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Abstract

Back ground: Each year more than 500,000 women, 99% of them in developing countries, die
from pregnancy and childbirth-related complications. Complications due to unsafe abortion
procedures account for an estimated 68,000 (13 %) of maternal deaths worldwide per year. In
developed regions, nearly all abortions (92%) are safe, whereas in developing countries, more
than half (55%) are unsafe. Ethiopia has one of the highest maternal mortality ratios in the world,
with maternal mortality ratio of 673 deaths per 100,000 live births. Several studies in Ethiopia
indicate that unsafe abortion may account for up to 25-35% of the maternal deaths in Ethiopia.
Objective: The objective of this study was to assess status of safe abortion service utilization
and levels of satisfaction in public health facilities of SNNPR.

Method: A descriptive, cross-sectional, facility based study was conducted among safe abortion
service users from March, 2008 — May, 2009 using both a structured interviewer administered
guestionnaire and semi-structured in-depth interview. The Region and respective zones were
selected purposively and ssimple random sampling was used to select hedlth facilities in the
zones. A total of 208 safe abortion service users

(192 women with the quantitative and 16 women with qualitative method) were participated in
the study. Epi-info version 8.4 and SPSS version 13 were used for data entry, cleaning and
anaysis. The results were interpreted by employing frequency table, percentage, means, Odds
ratio and 95% confidence limit.

Result: From the total 192 service users 34.9% of them currently married, 72(37.5%) of the
service users were high school students, 27.1% were housewives and 17.7% of service users
were illiterate. Seventy five (39.1%) of safe abortion service users used one of the family
planning methods previously. To have an abortion service 40% of women travelled more than
10Km and the time taken to reach health facilities was 1lhr and above for 25% of the service
users. Forty six percent of service users use on foot transport system and only 32.8% service
users were easily access to transportation. More than 49% of women waited one hour and above
to get the service. About twenty five percent of women paid more than 100birr and according to
22.9% of women respondents the service payment was coasty. Out of al safe abortion service
users 44.3% of women have knowledge on current abortion law. Only 62% of women took any
of the contraceptive methods after safe abortion. Place of residence was significantly associated
with knowledge on abortion law.



Conclusion and Recommendation: High school students, married women as well as age group
of 15-24 years women constitute the major portion of service users. Most of the women never
use any of the family planning methods previously. Most of safe abortion service users didn’t
have knowledge on current abortion law. Residence was a predictor of knowledge on current
abortion law. There was transport inaccessibility, longer waiting time and costy service payment
by the service users. Most of the women didn’t take any of the contraceptive methods after
abortion service. A relatively low decision power of women to seek safe abortion service was
noted in this study.

The role of health extension workers as the source of information for the women on the
availability of safe abortion service at the health facilities was |low compared to the other sources.
Expansion of family planning services including emergency contraception, increasing awareness
and knowledge of health workers, health extension workers and community on abortion law as
well as expansion of safe abortion service at al health facilities with acceptable waiting time and
affordable cost should be considered.



1. INTRODUCTION

1.1. BACKGROUND
Each year more than 500,000 women, 99% of them in developing countries, die from pregnancy
and childbirth-related complications and an additional 15 to 20 million women suffer from
debilitating consequences of pregnancy (1). The major causes of materna deaths are
hemorrhage, infection, obstructed labour, hypertensive disorders in pregnancy, and
complications of unsafe abortion (2). Complications due to unsafe abortion procedures account
for an estimated 68,000 (13 %) of maternal deaths worldwide per year. Almost all abortion-
related deaths occur in developing countries; Africa (30 000), Asia (34 000), Latin America &
the Caribbean (4000) (3). This shows unsafe abortions have been important public health
problem globally, especialy in developing countries. Other than maternal death, the
consequences of unsafe abortion include loss of productivity, economic burden on public health
systems, stigma and long-term health problems, such as infertility (4).
Each year, from an estimated 45 million induced abortions, there are an estimated 19 million
unsafe abortions worldwide, most in low-income countries. In developed regions, nearly al
abortions (92%) are safe, whereas in developing countries, more than half (55%) are unsafe
which ranges from 60% in Asia (excluding Eastern Asia) to more than 95% in Africa and Latin
America (4). Moreover, 59 % of all unsafe abortions in Africa are among young women aged 15-
24 years (3). About 5.2 million of women with unsafe abortion are hospitalized for serious
complications worldwide, while an unknown but possibly equal number of women suffer
similarly with serious complications but cannot obtain treatment (4).
Even though abortion issue received a lot of attention after the international conference on
population and development (ICPD) (5) mainly because of its serious health consequences; lack
of reliable information or shortage of necessary data on this problem has hampered a number of
activities that would have helped in improving the situation (6). Moreover, many women eligible
under the laws of their countries still do not have access to safe abortion services (7). Increasing
legal access to abortion is associated with improvement in sexua and reproductive health.
Conversdly, unsafe abortion and related mortality are both highest in countries with narrow
grounds for legal abortion (8). More than 61% of the world’s population resides in countries
where induced abortion is allowed without restriction or for a wide range of reasons including
socioeconomic grounds (10). In 72 countries, most of which are in the developing world, about
26% of the population live where abortion is prohibited altogether or allowed only to save the
woman’s life (9). Between 1995 and 2005, 12 countries increased access to legal abortion,
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including Albania, Benin, Burkina Faso, Cambodia, Chad, Ethiopia, Guinea, Guyana, Mali,
Nepal, South Africa, and Switzerland (10).

In Ethiopia, there has been a great effort by government, many local and international
organizations to reduce maternal mortality. Nevertheless, Ethiopia has one of the highest
maternal mortality ratios in the world, with maternal mortality ratio of 673 deaths per 100,000
live births (11). Severa studies in Ethiopia indicate that unsafe abortion may account for up to
25-35% of the maternal deaths in Ethiopia (MOH, 2004) (12, 13, 14, 15). These studies once
again indicate that illegal unsafe abortion has become a serious public health threat to the
community in Ethiopia (6).

Even though Safe Abortion and post abortion care services have the potential to minimize
avoidable losses of women’s life, the actual PAC service provision continues to be lagging
considerably; especially in developing countries including Ethiopia. Moreover, in Ethiopia “safe
abortion’ service is a recent trend and a formal post abortion care service in the country is
relatively not well expanded (16, 17, 18). As the programmatic reports and field-based
observations of Ipas Ethiopia had indicated there is sub-optimal care seeking and utilization
patterns in Ethiopia up to now. According to these estimates, somewhere less than 10% of
eligible women might have sought post-abortion care seeking within the designated health
facilities. In addition, a study by Wube, M. in Agaro, Ethiopia (19) has indicated that women’s
post abortion care seeking is very low.

Until 2004, the law on abortion in Ethiopia was very restrictive. Since then to reduce abortion-
related mortality, Criminal Code of the Federal Republic of Ethiopia article 551 allowed abortion
by law in the following conditions:-

» When the pregnancy results from rape or incest; or

» When continuance of the pregnancy endangers the heath or life of the woman or the
fetus, or
In cases of fetal abnormalities; or
For women with physical or mental disabilities; or

For minors who are physically or psychologically unprepared to raise achild; or

YV V V VY

In the case of grave and imminent danger that can be averted only through immediate
pregnancy termination. Moreover, new technical guidelines have been developed by the
Ethiopian Ministry of Health (MOH) to provide standards in the provision of abortion-

care services (20).



Study on safe abortion service utilization whether in facility or community based dimension
is scarce in the region as well as in the country. The aim of this study is, to see the status of
safe abortion service utilization and levels of satisfaction in public health facilities of
SNNPR. The study focuses mainly in the areas of knowledge of clients on the revised
abortion law, major reasons for safe abortion service seeking, barriers on safe abortion
service utilization, decision-making in safe abortion service utilization and client satisfaction

on safe abortion service.

