 2018. ........cccoiiiiieiieeiec e 27
Table 2: Socio-demographic characteristics of their parents of reproductive age women in
SRH clinics of Addis Ababa, February 30-March 30, 2018..........c.cccevevieriiiiecee e, 28
Table 3: Respondents knowledge on abortion among reproductive age woman in selected
SRH clinics of Addis Ababa, February 30-March 30, 2018..........cccccveieiiieniiieniereeeesiee 29
Table 4: Knowledge and attitude of reproductive age women towards Ethiopian abortion law
in SRH clinics of Addis Ababa, February 30-March 30, 2018...........ccccocveieiiieseeie e 30
Table 5: Knowledge of reproductive age women towards medication abortion in SRH clinics
of Addis Ababa, February 30-March 30, 2018. .........cccoeiiiiiiiiie e 32
Table 6: Attitude of reproductive age woman towards medication abortion in selected SRH
clinics of Addis Ababa, February 30-March 30, 2018..........cccccoeiiereiieieece e 35
Table 7: Practice of reproductive age woman towards medication abortion in SRH clinics of
Addis Ababa, February 30-March 30, 2018. ........cooieiieieie e 36

Table 8: Bivariate and multivariate logistic regression analysis of medication abortion
knowledge and its explanatory Variables ...........ccccveieiiiiiicie i 38
Table 9: Bivariate and multivariate logistic regression analysis towards medication abortion
attitude and its explanatory Variables............cccoiiiiiiiie e 39
Table 10: Bivariate and multivariate logistic regression analysis towards medication abortion

practice and its explanatory Variables ... 40



LIST OF FIGURES
Figure 1: Adapted conceptual frame work on assessment of knowledge, attitude and practice
(o] W g glcTo[Tox=ta o] g K= o o] 1 o] o PRSP 17
Figure 2: Sampling procedure for selection of the study participant in the study ................... 22
Figure 3: Participant’s response on conditions where the Law permits abortion in SRH clinics
of Addis Ababa, February 30-March 30, 2018. .........cccocoeiieiiiieceecece e 31
Figure 4: Major sources of information for abortion in general and medication abortion for

reproductive age woman in selected SRH clinics of Addis Ababa, February 30-March 30,

Figure 5: Place where medication abortion is performed, Addis Ababa, February30-March
B0, 2018, ettt bttt e bt Ra b et et e e be st et re et et ereerens 33
Figure 6: Knowledge score for medication abortion among reproductive woman in selected
SRH clinics of Addis Ababa, February 30-March 30, 2018............ccceveiiieriiiieie e, 34



LIST OF ABBREVIATIONS AND ACRONYMS

EDHS Ethiopian Demographic Health survey

FMHACA Food, Medicine and Health administrative and control authority
HTC HIV testing and counselling

G/A Gestational age

LNMP Last normal menstrual period

MA Medication abortion

MCH Maternal and child Health

MOH Ministry of Health

MVA Manual vacuum aspiration

PMTCT Prevention of mother to child transmission

RH Reproductive Health

SA Surgical abortion

SMC Sharp metallic curettage

SNNRP Southern Nation, Nationalities and People’s region
SPSS Statistical package for social sciences

STI Sexually transmitted infections

SRH Sexual and reproductive Health

WHO World Health organization

Vi



ABSTRACT

Background: Abortion rates following unintended pregnancies is increasing in developing
countries like Africa and unsafe abortion is commonly neglected reproductive health care
problem. In Ethiopia, the number of women receiving treatment for complications from
unsafe abortion nearly doubled from 2008-2014 which is 52,600 to 103,600. Medication
abortion is one of the safest abortion interventions. Adequate level of knowledge and attitude
among women of reproductive age group on MA contributes to prevention and control of

unsafe abortion and the resulting mortality and morbidity.

Objective: Knowledge, attitude and practice of medication abortion and associated factors

among reproductive age women in selected SRH clinics of Addis Ababa, Ethiopia, 2018.

Method: A cross-sectional quantitative study design was conducted to collect data from
study participants in SRH clinics of Addis Ababa from February—March 30, 2018. Study
participants were selected through systematic random sampling based on their proportional
distribution of sample size to each clinic. Structured questionnaire was used to collect data.
The data was coded and entered into Epi data version 4.2 and the analysis was carried out by
using SPSS version 23. Bivariate and multivariate analysis with 95 % CI was employed.
Variables found to have a P-value<0.2 in the binary logistic regression were entered into

multivariate analysis and strength of association was declared at P value<0.05.

Results: From the total of 423 mothers interviewed 412 responded the questionnaire with a
response rate of (97.4%).The overall knowledge, attitude and practice of MA was 72.1 %,
44.2% and 33% respectively. Majority (36.5%) of the study participants would advise
someone with unwanted pregnancy to undergo an abortion and 55.6% would consider
abortion if they had unplanned pregnancy. From 205 respondents who had ever terminated
their pregnancy, 136 (66.7%) used MA. Participants level of education, father education;

income and history of unwanted pregnancy were some of the factors associated with MA.

Conclusion and recommendations: this study provided that women were relatively
knowledgeable but their attitude and practice on MA is low. Low attitude and practice of
MA calls health care providers giving due attention on MA, women empowerment,
awareness creation on MA in the community, strengthened action to provide quality of

maternal care for all childbearing mothers towards MA and unsafe abortion in particular.

Keywords: knowledge, attitude, practice, medication abortion, reproductive age women

vii



1. INTRODUCTION

1.1. Background
Abortion can be defined as termination of pregnancy (spontaneous, therapeutic or induced)
before the fetus has become viable outside the uterus or before the fetus is capable to have a

life outside of the womb(1).

Spontaneous abortion refers to a natural biological process by which some pregnancies end
with no known cause and usually referred as miscarriage and an induced abortion takes place
when a pregnancy is terminated by the deliberate removal of the fetus from the uterus by the
use of external methods as a result of an unwanted pregnancy(2). Elective abortion is the
voluntary termination of pregnancy performed either surgically or medically. A therapeutic
abortion takes place when a pregnancy is terminated by the removal of the fetus from the
uterus by the use of external methods, however, unlike an induced abortion, therapeutic
abortion is performed to either to save the life of a pregnant woman or when a woman’s
physical or mental health is in jeopardy or severe fetal congenital disorder or to selectively

decrease the number of fetuses to reduce health risks linked with multiple pregnancies(3).

Changing maternal mortality will be achievable if unsafe abortion will be replaced by
medical abortion since thousands of lives could be saved each year by implementing
medication abortion(4). Medical abortion is the commonly performed safe abortion
technology which uses medications in place of traditional surgical interventions for
terminating an early unintended pregnancy. It is convenient, non-invasive and effective
method with mortality rates for mifepristone-misoprostol combination regimens that are

comparable to spontaneous abortion and success rates of 95-98%(5).

Legal abortion like medication abortion can be performed if the life of the woman will be
jeopardized by the pregnancy and unsafe abortion will usually occurs where abortion is
illegal. Unsafe abortion is defined by WHO as a procedure for terminating an unwanted
pregnancy either by persons lacking the necessary skills or in an environment lacking the

minimal medical standards, or both(6).

Throughout the years, the abortion law in Ethiopia has been amended and modified. The
2004 Ethiopian revised criminal code allows abortion under certain circumstances. When; the
pregnancy is resulted from rape or incest, the woman’s or fetus lives are threatened, the fetus

has severe abnormalities, the woman has physical or mental disabilities and when a minor is
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physically or psychologically unprepared to raise a child. According to the new law there is

no need of proof for age or whether the pregnancy is resulted from rape or incest(7).

Unwanted pregnancies and unsafe abortion are commonly neglected reproductive health care
problems in developing countries and pose major health risks to women in the reproductive
age group(8). In many cases women with unintended pregnancy may try to end their
pregnancies by themselves with the assistance of untrained personnel. It is reported that
regardless of the availability of different modern methods of contraceptives, the problem of
unwanted pregnancies is very big worldwide (9). Death and morbidity as a result of unsafe
abortion is perhaps one of the least discussed health problems in the Ethiopia. Thus, Problems
like lack of women’s awareness and perception over sexual and reproductive matters,
incorrect or inconsistent use of contraceptive methods, forced sexual intercourse, economic
conditions, legal obstacles and potential contraceptive method failure are not easily resolved
and may lead to unintended pregnancies and lead to a profound impact on women’s recourse

to abortion and especially unsafe abortion(9).

Despite of the magnitude the problem of unintended pregnancy and unsafe abortion, it is one
of the most easily preventable causes of maternal morbidity and mortality. Where abortion
services are legal, safe, and accessible and if community/society awareness are good on safe
abortion methods, complications of abortion will be rare. Restrictive abortion laws, lack of
awareness, negative cultural and religious attitudes and poor health infrastructure for the
treatment of abortion related complications are the main burdens of women’s health that

could be prevented (10).



1.2. Statement of the problem

According to the study done by WHO and Guttmacher institute in 2010- 2014, an estimated
56 million abortions occurred every year worldwide, of this 25 million (45%) are unsafe
abortions. The majority of unsafe abortions(97%), occurred in developing countries in Africa,
Asia and Latin America(11). This number represents an increase from 50 million annually
during 1990-1994, mainly because of population growth(12). Women in developing regions
have a higher likelihood of having an abortion than their counterparts in developed
regions(11, 12).

Despite this progress and the availability of different modern methods of contraceptives, the
problem of unwanted pregnancies is very big worldwide(9). Most women undergoing
abortion do so because they became pregnant when they did not intend to, and 84% of
unintended pregnancies in developing countries occur among women who have an unmet
need for modern contraception(11). Although induced abortion is medically safe when done
in accordance with recommended guidelines, many women undergo unsafe procedures that
put their well-being at risk. Estimates for 2012 indicate that 6.9 million women aged 15-44 in

developing regions were treated for complications from unsafe abortions(11, 13).

Ethiopia has a high maternal mortality ratio, 412 deaths per 100,000 live births for the period
2009-2016(14) and reproductive health experts in the country believe that the proportion due
to abortion complications is also excessive which is an estimated 1.9 million (38%) Ethiopian
women have unintended of 4.9 million (62%) total pregnancies and 620,300 induced
abortions (13%) were performed in 2014(15, 16). Between 2008 and 2014, the proportion of
abortions occurring in facilities raise from 27% to 53%, nonetheless, an estimated 294,100
abortions occurred outside of health facilities in 2014(15). The number of women receiving
treatment for complications from induced abortion nearly doubled which is 52,600 to
103,600(16, 17).

To address the large number of maternal deaths caused by unsafely-performed abortions, the
Ethiopian Parliament liberalized the indications for legal abortion in 2004. Indications for
legal abortion include: cases of rape or incest, if the woman has physical or mental
disabilities, to preserve the woman’s life or her physical health, or if the woman is a minor

who is physically or mentally unprepared for childbirth(18).

Medication abortion using drugs has recently come into focus as a plausible alternative to

manual vacuum aspiration to induce abortion(19). A prospective study which was conducted
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in two hospitals and two clinics from March 2009 to November 2009 on client preferences
and acceptability for medical abortion and manual vacuum aspiration as early pregnancy
termination method in northwest Ethiopia showed that subjects undergoing medical abortions
reported significantly greater satisfaction and more likely to choose the same method again

than were subjects undergoing manual vacuum aspiration (91.2% vs. 82.4%; P <.001)(20).

However, in Ethiopia, barriers and challenges to accessing medication abortion exist at
multiple levels which may deprive women from using safe medication abortion and exposing
them to unwanted births or to unsafe abortion and its devastating consequences of death and
disability(21). Access to medication abortion is commonly restricted, not only by the law, but
also by other barriers like Social, religious, cultural impediments, lack awareness, maternal
perception towards abortion also contribute to delays in seeking abortion to a time beyond the
limit set by the law and thus when faced with an unintended pregnancy, women seek abortion
and self-induce it or find providers, irrespective of the law and Unsafe abortions present a

critical public health and human rights challenge of the present time(21, 22).

Deaths and disability due to unsafe abortion continue to occur against the backdrop of major
advances in the medical profession, especially in terms of the availability of safe and
effective technologies and skills for induced abortion. The combination of mifepristone and
misoprostol has been shown by various studies to be safe, effective and well-established
method for termination of pregnancy. However, many women used less recognized and less

effective abortive drugs(19).

Even though many studies were conducted on abortion in Ethiopia, there seems to be a gap in
evidence synthesis for women’s knowledge, attitude and practice of medication abortion and
as far as my knowledge is concerned, no facility based studies were conducted on knowledge,
attitude, and practice of medication abortion among reproductive age women in Ethiopia. So
to be widely used, medication abortion should be perceived and accepted by the women.
Therefore, the aim of this study will be to assess the knowledge, attitude and practice of
medication abortion and associated factors among reproductive age women in selected sexual

and reproductive clinics of Addis Ababa, Ethiopia.



1.3. Significance of the Study
In most studies, over 80% of women who chose medical abortion found it acceptable and

would choose the same method again if they needed another abortion in the future(23).

Currently, many development partners have started to respond for the multifaceted problem
faced by women with reproductive age. Since the abortion issue in Ethiopia is still
controversial and sensitive, women acquiring knowledge, attitude, and practice and knowing
determinant factors of safe abortion like medication abortion service will make the overall
challenges ease within the society and will reduce maternal morbidity and mortality.
Consequently this study will help women’s to enhance/exercise their reproductive health
rights regardless of the existing social and cultural stigma/limitations. It will help different
development partner’s, primarily those who involve in maternal health to utilize findings and
recommendations of this research for the betterment and advancement of the regional and
national medication abortion related intervention of Ethiopia. Future researchers will also use

this finding for further study.

Furthermore, policy makers in sexual and reproductive health clinics, religious and
community stakeholders will also use the evidence of this finding to improve strategies, and

program policies to tackle the root causes.



2. LITERATURE REVIEW

2.1. Overview of global law and abortion practices

Abortion is the premature termination of pregnancy before the fetus is able to survive
independently. In medical terms if spontaneous abortion is made use of it refers to failure of a
fertilized egg to be implanted into the womb as well as miscarriage(1). induced abortion a
deliberate termination of pregnancy in fear of unhealthy development of the fetus,
endangerment of the life and health of the pregnant or due to other reasons(2) Abortion is
also classified as safe and unsafe depending on the professional capability of the individuals
who perform it as well as the medical standard of the environment where it is performed(1,
7). According to the WHO, unsafe abortion is performed by people who do not have adequate

skill, or in an environment that does not fulfil the minimal medical requirement, or both(6).