1.2. STATEMENT OF THE PROBLEM

Each year more than 500,000 women, 99% of them in developing countries, die from pregnancy
and childbirth-related complications and an additional 15 to 20 million women suffer from
debilitating consequences of pregnancy (1). The major causes of materna deaths are
hemorrhage, infection, obstructed labour, hypertensive disorders in pregnancy, and
complications of unsafe abortion (2). Complications due to unsafe abortion procedures account
for an estimated 13 % (68,000) of maternal deaths worldwide per year (3). About 19 million
(48%) of the estimated 45 million induced abortions performed annually are unsafe worldwide
(4). In the developed regions, nearly all abortions (92%) are safe, whereas in the developing
countries, more than half (55%) are unsafe. More than 95% of abortions in Africa and Latin
America are performed under unsafe circumstances, as are about 60% of abortions in Asia
(excluding Eastern Asia) (1). Moreover, 59 % of all unsafe abortions in Africa are among young
women aged 15-24 years (2).This unsafe abortion results in worldwide estimated 5 million
women hospitalization each year for treatment of abortion-related complications, such as
hemorrhage and sepsis. Complications due to unsafe abortion procedures account for an
estimated 13% of maternal deaths worldwide, or 68,000 per year (3). Almost all abortion-related
deaths occur in developing countries of Africa (30 000), Asia (34 000), Latin America & the
Caribbean (4000) (3).

Ethiopia is one of the countries with the highest maternal mortality ratio, which is estimated to
be 673 deaths per 100,000 live births (alternatively 7 deaths per 1,000 live births) (11). The
major causes of maternal deaths are unsafe abortion, postpartum hemorrhage and obstructed
labor (13). Unsafe abortion is avery serious public heath problem in Ethiopia. With low modern
contraceptive prevalence rate (15 percent) and high tota fertility rate ( 5.4 births per woman), as

aresult many Ethiopians are faced with unwanted pregnancies according to the EDHS data, two



thirds of births in the five years preceding the 2005 EDHS survey were planned, 19% were
mistimed and 16% were unplanned (11).

A review of cause of materna death occurring between January 1980 and December 1985 in
Tikure Anbessa Teaching Hospital, Addis Ababa revealed 216 maternal deaths and a materna
mortality rate of 9.6/1000 patients and the result shows that the direct cause were complication of
abortion accounting for 48(22.2%) according to the studies the occurrence of abortion is higher
in age group of 15-29 years with nulliparus (21). Nevertheless Ethiopia was one of the countries
with restrictive abortion laws until 2004.This restrictive abortion laws was forced many women
with unwanted pregnancies to seek the service of unqualified providers practicing in unsafe
conditions.
A community-based study in Addis Ababa has found that unsafe abortion was the leading cause
of maternal mortality (13). Another study in five hospitals in Addis Ababa has aso estimated
that up to 50% of gynecological beds are occupied by abortion related causes (22).
Even though abortion law liberalized since 2004, there is low utilization of abortion care service.
Programmatic reports and field-based observations of Ipas Ethiopia indicate sub-optimal care
seeking, and utilization patterns in Ethiopia up to now. According to these empirical
programmatic estimates, somewhere less than 10% of eligible women might have sought post-
abortion care seeking within the designated health facilities. In addition, a study by Wube, M. in
Agaro, Ethiopia has indicated that women’s post abortion care seeking is very low. Knowledge
on revised abortion law, availability of the service, decision-making process, distance and price
of the service and clients satisfaction on the service can affect safe abortion service utilization
(29, 23, 24, 25).
In summary, after revised abortion law in Ethiopia, there is still minimal utilization of safe
abortion service by the community due to different reasons. However, the status of safe abortion
service utilization and levels of satisfaction is not well known and there are only limited studies
concerning the issue. Therefore, this study will try to narrow the knowledge gap by answering
the following research questions: -

v What does the status of safe abortion service utilization looks like?

v What does the satisfaction of clients on safe abortion service looks like?

v" What are the possibly major explanatory factors of safe abortion service utilization and
satisfaction?



1.3. RATIONALE OF THE STUDY

Unsafe abortion has been important public health problem globally especially in developing countries.
About 19 million (48%) of the estimated 45 million induced abortions performed annually are unsafe
worldwide (4). Of which 18.5 millions of these occur in developing countries (3). However, in the
developed regions, nearly all abortions (92%) are safe, whereas in the devel oping countries, more than
half (55%) are unsafe. More than 95% of abortions in Africa and Latin America are performed under
unsafe circumstances (4). Moreover, 59 % of al unsafe abortions in Africa are among young women
aged 15-24 years (3). This unsafe abortion results in an estimated 5 million women hospitalization
each year worldwide for treatment of abortion-related complications, such as hemorrhage and sepsis.
Complications due to unsafe abortion procedures account for an estimated 13% of maternal deaths
worldwide, or 68,000 per year (3). Almost all abortion-related deaths occur in developing countries of
Africa (30 000), Asia (34 000), Latin America & the Caribbean (4000) (3). Additional consequences
of unsafe abortion include loss of productivity, economic burden on public health systems, stigma and
long-term health problems, such as infertility (4).

Ethiopiais one of the countries with the highest maternal mortality ratio, which is estimated to be 673
deaths per 100,000 live births (alternatively 7 deaths per 1,000 live births) (11). The major causes of
maternal deaths are unsafe abortion, postpartum hemorrhage and obstructed labor (13). Similarly, a
community-based study conducted in Addis Ababa reveaed that abortion accounted for 54% of the
direct causes of maternal death (13). Which indicates unsafe abortion is a very serious public health
problem in Ethiopia. Even though Ethiopian revised abortion law is arecent trend, it will have a great rolein
expanding reproductive rights of women, including safe abortion and post-abortion care service rights under
certain conditions this in turn results in reducing maternal mortality. However, much should be done to
increase safe abortion service utilization at the community level. Therefore, apart from revised abortion law,
there is a need to work on the capacity building of the community, health facilities and health workers. This
study is expected to be an important step to see status of safe abortion service utilization and levels of
satisfaction. It will aso provide future direction for the programme managers as well as policy makers in

expanding safe abortion services.



2. LITERATURE REVIEW

Complications related to unsafe induced abortion are one of the maor causes of maternal
mortality. A review of nine studies conducted in developing countries showed that the
percentage of maternal deaths because of abortion averaged 15% (26). Worldwide estimates for
1995 indicated that about 26 million legal and 20 million illegal abortions took place every year.
Almost all unsafe abortions (97%) are in developing countries, and over half (55%) are in Asia
(mostly in south-central Asia) (27).

Complications from unsafe abortion can have a devastating impact on a young woman’s health
and well-being. Studies conducted in a number of African countries have found that 38 percent
to 68 percent of women seeking hospital care for abortion-related complications were
adol escents.

Typica reasons that young women give for choosing abortion include mis-timed pregnancy, fear
of being expelled from school, anxiety about having a child out of wedlock, financial problems
and uncertainties regarding their partner (28). Abortion is permitted by law on at least some
grounds in 189 of the 193 countries of the world; this mandate to provide safe services within
health and family planning (29).

In Ethiopia, the maternal mortality ratio is the highest in the world, which is 673 deaths per
100,000 live births (11). The mgority of abortions take place outside health institutions, and
most often by untrained personnel. Even though there are no studies conducted on abortion in the
selected region (SNNPR) there are studies conducted nationally that shows the complications of
abortion. In a study conducted in Hara town, the complication of abortion is the second most
common reason for admission to hospital, accounting for 11.2% of al women’s admissions in
1989/90 and as health personnel indicates that many of these are adolescents (30). Complications
due to unsafe abortions constitute one of the main causes of maternal mortality in Addis Ababa
and account for 54% of al direct obstetric deaths. In 1987, abortion was the most common
reason for women's hospitalization, accounting for almost 16% of the recorded cases of
hospitalization and aimost 10% of hospital deaths. Studies conducted under the auspices of the
Family Guidance Association of Ethiopia (FGAE) indicate that abortion was most common
among single women, teenagers, students and factory workers. Similarly, a recent study of
knowledge, attitudes and practices conducted in hospitals of Addis Ababa confirmed that two-
thirds of those seeking treatment for incomplete abortions were less than 24 years old (31). In

Ethiopia abortion was the first cause of hospital admission in 1994 E.C among women and
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accounted for more than 50 % of the total gynecological and obstetrics admission (23). It was the
leading cause of maternal mortality according to a study in 1986 E.C (5). It aso accounted for
54% of direct obstetric deaths (6).