Unsafe abortion and related morbidity and mortality are both higher in countries with narrow
grounds for legal abortion. An estimated 620,300 induced abortions were performed in
Ethiopia in 2014. The annual abortion rate was 28 per 1,000 women aged 15-49, an increase
from 22 per 1,000 in 2008, and was highest in urban regions (Addis Ababa, Dire Dawa and
Harari). In the middle of 2008 and 2014, the proportion of abortions occurring in facilities
rose from 27% to 53%, and the number of such abortions increased substantially;
nonetheless, an estimated 294,100 abortions occurred outside of health facilities in 2014. The
number of women receiving treatment for complications from induced abortion nearly
doubled between 2008 and 2014, from 52,600 to 103,600. 38%of pregnancies were
unintended in 2014, a slight decline from 42% in 2008(16, 24).

A woman dies every eighth minute somewhere in a developing country due to complications
arising from unsafe abortion(13). When faced with an unintended pregnancy, women seek
abortion and self-induce it or find providers, irrespective of the law(13). Deaths and disability
due to unsafe abortion continue to occur against the backdrop of major advances in the
medical profession, especially in terms of the availability of safe and effective technologies
and skills for induced abortion(9, 25).

A host of barriers and challenges result in unintended pregnancies and restrict access to safe
abortion. Lack of awareness of what the law actually permits among the public, women, legal
and health staff alike persists. Access to abortion is commonly restricted, not only by the law,

but also by other barriers. Social, economic, religious, cultural impediments, national laws



and policies also contribute to delays in seeking abortion to a time beyond the limit set by the
law and thus leaving no option for women other than having an unwanted birth or a

clandestine risky abortion(13, 26).

In the Ethiopian context, factors associated with culture, diverse religious opinions, and
views on women’s rights to control over their own lives and bodies and the right of the fetus

to life highly affects the positions on abortion issue(22).

The abortion law varies across the world while countries can be categorized into four based
on their abortion laws: abortion is permitted only to save the woman’s life or is prohibited
altogether; permitted to preserve the health of the pregnant which includes mental health
according to the definition of WHO which covers various social issues; permitted on the basis
of socio-economic grounds which includes the age, economic status or marital status. Yet, the
majority of the countries agree on explicitly permitting abortion when pregnancy results from

rape, incest and high probability of fetal impairment(27).

According to the new liberalized law, abortion in Ethiopia is permitted when; the pregnancy
is resulted from rape or incest, the woman’s or fetus lives are threatened, the fetus has severe
abnormalities, the woman has physical or mental disabilities and when a minor is physically
or psychologically unprepared to raise a child. According to the new law there is no need of

proof for age or whether the pregnancy is resulted from rape or incest(7, 22)

2.2. Socio- cultural context of abortion

Most studies conducted on abortion have failed to explain the socio-cultural and economic
situations of the women who undertake the procedure. Majority of women in developing
countries prefer to undertake unsafe abortion by untrained providers or by using different
dangerous self-inducement techniques which put them in a high risk of death like Swallowing
large doses of drugs, anti-malarial or oral contraceptives (pills), Inserting a sharp object into
the uterus, Drinking or flushing the vagina with caustic liquids like bleach, Physical abuse
(Jumping or falling), vigorous dancing, or sustained and vigorous sexual intercourse over
long periods, prolonged and hard massage to manipulate the uterus, or repeated blows to the
stomach(1, 28).

Barriers to improving women’s health and access to safe abortion services are often
embedded in social, economic, cultural and legal conditions that infringe upon women’s

human rights(22, 29). A human rights needs assessment might reveal that social factors,



including lack of literacy and of educational or employment opportunities deny women
alternatives to early unwanted or repeated pregnancy and deny women’s economic and other
means of access to contraception. A gender-sensitive approach to social science and legal
research can help to identify the ways underlying socio-legal conditions positively or
negatively affect advances in women’s independence and access to safe abortion services(2,

7,21).

According to the Ethiopian MOH, technical and procedural guidelines for safe abortion in
2006, there are two methods where pregnancies can be terminated. The first one is MA:
termination of pregnancy through the use of medicines. An alternative method to SA and
MVA, it does not require the insertion of any instruments into the uterus, thus reducing the
risk of infection and other complications such as the tearing of the uterus. This procedure is
applied to a pregnancy up to 9 completed weeks since the LNMP. First Mifepristone 200 mg
will be provided followed 36-48 hours later by misoprostol 800ug vaginally. The second one
is surgical Methods; which includes vacuum aspiration which is an alternative safe method of
terminating an otherwise uncomplicated pregnancy up to 12 completed weeks of gestation
from the first day of the LNMP and Sharp Metallic Curettage (28, 30, 31).

2.3. Women at risk of abortion

Every woman in reproductive age carries the risk of an unwanted pregnancy. There is no
typical profile of women which puts them to an unwanted pregnancy regarding age, parity,
socio-economic background, educational status, type of current union, even not the state of
knowledge on contraception. There are, however, women who are particularly at risk of an
unsafe abortion: Young and/or unmarried women; Women in crises, conflict and refugee

situations; Women exposed to sexual violence and Poor women(9, 32).

2.4. Acceptability of medication abortion by reproductive age women

Medication has several advantages over surgical abortion in that the overall cost is usually
lower, medical staff with surgical skills are not required, and in terminations below 9 weeks
gestation no hospital admission is required. MA virtually eliminates the risks of surgery and
anaesthesia, and allows more flexible timing, with out-patient treatment, and the convenience
of completion in the home environment; also women feel more in control and many feel that

an induced miscarriage is a more natural process(23, 33-37).

The combination of mifepristone and misoprostol is now a well-established method for MA

in many countries worldwide. It has been shown by various studies to be a safe and effective
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method for the termination of pregnancy. However, to be widely used, it must also be
acceptable to women, especially since there is an alternative (MVA) that is also a safe and
effective method for the termination of pregnancy. The reasons why women choose MA vary
in different countries. In most countries, the most common reasons for choosing MA are
avoidance of surgery or general anaesthesia, perception that it is safer and perception that it is
more natural than a surgical procedure(5, 30, 38). In most studies, over 80% of women who
chose MA found it acceptable and would choose the same method again if they needed
another abortion in the future. They would also recommend this procedure to other women

who need an abortion. (23, 31).

2.5. The drug of choice for medication abortion

MVA has been used for many years for termination of early pregnancy but now agents are
available which can terminate pregnancy if taken orally/ vaginally or parent-rally obviating
the need for the surgical procedures thus reducing the complications of the procedure(29).

Medication abortion using drugs has recently come into focus as a plausible alternative to
MVA to induce abortion(19). But studies show that the maternal awareness and perception
for mifepristone and misoprostol medication is too less & used less recognized and less
effective abortive drugs. For instance, a descriptive, cross sectional study done on MA
seekers in South-eastern Nigeria shows that 48% had used drugs for pregnancy terminations.
Drugs used for termination included quinine combined with other drugs in 8%; gynaecosid
alone in 6%, gynaecosid combined with other drugs in 6% menstrogen combined with other
drugs in 6% and an unclassified drug in 14%. 3%, 2%, and 0% of subjects had knowledge of
misoprostol, mifepristone and methotrexate, respectively. 1% of respondents had used
misoprostol(19).

Desirable characteristics of a method of MA for the early first trimester are: effective up to 63
days of gestation, easy to administer, safe, and have acceptable side-effects, affordable,
widely available and blood loss should be similar to, or less than, that associated with

vacuum aspiration(4, 29).

2.6. Legal status/issues of abortion in Ethiopia
A quantitative, community based cross-sectional survey conducted on women of reproductive

age in three selected lower districts in Bahir Dar, North-West Ethiopia, showed that Of 845
eligible women selected, 774 (92%) consented to participate and completed the interview. A

total of 512 (66%) women were aware of the legal status of the Ethiopian abortion law and



their primary sources of information were electronic media such as television and radio
(43%) followed by healthcare providers (38.7%). Among women with awareness of the law,
293 (57.2%) were poor in knowledge, 188 (36.7%) fairly knowledgeable, and 31 (6.1%) good
in knowledge about the cases where abortion is allowed by law. Of the total 774 women
included, 438 (56.5%) hold liberal and 336 (43.5%) conservative attitude toward legalization
of abortion. Age had statistically significant association with knowledge. Women with their
age between 35 and 44 years were six times more likely to have good knowledge of the
current abortion law as compared with those older than 45 years (adjusted OR, 5.75; 95%
confidence interval) & occupational status, showed significant association with attitude
toward the abortion. Being self/private employee was two times more likely to increase
positive attitude toward abortion than being a student (AOR, 0.41; 95% CI, 0.21e0.80)(39).

A cross sectional community based study done in Yirga cheffe town SNNPR from march 29-
April 10, 2010 showed that of 422 total sample sizes, out of the response rate was 97.3%. The
respondent was in the age range of 15-49years.The mean age of respondents was 26 years in
a range of 25-29 years. Of the respondents 78.21% have knowledge about abortion and its
complication. This study shows 48.9% have knowledge about the legalization of abortion.
From these 61.17% had a positive attitude on the legalization of abortion and the rest 33.51%
had negative attitudes on the legalization of abortion and around 5.32% had a neutral
idea(40).

2.7. Studies on knowledge, attitude and practice of medication abortion

A cross sectional study, carried out from August 2010 to July 2012 in India to assess the
knowledge, attitude and practice of medical abortion in women (15-45) showed that majority
of women 112(53.33%) had taken abortifacient at <12 weeks of gestation. However, 56
(26.67%) women did not know about their gestation age. Majority of women, 187(89.05%)
had taken medicine at home. Only 10.95% women had taken medicine at hospital under
supervision. Out of 210 women, 191 women took the Mifepristone/Misoprostol regime of
MA and only 19 women had undergone abortion using other medicines. Out of the 191
Women only 23 women (12.01%) heard about this regime from doctors and 87 women
(45.55%) had gained information from media, mainly the internet and television. Out of the
19 women who had heard that abortion can be obtained by using other medicines, 16 women
(84.21%) had heard about it from Relatives, 1 (5.26%) from Media, 2 (10.53%) from others
(friends)(41).
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Another prospective hospital based cross sectional study carried out on 200 married women
to assess attitude and Experiences of Young Women towards MA in India showed that, the
average age of women included in the study was 23.4 years £4.2. The knowledge and usage
of MA drugs among the participants was 92.5 % and 17.5% respectively. Majority of the
participants seek MA to limit family size, birth spacing, unwanted pregnancy, failure of
contraception and socioeconomic limitations. Television, chemists, friends and relatives were

the most important source of information about medical abortion(36).

A study done on the assessment of the level of knowledge regarding safe abortion among
reproductive age group women, a short cross sectional study in lekhnath, kaski, Nepal
showed that 40% knew about induced abortion, only 28% gave the correct meaning about
safe abortion, the rest 72% gave incorrect meaning about the safe abortion. The respondents
who heard about safe abortion, only 51% knows about the legal period of safe abortion for
women and remaining 49% of them did not have any idea for legal time of legal abortion. In
addition, 40% of respondents had good knowledge about safe abortion and 20% of the

respondents had poor/low level of knowledge regarding safe abortion(42).

The study conducted in Brazil on the knowledge of Brazilian medical students regarding
medical abortion (MA) and the use of misoprostol for MA, and to investigate factors
influencing their knowledge. Methods: Of about 1260 participants invited to participate, 88%
reported having heard how to use it, only 8% showed satisfactory knowledge of its use and
effects. From the respondent majority, 91% were heard about misoprostol as a means to

induce abortion(43).

Data are drawn from a survey of 371 abortion clients on knowledge and attitudes about
abortion legislation and abortion methods from 16 purposively selected abortion clinics in
Latvia showed that most women knew that abortion is legal either under any (53%) or certain
(37%) circumstances. Almost one third (31%) of women interviewed were aware of medical
abortion. After hearing a description of MA, respondents felt the method as described would
be advantageous because it could avoid a surgical intervention (33%) or found it simple,
easy, convenient, or natural (12%). Majority of women knew that abortion is legal in Latvia
under any circumstance (53%) or certain circumstances (37%). Among them who were aware
that abortion was legal, over half (57%) believed that a woman can have an abortion until the
twelfth week of her pregnancy. One third (31%) of the sampled abortion clients had heard of
medical abortion.(44).
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Descriptive, cross sectional survey carried out on 100 consecutive MA seekers in south-
eastern Nigeria showed, 64% had a secondary educational level, 33% had a tertiary education
level and 3% had a primary educational level. Fifty-eight percent of subjects were ages 18-20
years; 25% had one or more previous deliveries and 49% had a previous termination of
pregnancy. Forty-eight percent had used drugs for pregnancy terminations. Drugs used for
termination included quinine combined with other drugs in 8%; gynaecosid alone in 6%,
gynaecosid combined with other drugs in 6% menstrogen combined with other drugs in 6%
and an unclassified drug in 14%. Thirty-three percent of subjects purchased their abortion
drugs in a pharmacy. Three percent, 2%, and 0% of subjects had knowledge of misoprostol,
mifepristone and methotrexate, respectively. One percent of respondents had used

misoprostol(19).

A community based cross sectional quantitative study carried out to assess the attitude
towards induced abortion among adults residing in Mizan Aman town, Bench Maji zone
showed that Out of 498 study participants 486 responds to the questions which gives response
rate of 97.6%. Among the study participants, 200 (41.15%) had positive attitude towards
induced abortion and the rest 286 (58.85%) had negative attitude. From the sampled
population 270 (55.6%) of the participants support induced abortion if the fetus has serious
defect in utero, 394 (81.1%) of the participants support induced abortion if the pregnancy
seriously threatens the mother life, 249 (51.2%) of the participants support induced abortion
if the family has low income and cannot afford more children and 261 (53.7%) of the

participants support induced abortion if the pregnancy is due to rape(2).