2.1. Reasonsfor seeking an abortion

A study, which was conducted in Sub-Saharan Africa, shows that material difficulties and the
desire to continue studies were the most common reasons women cited for seeking an abortion,
given by 41% and 30% respectively. However, many women with children decided to have an
abortion because they wanted either to postpone the next birth or to cease childbearing. Few
women gave contraceptive failure or the conflict between work and childbearing as a reason for
abortion (32). A study on Nigerian adolescents showed that fear of future infertility was an
overriding factor in adolescents' decisions to rely on induced abortion rather than contraception.
Many focus-group participants perceived the adverse effects of modern contraceptives on
fertility to be continuous and prolonged, while they saw abortion as an immediate solution to an
unplanned pregnancy and therefore, one that would have a limited negative impact on future
fertility. This appears to be the major reason why adolescents prefer to seek induced abortion
rather than practice effective contraception (33).

According to the EDHS data, two thirds of births in the five years preceding the 2005 EDHS
survey were planned, 19% were mistimed and 16% were unplanned (11). Contraceptive method
failler was responsible for 18% of all the pregnancies that result in unsafe abortion, and was the
second commonest reason for occurrence of unwanted and unplanned pregnancies. Rape aso
contributed for 3% of the abortion cases (6).

2.2. Knowledge on the existence of an abortion law

A study, which was conducted in South Africa, showsthat all women were aware that abortion is
legal in South Africa and of their right to seek an abortion; however, they did not necessarily
consider it "right" in terms of their religious, personal or moral beliefs (34). Similarly a cross
sectional facility based study, which was conducted in South Africa, shows that out of the 831
women who participated (628 urban participants and 203 rural participants), thirty-two percent
of women did not know that the law in South Africa alows for lega abortion, and this
proportion was substantially higher in the rural region 40% compared to the urban region 29%.
Furthermore, it was varied from clinic to clinic, where the proportion who knew abortion was
legal had ranged from less than 6% to more than 64%. Among the 567 respondents who were

aware of legal abortion, almost half (48%) did not know that there was a time restriction for a
7



legal termination of pregnancy on request (without restriction). Out of the 295 participants who
knew that there was a time restriction, 20% thought that it was 12 weeks or less, 4% thought that
it was more than 12 weeks, and 76% did not know what the time restriction was. Of those who
were aware of legal abortion, only 9% had ever discussed abortion with a health care worker
(35).

2.3. Decision making in safe abortion service utilization

According to a study, which was conducted in South Africa family, friends and partners played a
role in women's decisions around either continuing or terminating a pregnancy. In the same
study, responses had ranged from support to being afraid to discuss their intention to terminate a
pregnancy. Some women were able to discuss their decision to have an abortion with their
boyfriends, yet others were afraid to discuss their decision because of fear of being abandoned
(34). Similarly, a study which was conducted in India revealed that in more than haf of the
women (57.5%) the decision to terminate the pregnancy was taken by the husband and in a
quarter(25.8%) by the woman herself (36).

A Study on Utilization of Post Abortion Care Services in Ethiopia shows women in Urban 57.1%
than rural 45.6% located respondents appeared to have more opportunity of making independent
decision-making on abortion related care seeking (26). Another study regarding decision-making
power in relation to getting post abortion care from health services, out of total respondents:
124(48.8%) of them said they should made decision by themselves, 102(40.2%) said should be
made by both husband and wives, 9(3.5%) by husband and only 19(7.5%) said should get
decision either from their or husband’s relatives (19).

2.4. Barrierson safe abortion service utilization

A study in South Africa shows that reasons for delayed seeking of an abortion care service were
complex and often interrelated and in turn affected the timing when the abortion was carried out
(34). According to this study, factor which contributes for delayed seeking of an abortion service
includes-1. Not relating signs and symptoms of pregnancy to a possible pregnancy, 2. History of
irregular periods, which leads to often waiting until the second or third month of a missed period
before seeking pregnancy confirmation suggesting that a missed period was not linked to a
suspected pregnancy, 3. Ambivalence and uncertainty often led to delays in seeking an abortion;
most women indicated that they were not currently able to have a child based on their personal
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and social circumstances, 4. The study also indicates emotional responses to unplanned
pregnancy such as shame, fear and indecision, 5. Problems related to accessing abortion
providing facilities, particularly in the public heath sector, 6. Negative, moraizing and
judgmental attitudes displayed by staff as well as by service providers at public health facilities,
which led some women to seek help within the private sector, which not only had financial
implications but also meant a delay in obtaining an abortion, as women had to save enough
money first. However, not all experiences were negative and some women spoke about friendly
and helpful staff that assisted in facilitating the process of obtaining an abortion in both the
public and NGO facilities, 7.Women aso mentioned that abortion was stigmatized and not a
subject discussed openly in their communities even though it is legal. Some women were
reluctant to visit health care providers or clinics within their communities for fear of being
recognized and ostracized, consequently influencing their right to choose. Moreover, most
women spontaneously related to seek an abortion to their own religious beliefs and how this

influenced decisions (34).

In Ethiopia one study conducted in Agaro town Jimma zone by Medhanit Wube among women
who utilized post abortion care in public facility magjority 40(62.5 %) of the women expressed
their opinion that either very short distance or somewhat fair for them to get health facility. For
more than 36 (56%) of all the PAC utilized subjects, it took them less than 30 minutes to get
health facility for PAC utilization. Almost 48(75%) of the subjects rated either very or somewhat
easy to get transportation service. On the other hand forty-six (71.8%) of the women rated the
cost covered for transport was either very cheap or somewhat affordable. About 56(87.5%) of the
women indicated that they paid for post abortion care. However, nine of them (16.1%) reported
that they had paid below 20 Birr, 32(57%) paid 20 to 50 Birr and 15(26.8%) women were paid
50 or more Birr. According to the survey twenty (35.7%) of service users feel that the payment
was very low, 25 (39.1%) fair and 11 (19.6%) of them said unaffordable cost. Concernig waiting
time, 31(48.4%) of the PAC service users were waited on average less than 20 minutes,
14(24.9%) waited 20-40minutes and 19(29.7%) waited more than 40 minutes to see health care
provider (19).

Another study on Utilization of Post Abortion Care Services in Ethiopia revealed the estimated
walking distances in minutes to seek abortion care service; it is only approximately the 15% of
respondents who may have to travel more than two hours of a distance to seek service. In fact,



the great majority (close to 70%) of the respondents would have to travel an hour or less to reach
the nearby health facility (24).

2.5. Client’s satisfaction on abortion service

An Indian study on asking women whether they recommend others for induced abortion services,
only 7.2 per cent replied that they would not advice an induced abortion. Of the women who had
gone to Hospital, CHC or private clinic, 89.7, 82.0, and 68.7 per cent respectively said they
would recommend the same place to others desiring induced abortion(36).

In aresearch, which was conducted on assessment of abortion services in public health facilities
in Mozambique had shown lengthy waiting times from arrival to treatment, not getting pain
medication and follow-up care information, and only 27% of women wanting to avoid pregnancy
have received a contraceptive method (37).

A study in Agaro Town has shown women who were visited public hedth facility also
guestioned to rank the competence and approach of health workers at post abortion care unit,
amost equa proportion 68.7% vs. 67.2% ranked very well, 6.2% vs. 10.9% fair, 14.1% vs.
12.5% poor and only 12.5% vs. 7.8% reported do not know respectively. Women also asked
about the situation of privacy at post abortion care unit where they visited, 75% of the women
said that there was lack of privacy when uterus evacuation was done for them, 6.3% said no
problem, and 18.7% said do not know (19). Similarly, a study on quality of post abortion care in
public health facilities of Ethiopia showed great majority of the clients 79.6% responded that
they were satisfied with services they have obtained but 21.3% were not satisfied with the
manner they were handled by providers, they were not being given pain treatment and complain

of absence of relevant education and facilities such astoilet (25).
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3. OBJECTIVE

3.1. General objective

To assess status of safe abortion service utilization and levels of satisfaction in selected public
health facilities of SNNPR, Ethiopia, 2008/09.

3.2. Specific objectives
v To assess the knowledge of clients on abortion law
To assess the major reasons for safe abortion service seeking
To assess decision making among clients in safe abortion service utilization

To assess clients level of satisfaction on safe abortion service
To describe SAC utilization pattern

11



4. METHOD AND MATERIALS
4.1. Study design

A descriptive, cross-sectional, facility based study was conducted among safe abortion service
users. Both quantitative research method with a structured interviewer administered

guestionnaire and qualitative method with semi-structured in-depth interview were employed.

4.2. Study Area

The study was conducted in SNNPR which is one of the 11 regions in the country with a capital
city of Hawasa which is located 275km south of Addis Ababa. It has 13 zones and 8 special
woredas. The region has a total population of 15,927,649. Out of which, 7,922,302(49.7%) are
males while 8,005,346(50.3%) are females and women in reproductive age group (15-49) are
estimated to be 3,790,780 (23.8%). There are a total of 18 hospitals, 180 health centers, 4258
health posts and 77 clinics that are owned by the MOH, NGOs, private for profit and nonprofit
and other governmental agencies (38). Additionally the region has 5 hospitals and 17 health
centers that are giving safe abortion care (SAC) (39).

4.3. Study period

This study was conducted from August 2008 to July 20009.

4.4. Study Population

4.4.1. Source population
All women in the reproductive age group (15-49 years), who came for comprehensive abortion
care in the comprehensive abortion care unit and fulfill the eligibility criteria and who were

residents of the selected areas by asking their address.
4.4.2. Study subjects

Women in reproductive age group (15-49 years), who came for safe abortion services, volunteer,

not mentally ill and not seriously sick, were included in the study.

12



4.5. Sample size and sampling technique

The region (SNNPR) and respective zones (Gaedio, Gurage, Kembata, Sidama, Siltie, and
Allaba special woreda) in the region were selected by purposive sampling method and the study
sites (health centers and hospitals) were selected randomly by simple random sampling. Thus, a
total of three hospitals namely; Yirgalem, Butgjira and Durame as well as twelve health centers
namely: - Wolkite, Emdibir, Kella and Buee (in Gurage zone); Dalocha, Worabe, Ttora and
Wilbareg (in Siltie zone); Kulito health center in Allaba special woreda;, Wondogenet and
Aletawondo (in Sidama zone) and Y irgachefe (in Gaedio zone) were included in the study.

4.5.1. Quantitative method

The sample size was calculated by using the formula for a single population proportion in
considering the assumption of 95% CI, 5% margin of error and safe abortion utilization
prevalence of 16% which was obtained from Ipas facility based summarized report of 2007(39).
This gives a sample size of 202 and 10% or 21 was added by considering non-response rate this

gives atotal sample size of 223.

4.5.2. Qualitative method

Interviewer administered individual in-depth interview was carried out for a total of 16 safe
abortion service users.
4.6. Variables

4.6.1. Dependent variables

Knowledge on abortion law

Levels of satisfaction on safe abortion service

4.6.2.Independent variables:

Socio demographic factors
= Age, religion, educational status, ethnicity, occupation, marital status and place of
residence
Reproductive factors
= Parity, gravidity, previous abortion history, future pregnancy and contraceptive use
Barriers on safe abortion service utilization.
Decision-making among clients in safe abortion service utilization.

Major reasons for safe abortion service seeking
13



4.7. Data collection procedure

4.7.1. Data collection and quality contr ol

A structured questionnaire and semi-structured in-depth interview guide was prepared in English
first, then trandated in to Amharic and back trandated in to English. The questionnaire was
administered in the form of exit interview (after the service was given). Moreover, the
guestionnaire was pretested and revised accordingly before the main study. Privacy was
maintained and confidentiality of information was assured. Fifteen nurse interviewers (3 males
and 12 females) and five supervisors who were health workers with BSC were given a thorough
training on the interview techniques and the questionnaire for one day before data collection. The
guestionnaire was checked using range and consistency check methods. During the process of
data collection, the Principal Investigator of the study had supervised the overal activity. A
completed questionnaire was examined for completeness and consistency during data
management, storage and analysis. Data exploration was undertaken to see if there were odd
codes or items that were not logical and then subsequent editing was made.

4.7.2. Data analysis and processing

The data entry and analysis was done using epi info version 84 and SPSS version 13
respectively. During data analysis, frequencies of the different variables were first computed.
The association between dependant and independent variables were measured by means of x°
and odds ratio with 95 % confidence interval. Variables with P-value less than or equal to 5%
were considered significant and further analyzed at multivariate level by means of logistic
regression to control for potential confounding factors. To complement the quantitative part, data
obtained from qualitative data collection using semi structured in-depth interview was first
translated from Amharic in to English to keep consistency and then transcribed and organized

using thematic framework analysis.
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4.8. OPERATIONAL DEFINITIONS
Knowledgeable/aware client/service user: -  If awoman could answer at |least one

Question that was asked on indications for legal

abortion according to the revised abortion law
Satisfied client/service user: - If awoman is extremely satisfied or very satisfied

on a least 80% of the questions that will be asked on client
satisfaction in safe abortion service utilization

Unsafe abortion: - Is a procedure for terminating an un-wanted pregnancy |ess than 28
weeks of gestation either by persons lacking the necessary skillsor in

an environment lacking the minimal medical safety standards or both

Safe abortion: - Istermination of pregnancy less than 28 weeks of gestation by qualified

and skilled persons using correct techniques in sanitary conditions
4.9. Ethical Consideration

Ethical clearance was obtained from IRB (institution review board) of Addis Ababa University
(AAU), Medica Faculty, School of Public Health (SPH).Support letter was written to the region
(SNNPR). Written consent was obtained from SNNPR regiona health bureau, respective zonal
health desks and Woreda hedth bureaus. The Necessary information on the study such as
purposes and procedures, potential risk and benefits was given to the study participants to get
accurate & honest response and then verbal and written consent was obtained from the
respondents of age group 18-49 years of age and verbal assent was obtained from those
respondents whose age group was

15-17 years. To assure the confidentiality of the response, private room interview was conducted

and explanation was given to the study subjects that their name was unnecessary.

4.10. Dissemination of theresult

It is believed that the findings of the study would be disseminated and communicated to relevant
and interested bodies including SPH, EPHA, FMOH, and SNNPR Health Bureau. Different
seminars at woreda, zonal, regional and national level would be used as an opportunity to present
the findings. Findly, it will be submitted for publication to nationa or international peer-
reviewed journals, as necessary.
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5. RESULT

Sociodemogr aphic characteristics

A total of 192 safe abortion service users were participated in this study with a response rate of
86%. The median age of the respondents was 21 with SD + 6.05. The minimum and maximum
ages were 15 and 41years respectively with modal age of 18 years. One hundred fifteen (59.9%)
and 77(40.1%) were living in urban and rural areas respectively. One hundred nine (56.8%) of
the women were never married followed by currently married 67(34.9%). Sixty nine (35.9%) of
the women were Orthodox followed by Muslim 64(33.3%) and Protestant 50(26%) religious
dominations. Thirty four (17.7%) of service users can’t read and write. Eighty (41.7%) of the
service users were students followed by housewives 52(27.1%). By the ethnic characteristics
respondents were, Gurage 54(28.1%), Sidama 45(23.4%), Siltie 38(19.8%) and others
55(28.6%). Thirty four (17.7%) of service users were illiterate where as 72(37.5%) of the service

users were high school students (Tablel).
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Table 1. Sociodemographic characteristics of safe abortion service usersin selected

public health facilities of SNNPR, Ethiopia, 2008/09.