Institution based cross-sectional study conducted in eight health facilities in Guraghe zone
showed that 68 (17%) of the respondents had previous history of abortion, which was
experienced once in 86.8%, twice in 11.7%, and three times in 1.5% of the respondents. The
majority, 302 (75.5%), of the post-abortion patients revealed that the current pregnancy
which ended in abortion was unwanted while the remaining 98(24.5%) of the patients said it
is wanted. Materials used to induce the pregnancy were herbs, 18 (36.7%); plastics, 15
(30.6%); and different medications in 11 (22.4%) of the patients. Twenty (40.8%) reported
that interference was done by themselves followed by health workers, 25 (51%). Main
reasons given for resorting to induced abortion by those who admitted interference were to

complete education, 20 (40.8%), and for economic reasons, 18 (36.7%)(8).
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A cross sectional study conducted on 341 evangelical women of ages 15 and older residing in
Addis Ababa in a period of four months to assess their knowledge, attitude and practice about
induced abortion and family planning. (93.5%) respondents replied that they know about
abortion. 10.8% mentioned church, 9.3% mentioned family, 15.6% mentioned friends, 13.%
mentioned radio, 15.1% mentioned television, while 12.3% mentioned health facility as their
source of knowledge. About 61.9% (211) responded that they know about the law while
38.1% (130) replied that they do not have knowledge about the law concerning abortion.
22.5% replied if the pregnancy happens from incest, 15.1% replied if the pregnant is under 18
years old, 27.3% replied if the pregnancy endangers the health of the pregnant, 21.4% replied
if there is fetal malformation, 7.4% replied that abortion can be done whenever the pregnant
requests while 6.3% replied that they do not know about the conditions where the law permits
abortion to be done. Concerning attitudes about Abortion; 85.3% replied that abortion is sin,
11.7% of respondents claimed that they have difficulty of concluding whether abortion is sin
or not; while 2.6% replied that abortion is not sin. Regarding the practice of abortion; 23.8%
(81) replied that they had at least one abortion while 76.2% (260) replied that they never had
abortion. 20.8% replied that they knew specific abortifacient medicines like Mifepristone and
Misoprostol, 13.20% know about antibiotics, 13.4% replied that they do not know any
method (7).

Across sectional descriptive study design conducted on 384 women in Debre Markos referral
Hospital showed that a total of 384 make the response rate of 91%. The majority of 292(76%)
participants had knowledge about legal abortion service and 92 (23%) had poor knowledge
and who think about abortion, 97(25%) were said that it is good and 73(19%) were said that it
is harm full practice and 9 (2%) were they don’t knew. Among the sampled population those
who practice when unwanted pregnancy were happen 178 (46%) were said that we would
continue the pregnancy, 131(34%) were said that we would abort the pregnancy and 75
(19%) were they do not knew. From the participants who said that we would abort the
pregnancy the place where they abort were70( 18%)were from government,22(5.729%)were
from private clinic 21( 5.4%) were using local rural drugs or traditional medicine and18(

4%)were from non-government organization(45).

A cross-sectional quantitative study supplemented by key informants’ interview conducted on
social science in Addis Ababa university students between 1% of June of 5™ of July 2013
showed that the mean age of the study participants were 20.6 £ 1.5. Three- fourth of the
respondents (159, 74.6%) knew what MA meant where 11 (6.9%) and 97(61%) of them had
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high and low knowledge on MA respectively. Most (142, 66.7%) of the study participants
would advise someone with unintended pregnancy to undergo an abortion and 86 (40.4%)
would consider abortion if they had unplanned pregnancy. From 21 respondents who had
abortion experience, 13 (61.9%) used MA (32).

2.8 Factors Associated with medication abortion

2.8.1. Socio-demographic & economic factor

Prospective hospital based cross sectional study carried out on 200 married women to assess
the attitude and Experiences of Young Women towards MA attending in India showed that,
Age, education, socio-economic status, and religion had the significant role in knowledge and
attitude towards MA. The average age of women included in the study was 23.4 years +4.2.
From the participants, 39% studied up to middle school, 55% up to high school, 5% had
university degree and 1% was uneducated. Though the overall awareness about MA was
significantly high (92.5%) in the participants. The knowledge about MA was relatively high
among younger participants (aged <25 years), better educated group, urban residents, in
higher socioeconomic strata, in Hindus compared to Christian and Muslim population. The
usage of MA drugs was significantly higher among women aged >25 years (p< 0.01),
educated group (p< 0.01), urban residents (p< 0.01) and in Hindu’s (p< 0.01) in comparison
to Christian and Muslim participants(36).

A cross sectional study conducted on 341 evangelical women of ages 15 and older residing in
Addis Ababa in a period of four months (February-May 2015) to assess their knowledge,
attitude and practice about induced abortion and family planning showed that age, religion,
marital status, occupation, educational status and income have showed significant association
with abortion. Age of the respondents (P-value=.000), occupation (P-value=.000) and income
(P-value=.009) have shown association with their knowledge about abortion. Age ((P-
value=.014), occupation (P-value=.013), educational status (P-value=.032) have significant
association with their attitude and all of the independent variables; age (P-Value=.000), age
when the respondents converted to evangelical Christianity (P-Value=.000), marital status (P-
Value=.003), occupation (P-Value=.001), educational status(P-value=0.000) and income (P-

Value=.031) have significant association with the respondents practice of abortion(7).

A facility based cross-sectional study done on determinants of abortion practice in Addis
Ababa, was described that 183 (67.5%) of them women with abortion cases have secondary

and above educational level followed by women with primary education (20.7%) and with no
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education (11.8%) and socio demographic characteristics of respondents with their
knowledge about safe abortion, educational status showed a strong association p value <
0.001. Friend / relatives about abortion p value is less than 0.000), education, religion, marital
status (p value is less than 0.05) had also show strong association with attitude of
respondents. Marital status (p<0.000), unwanted pregnancy (p=0.000), occupation (p<
0.000), knowing a friend/a relative who has practiced abortion (p=0.000), Place of birth
(p=0.000), income (p=0.002 had a strong relation with their abortion practice. Respondents
who were born in Addis (n=195) 55% of them explained that they did have abortion practice
than 70% of (235) women who said their place of birth is outside Addis. Women who do not
have adequate knowledge on contraceptive methods make them susceptible for the root cause

of abortion; unintended pregnancy(28).

Another study conducted in Addis Ababa on unwanted pregnancy and induced abortion
among female youths: showed that age and occupation was statistically significant with the P
value of 0.016 and 0.004 respectively with induced abortion. The majorityl7 (65.4%) of the
respondents living with their boyfriend and 3(11.5) living with their friends were significant
knowledge on induced abortion. In-case of unwanted pregnancy with single women are more
likely in having unwanted pregnancies (78%) as well as they are also more likely to end up
having an abortion ( 58 %) as compared to the married counterparts. Most of the respondents
mentioned that the reason for not wanting the pregnancy was they were still in school. (47%),
followed by don’t have enough money to take care of the baby (40%).As for to why youths
ended up into having induced abortion majority of them mentioned that they didn’t have
enough money to take care of the baby 14(53.8%) followed by they were still in school 10
(35.8 %). 78 % of singles were more likely to have unwanted pregnancy compared to their
married counterparts with the P value of 0.001 the same group is affected more on having

induced abortion with the proportion of 58 % and P value of 0.001(9).
2.8.2 Parental socio-demographic factor

A cross-sectional quantitative study supplemented by key informants’ interview conducted on
social science in Addis Ababa university students between 1% of June of 5™ of July 2013
showed that participants with father who are illiterate had low knowledge regarding MA
compared to students having fathers who are educated (AOR=0.112 [0.013-0.969]) and it
showed statistically significant association. Though mother educational status (illiterate)
shows statistical significance at crude odds ratio, upon adjustment for, age group, Religion,
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Department, marital status, residence, Mother Education, Father Education, Parent medical
profession the effect of mother’s educational status (illiterate) was not found to be statistically
significant (OR=0.258 [0.088-.762])(32).

2.8.3. Obstetric and RH related factors

Prospective hospital based cross sectional study carried out on 200 married women to assess
the attitude and Experiences of Young Women towards MA attending in India showed that
relatively higher number of MA was observed in low parity women. Out of 35 women who
had used abortion kits, 15 were primipara, out of which 6 had used kits once, 8 had used
twice and 1 had used thrice. 13 participants were para 2, out of which 7 had used kits once, 4
used twice and 2 had used three times. Participants who were para 3 and more, 2 had used
once and 5 used kits twice. Significantly higher usage was observed among participants with
lesser parity (p< 0.05)(36)

A facility based study in Addis Ababa showed that Parity had an association with their
abortion practice with X2 9.38 and p= 0.025. Women whose pregnancy ranges betweenl-2
(n=306) 61% of them have abortion practice than women whose number of pregnancy is
three and above (n= 187) >80 % of them have had abortion record. Unwanted pregnancy
History; Being faced with unwanted pregnancy shows a strong association with their previous
abortion practice with chi square value of 150 and significant at p=0.000). Women who
report that they have faced unwanted pregnancy (n=192) 94.7% of them report that they did
have abortion history. Women who said they did not face unwanted pregnancy (n=238 ) only
(89) 37.3% of them had terminated one or more of their pregnancy through abortion(28).
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2.9. Conceptual frame work

RH service related factors:

Obstetric factors:
e Parity e History of unwanted pregnancy
e Friends or relative/family who has

had abortion

e Contraceptive history

e Knowledge of medication abortion
e Attitude of medication abortion
e Practice of medication abortion

Socio -Demographic & economic factors:

o Age

e Religion

e Place of birth

e Marital status

e Income

e Educational status

e Parents educational status
e Residence

e Occupation

Figure 1: The conceptual frame work on assessment of knowledge, attitude and practice of
medication abortion adapted from Mehiret Habte, July 2010 and Hermela Solomon, June 1,
2015 (7, 28).
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3. OBJECTIVES OF THE STUDY

3.1. General objective

To assess the knowledge, attitude and practice of medication abortion and associated
factors among reproductive age women in selected SRH clinics of Addis Ababa,
Ethiopia, 2018.

3.2. Specific objectives of the study

To determine the level of knowledge of medication abortion among reproductive age
women in selected SRH clinics of Addis Ababa.

To determine the attitude towards medication abortion among reproductive age
women in selected SRH clinics of Addis Ababa.

To describe the practice of medication abortion among reproductive age women in
selected SRH clinics of Addis Ababa.

To determine associated factors affecting women’s knowledge, attitudes and practices

related to medication abortion.
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4. METHODS

4.1. Study area and setting

The study was conducted in Addis Ababa, the capital of Ethiopia. Addis Ababa is set up in to
ten sub-cities. According to the 2007 population and housing census, the city has a total
population of 2,739,551 (3.7%) and annual growth rate of 2.1% between 1994 -2007. Out of
these, female population accounted for 1,434,164 (52%). Women of reproductive age group
among the total population are 947,855(46). According to the report from Addis Ababa
FMHACA and Ethiopian MOH, in the city, there are thirteen governmental hospitals, thirteen
private hospitals, two NGO hospitals, twenty three governmental health centres, nine
governmental clinics, one private health centre, three hundred seventy six private clinics, and
seven SRH-clinics(47).

The outpatient service of SRH clinic shall provide services like (adolescent reproductive
health service, delivery service (optional), ante natal Care service, post natal Care service,
(optional), removal of retained concepts products following miscarriage or abortion, family
planning service, New-born resuscitation, Immunization, abortion care (as per law), PMTCT

services, STIs and HTC and referral service(48).

4.2. Study design and period
Facility based cross-sectional quantitative study design was employed from February 30-
March 30, 2018.

4.3. Population

4.3.1. Source population
All reproductive age women attending in sexual and reproductive health clinics of Addis
Ababa, Ethiopia, in 2018.

4.3.2. Study population
All reproductive age women attending in selected SRH clinics of Addis Ababa, Ethiopia in
2018.

4.4. Eligibility criteria

4.4.1. Inclusion criteria
All reproductive age women coming for service in selected SRH clinics during data

collection period were included.
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4.4.2. Exclusion criteria
Reproductive age women coming for the service but involuntary, severely ill and whose age

less than 18 years were excluded from the sample.

4.5. Sample size determination
The sample size required for study was calculated based on a single population proportion

formula as follows.

n=(Z0/2)*P(1-P)
d2

Where: n=sample size
Z = standard normal distribution corresponding to significance level at a = 0.05

p = P is anticipated proportion of women’s knowledge, attitude and practice of medication

abortion and it is assumed to be 50% taken to increase the sample size.
d = margin of error assumed to be 5%

n=(1.96)*(0.5)(1-0.5)
(0.05)°

=384
By considering 10% non-response rate, the total sample size was 384+39= 423

To allocate the sample size for the selected SRH clinics, their previous 12 months
achievement was used which is (Arada maternal &Health clinic=22305=, Torhayloch clinic
=20985, Addis ketema clinic=9474) and Megnaga clinic=18795). Then the allocation for

each clinic was done as follows:

_n

Ny === NY where
N

Ny= the sample size allocated for “Y” clinic
Ny =Population size that “Y” clinic achieve in the previous 12 months
n = Total sample size =423

N= Total population size = Y;+Y,+Y3+Y,4 =71,559 and
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For Arada maternal &Health clinic:
Narata = 72oo= % 22305 =132
For Torhayloch clinic:

N Torhayloch = % * 20985 =124

For Addis ketema clinic:

423

N Addis ketema = 71555 * 9474 =56

For Megnaga clinic:

NMegnaga = % * 18795 =111

NB: Y1, Yo, Y3, and Y, represents Arada, Torhayloch, Addis ketema and Megnaga SRH
clinics and the “pooled k value was calculated by taking the average achievements of the
selected SRH clinics and the average achievement was divided in to 12months to get the
estimated population during the data collection period. Finally, when it is divided by the
sample size, “pooled k value was obtained. That is:

NY1+NY2+NY3+NY4 _ 22305+20985+9474+18795
4 4

K = =17890 this further divided in to data

collection period which is 1718290 =1491 then finally divided by the sample size: % =4

So the subjects were selected every k™ which is 4.