Variable Number (%)
Age(years) N=192
15-19 67(34.9%)
20-24 62(32.3%)
25-29 31(16.1%)
>30 32(16.7%)
Median + SD 21+6.1
Residence N=192
Rural 77(40.1%)
Urban 115 (59.9%)
Marital Status N=192
Never Married 109(56.8%)
Currently married 67(34.9%)
Divorced 11(5.7%)
Widowed 4(2.1%)
Separated 1(0.5%)
Current Religion N=192
Orthodox 69(35.9%)
Muslim 64(33.3%)
Protestant 50(26.0%)
Others 9(4.7%)
Occupation N=192
Student 80(41.7%)
House wife 52(27.1%)
Employee 30(15.6%)
Have a private business 15(7.8%)
Farmer 6(3.1%)
Others 15(7.8%)
Ethnicity N=192
Gurage 54(28.1%)
Sidama 45(23.4%)
Siltie 38(19.8%)
Amhara 13(6.8)
Wolita 13(6.8%)
Halaba 8(4.2%)
Kembata 7(3.6%)
Others 14(8.4%)
Education N=192
Can’t read and write 34(17.7%)
Read and write only 19(9.9%)
Primary education 34(17.7%)
Secondary education 72(37.5%)
Post secondary education 33(17.2%)
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Reproductive status of safe abortion service users

One hundred eight (56.3%) of the service users were found to be gravida |, 24(12.5%) were
gravidall, 18(9.4%) were gravidalll, 17(8.9%) were gravid IV and 25(13%) were gravidaV and
above (Figure 1).
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Figure 1. Proportion of safe abortion service users by gravidity in selected public health facilities
of SNNPR, Ethiopia, 2008/09.

The median age at first pregnancy was 18 with SD + 9.34.The minimum and maximum ages at
first pregnancy were 15 and 33 respectively with modal age of 18. Of the total women who came
to get the safe abortion care service, 116(60.4%) didn’t have children, 17(8.9%) had one child,
20(10.4%) had 2 children, 16(8.3%) of them had 3 children, 16(8.3%) of them had 4 children
and the rest 7(3.6%) had more than 4 children (figure 2). Out of the total safe abortion care
service users, 13(6.7%) reported that their previous pregnancy was unwanted of whom 6(46.2%)
underwent abortion. Seventy five (39.1%) used one of the family planning methods and the rest
117(60.9%) used none of the family planning methods previoudly.

‘ 80
== 64
3. 60
.E ]
EZ% a0 -
£2 %
EE s 20 g4 10.4 83 83 16
L@ 0 - = = = s
0 1 P 3 4 25
Number of children currvenly have

Figure 2. Proportion of safe abortion service users by number of children currently have in
selected public health facilities of SNNPR, Ethiopia, 2008/09.
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Findingsrelated to past and present abortion

Thirteen (6.8%) of the respondents have had history of abortion in the past at least once with a
range of 1-4. Reasons for the abortion were unplanned pregnancy 77%, fear of family 15.4% and
medical reasons 7.6% and. Seventy five percent of the abortions were carried out by heath
workers in a health facility and the remaining 25% by traditional healer at home. Among those
with past abortion, 66.7% reported excessive bleeding and 33.3% severe pain as complications
during and after abortion.

Regard to past abortion, before visiting for abortion service, women had discussed with their
sexual partner were 2(15.4%), their husband 1(7.7%), their peer (female) 1(7.7%) and 9(69.2%)
discussed with no one.

All safe abortion service users reported that the current pregnancy was unwanted. Among these
56(29.2%), 50(26%), 25(13%) and 12 (6.3%) were due to low risk perception, non use of
contraceptive, rape and incest respectively (figure 3). Source of information for the women on
the availability of abortion service at the health facilities were heath professionals 63(32.8%),
peers(female) 58(30.2%), spouse 25(13%) and heath extension workers 21(10.9%).
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Figure 3. Reasons for the current safe abortion service seeking in selected public health
facilities of SNNPR, Ethiopia, 2008/09.

19



Knowledge on the current abortion law

As to the knowledge whether the present abortion law of Ethiopia alow a woman to have safe
abortion for certain reasons or not 85(44.3%), 34(17.7%) and 73(38%) of the women responded
that it does allow, doesn’t allow and don’t know whether allow or not respectively. Among those
who responded that the current abortion law in Ethiopia allow awoman to have an abortion their
responded indications for safe abortions were pregnancy resulted from rape 31(16.1%), for
serious physical and mental health problems 26(30.6%), for age below 18 years 10(11.8%),
pregnancy resulted from incest 4(4.7%), didn’t know any reason 6(7.1%) and for other reasons
8(9.4%) (Figure 4).

The above finding was also found to be compatible with the qualitative finding. One of the
discussant said that ““... Ethiopia has an abortion law which allow a women to have safe
abortion in case of incest, rape, age below 18 ...”” while another one said that

“...I don’t know whether there is a law or not. | heard only that as if there is safe abortion
service at this health facility from the health extension worker...”
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Figure 4. Response of women on reasons for safe abortion service use allowed by the
Current abortion law in selected public health facilities of SNNPR, Ethiopia, 2008/09.

According to respondents, the gestational age of pregnancy that is allowed by the law to undergo
safe abortion had ranged from 3 - 28 weeks with 52(61.2%) women thought to be 12 weeks or
less,18(21.2%) thought to be more than 12 weeks and 15(17.6%) didn’t know the level of
gestational age allowed. Fifty eight (68.2%) women suggested that the law as an appropriate
(allowed on some extent), 9(10.6%) legalized (alowed with no restriction) and 5(5.9%)
restricted (not allowed at all or prohibited). Among those who have knowledge on abortion law
81 (95.3%) of them believed that further legalization of current abortion law will help to reduce
problems related to unsafe abortion.
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Thirty six (42.4%) of the women suggested that health workers had never discussed with them
about abortion issues before. Whereas 49 (57.6%) women reported that health workers ever
discussed with them about abortion of which 39(79.6%) were discussed with health professionals
and 10(20.4%) discussed with health extension workers (Table 2).
Table 2. Response of women on extent of legality of the current abortion law for safe

abortion service use in selected public health facilities of SNNPR, Ethiopia, 2008/09.

Variable Number (%)
Extent of the current law

Appropriate (allowed on some extent) 61 (71.8)
Legalized (allowed with no restriction) 9 (10.6)
Restricted (not alowed at al or prohibited) 5(5.9)
Don’t know 10(11.8)
Gestational agerestriction by the law

<12 weeks 52 (61.2)
>12 -28 weeks 18 (21.2)
Didn’t know 15 (17.6)
Ever discussed with health workers on abortion issues

Yes 49 (57.6)
No 36 (42.4)

Further legalization of the current abortion law help to

reduce unsafe abortion complications

Yes 81 (95.3)
No 4(4.7)
TOTAL 85 (100)

Among those women who doesn’t know 34(17.7%) whether the current abortion law of Ethiopia
alow a woman to have abortion they suggested that abortion should be alowed for health
problems 9(26.5%), in case of rape 9(26.5%), for economic causes 6(17.6%) on demand
5(14.7%) and for other reasons5(14.6%) (Figure 5).
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Figure 5. Response of women with no previous knowledge on abortion law on the extent of safe
abortion service in selected public health facilities of SNNPR, Ethiopia, 2008/09.

If abortion law on demand is legally allowed and the service is available 149(77.6%) of women
responded that they would use the service, 35(18.2%) wouldn’t and 8(4.2%) didn’t know
whether they would use or not in case they encountered unwanted pregnancy. It was aso found
out that 55(36.9%) and 91(61.1%) of women responded that it would be better, if the service is
given at government hospitals and health centers respectively. Reasons for not using the service
among those who did not want to use the service were: abortion is against God’s will 22(62.9%),
it is a murderous action 7(20%), and it encourages unwanted pregnancy 4 (11.4%) and others
2(5.8%) (Table 3).
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Table 3. Respondents attitude towards on demand use of safe abortion service in selected
public health facilities of SNNPR, Ethiopia, 2008/09.

Variable Number (%)
Using safe abortion service on demand incase encounter ed

unwanted pregnancy N=192
Yes 149(77.6)
No 35(18.2)
Don’t know 8(4.2)
Preference of facility for safe abortion service N=149
Public hospital 55(36.9)
Public health center 91(61.1)
Private hospital 3(2)
Reasons for not using safe abortion service on demand in

case encountered unwanted pregnancy N=35
Abortion is against Gods will 22(62.9)
It is murderous action 7(20)

It encourages unwanted pregnancy 4(11.4)
Other reasons 2(5.8)
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Table 4. The relationship between sociodemographic characteristics and knowledge

on abortion law in selected public health facilities of SNNPR, Ethiopia, 2008/09.

Characteristics

Knowledge on abortion law

COR(95% Cl)

AOR(95% ClI)

Yes (# %) No (#, %)
Residence N=85 N=107
Rural 21 (27.3) 56 (72.7) 1
Urban 64 (55.7) 51 (44.3) 3.35(1.80, 6.23) 2.52(1.16,5.45)
Occupation
House wife 12 (23.1) 40(76.9) 1
Student 44 (45) 36 (55) 4.07(1.87,8.90) 3.05(0.63,14.83)
Employee 24 (68.6) 11 (31.4) 7.27(2.78,19.03) 2.01 (0.37,10.96)
Have private business 5(20) 20 (80) 0.83(0.26,2.69) 0.49 (0.1,2.34)
Religion
Protestant 25 (49) 26(51) 1
Orthodox 30 (43.5) 39 (56.5) 0.82(0.39,1.65) 0.72(0.30,1.72)
Muslim 26 (40.6) 38 (59.4) 0.71(0.34,1.49) 0.76 (0.31,1.90)
Catholic 4 (50) (50) 1.04(0.23,4.62) 1.67 (0.22,12.48)
Educational status
lliterate 6(17.6) 28 (82.4) 1
Read and write 3(15.8) 16(84.2) 0.88(0.19,3.99) 0.58 (0.11,3.13)
Grade1-6 14(41.2) 20(58.8) 3.27(1.07,9.96) 1.89 (0.48,7.44)
Grade 7 - 12 36 (50) 36 (50) 4.67(1.73,12.63) 1.01 (0.23,4.48)
Above grade 12 26 (78.8) 7(21.2) 17.33(5.15,58.36) 3.77 (0.61,23.29)
Marital status
Currently married 24 (35.8) 43 (64.2) 1
Currently not married 61 (48.8) 64 (51.2) 2.11(1.13,3.95) 0.92(0.27,3.06)
TOTAL 85 107
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From the total 192 safe abortion service users 85(44.3%) women do have knowledge on the
current abortion law, out of which 21(27.3%) were from rural areas and 64(55.7%) from urban
areas. The association of knowledge on present abortion law and place of residence was assessed
by logistic regression analyses. By taking rura residents as a reference urban residents have
more knowledge on present abortion law than rural residents at crude OR 3.35; 95% CI ( 1.80,
6.23) and it was also found significant after adjustment with adjusted OR 2.52; 95% CI
(1.16,5.45).

Among al service users, students 44(45%), employees 24(68.6%), those who have private
business 5(20%) and house wives 12(23.1%) did know that the present abortion law of Ethiopia
alow a woman to have an abortion on certain reasons. Considering housewives as a reference
students and employees have more knowledge on present abortion law at crude OR 4.07; 95% CI
(1.87, 8.90) and 7.27; 95% CI (2.78, 19.03) respectively. The same variables, however, appeared
statistically insignificant after adjustment; it were found that the adjusted OR 3.05; 95%CIl (0.63,
14.83) and 2.01; 95% CI (0.37, 10.96).

Among Orthodox Christian 30(43.5%), Muslim 26(40.6%) Protestant 25(49%) and Catholic
4(50%) knew that the present abortion law alows a woman to have an abortion for certain
reasons. However, no dstatistical significant association was found between religion and
knowledge on present abortion law.

Among those who were illiterate 6(17.6%), read and write 3(15.8%) primary education (1-6)
14(41.2%), secondary education (7-12) 36(50%) and above secondary (12) 26(78.8%) knew that
the present abortion law allow a woman to have an abortion on certain reason. Taking illiteracy
as a reference, primary (1-6), secondary (7-12) and post secondary (>12) educational level had
more knowledge on present abortion law at crude OR 3.27; 95% CI (1.07, 9.96), 4.67; 95% CI
(1.73, 12.63), 17.33; 95% CI (5.15, 58.36) respectively. The same variable, however, appeared
statistically insignificant after adjustment; it was found that the adjusted OR 1.89; 95% CI (0.48,
7.44), 1.01; 95% CI (0.23, 4.48) and 3.77; 95% CI (0.61, 23.29) respectively.

Among those who are currently not married 61(48.8%) and currently married 24(35.8%) women
responded that the current abortion law of Ethiopia allows a woman to have an abortion. Taking
currently married women as a reference unmarried women had more knowledge on present
abortion law than married women at crude OR 2.11; 95% CI (1.13, 3.95). The same variable,
however, appeared statistically insignificant after adjustment; it was found that the adjusted OR
0.92; 95% CI (0.27, 3.06).
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Barriersto have an abortion Service

To have had an abortion service at health facilities 115(59.9%), 48(25%) and 29(15%) service
users traveled a distance of less than 10km, 10-20 km and greater than 20km respectively. It took
them less than 30 minutes for 101 (52.6%) women, 30 minutes - 1hr for 43 (22.4%) women, 1-2
hrsfor 34 (17.7%) and more than 2hrs for 14 (7.3%) of women. To reach the health facilities the
women used different transportation systems 89 (46.4%) on foot and 63(32.8%) easily access to
transportation with average transport cost of 11.48 Birr which ranges from 1 birr to 300 birr.

The above finding was supported by the qualitative finding that one of the discussants said that
“...When | thought to have safe abortion service | was worrying about the payment for the
service and transport, but when | came to the health facility the service cost was too little and |
became

happy ...”” while another discussants said that, ... since | am government employee | can afford
to pay 600 birr for safe abortion service but it is unaffordable for the students to pay this very
huge amount of money ...”.

Once the service users reached to health facilities there was difficulty in identifying abortion
service room by 28(14.6%) of clients due to different reasons such as there was no adequate sign
posted on the room 22(11.5%) and less cooperation by health workers 4(2.1%). Similarly once
they can access to abortion service room there was difficulty in getting the service by
27(14.1%)clients due to the closed abortion service room17(8.9%) and other reasons 11(5.7%).

An 18 years old lady said,”” after | came to the health facility | was afraid to ask abortion service
room and it took me at least an hour to get the room. Then | couldn’t get the health worker since
he was not available in the health center. Therefore, | was appointed to come after a week but
today thanks to the health worker | feel happy because | have got the service...”

Concerning waiting time, 98 (51%) of service users had waited for less than an hour, 62 (32.3%)
for 1-2 hrs and 32 (16.7%) for more than 2hrs.

The average payment for abortion service was 83.22 birr (ranged from with no charge to 600
birr) with a mean of 83.22 birr. Among all, 13 (6.8%) of the women did not pay for the service.
However, 85 (44.2%) paid less than 50 birr, 47 (24.5%) paid 50 - 100 birr, 24 (12.5%) paid 101 -
200 birr and 23 (12%) women paid 200 or more birr. It was reported by service users that the
service cost was very low by 72(37.5%), fair 59(30.7%), unaffordable by 44(22.9%) and free by
13(6.8%) of the women (Table 5).
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Table 5. Characteristics on barriers of safe abortion service utilization in selected public health facilities of SNNPR, Ethiopia, 2008/09.