4.6. Sampling procedure

Clinics were selected by using simple random sampling and systematic random sampling
technique was employed to select subjects. First the total sample size was distributed to each
selected SRH clinics proportionally to make it representative. Then exit interview was
employed (participants were selected using systematic random sampling technique or every
K™ exit (k" value=4))
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Seven SRH clinics in Addis
Ababa (four clinics were

selected)
Simple random method
Arada maternal Torhayloch Addis-ketema Megnaga
& Health clinic ) o )
PA speciality clinic (20,985) Choice clinic Ch_0|_ce
(22,305) (9474) clinic
SS=124 _ (18795)
$5=132 55=56
SS=111
n=423

Figure 2: Sampling procedure for selection of the study participant in the study

Where (SS=sample size, PA=proportional allocation)
4.7. Study variable

4.7.1. Dependent variable
e Knowledge on medication abortion
e Attitude towards medication abortion

e Practices of medication abortion

4.7.2. Independent variable

o Socio-demographic & economic variables including:
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Age

Educational status
Residence
Religion

Place of birth
Marital status
Occupation
Income

Parental educational status

o Obstetric variables(parity) and

o RH service variables(contraceptive history, Friends or relative/family who has had

abortion, history of unwanted pregnancy)

4.8. Operational definition

» Medication abortion: is a method of pharmacologic termination of the early first trimester

of pregnancy (meaning by using mifepristone, misoprostol or both). Depending on the

agent(s), the regimen, and the provider, medication abortion may be initiated as soon as a

woman finds out she is pregnant, through 7-9 weeks (49-63 days) of gestation (via

menstrual dating).

» Knowledge: what a woman knows about medication abortion (Meaning, place where it is

done, drugs used for medication abortion and gestational age medication abortion is used).

R/
A X4

Low knowledge: If the participant score’s less than or equal to 2 on the knowledge
part questions

Satisfactory knowledge: A score of 3 on the knowledge part of the assessment

High knowledge: A score of greater than or equal to 4 on the knowledge part of the

assessment(43)

> Attitude: the predisposition to respond in a favourable or unfavourable manner towards

abortion, medication abortion and related issues such as advising colleague to have abortion

or for oneself in case of unplanned pregnancy, which type of abortion is preferable.

= Positive attitude: participants who scored the mean and above value from the provided

attitude related questions about the medication abortion.

= Negative attitude: participants who scored below the mean value of the provided

attitude questions about the medication abortion

23



» Practice: is the overt health behaviour, habit or customs of a woman related to medication
abortion or those who have experienced or practiced medication abortion at least once in

past.

4.9. Methods of data collection and tools

For data collection a pretested, structured interview questionnaire consisting of items with pre-
coded response categories was used. The questionnaire was adapted & modified by reviewing a
literature(32).

The tool consists of four sections: the first section was used to assess socio-demographic
characteristics of women’s and their parents, the second section was used to assess knowledge
characteristics of participants, the third section was used to assess the attitude of women towards

medication abortion and the last was used to assess their experience of medication abortion.

The questionnaire was designed in English and translated in to local Amharic language by

and then translated back to English by translators to check for consistency.

4.10. Data collection procedure and quality control

Data was collected by face to face interview using structured questionnaires. Five BSc nurses
and three BSc midwifes were selected to collect the data and two BSc midwives were selected
for supervision. Before data collection, one day data collection training was given to data
collectors and supervisors on the objectives, benefits of the study, individual’s right, informed

consent and techniques of the interview.

Before starting the actual data collection to assure the data quality, high emphasis was given to
designing data collection instrument, first the questionnaire was pre-tested on 10% of sample
size or 43 mothers on Gotera SRH clinics. After pre-testing the questionnaire, further
adjustments to the data collection tool was made to improve clarity, understand-ability, and
simplicity of the messages. All of the questionnaires were checked for completeness and
accuracy before, during and after the period of data collection. Throughout the course of the data
collection, interviewers were supervised, regular meetings were held between the data collectors
and the principal investigator together in which problematic issues arising from interviews
during the data collection were discussed. The collected data was again reviewed and checked
for completeness before data entry. Data entry format template was prepared and programmed by

principal investigator.
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4.11. Data analysis and interpretation

First the collected data was checked manually for completion and any incomplete or misfiled
questions. Then the data was cleaned and stored for consistency and entered in to Epi Data
version 4.2, and then it was exported to statistical package for social sciences (SPSS) version

23.0 software for analysis.

Descriptive statistics like frequency, proportion, mean, and standard deviation were computed to
describe study variables in relation to the population. Logistic regression (bivariate and
multivariate) was used to determine the effect of independent variables on the outcome variables.
The strength of association was declared at P value<0.05. Variables found to have a P-value<0.2
in the binary logistic regression was entered/exported into multivariate analysis to identify their
independent effects and the final results were presented as odds ratio (OR). Finally, results were

compiled and presented using texts, tables, graphs.

4.12. Ethical consideration

Ethical clearance and approval were obtained from Addis Ababa University, College of Health
Sciences, and school of nursing and midwifery ethical review committee. Then, letter from the
Research Ethics Committee was submitted to Addis Ababa Health Bureau and research
committee of SRH clinics then letters from research committee of SRH clinics was submitted to
the selected SRH clinics. After explaining the objectives of the study in detail, informed verbal
consent was taken from all study participants. All the participants were reassured of the
anonymity, and as personal identifiers were not used. Then, after obtaining informed consent
from every participant, the data collectors were continued the job by giving due respect to the

norms, values, beliefs, culture, and ensured the confidentiality of the data.

4.13. Dissemination of the result

The results of this finding will be disseminated or communicated to Addis Ababa
University, College of Health Science, School of Nursing and Midwifery. It will also
disseminated to Addis Ababa Health bureau and other concerned bodies through reports and
publication on an appropriate journal. Efforts made to present the results on scientific

conferences and publications will be considered.
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5. RESULTS

5.1. Socio-Demographic Characteristics of Study Population

From the total of 423 mothers who were invited for interview, 412 filled the questionnaires
completely resulting in a response rate of (97.4%). Mean age of the respondents was 25.0
(SD+5.11) years with a minimum and maximum age of 18 and 43 respectively. Majority of the
respondents 133 (32.3%) fall in between 24-27 years age group. Out of the total respondents,
294 (71.4%) of them were born in Addis Ababa and majority 238 (57.8%) of the study
participants were orthodox religion followers. From the total participants; 145 (35.2%) had
attended up to secondary education followed by college/university 139 (33.7%). Regarding the
marital status of the respondents 132 (32%) were married, while the majority which account 178
(43.2%) were single without relationship. Almost all 386 (93.7%) were live in Addis Ababa
where 88 (21.4%) were private employers and out of the total respondents 138 (33.5%) of them
had a monthly income of <500 Ethiopian birr (Table 1).
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Table 1: Socio-demographic characteristics of reproductive age women in SRH clinics of Addis Ababa,
February 30-March 30, 2018(n=412).

Variables frequency percentage
Age distribution

18-20 88 214
21-23 82 19.9
24-27 133 32.3
>28 109 26.5
Place of birth

Addis Ababa 294 71.4
Out of Addis Ababa 118 28.6
Religion

Orthodox 238 57.8
Muslim 82 19.9
Catholic 45 10.9
Protestant 47 11.4
level of education

Illiterate 25 6.1
Primary education 103 25
Secondary education 145 35.2
College/university 139 33.7
Marital status

Married 132 32
Single without relationship 58 14.1
Single with relationship 178 43.2
Divorced 38 9.2
Widowed 6 15
With whom you live

With my relatives 68 16.5
With my boyfriend 67 16.3
With my husband 95 23.3
With my friends 66 16
Alone 65 15.8
With my family 51 12.4
Residence

Urban 386 93.7
Rural 26 6.3
Occupation

Day labourer 44 10.7
House maid 48 11.7
House wife 55 13.3
Government employee 45 10.9
Private employee 88 21.4
Merchant 28 6.8
Jobless 72 175
Self-business 26 6.3
Student 6 15
Parity

Zero 254 61.7
One 90 21.8
Two 46 11.2
Three and above 22 5.3
Monthly income(n=412)

<500 138 335
500-1000 111 26.9
>1000 163 39.6
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5.2. Socio-demographic background of their parents

Majority 199 (48.3%) of the study participants had illiterate mother, 114 (27.7%) with
primary education, 54 (13.1%) had secondary education and 45 (10.9%) had some forms of
college education. On the other hand 180 (43.7%) of their fathers’ were reported to be
illiterate, whereas, 87 (21.1%), had some forms of college education. Regarding the medical
related profession in their family, 130 (31.6%) of the study participants were reported to have

medical related profession in their family (Table 2).

Table 2: Socio-demographic characteristics of their parents of reproductive age women
in SRH clinics of Addis Ababa, February 30-March 30, 2018(n=412)

Variables frequency percentage
Mothers level of education

Iliterate 199 48.3
Primary education 114 21.7
Secondary education 54 13.1
Above secondary school 45 10.9
Fathers level of education

Iliterate 180 43.7
Primary education 84 20.4
Secondary education 61 14.8
Above secondary school 87 21.1
Medical related profession in their family

Yes 130 31.6
No 282 68.4

5.3. The respondent’s general knowledge on abortion

When they were asked about the possible outcomes of pregnancy, more than two thirds of the
participants responded as giving birth 281 (68.2%) and 232 (56.2%) said abortion. Majority
325 (78.9%) of study participants were heard about abortion. From the ways of performing
abortion respondents replied was; by medication /drugs 260 (80%), by Surgical procedures
50 (15.4%), and by traditional practitioners 29 (8.9%). More than half 240 (58.3%) of the

participants knew what safe abortion means (Table 3).
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Table 3: Respondents knowledge on abortion among reproductive age woman in
selected SRH clinics of Addis Ababa, February 30-March 30, 2018(n=412).

Variables frequency percentage

The possible outcome of pregnancy

Give birth 281 68.2
Abortion 232 56.2
Heard about abortion

Yes 325 78.9
No 87 21.1
Ways of performing abortion that participants know

Abortion by surgical procedures 50 154
Abortion by medication/drugs 260 80

Abortion by traditional practitioners 29 8.9

I don’t know 33 10.2
Do you know about safe abortion

Yes 240 58.3
No 172 41.3
Safe abortion means:

By qualified persons 185 77.5
By using correct techniques 90 37.5
In sanitary condition 95 39.6
By untrained persons 11 4.6

Do you know about unsafe abortion

Yes 236 57.3
No 176 42.7
Unsafe abortion means: when it is performed....

By persons lacking the necessary skills 163 69.1
In an environment lacking minimal medical standards 88 37.3
By the woman herself 61 25.8
By health worker under unhygienic condition 69 29.2

NB: For multiple responses the sum of the percentage may add up more than 100.

More than one third of respondents 180 (55.4%) mentioned friends as the information source
for abortion followed by health facility 87 (26.8%), and media (television, radio and
newspapers) 59 (18.2%) respectively (Fig 4).

5.4. Respondents general Knowledge and attitude towards abortion law

When we observe respondents general knowledge and attitude towards abortion law, more

than one third of the respondents 168 (40.8%) reported that abortion is legally allowed in
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Ethiopia while 135 (32.8%) believed that abortion is not legally allowed in the country.
Among those study participants who believe abortion is legally allowed in Ethiopia (n=168),
most of the participants mentioned conditions as when the pregnancy results from rape or
incest 131 (78%) followed by when the woman or fetus lives are threatened 107
(63.6%)(figure 3). More than half of the respondents, 247 (60%) support government
allowing abortion in Ethiopia. Among those who support that government should allow
abortion (n=247), the mentioned conditions under which abortion should be allowed were: to
prevent the death of women due to unsafe abortion 167 (67.7%), followed by to prevent
unsafe abortion and it is a human right which is 103 (41.7%), 64 (25.9%) respectively.
Accordingly from those who do not support (n=165), the reasons given were: not allowed in
their religion 122 (73.9%), it encourages many women to have unplanned pregnancy 93
(56.4%), it is crime 45 (27.3%), and it will risk the health of women 45 (27.3%)(Table 4).

Table 4: Knowledge and attitude of reproductive age women towards Ethiopian
abortion law in SRH clinics of Addis Ababa, February 30-March 30, 2018.

Variables frequency percentage

Abortion legally allowed in Ethiopia(n=412)

Yes 168 40.8
No 243 59.2
In support if government of Ethiopia allows abortion

(n=412)

Yes 247 60
No 165 40
If you support, at what condition(n=247)

To prevent unsafe abortion 103 41.7
To prevent the death of women due to unsafe 167 67.7
It is human right 64 25.9
If not, your reason (n=165)

Not allowed in my religion 122 73.9
It is crime 45 27.3
It encourages many women to have unplanned pregnancy 93 56.4
It will risk the health of women 45 27.3

NB: For multiple responses the sum of the percentages may add up to more than 100.
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Figure 3: Participant’s response on conditions where the Law permits abortion in SRH
clinics of Addis Ababa, February 30-March 30, 2018.

5.5. Knowledge regarding Medication Abortion

Three fourth 312 (75.7%) reported that as they knew what MA means. Among those
respondents who claimed to know MA, 221 (70.8%), 51 (16.3%), 33 (10.6%) and 7 (2.2%))
said a MA means; abortion using abortion pill/drug, abortion using any drugs/medication,
abortion by inserting objects through female genital and abortion by drinking chemicals
respectively. Of 312 respondents who knew what MA means, 263 (84.3%) also reported as
they knew where someone could have a medical abortion service. The majority of the
respondents 199 (63.8%) did not know which drugs are used in case of MA however, some of
the respondents mentioned Misoprostol 86 (27.6%), Mifepristone 67 (21.5%), Amoxicillin 6
(1.9%), Ampicillin 7(2.2%), Methotrexate 8 (2.6%), Gemprost 5 (1.6%) and Safe-T 5 (1.6%).
Most of the respondents 116 (37.2%) who claimed to know MA did not know the preferred

gestational age to perform MA. But 111 (35.6%) of respondents mentioned gestational age
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less than or equal to 9 weeks and gestational age less than or equal 63 days 74 (23.7%), and

few of them 5 (1.6%) responded MA to be performed at any gestational age (Table 5).