Variables

Response (n, %) Variables

Response (n, %)

Variables

Response (n, %)

Distancetravedled to health
facilities

<10Km

10-20Km

>20Km

Transport accessto the health
facilities

Very easy to get transportation
Somewhat easy to get transportation
Difficult to get transportation
No transportation(on foot)
Timetaken to reach the health
facilities

<30 minutes

30-59 minutes

1-2hrs

>2hrs

N=192

115(59.9)
48(25)

29(15)
N=192

58(30.2)
17(8.9)
11(5.7)
106(55.2)
N=192

101(52.6)
43(22.4)
34(17.7)
14(7.3)

Transport cost

<5birr
5-10birr

11-20birr
>20birr

Waiting time
<lhr

1-2hrs

>2hrs

Service cost for
abortion service
Free

<50birr
50-100birr
101-200birr
>200birr

N=192

48(55.2)
26(29.9)

8(9.2)
5(5.7)

N=192
98(51)
62(32.3)
32(16.7)
N=192

13(6.8)
85(44.2)
48(25)
23(12)
23(12)

Abortion cost feeling N=192

free

Very cheap
fair

Costy

Unaffordable

13(6.8)
73(38)

61(31.8)
44(22.9)

1(0.5)
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Satisfaction on safe abortion service

One hundred eighty four (95.8%) clients were satisfied on information given at health facilities
before abortion service was given but 8(4.2%) were not satisfied. One hundred fifty eight
(82.3%) service users were appointed for follow up visit and the rest 24 (17.7%) did not
appointed. One hundred eighty nine (98.4%) service users were satisfied with service provider’s
friendly caring situation where as 3(1.6%) were not satisfied. One hundred eighty two (94.8%)
service users were satisfied on confidentiality during abortion service whereas 10(5.2%) were
not satisfied. Similarly 188(97.9%) service users were believed that the providers will keep their
information confidential whereas 4(2.1%) didn’t believe. Among service users 119(62%) of the
women took any of contraceptive methods and 73(38%) didn’t take any contraceptive after
abortion. Among those who didn’t take any contraceptive method the main reason was
23(31.5%) do not want to get pregnancy before marriage, 14(19.2%) it was not raised by the
provider, 11(15.1%) has no sexual partner, 8(11%) do not want to take contraceptive and the rest
were due to other reasons. Among all service users 171(89%) suggested that they will refer their
friends or relatives to the same facility if they have unwanted pregnancy but the rest 21 (10.9%)
will not. One hundred eighty seven (97.4%) and 9(4.7%) service users responded that
community is satisfied and not satisfied respectively, on the abortion service that the health
facilities are giving. As to intention for future pregnancy 101(52.2%) of respondents didn’t plan
to get pregnant before marriage. Thirty four (17.7%) didn’t plan to get pregnant after the current
abortion. Whereas 11(5.7%) planned to get pregnant between 10 and 18 months, 25(13%) within
2-4 years, 17(8.8%) within 4-6 years and 13(6.7%) didn’t respond (figure 6).
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Intention for future pregnancy

W Get pregnant befor 18
maonths

B Didn't know

B Get pregnant within 4-6
years

m Get pregnant within 2-4
years

B Never pet pregnant

Figure 6. Intention for future pregnancy in selected public health facilities of SNNPR,
Ethiopia, 2008/09.

The best experience that was raised by the service users during their visit at health facilities were
cooperation by the health workers 69(35.9%) and strong assistance 39(20.3%) as well as the
worst things mentioned was 23(12%) repeated appointment by health workers.

The service users suggested specific ways to improve abortion service at the facilities such as
11(5.7%) avoiding repeated appointment, 5(2.6%) keeping confidentiality. The overal
satisfaction on the service revealed that 187(97.4%) service users satisfied and 5(2.6%) not
satisfied on the service. Regarding to confidentiality and appointment the above findings were
similar with qualitative findings that one of discussant said that *...when the service was given
there were many health workers entered the room to watch and | felt shame, it was good if there
were any other means to have an abortion rather than evacuation through uterus...”

Regarding to an appointment one of the discussants said that “the health worker appointed me
mor e than two times. At that time | became hopeless and | was planned to visit private clinic to

ask if there is any medication that can abort...”
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Table 6. The relationship between sociodemographic characteristics and satisfaction on safe
abortion service in selected public health facilities of SNNPR, Ethiopia, 2008/09.

Characteristics

Satisfaction on safe abortion COR(95% CI)

AOR(95% ClI)

service

Yes(#, %) No (#, %)
Occupation
Housewife 42(80.8) 10 (19.2) 1
Student 50 (62.5) 30 (37.5) 0.40(0.17,0.91) 0.96(0.15,6.36)
Employee 30(85.7) 5(14.3) 1.43(0.44,4.61) 1.30(0.16,10.64)
Have private business 16 (64) 9 (36) 0.42 (0.15,1.23) 1.15(0.19,7.07)
Residence
Rural 51 (66.2) 26 (33.9) 1
Urban 87 (75.7) 28 (24.3) 1.58 (0.84, 2.99) 1.47 (0.63,3.39)
Education
lliterate 21(61.8) 13(38.2) 1
Read and write 17 (89.5) 2(10.5) 5.26 (1.04, 26.60)  4.00 (0.63,25.57)
Grade1-6 25 (73.5) 9 (26.5) 1.72 (0.61, 4.81) 3.51(0.73,16.92)
Grade 7 - 12 46 (63.9) 26 (36.1) 1.10(0.47, 2.54) 2.38(0.47,12.11)
Above grade 12 29 (87.9) 4(12.1) 4.49(1.28,15.72) 6.13(0.80,46.84)
Marital status
Currently married 59 (88.1) 8 (11.9) 1
Currently not married 79 (63.2) 46 (36.8) 4.29(1.89,9.78) 0.15(0.03,0.74)
Religion
Protestant 46 (90.2) 5(9.8) 1
Orthodox 58 (84.1) 11 (15.9) 2.35(1.02, 5.40) 2.77 (1.05,7.32)
Muslim 45 (70.3) 19 (29.7) 1.2 (0.55, 2.62) 2.51 (0.96,6.57)
Catholic 7(87.5) 1(12.5) 0.91(0.19,4.25) 1.19(0.16,8.83)
TOTAL 156 36
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From the total one hundred ninety two service users, 138(71.9%) women were satisfied with the
service given. Among housewives 42(80.8%), students 50(62.5%), employees 30(85.7%) and
among those who have private business 16(64%) were satisfied with the service given. The
association of satisfaction on the abortion service and occupation was assessed by logistic
regression analyses. By taking housewives as a reference students were more satisfied with the
service than housewives with crude OR=0.40; 95% CI (0.17, 0.91). However, the same variable
turned out statistically insignificant after adjustment; with the adjusted OR 0.96; 95% CI (0.15,
6.36).

Among al satisfied women 138(71.9%) with the service given, urban residence 87(75.7%) and
rural residence 51(66.2%) were satisfied. The association of satisfaction on the abortion service
and place of residence was assessed by logistic regression analyses. There was no significant
association between place of residence and satisfaction on the safe abortion service both at crude
OR and at adjusted OR after adjustment.

From the total service users, 138(71.9%) were satisfied with the service given. Among illiterate
21(61.8%), read and write 17(89.5%), grade (1-6) 25(73.5%), 7-12 grade 46(63.9%) and above
12" grade 29(87.9%) were satisfied with the service given. The association of satisfaction on
abortion service and educationa status was assessed by logistic regression analyses. By taking
illiterate as a reference those with read and write and post secondary women were more satisfied
with the service than illiterates at crude OR 5.26; 95% CI (1.04, 26.60) and OR 4.49; 95% CI
(1.28, 15.72) respectively. However, the same variable turned out statistically insignificant after
adjustment; with the adjusted OR 4.00; 95% CI (0.63, 25.57) and OR 6.13; 95% CI (0.80,
46.84).

Seventy nine (63.2%) currently unmarried and 59(88.1%) currently married women were
satisfied with safe abortion service. The association of satisfaction on the abortion service and
marital status was assessed by logistic regression analyses. By taking currently married women
as areference unmarried women were more satisfied with the service than married ones at crude
OR 4.29; 95% CI (1.89, 9.78). The same variable, however, appeared statistically insignificant
after adjustment; it was found that the adjusted OR 4.29; 95% CI (1.89, 9.78).
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Among catholic religion 5(62.5%), orthodox 56(81.2%), Muslim 44(68.8%) and protestant
33(64.7%) of women were satisfied with the service that was given. The association of
satisfaction on the abortion service and religion was assessed by logistic regression analyses. By
taking protestant religion as a reference women with orthodox religion were more satisfied with
the service than protestant at crude OR=2.35; 95% CI (1.02, 5.40). The same variable, however,
appeared statistically insignificant after adjustment; it was found that the adjusted OR 2.77; 95%
Cl (1.05, 7.32).