Table 5: Knowledge of reproductive age women towards medication abortion in SRH
clinics of Addis Ababa, February 30-March 30, 2018.

Variables frequency percentage
Know what medication abortion means(n=412)

Yes 312 75.7
No 100 24.3

If yes, it means(n=312)

Abortion using abortion pill/drug 221 70.8
Abortion using any drugs/medication 51 16.3
Abortion by inserting objects through female genital 33 10.6
Abortion by drinking chemicals 7 2.2

Know where someone can have medical-
abortion done(n=312)

Yes 263 84.3
No 49 15.7
Drug/drugs is/are used to abort pregnancy (n=312)

Misoprostol 86 27.6
Mifepristone 67 21.5
Amoxicillin 6 1.9
Ampicillin 7 2.2
Methotrexate 8 2.6
Gemprost 5 1.6
Safe-T 5 1.6
| do not know 199 63.8

Gestational age medication abortion is
preferable(n=312)

Gestational age less than or equal to 63 days 74 23.7
Gestational age less than or equal 9 weeks 111 35.6
Gestational age greater than or equal 9 weeks 31 9.9
At any gestational age 5 1.6
| do not know 116 37.2

NB: For multiple responses, the sum of the percentages may add up to more than 100.

As it has been shown in (Fig 4), out of 312 respondents who knew about MA, 148 (47.4%)
said that they got the information from friends followed by health facility/hospital, 133
(42.6%). When asked where the MA will be performed, the majority of the respondents 181

(68.8%), from those who claimed to know where to perform (n=263), answered health centre
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followed by hospital 103 (39.2%) (Fig 5). Though the majority of the respondent knows what
MA means, when knowledge score was done from the knowledge questions, it was found that
most of the study participants have high knowledge towards MA 159 (38.6%) followed by
satisfactory knowledge 138 (33.5%)(Fig 6).

55.4%

& Abortion
47 4% i Medication abortion
1 42.6%

26.8%

18.2%
14.7%

10.5%

9.6% 7.7%

4.8% 4.3%
ii 0.96% i

Friends Media Family Teacher Health Church Internate
facility
Source of information for abortion in general and medication abortion in
particular

Figure 4: Major sources of information for abortion in general and medication abortion for

reproductive age woman in selected SRH clinics of Addis Ababa, February 30-March 30,
2018.

place where medication abortion is performed

Private clinic
e 17.87%

Health center

68.82%
Hospital pharmacy

39.16%

Community pharmacy

- 4.94%

Figure 5: Place where medication abortion is performed, Addis Ababa, February30-March
30, 2018.
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Knowledge score for medication abortion
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Figure 6: Knowledge score for medication abortion among reproductive woman in selected
SRH clinics of Addis Ababa, February 30-March 30, 2018.

5.6. Attitude towards medication abortion

From the total respondents, 150 (36.4) reported that as they would advise or encourage
someone with unwanted pregnancies to undergo abortion. The most preferred method that
they advise for someone was abortion by medication 131 (87.3%) followed by surgical
procedures 18 (12%) and by traditional practitioner 10 (6.7%). More than half of the
respondents, 230 (55.8%) believed that if they had an unplanned pregnancy, they would
consider abortion to terminate it and the reasons that they believe were: inability to raise their
child 139 (60.7%) followed by it will affect my education 69 (44.5%). Abortion by
medication /drugs from health facility was the preferred way of abortion 195 (84.8%). Of the
respondents who didn’t consider abortion (n=182) if they had an unplanned pregnancy,
majority 146 (80.2%) reported that as their religion cannot allow abortion followed by I don’t
want to kill my own baby 94 (51.6%) (Table 6).
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Table 6: Attitude of reproductive age woman towards medication abortion in selected
SRH clinics of Addis Ababa, February 30-March 30, 2018.

Variables frequency  percentage

Advise or encourage a colleague with an

unwanted pregnancy to undergo abortion(n=412)

Yes 150 36.4
No 262 63.6
Type of abortion would you advise or encourage a

colleague...(n=150)

Abortion by Surgical procedures 18 12
Abortion by medication /drugs 131 87.3
Abortion by traditional practitioners 10 6.7

If you have unplanned pregnancy will you consider

abortion to terminate(n=412)

Yes 230 55.8
No 182 44.2
Why would you consider abortion if you have unplanned

pregnancy(n=230)

| cannot raise the child 139 60.7
It will affect my education 102 445
To protect social stigma 59 25.8

Type of abortion would you consider if you have
unplanned pregnancy(n=230)

Abortion by Surgical procedures in the health facility 39 17

Abortion by medication /drugs from health facility 195 84.8
Abortion by medication /drugs from friends 15 6.5
Abortion by traditional practitioner 3 1.3

If not , reason for not considering abortion for unplanned

pregnancy

My religion cannot allow abortion 146 80.2
It is crime in our country 53 29.1
I don’t want to kill my own baby 94 51.6
Gave birth 22 12.1
Undergone abortion 21 115

NB: For multiple responses, the sum of the percentages may add up to more than 100.
5.7. Sexual and medication abortion practice

Nearly half 201 (48.8%) of the respondents know a friend/neighbour who had terminated
pregnancies and almost all 409 (99.3%) of the respondents had sexual intercourse experience,
from those who had sexual intercourse before, 193 (46.8%) of them had history of unwanted

pregnancy. Out of the total study participants, 206 (50%) had a history of termination of
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pregnancy and majority of the respondents report as: | know, but I did not use contraceptives
97 (47.1%) followed by I know and used contraceptives but | faced pregnancy 53 (25.1%) as
a reason for termination. From those (n=206) respondents, majority 136 (66.2) used
medication/drugs for termination followed by abortion by surgical procedure 35 (17.2%).

Being easy to take 81 (39.71%) is the most given reason for MA preference (table 7).

Table 7: Practice of reproductive age woman towards medication abortion in SRH
clinics of Addis Ababa, February 30-March 30, 2018.

Variables frequency percentage

Know a family member/friend /neighbour
who had terminated pregnancy(n=412)

Yes 201 48.8
No 211 51.2
Ever had sexual intercourse before(n=412)

Yes 409 99.3
No 3 0.7

History of unwanted pregnancy(n=409)

Yes 193 46.8
No 219 53.2
Ever terminated your pregnancy (n=409)

Yes 206 50

No 206 50

If you had terminated pregnancy, reason(n=206)

| did not know contraceptives 56 27.2
| know but | did not use contraceptives 97 47.1
| know and used contraceptives but | faced 53 25.1
Type of abortion undergone

Abortion by Surgical procedures 35 17.2
Abortion by medication 136 66.7
Abortion by traditional practitioners 33 16.2
Reason for MA preference:

Easy to take 81 39.7
Low continuing pregnancy 56 27.5
More natural 47 23

Avoid surgery/anaesthesia 49 24

More effective 50 24.5
Increase privacy and confidentiality 52 25.5
Much quicker in short period of time 50 24.5
Safe 69 33.8
No side effect 47 23

NB: For multiple responses the sum of the percentages may add up to more than 100.
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5.8. Determinants of knowledge, attitude and practice towards medication abortion
5.8.1. Socio-economic variables, parent related factors, and RH service related factors

associated with medication abortion knowledge

Binary Logistic regression was performed to assess the association of each independent
variable with medication abortion knowledge. The factors that showed a p-value of less than
0.2 were added to the multivariate regression model. The result revealed that on the bivariate
analysis: Age group, place of birth, their way of living, their father’s educational level,
medical related profession in their family and history of unwanted pregnancy were
significantly associated with medication abortion knowledge. In multivariate logistic
regression, fathers’ levels of education and their way of living were significantly associated
with medication abortion knowledge at P-value of <0.05 (table 8). Respondents who have a
father learnt up to secondary education were 2.03 times more knowledgeable on the MA than
with a father who is illiterate (AOR=2.03, 95% CI [1.01, 4.10]. Similarly, those respondents
whose father learnt some forms of college or university education were 2.80 times more
likely knowledgeable on MA than respondents with a father who is illiterate(AOR=2.80, 95%
CI[1.42, 5.52]. In addition to this, those respondents living with their relatives (2.34 times),
with their boyfriends (6.08 times), and with their friends (5.35 times) were more likely
knowledge on MA compared with those living with their family (AOR=2.34, 95% CI [1.05,
5.25]), (AOR=6.08, 95% CI [2.41, 15.33]), and (AOR=5.35, 95% CI[2.18, 13.16])
respectively (table 8).
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Table 8: Bivariate and multivariate logistic regression analysis of medication abortion

knowledge and its explanatory variables (n=412)

Variables Yes No OR (95% ClI) AOR (95%Cl)
Age group

18-20 54 34 0.52[0.28-0.96]** 0.57(0.29-1.12)
21-23 62 20 1.02[0.53-2.00] 1.03[0.50-2.13]
24-27 99 34 0.96[054-1.72] 1.06[ 0.56-1.98]
>28 82 97 1 1

Place of birth

Addis Ababa 220 74 1.58[1.00-2.51]* 1.43[0.86-2.36]
Out of Addis Ababa 77 41 1 1

With whom you live?

With my relatives 48 20  2.13(1.00-4.55)* 2.34(1.05-5.25)**
With my boyfriend 58 9  5.73[2.35—13.97]***  6.08[2.41-15.33]***
With my husband 65 30  1.93[0.96-3.88]* 1.83[0.87-3.84]
With my friends 56 10  4.98[2.09-11.87]***  5.35[2.18-13.16]***
Alone 43 22 1.74[0.82-3.69]* 1.80[0.81-4.00]
With my family 27 24 1 1

Your father’s educational level

Illiterate 118 62 1 1

primary education 59 25 1.24[0.71-2.17] 1.19[0.65-2.16]

up to secondary education 47 14 1.76[0.90-3.45] * 2.03[1.01-4.10]*
above secondary school 73 14 2.74[1.43-5.24]*** 2.80[1.42-5.52]***
medical related family profession

Yes 88 42  0.73[0.46-1.15]* 0.77[0.47-1.25]

No 209 73 1 1

History of unwanted pregnancy?

Yes 147 46  1.47[0.95-2.28] * 1.37[0.86-2.20]

No 150 69 1 1

NB: *= p-value < 0.2, ** = p-value < 0.05, *** = p-value < 0.01

5.8.2. Socio-economic variables, parent related factors, obstetric factor and RH service

related factors associated with respondent’s attitude towards medication abortion

Bivariate and multivariate logistic regression analysis was employed to calculate odds ratios
and corresponding 95% confidence intervals for the predictors of MA attitude. Variables
which were significant in the bivariate analysis of p-value <0.2 were place of birth, religion,
marital status, income, their fathers’ level of education, and medical related profession in the

family. As a result, medical related profession in the family was remained in the multivariate
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logistic regression due to its statistical significance. Hence, the result of multivariate analysis
showed that study participants who had a medical related profession in their family had
positive attitude towards MA compared with those who had no medical related profession in
their family(AOR=1.56, 95% CI [1.01, 2.42]] (Table 9).

Table 9: Bivariate and multivariate logistic regression analysis towards medication
abortion attitude and its explanatory variables (n=412)

Variables Yes No OR(95% CI) AOR (95%Cl)

Place of birth

Addis Ababa 120 174  0.62[0.41-0.96] **  0.67[0.42-1.05]
Out of Addis Ababa 62 56 1 1

Religion

Orthodox 97 141 1.01[0.54-1.92] 1.48[0.87-2.52]
Muslim 43 39 1.63[0.79-3.36]* 1.63[0.83-3.18]
Catholic 23 22 1.54[0.68-3.52] 0.96[0.50-1.87]
Protestant 19 28 1 1

Marital status

Married 66 66 0.50[0.09-2.82] 0.72[0.12-4.28]
Single without relationship 26 32 0.41[0.70-2.40] 0.26[0.09-3.24]
Single with relationship 65 113 0.29[0.51-1.61]* 0.38[0.07-2.25]
Divorced 21 17 0.62[0.10-3.79] 0.65[0.10-4.23]
Widowed 4 2 1 1

Income

<500 67 71 1 1

500-1000 52 59 0.93[0.57-1.54] 0.96[0.56-1.63]
>1000 63 100 0.67[0.42-1.06]* 0.72[0.45-1.17]
Your father’s educational level

Iliterate 72 108 1 1

primary education 41 43 1.43[0.85-2.41]* 1.50[0.87-2,58]
up to secondary education 32 29 1.66[0.92-2.97]* 1.71]0.94-3.13]
above secondary school 37 50 1.11][0.66-1.87]* 1.17[0.68-2.01]
medical related family profession

Yes 62 68 1.62[1.06-2.46]**  1.56[1.01-2.42]**
No 114 168 1 1

NB: *= p-value < 0.2, ** = p-value < 0.05, *** = p-value < 0.01

5.8.3. Socio-economic variables, parent related factors, and RH service related factors

associated with respondent’s practice towards medication abortion

As shown in table 10, variables which show significant association in the bivariate analysis of

p<0.2 (respondents’ level of education, income, knowing a family member/friend/neighbour
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who had terminated a pregnancy, respondents who had history of unwanted pregnancy and
respondents who know contraceptives) were entered into multivariate analysis. The
participants’ level of education, income and respondents who had history of unwanted
pregnancy were significantly associated with the respondents MA practice (table 10). When
we compare MA practice among educated and illiterate respondents, respondents who had
learnt secondary education (3.54 times) and college/university (3.49 times) were more likely
to practice MA than illiterates(AOR=3.54, 95% CI[1.02, 12.26]), (AOR=3.49, 95% CI[1.02,
11.92]) respectively. Similarly respondents who had history of unwanted pregnancy were
11.7 times more likely practice to MA than those respondents who had no history of
unwanted pregnancy (AOR=11.7, 95% CI(1.11, 12.46]) In addition, respondents who get a
monthly salary of greater than 1000 ETB were 2.19 times more likely to practice MA than
those who get monthly salary less than 500 ETB(AOR=2.19, 95% CI[1.02, 4.75])(table 10).

Table 10: Bivariate and multivariate logistic regression analysis towards medication

abortion practice and its explanatory variables (n=412)

Variables Yes No OR(95% CI) AOR (95%Cl)
Your level of education

Iliterate 6 19 1 1

Primary education 30 73 1.30[0.47-3.58] 2.51][0.70-8.94]
Secondary education 43 102  1.34[0.50-3.57] 3.54[1.02-12.26]**
College/university 57 82 2.20[0.83-5.85]* 3.49[1.02-11.92]**
Income

<500 35 103 1 1

500-1000 32 79 0.46[0.28-0.76]*** 1.12[0.51-2.47]
>1000 69 94 0.55[0.33-0.92]** 2.197[1.02-4.75]*
Do-you-know-a-family

member/friend/neighbour

who-had-terminated pregnancy?

Yes 115 86 12.1[7.12-20.56)*** 0.21[0.02-2.39]

No 21 190 1 1

History of unwanted pregnancy?

Yes 114 79 12.92[7.64-21.86] *** 11.77[1.11-12.46]**
No 79 22 1 1

Do you know contraceptive?

Yes 24 24 1 1

No 104 46 1.70[0.90-3.19]* 0.65[0.32-1.30]

NB: *= p-value < 0.2, ** = p-value < 0.05, *** = p-value < 0.01
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6. DISCUSSION

The study has investigated the knowledge, attitude and practices of MA and associated
factors among reproductive age women in selected SRH clinics of Addis Ababa, Ethiopia.
Around 325(78.9%) of the respondents have heard about abortion. Friends (55.4%) were the
main source of information followed by from health facility (18.2%) and media (26.8%). This
finding was lower than the study conducted in evangelical women in Addis Ababa where
93.5% have heard about abortion where media accounts (28.1%)(7),and social science
students in Addis Ababa University which showed that the entire population (100%) have
heard about abortion and media (82.6%) was the main source of information about abortion
followed by friends (70.0%)(32). This difference might be due to study group differences or
the negligence/decreased emphasises of media (Radio, television, newspaper, and the like)

and health care providers on information dissemination regarding reproductive issues.

According to this study, more than half of the respondents have heard about safe abortion
(58.3%) and unsafe abortion (57.3%) and this study was higher than the descriptive study
carried out on 50 reproductive age women in Lekhnath, kaski, Nepal, on the assessment of
the level of knowledge regarding safe abortion which showed that only 40% of the
respondents knew safe abortion(42). This might be due to study time difference or due to

small sample size carried out in Nepal.

About 168 (48.8%) of the study participants said abortion is liberal and allowed in Ethiopia
under some conditions, however, 135 (32.8%) said abortion is not legally allowed in
Ethiopia, and 109 (26.5%) said they don’t know whether it is allowed or not. Among those
respondents who said abortion is legally allowed in Ethiopia (n=168), most of the
respondents mentioned that abortion is allowed only for the conditions like; when the
pregnancy is resulted from rape or incest (131 (78.0%)), when the woman or fetus lives are
threatened (107 (63.7%)), when the fetus has severe abnormalities (90 (53.6)) and some of
the study participants (29 (17.3%) responded on request for everyone. This finding was in
line with the study done in Yirga cheffe town SNNPR on knowledge and attitude of women
of childbearing age towards legalization of abortion in Ethiopia, which showed that 48.9%
were aware of legalization of abortion law(40). This might be due to the same sample size
used in both studies or the contribution of the health care providers on the dissemination of
information towards legalization. In contrast to this, the finding was slightly lower than the

study done in Nepal(42), the study conducted in Addis Ababa among evangelical woman
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which showed that abortion is allowed only for the conditions like; when the pregnancy is
resulted from rape or incest (11.5%)), when the woman lives are threatened (37.20%)), every
women’s request(8.33%)(7) and the study done in three lower districts in Bihar Dar, north
west Ethiopia, which showed that 512 (66%) were aware of the legal status of the Ethiopian
abortion law(39). This difference might be due the large sample size used in the study
conducted in Bihar Dar, small sample size used in study conducted in Addis Ababa and it
may be due to the health policy, program and strategy differences and technological
differences with Nepal.

Regarding to MA, more than three-fourth of respondents 312 (75.7%) have aware of what
MA means, but 88(21.4%) of them do not know about it. Among the 312 respondents who
claimed to know about MA, majority 221 (70.8%) has reported as MA means: abortion using
abortion pill/drugs. When the knowledge score was done 38.6%, 33.5% of the respondents
who knows MA had high and satisfactory knowledge respectively, and the reaming 27.9% of
them had low knowledge towards MA. This study was higher than the study done in Brazil
on medication abortion knowledge showed that the percentage of the respondents who had
heard about medication drugs as a means to induce abortion was 72% though only less than
3% had satisfactory general knowledge(43). The difference in the result might be due to socio

cultural and socio economical or health police, implementation program difference.

Accordingly the finding of this study revealed that, more than two thirds of the respondents
199 (63.8%) do not know which drugs are used in case of MA but some of the respondents
who had reported to know MA reported as Misoprostol 86 (27.6%), mifepristone 67 (21.5%),
Amoxicillin 6 (1.9%), Ampicillin 7 (2.2%), Methotrexate 8 (2.6%), Gemprost 5 (1.6%) and
Safe-T 5 (1.6%). This finding was higher than the study done on MA seekers in south
eastern Nigeria, which showed that only 3%, 2% and 0% knew misoprostol, mifepristone and
methotrexate(42). These differences might be due to small sample size used in previous study
or it might be due poor access of reproductive services, restrictive abortion laws or difference
in health police, implementation program and study time differences. Similarly the findings
of this study were higher than the study done in reproductive age group Evangelical women
residing in Addis Ababa where 20.8% knew specific abortifacient medicines like
Mifepristone and Misoprostol, 13.20% knew about antibiotics and while 13.4% replied that
they do not know any method and study done in social students in Addis Ababa which
showed that Misoprostol 3 (1.9%), Mifepristone 2 (1.2%), Methotrexate 2 (1.2%), and Safe-T
3 (1.9%)(32). These discrepancies might be due to the difference in study setting and subject
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or it may be sampling technique or sample size used or might be due to the fact that students

can access better information than woman.

In this study most of the respondents who claimed to know MA, reported as when medication
abortion was preferable. From those respondents 111 (35.6%) said, when the pregnancy is
less or equal to 9 weeks, 74 (23.7%) said when the pregnancy was less or equal to 63 days
and few 5 (1.6%) said at any gestational age. However, majority 116 (37.2%) did not know
when medication abortion will be performed. This finding was slightly lower than the study
done in India to assess the knowledge, attitude and practice of MA which showed that
majority 53.3% taken abortifacient at less than 12 weeks gestation and 26.6% of them did not
know were MA will be given(41). These might be due to the educational level, technological

differences or may be due to better health policy and program implementation in India.

On the other category, more than two thirds of the respondents 247 (60%) were reported to
support the idea that government should allow abortion in Ethiopia. From the respondents
(n=247), majority 167 (67.6%) reported to support the idea to prevent death of women due to
unsafe abortion, 41.7% said to prevent unsafe abortion as a result of unwanted pregnancy and
some (25.9%) reported as it was a human right. And from the respondents who do not support
the government to allow abortion, majority 122 (73.9%) claimed that their religion did not
allow them to abort, 56.3% of them reported that as it will encourage many women to have
unplanned pregnancy and 27.3% of them said as it is a crime in the country. The study was
consistent with the study done in India on the assessment of attitude and experience of
married women which showed that the majority of the study participants would seek MA to
prevent unwanted pregnancy which will mostly lead to unsafe abortion. This might be due to
the common understanding of the countries on the prevention of unwanted pregnancy which

may mostly end up unsafely.

In this finding, 44.2% of the participants had positive attitude towards MA and majority 150
(36.4%) of them reported to advise or encourage a colleague with unwanted pregnancies to
undergo an abortion. Of those, 87.3% of them may advise their colleague to choose abortion
with medication/drugs. On the other hand more than half, 55.9% of the respondents consider
abortion as a means of solution when they face unwanted/unplanned pregnancy and most
60.7% claimed that as they can’t raise the child, 44.5% of them reported that as it may affect
their education and around 25.8% of them consider abortion due to fear of social stigma. The
study was consistent with the study done in Guraghe zone, which showed that 40.8% of them
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had induced abortion as it may affect their education followed by 36.7% had due to unable to
raise their children because of economic reasons(8). This might be due to the attitude of the

respondents for pregnancy and socio economic similarities across the regions in country.

Regarding to medication abortion practice, only 33% practiced medication abortion from the
total study participants. 46.8% of the respondents had history of unwanted pregnancy and
49.8% of them had history of termination of pregnancy. From those who had terminated their
pregnancy, majority 66.7% used abortion pill/drugs for termination followed by abortion by
surgical procedures 17.2% and by traditional Practitioners 16.2%. Many of them claimed the
reason for termination were they know, but negligent to use contraceptives(47.1%), followed
by lack of knowledge (27.2%) and some of them were claimed that as they become pregnant
as they were on contraceptives(25.7%). This figure was higher than the study conducted in
India which showed only 17.5% used MA (36) and the study was slightly higher than the
study done in Nigeria, which showed 49% had previous termination and 48% had used drugs
for termination of pregnancy(19). This inconsistency might be due to difference in health

police, implementation program and small sample size used in the previous study.

In this study father’s educational level were significantly associated with medication abortion
knowledge which shows that respondents who have a father learnt secondary education were
2.03 times more knowledgeable on MA than with fathers who are illiterate. Similarly, those
respondents whose father learnt college/university were 2.80 times more knowledgeable on
MA than respondents whose father is illiterate. This finding was consistent with the study
done in India(36), Addis Ababa(32), which showed that respondents with fathers who are
illiterate had low knowledge regarding MA compared to respondents having fathers who are
educated (AOR=0.112 [0.013-0.969]). In addition to this, from this study ‘participant’s way
of living” were significantly associated with MA abortion. Those respondents living with
their relatives [AOR=2.34, CI [1.05-5.25]], boyfriends [AOR= [6.08, CI [2.41-15.33]] and
with their friends [AOR=5.35, CI [2.18-13.16]] had knowledge on MA compared with those
living with their family respectively. This finding was comparable to the study conducted in
Dar Es Salaam, Tanzania, on unwanted pregnancy and induced abortion among females,
which showed that majorityl7 (65.4%) of the respondents living with their boyfriend and 3
(11.5) living with their friends had significant knowledge on abortion.

In addition to this, when we compare MA practice among educated and illiterate respondents,
respondents who had secondary education (3.54 times) and college/university (3.49 times)
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were more likely to practice MA than illiterates. This finding was similar to the study done in
India (36) and in Addis Ababa (7) which showed that, usage of MA drugs was significantly
higher than in educated group. Similarly, respondents who had history of unwanted
pregnancy were 11.7 times more likely to practice MA than those respondents who had no
history of unwanted pregnancy. This finding was consistent with the study done on
determinants of abortion practice in Addis Ababa, which showed that respondents with
history of unwanted pregnancy (p<0.000) had a strong association with their unwanted
pregnancy (28). In addition to the above factors, respondents who get a monthly salary of
greater than 1000 ETB were 2.19 times more likely to practice MA than those who get less
than 500ETB. This finding is comparable with the study conducted in evangelical woman
residing in Addis Ababa(7) which showed that respondents’ income level were strongly
associated with abortion practices. This might be due the same socio-economic background

of the country.
6.1 Strength and limitation of the study
6.1.1. Strengths of the study

e Since it is primary data, those governmental and non-governmental organizations
involved in maternal empowerment can utilize the findings of the study as information for

intervention of programs and for further study.
6.1.2. Study limitations

Abortion is still a sensitive issue; some of the responses by the respondents might have been
influenced by religious, cultural and personal beliefs. So that respondent may answer
questions in a manner that would be viewed favourable by others (may under /inaccurately
report their view towards medication abortion). Recall bias and white coat bias might not be
minimized. Since the data is collected at a single point in time, temporal relationship could

not be established.
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7. CONCLUSION AND RECOMMENDATIONS

7.1. Conclusion

Generally, from this study majority (78.9%) of the study participants heard about abortion,
only 75.7% had awareness on MA and the major sources of information were friends and
from a health facility. Nearly one-third of the respondents (27.9%) were found to have low
knowledge score on MA. Medication abortion is acceptable by the study participants where
one third of the respondents have positive attitude (44.2%) towards abortion by advising or
encouraging colleague (36.2%) with an unwanted pregnancy to undergo an abortion where
most of them would advise or encourage abortion by medication /drugs (Medication
Abortion). Of all the respondents, 230 (55.8%) would consider abortion to terminate if they
have unplanned pregnancy and 33% of them had practiced MA from the total participants.
Respondents’ level of education, father’s educational level, their way of living, history of
unwanted pregnancies, medical related profession in family and monthly income were
identified as major determinants (predictors) of MA knowledge, attitude and practice in this

particular study.
7.2. Recommendations

In Ethiopian women have not reached at a stage where they can fully exercise their
reproductive health right including preventing unwanted pregnancy which end up unsafely.
They are the primary victims from any kinds of consequences that are resulting from unsafe
abortion or giving birth in unwelcoming environment. By observing the existing problems

thoroughly in the study, the following recommendations are forwarded accordingly:

Sexual and reproductive health (SRH) clinics: Should take broad actions to empower
women in every aspect of their lives especially in control of their reproductive lives. They

should help a woman to make:

% Their own fertility decisions and have access to and know where to find
medication abortion services in their communities.

% Permitting services to be visible, accessible and affordable for all women

% Helping health professionals feel protected in providing compassionate abortion
services

¢ Allowing women to choose abortion methods and providers

%+ Better enabling women to take legal action when their rights are violated
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Media: Should better disseminate the conditions under which abortion is currently permitted,

the availability of MA, and where the woman’s can access information regarding about MA.

Health care providers: The Health workers, particularly health extensions should teach the

community about the consequence of unsafe abortion and stigma.

Organizations: Both governmental and non-governmental organizations who were primarily
involved in maternal health should address the issue of negative attitude to change the

communities towards safe abortion services especially on medication abortion.

Policymakers and MOH: Should put restrictions on the over the counter sale of drugs that
are used for medical abortion and provision should be made to make these drugs available

only on authorised prescription from qualified personals.

Researchers: Similar studies should be undertaken in different parts of the country to see the

trends, magnitude and the determinant factors of medication abortion.
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9. ANNEX

Annex I: English Version Information Sheet

Questionnaire Identification Number

My name is . I am working as data collector in the

research conducted by Addisu Yeshambel, who is conducting this research for the partial
fulfilment of his Master degree in Maternity and Reproductive Health Nursing Specialty
track in Addis Ababa University. He is trying to assess the knowledge, attitude and practice
of medication abortion and associated factors among reproductive age women. As the study
is directly related to women of reproductive group (18-49 years) you are one of the women
who are selected to participate in this study. Therefore you are kindly requested to participate

in this interview.

Name of advisor; Semarya Berhe (Asst. professor, PhD fellow) and Abdisa Boka (BSc, MSc)
Name of the organization: Addis Ababa University, College of Health Sciences, School Of
Nursing and Midwifery.

Name of the Sponsor: Addis Ababa University

Introduction: Information sheet and consent form is prepared for mothers who attending
service in selected SRH clinics and who will be volunteer to participate in research
project.

Purpose: | am hopeful that this research will benefit all reproductive age mothers for health
care improvement and quality of care. The information that you provide are very essential,
not only for the successful accomplishment of the study but also for producing relevant
information which will help in improving the provision of the service. | will provide research
results to concerned body for intervention.

Procedure: To assess the knowledge, attitude and practice of medication abortion and
associated factors among reproductive age women in selected SRH clinics in Addis Ababa
city, you are invited to take part in this project. If you are willing to participate in this project,
you need to understand and say “yes” on the agreement form. Then after, you will be
interviewed by the data collector. All your responses and the results obtained will be kept
confidential by using coding system, whereby no one will have access to your response.

Risk/ Discomfort: By participating in this research project, you may feel that it has some
discomfort especially on spending your time. We hope you will participate in the study for
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the sake of the Benefit of the research result. I am Sure there is no risk in participating in this
research project.

Benefits: there may not be direct benefit to you but your Participation is likely to help us in
assessment of knowledge, attitude and practice of medication abortion among reproductive
age women, this will help us to identify the gap and take the appropriate intervention by the
authorized stakeholder. You will not be provided any incentive or payment to take part in this
project.

Confidentiality: The information collected from this research project will be kept
confidential and information about you that will be collected by this study will be stored in
a file, without your name, but a code number assigned to it. In addition, it will not be
revealed to anyone except the principal investigator and will be kept locked with key.
Right to refuse or withdraw: | am going to ask some very personal questions, your
participation in this interview is completely on voluntary bases and you have the right to
refuse the participation. You have the right to withdraw from the interview at any time or
refuse to answer any questions you feel uncomfortable about.

If you have any question, you can ask at any time. If you have additional questions about the
study please contact:

Addisu Yeshambel principal investigator

Tel: +251-926-72-51-28

Email: addisyes3@gmail.com
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Annex I1: English Version Consent Form

| understand all conditions stated above. | have understood that Participation in this study
is entirely voluntarily. I will tell that the answers to the questions will not be given to anyone
else. If respondent does not agree to be interviewed, let them thanks and go to the next
respondent.

If respondent say “YES” continue

Checked by:

Supervisor Name signature
Date / / E.C.

Time Interview Started: Hour: _ Minute:

Questionnaire No

Time Interview Ended: Hour: Minute:

Name of interviewer

Date / / E.C. signature
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Annex I11: English Version Questionnaires

Part- I: Socio-demographic background of respondents and their parents
S.No | Questions Response Skip
001 | How old are you? | Age (years)
1. Addis Ababa
002 | Place of birth 2. Out of Addis Ababa
1. Orthodox
_ 2. Muslim
003 What s your 3. Catholic
religion?
4. Protestant
5. Other, Specify
1. llliterate
004 What is your level | 2. Primary education
of education? 3. Secondary education
4. College/university
1. Married
2. Single without relationship
005 Your current 3. Single with relationship
marital status? 4. Divorced
5. Widowed
6. Other, Specify
1. With my relatives
2. With my boyfriend
With whom are 3. With my husband
006 | you living? 4. With my friends
5. Alone
6. With my family
7. Others, specify
007 | Your residence 1. Rural
2. urban
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1. Day laborer
2. Housemaid
3. Housewife
4. Government employee
008 | Your occupation? | 5. Private employee
6. Merchant
7. Jobless
8. self- business
9. others, specify
1. zero
) 2.0ne
009 | parity 2 two
3. three and above(>3)
Your monthly S
010 | income level Ethiopian birr
1. llliterate
Your mother’s 2. Primary education
o level of education? | 3. Secondary education
4. Above secondary school
1. llliterate
Your father’s level | 2. Primary education
oL of education? 3. Secondary education
4. Above secondary school
Is there anyone
who has medical
013 | related Loves
profession in your 2 No
family?
Part Il: Knowledge of Medication Abortion
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What is the

possible outcome

1. Giving birth
of pregnancy? )
014 2. Abortion
(more than one
answer is
possible)
Have you ever 1. Yes If no
015 | heard about 2. No skip to
abortion? 3. Not sure 018
1. Friends
2. Media
If yes, what was )
3. Family
source of
_ _ 4. Teacher
information? .
016 5. Health facility
(more than one
) 6. Internet
answer is
_ 7. Church
possible)
8. Conference
9. Other, specify)
Which ways of ) )
) 1. Abortion by Surgical procedures
performing ) o
) 2. Abortion by medication /drugs
abortion do you ) N -
017 3. Abortion by traditional practitioners
know? (more
4. 1do not know
than one answer ]
_ _ 5. Others specify)
is possible)
Do you know 1. Yes If no go
018 | what safe 2. No to
abortion means? | 3. Not sure 020
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If yes, what does

it mean? (more

1. When induced abortion is performed by
qualified persons
2. When induced abortion is performed using

correct techniques

019 | than one 3. When induced abortion is performed in
answer is sanitary condition
possible) 4. When induced abortion is performed by
untrained persons
5. Other, specify
Do you know
1. Yes If no go
020 what unsafe > No o
abortion
eans? 3. Not sure 022
1. Termination of unwanted pregnancy by
persons lacking the necessary skills
2. Termination of unwanted pregnancy in an
If yes, what does environment lacking minimal medical
021 it mean? (more standards
than one answer | 3. Termination of unwanted pregnancy by the
is possible) woman herself
4. Termination of unwanted pregnancy by
health worker under unhygienic Condition
5. Other, specify
Do you know
what a 1. Yes If no go
022 | medication 2. No to
abortion 3. Not sure 029
means?
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1. Abortion using abortion pill/drug
2. Abortion using any drugs/medication
023 If yes, what does | 3. Abortion by inserting objects through
it mean? female genital
4. Abortion by drinking chemicals
5. Other, specify
) 1. Friends
Where did you )
_ ) 2. Media
get information N )
o 3. Health facility/hospital
about medication )
] 4. Family
024 | abortion from?
5. Teacher
(more than one
) 6. Church
answer is
_ 7. Conference
possible) )
8. Other sources, specify)
Do you know
1. Yes
where someone If no go
2. No
025 | can have to
o 3. Not sure
medication 027
abortion done?
If yes to the )
] 1. Community Pharmacy
above question, )
2. Hospital pharmacy
from where?
026 3. Health centre
(more than one ) o
) 4. Private clinic
answer is _
_ 5. Other, specify
possible)
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1. Misoprostol
Which 2. Mifiprostol
drug/drugs is/are | 3. Amoxicillin
used to abort 4. Ampicillin
027 | pregnancy? 5. Methotrixate
(more than one 6. Gemprost
answer is 7. Safe-T
possible) 8. 1do not know
9. Other, specify
At what
gestational age 1. Gestational age < 63 days
medication 2. Gestational age <9 weeks
abortion 3. Gestational age > 9 weeks
028 preferable? (more | 4. At any gestational age
than one 5. 1do not know
answer is 6. Other, specify
possible)
Is abortion Loves If no go
029 | legally allowed in > No to
Ethiopia? > Notsure 031
1. When the pregnancy is resulted from rape
or incest,
If yes to the 2.  When the woman’s or fetus lives are
above question at threatened,
what 3. When the fetus has severe abnormalities,
030 | condition? (more | 4. When the woman has physical or mental
than one answer disabilities
IS 5. When a woman is physically or
possible) psychologically unprepared to raise a child
6. On request for everyone
7. Other, specify,

Part I11: Attitude towards Medication/Medical Abortion

60




Do you support

that government If no go
031 | should allow Loves to
abortion in this 2 No 033
country?
If yes, what is 1. to prevent unsafe abortion
your reason? 2. to prevent the death of women due to
032 | (more than one unsafe abortion
answer is 3. itis human right
possible) 4. Other specify,
1. not allowed in my religion
If no, what is your | 2. itiscrime
reason? (more 3. it encourages many women to have
033 than one answer is unplanned pregnancy
possible) 4. it will risk the health of women
5. Other, specify
Would you advise
or encourage a
colleague withan | 1. Yes If no go
034 | unwanted 2. No to
pregnancy to 3. Not sure 036
undergo an
abortion?
1. Abortion by Surgical procedures
If yes, which 2. Abortion by medication /drugs
03 type? 3. Abortion by traditional practitioners
4. Others, specify
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If you have

unplanned
pregnancy, will 1. Yes If no go
036 | you consider 2. No to
using abortionas | 3. Not sure 039
a means of
terminating it?
1. I cannot raise the child
If yes why? (more _ )
| 2. 1t will affect my education
037 | than one answer is o
) 3. To protect social stigma
possible) )
4. Others, specify
1. Abortion by Surgical procedures in the
health facility
If you consider 2. Abortion by medication /drugs from
038 abortion, which health facility
type would you 3. Abortion by medication /drugs from
use? friends
4. Abortion by traditional practitioners
5. Others, specify
1. My religion cannot allow abortion
2. Itiscrime in our country
If no why? (more
~ 1 3. Idon’t want to kill my own baby
039 | than one answer is _
_ 4. Gave birth
possible) )
5. Undergone abortion
6. Others, specify
Part 1V: Practice of Medication Abortion
Do you know a 1. Yes
family
member/friend 2. No
040

/neighbour who
had terminated
pregnancy
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Have you ever

041 had sexual 1. Yes
intercourse 2. No
before?
Did you have
042 history of 1. Yes
unwanted 2. No
pregnancy?
Have you ever
13 terminated your 1. Yes If No
pregnancy 2. No stop
before?
If you terminated | 1_ | did not know contraceptives
your pregnancy, 2. 1 know but | did not use contraceptives
044 | what was the 3. I know and used contraceptives but | faced
reason unwanted pregnancy
termination? 4. other, specify
If you have
undergone 1. Abortion by Surgical procedures
045 termination; 2. Abortion by medication /drugs
which type of 3. Abortion by traditional practitioners
4.

procedure did you

use?

Others, specify
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046

What is the reason for
your choice of abortion
method? (more than one

answer is possible)

8.
9.
10. Others(specify)

IS L A

It is easy to take

has low continuing pregnancy

it is more natural

avoids surgery and anaesthesia
more effective

increased privacy and
confidentiality

Much quicker in a short period of
time

It is safe

It doesn’t have side effect

Thank you for your time!!!
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Annex IV: Amharic Version Information Sheet

W06 4: RavlE Po

av\f D& &PC

0y ANAAUTE:: A% ANA RLACAE 090N 4.4 PASHTS o0l
TPAL MG 14 I AS(r PAIPNA N9L.LLLID- PGHG JOCI°C AL o8 ANANL IS APALU- 10 3
TCTH OTLFANT ALTE DA O-AT i AAT/ATHT NPT (71847 O-CEI K710 TIRLT AL
PAFDT h@-PPiAGPANNT AG AIPL ATLU-9° hT8Lmbar: 009, 8CAPFO7 ToICT N-+avdAnt 76+
APLL RIGA:: TGR NPT F TICTH NTLFANT A% hAA OOT P (AT AGTT haTLavant
ACOPI® PP ANA U-10+ +aCnPA:: AALPIIP PACOP T 39771 WG G PP H0-C ATERPE oAl
WD INT::

PATINSPT ag°: (7ICe ACh (Asst. professor, PhD fellow) As AN&vi 0h (BSc, MSc)
Ptkov- A ALN ANQ RZOCAET mS AT PAET  PICAT AT TLLPRLS  HhGA
P0G (R, TERI° A9°: ALN ANO RLOCAT

ao(L0: DL hO-A&T NALDT AAININT ATLoom AS €225 AP AGPT Pvl8 WS 4.7
a92.018), P THISEA:: TICTH N“LFANT AL hAA AT L& APF/AGHT (vt 199,249

@-C8l &I TELT AL PATFDY AD-PPihavahhrt AS APPL AL.U9° AT8emePav P91.LCAPTFDY
Tt  QtavAlvt TGE 0ALA0 AN LLLIA::

9A97: eV TGt TICTH (TLFANTF ALE hAA @AT P AWPTIUAGETT MG AT Ch1NINT AaNT
aqqAT arMp e SFANA:: ACAPL LTLAMT aPl89° ATSE avant IF ARPT  ATANEY
ATTAAA: AAGRT ThhAT D7 avZ8 APOMTI® Nets ANFPR LTLPA:: (0%RLA9° PTGk O-mt
ATLavAn I F O AAT SATA::

A TICTH (TLFANT A% hAA OAT P& PT/ATET Nevhit 191849 @-CE/ &1 TIRLT
AL PATF®T h@PPihavant AT AL AT4.09° A8 emPar 00 LCAPTFOT FIACT (tavht (A%N
ANN (hO-AST DALDT 09982490 PG+ AL A39.A4T4 IOHPA:: (OFHGE AR Adeate htaoiap:
“hPT NTINE aPATI9TET favphrki: NHUP NABA (19048 A-NAND- aom@P LLLANIA:: PTLAM-F
av/ % (ImPAA NTLATC 0 HLCT AT ALAT F 7 LbarM::

OO A0TSR AL (PATe AHLPTT AIRPPTATPT ANPT STANT TP U7 P76k Oyt
ATLeND AD-P AAD* A7LILAtTE AGIPGAT:: ATGUI® (TG (ovdte 9O ARYE TR
hLLCANTIP::

PPI°: PPHE PP TP (HU- TGT AL (PA+6 ALTT & FAN:: 1IC U7 ACOP PTLAMT aPLF TICTH
N7LFANT A% hAL 00T P WP T/AGHT (oLt 091849 O-CHl &30 TIRLT AL PATDT
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hDPPIRPARNT A AP ATIOP 0280 BV 9ol AGRT (v HEP LATFOT hett hao-d
ThhAToF aogy ATINPar P 8440 (TS E AR (PO AP TPI° DRI° NGP APTTI::

PAMLPTrE: (HU- TGF AL PTLTT@- avl8 (gt PPOAMLPrE +md LPapMp:: PACOPI® avll
NGLA hACHL O9° B, (0L TLCT LbadM:: (e 149° NG DR, A“T7I° (D ALATIO::

0PSE LAYNFG aoit: TSk PAPA+E av-q ao(t AAPT:: (TSR TOT Al TPEPTI® avAl
PaOAMT oot AAPT:: N9E D90 WH, nPet PAPAte av(t AAPT: Fenlé TP hAPT
N L tHAD- A6 PTTGA::

A9.0- AP0 Gdh: +251-926-72-51-28 kA %é\: addisyes3@gmail.com
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Annex V: Amharic Version Consent Form

h06 5: PO 08P TR PR

hAL FmPa-t? Noote +HL&FAU-:: AHY TG AL PPAFLD: (197 &L 10+ W17 Py
PIPAM®D- aPAN AAA ATTII° AD- ALATIPE APLU-I° OAZ TT7rF ATTII° ARSI AALPII® TG AL
AAte  GPRE T A4FLP  €PLE  NAPT  AOTIOr  OLIIPPAD  FaFd  BAG::
TAF340- € PLT NP 17 LPPiv::

+4.21m (N:

reMIMS OI° &CM

+7

FA aomed OHEalNT WYt Lt

av\P e k(.

PO aomgd CAPOT (%t LeP

PO aPMRET LLLID- AATD-L (TP

+7 &CM
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Annex VI. Amharic Version Questioner

A0S 6- PaoMPHE CATILT TCATY

hGd 1: erAFLPT AS AQNNTFFD- NPT L.I°V-4LP U3 FPT

T

TEEPTF avi\(\

hid

001

A&TLPT vt 107 Gavrt

002

PO FP 1 107 A0 AN

. DRG0 AN @-spr

003

hQITFP JOIT 107 . ACR&hN

. a0\ J°

. htAch
CTEEN TR

. A NPT 210

004

PTIUCT LLEPTTY
LIASAT?

. hdtrIchge

. QavBav P RLE +IPUCT TIPS LAY
AN UAHE 28 HIPUCT TIPS LAY
. DAE/RLACA S emCAAY-

005

AU+ A%t L0F 03P
7°7 LaPAANT?

. AT FAU-

. 2LE PATIgP

. 2LE AN 17 AAT0U-9°
. han, 4t Fau-

. A, ao-PAGA

g B~ W N A WD RO, 0D RPN

6 AA A 29AA

006

NAU-+ 0%t ho1oC 10 1. hHavg: pC
PIL.5G? 2. h&PLTR OC

. haant ¢

. haf%E pC

- NFT

. htanE o¢
. fA hA 202

007

et 10 TGGA? .ty

N PN O O W

.ImC
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008 | &P ™17 107 1. 047 (gts
2. o0 (Gt
3. o0 Aae (it
4. eav vk Aets
5. 214\ M4
6. 102
7. 0é-AT
8. P94 (L1
9. &A hA 206
009 | a7t 1H ®ALG FAG? 1. haPg®
2. K78
3. U\t L
4. atvt AS NP 1AL
010 | P@C 1. °m7P 9°7 SUA G
107
011 | PAGTP PTI°UCT LLB7? 1. AdTo15-@-g°
2. PavBavg @ L8 TIPUCT TIPSNT
3. AOh vATE £LE TIPUCT TIPCAT
4. nu-0tE RLE TIPVCT (AL TIP6AT
012 | AP PHIPUCT RLB? 1. Ant4-0-9°
2. Ravgavs @ LLF AIPUCT TIPCPA
3. At AT £LE FIUCT +IPCPA
4. U-ATE RLE TIPUCT NAL TICPA
013 | AP @O ehh9®S | 1. AP
OC OTELH FPUCT 94 | 9 opgo
AN?
h&A 2: Moot N9.24° K TIRET AL LhePt ha Pt
014 | PACTIHS @t AU 1. ao@-\ £
PILFAD- 9OILT 107 2. 20 9L
(hA7& NAL avph aomt
LFAN)
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015 | AA 70 IR 9P+ 1. ko7 AL A hUry
PO P? 2. he PA9° ®L 185 7%
3. ACIMG hLLAUI® LG
016 | PAOP AP Ut a0l 8P 1. haleE
net ATF? (ha2& NAL 2. hav1§% Y7
avp\n Mt LFAQ) 3. hotan
4. bat16%
5. hmg mEe
6. hArtCet
7. ot heote7r
8. nh&d
9. Aot PO QIR
017 | oHe @7 02720 TRl 1. P& PG AQSC &0 TIRLT
av Y18 1@ WCO PTLEDET? | 2. (yhgoG /e ey poF
(hA72& 0AL aPAO aPamT | 3, QAR PR TIRLT £T.04 APT
RFAN) 4. hKA@-p@-g°
5. 60T PP
018 | LU7rk e+mOP &M TIRLT | 1. KPP A P09° NP
Tt 07 TN WP 2. Ke PAPP og 205 TPE
LO-P? 3. ACIAME hLLAUI® L0
019 | PANP AP 0P 7 TNt | 1. 9998409 ACTHS K70 TIRLT
10?7 (WAL (AL aPA NAAM APLPT A
Mt LFAA) 2. 279040 ACTHG &0 TIRLT
O0ThhAT @« HE A.hG@7
3. P910.4.0% ACTHG & TIRLT K8ET
OmN¢ v-3 AhGO7
4. P9924.A0° ACTHG K770 TIRLT
aAOAME APTF ALOc-
5. 0ALANA
020 | U7k LAt &0 1. b7 A PA9° NP
TRLP TINE 7T TNt 2. K8 PATP e 225 7P%
WU fO-F(? 3. hCIMG ALLAU-I® L%
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021 | °a0® A2 (s 7 710t | 1. AOAL P01 AD-PF ALATFO- APT
10?7 (WAL 1AL aPAN PATEAT WCAUS AT
aamt SFAN) 2. NPT o7 eUhICS ar(d.CF 197999.A
nan. Lat4.A1 ACTHS ARt
3. PN ACTHG D (AHRP (140,
(A
4,  PATEAT WCIUS &8 QAMNP
U AmS 0APP ARLT
5. 0A 2906
022 | (@&t &0 1. h® AL AP PT
kL[ O-CE TN 7 2. he PA° oL 295 7o
TNt WU PO F? 3. hCIMG hLLAV-I° &g
023 | @PA0P AP NPT 9°7 Tt | 1, 0270 914 WINNAT (0L hiY)
10?7 Nom$g® 7 ARLT
2. MR @9° ARTF av &Yk &l AL T
3. e+ALL 11T ONAT @-ar (eIt
4. o hae Tt ee At
5. 064 2906
024 | Nev&Yyt OATLRLD @CEl | 1. hal%E
& IRLT a0 lEPT N0 | 2. havI§E HUT
10+ PTEA?(NA2L DAL 3. OmS +EPIPATIA
avp\n aPamt 2FAQ) 4. hoAtan
5. haltT1s%
6. hot+ hcote?
7. abhr&ln
8. Aot U RN
025 | o1 @< (v Yt XM T | 1. AP AL PAT° Pt
& ALERCT AIRTLTAN 2. ke PATP L. 275 TP
$W-P0? 3. ACIME hBLAU-I £
026 | AL AtmPPD: TOE AP 1. n9wnLa0 &Yt
her ne 2 (hAZe 048 2. OWPOTHA oYt (Lt
avp\ Mt 2FAQ) 3. OmS “7hhd
4. 094 hAzh
5

. 0AA A2
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027 | &0 ATIRLT TPI° AL 1. TATIAPA
PILOND- 0Lyt 2. TLLTLORA
[av @A O 5 3. APhaaly
av @7yt [a0RY AT GFO? | 4. KhIPTANT
(ha2& NAL aop\( POt | 5, a3 herihit
LFAQ) 6. 9°Tent

7. 0&-T
8. AA@-Pm-9°
9. AAhARPPA_

028 | NPT PACNT OFF 10 | ] PhcoG@- M 63 < 67+
paoe Yot O-CRI &7 2. PACTUGD O < 1O AT
TROT 0LLA PmeeT 3. PACTHG® OPT > 09 Ag°r
PAUIO? (NA3E 012 4. 09775 ®-9° CACTHG OPT
ap\( Ot SFAA) 5. KAD-bg

6. &A LINR.

029 | @-CE/&710 TIRLT 1. h® AT EPLI®
NAFELE O-OT (Y 2. hA\tepLI® o of 315
0LP8A ? 3. ACIME hLLAU-P TG BOG

030 | hAR AtmPP@- TPE aPAN | 1. ACTHSD- 190 L4.C MLI® N7 D Havg:

AP 1 P15 @ B 3? e+nat o
(hA7& NAL avAd et | 2. ACTHG @+ PAGTH-PT MRI° P UKT MS
LFAN) ALD AL TP NPT

3. 270 An57 0& 1T AL MOV

4. hCTH, (F AA 915 @e.9° PRy-
AO9°C FeIC naat

5. &7 A910L° ACTHH, T ANART® U

Q1-ANSE H18~t haAT

6. PIGD9° hCTH Wt &0 AL TAT

atmed
7. A A 2908

h&a 3: (et &0 TIRETT ANoPARF PPt harahht
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031 | OHA A1C @-aF a0t &0 | 1, A9 PANTFgP
NRLTT 0&PL: AANT 2. PANTI® hwr of. 335
PILADT AlVEEPT £.214(? TR LN%-

032 | a0® A2 hvh 9°020+P 1. ALTE QU1 0&7M TR ATINDIL:
oL 107 (NATL AL PN | 2. ALIF (WP &7 TIRLT IoN70F
Mt LFAA) (0u:t; AL 099,00 PO+ A7

ATINDL:
3. ANAR oot ho-
4. MA RN
033 | @A0® eANT° (Ut PRISHP | 1. LTIt AATIeLPe:
o287 107 (NAZL (AL @A | 2. ©78A QAU
aamt SFAN) 3. i PTF7 AATLAT ACTHS
aATLeNL TS
4. 00T o7k AR ALD 271000 A
QAU
5. 06ALANA

034 | L&A ACTHS LMY 1. AP AL PA° N1
ARG PT ORI® LA PL- 2. he PAgP of. 365 T
AALLAPT K0T WIEFECT | 3. heaamE he.LAU-IP 204
LavnZ A @RI° PNLF I A?

035 | @AOP AP U P15 @ 1. NP& PG AGGC &0 TIRLTT
hR1H? 2. OWh9°S /ooyt &0 TIRETY

3. NYAR &0 ARL-67>T X730
TRLTTY
4, 0ALANR

036 | £aaN ACTHS (.22 TP 1. A® ADMPI°I°
L TIRLTT HY ALTE 2 hAmPIeg® nwrh of 39¢°
ACTHS 19 APy 3. KCAME ALLAUI® TP LAS
emPar-1FN\?

037 | aPAQL AP Pt APT? 1. AP 9908 AATAP
(ha7& 0AL avpd et 2. FOUCE AL FEFAT LALCNTA
RFAQN) 3. 07WNZA0 ATSATAA

4, 0ALANR
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038 | &7 TIRLTT WL P&t 1. OmS +EP o-ar 09LAT PPE TG
PoLmpar-(t NP OHE 07 HE &30 TIRLT
ARTE 270 TIRLTT 10 2. NS TR 0TLAT LYY K0
PoLmpav-(1? TRLT
3. hal%®F 0717 oYM ATh-0A
K70 TIRLT
4. (WAL UNI® F70 TIRLT
6. AA 210A
039 | A.LA% Pt A%°? (hA2e: 1. h@T15E &0 TIRLTT ANTIRLPL
AL avA\( aoamt 2FAd) 2. OAT A1C & R4 OTEN QAU
3. 0407 AF: aPLA QATTNEAT
4, av®-0L: AATPLA
5. i (&t @-CE h&CL hATID-P
6. A 2AR
h§A 4: (P&t (17847 PN TIRLT, 1S ALA LePT ATOL
040 | hHY N4+ &0 PADLS. /T 1. h?
0HON/ALE 0 P02 2 hAPgD
041 | Y PLI° LNLOD ATT 1T 1. AP
8HI0@ PO P? 2. he P09
42 | WY 04t PAHEAT ACTHT 1. AP
AT M PA? 2. AL A9
043 | hiv 0é+ &0 ARCn@-/@-CEA 1. A9 PAT° hUt
4.2a0m PPy, 2. PA9P Pekav-
44 | @ANP AP NP 270 ATIRLOP | 1. PACTHS aPhAhf aATIAP

PN 90T 10+ NAD- LANN?

2. PACTHG avhAng® AP@-Py-
NATPMPI°P%

ACTHS @~ eHhOto-
4. AA BA 2O1AA

3. PACTHS aPhAnf APmmPIoh- 10+
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&0 ARCO@- fO-Fe NPT 77
A8 1t A0 +mPar<?

0L 715 H&PT X707 (17IRLT
N LR 707 N991R4T
QAR UNIOF 7067 NIRLT
0A N

046

270 PLLmtT HS, AgPmPI®
eavs (1t °N70T F01LT 1?7

(hA7€: 04 avAn oot BFAQ)

N o g bk~ ow

9.

MR R W e

APD-OL PAA 10D+
HP+G T ML CACTIHG OPF
AAAD-

20AM T4 PCAE 0Pk

P& IG5 TILTIH AATLLOADL:
POAM @M, (AT

POAM “LAMLP QAT

OAEC LH @-OT O0AM STt
AATLnG @7

LUTrk ¢t QAP

IoY9° ARt e1700 4T PANTIP

10. Ao (8908

UL T QD@ PPATY AANMT ATIPAIGAT !
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