Decision making on safe abortion service utilization

When the service users thought to have the current abortion they made discussion, sixty three
(32.8%) of the service users made decision with their peers (female), followed by 55 (28.6%)
with husbands, 23(12%) with sexual partner, 8(4.2%) with health workers including health
extension workers, 23(12%) with no one, 5(2.6%) with brother and 15(7.8%) with others. Which
was similar to the qualitative findings that A 32 years old woman discussant said that *“... since
we don’t want to have more children my husband and me discussed on the current unwanted
pregnancy and we have reached to a consensus to have an abortion...”. In the contrary a 17
years old lady said that ““... since | am student and dependent on my family I didn’t discuss with
anybody if I did so | may be forced to leave home...”

One hundred thirty one (68.2%) service users believed that the issue of decision to have an
abortion should be left for the woman herself, 37(19.3%) for both husband and wife and
14(7.3%) for husband aone (Figure 7).

In the qualitative study a 21 years old woman said ““... most husbands may want more children
but the most affected are the women due to quensequencces of pregnancy therefore the issue of

decision to have safe abortion should be left for the women themselves...”
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Figure 7. Opinion of service users on whom to decide to use safe abortion service in selected
public health facilities of SNNPR, Ethiopia, 2008/09.
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6. DISSCUSSION

Even though Ethiopian abortion law is revised since 2004, the incidence of unsafe abortion till
remains high. But the revised abortion law will have a great role in expanding reproductive rights of
women, including safe abortion service rights under certain conditions this in turn may result in
reducing maternal mortality. However, much should be done to increase safe abortion service
utilization at the community level.

Therefore, apart from the revised abortion law, there is a need to work on the capacity building of the
community, health facilities and health workers to increase safe abortion service utilization. This study
will provide an insight on the status of safe abortion service utilization and levels of satisfaction

among service usersin public health facilities.

Majority of service users (67.2%) were young women aged 15-24 years which is similar to other
studies in Africa and Ethiopia. Among all service users, married women accounts 34.9% of service
users which shows that it is not only the unmarried women but also married women are using safe
abortion service. This could be due to low risk perception, non use of contraceptive, method failure
and using safe abortion for birth spacing. Students also share the major portion (37.5%) of the service
users. This could be as a result of risky living environment that could expose them for unwanted

pregnancies.

Thirty nine percent of service users ever use any of the family planning methods previously. Thisis
low compared to other studies conducted in Addis Ababa among women using post abortion care in
public hospitals which was 53.4%. This could be as a result of maor portion of service users in this
study were unmarried women and students.

Health professionals 32.8% and peers 30.2% were the maor source of information for the service
users on the availability of abortion service at the hedth facilities. Whereas the health extension
workers role was low (10.9%) this could be due to less awareness among health extension workers on
safe abortion service availability at the health facilities.
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In this study more than half (55.7%) of interviewed women didn’t know that abortion is legal on
certain reasons. Among those who were aware of legal abortion 14.1% didn’t know the presence of
time restriction for alegal abortion. Among those who were aware of legal abortion, only 57.6% had
ever discussed on abortion issues with health workers. Knowledge on legality of abortion in other
countries where abortion is legal in some form ranges from 45% in Mexico to 57% Latviato 78% in
Gauteng province of South Africa (36). In one qudlitative study of South African women who had
abortions outside of the legal abortion services, 54% reported having done so because they did not
know about the law (36). In case of this study, the knowledge is relatively lower than other studies;
this could be due to the recent history of revised abortion law and partly some of the service users
wereilliterate.

Multivariate analysis revealed that urban residents have more knowledge on abortion law than rura
residents which is similar to study conducted in South Africa (36). Students and employees have more
knowledge on present abortion law than housewives and on the other hand primary, secondary and
post secondary educationa level has more knowledge on abortion law than illiterate women. This
could be due to students and employees learning and working environment enables them to have

information on abortion issues than housewives and illiterates respectively.

Distance travelled to the health facility, transport access, waiting time and service cost were expected
to affect positively or negatively to use safe abortion service. To have an abortion service 40% of
women travelled more than 10Km and it took them 1hr and above for 25% of the service users. Forty
Six percent of service users use on foot transport system and only 32.8% service users were easily
access to transportation. More than 49% of women waited one hour and above to get the service.
Among all service users 6.8% of women get free service. However, 24.5% of women paid more than
100birr and according to 22.9% of women respondent the service payment was coasty. The finding on
service cost feeling by users was similar to other study which was conducted in Agaro town Jmma
zone on post abortion care service (20) but the amount of service cost is much higher in this study, this
could be due to the nature of safe abortion service procedure and the initiation of health care financing
in most of the health facilities. Concerning waiting time it is much higher in this study; this could be
explained by shortage of trained human power on safe abortion care and safe abortion service is not
considered as an emergency care as that of post abortion care service. But further studies on reasons
for longer waiting time should be considered. The distance traveled to get the service is lower in this
study compared to some studies in Ethiopia on post abortion care service (25). This could be due to

more expansion of safe abortion service at the health centers.
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Clients satisfaction on safe abortion service is a key factor in continuous utilization of the service by
the community. More than 95% of clients were satisfied with the information given before the
abortion service. Only 82.3% of service users were appointed for follow up visit. Ninety eight percent
of service users were satisfied with providers friendly caring situation and ninety five percent were
satisfied with confidentiality during abortion service. Only 62% of women took any of the
contraceptive methods after abortion. Eighty nine percent of women responded that they will refer
their friends or relatives to the same facility if in case they had encountered unwanted pregnancy. In
this study, contraceptive method use by the service users after safe abortion service was higher
compared to other studies conducted on abortion services of public health facilities of Mozambique;
which has shown that 27% of women had received a contraceptive method (40). Similarly it was
higher compared to a study on quality of post abortion care in public health facilities of Ethiopiawhich
has shown that 43.6% women had received any of the family planning methods (26). This could be
explained by there may be better follow up care or more number of married women or women with a
regular sexua partner in this study. Service users satisfaction on the service, providers caring
(approach) and getting relevant information about the service was much higher in this study compared

with a study on quality of post abortion carein public health facilities of Ethiopia (26).

Taking satisfaction on safe abortion service as an outcome variable, Logistic regresson was
performed. And there was not found to be significantly associated. The insignificant association
between satisfaction on safe abortion service and occupation could be explained by all service users
were expected to be satisfied for getting relief from the current unwanted pregnancy similarly.

Making an independent decision is as an important issue in safe abortion service utilization. Before the
abortion care service gets fulfilled, service users were made discussion to reach on decision to use the
service. Thirty three percent of the women made decision with their peers, 28% with husbands and
12% with no one. More than sixty eight percent of the women believed that the issue of decision to
have an abortion should be left for the woman herself, 19% for both husband and woman and 7.3% for
husband alone.

This study finding is similar to a study which was conducted in South Africa which had revealed that
family, friends and partners played a role in women’s decision to terminate the pregnancy (35). Area
of residence and the opportunity of making an independent decision on safe abortion service seeking
were not found to be significant. This is different from a study on utilization of post abortion care
services in Ethiopia: which shows that women in urban 57.1% than rural 45.6% respondents appeared
to have more opportunity of making decision on abortion related care seeking (25). The variability
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with this study finding could be due to the fact that mgjority of service users (82.3%) in this study

were literate.

The findings of this research will provide valuable information to focus on major areas to improve safe
abortion service in public health facilities. However, since the study was conducted in small scale and
was not a community based; caution is needed in using the results of the study. Despite these
limitations the findings of the study will serve as source of information for future studies. This study
finding also tried to insight some future areas of research particularly on comparative studies on
quality of safe abortion service and post abortion care and legalization of safe abortion to the extent of

on demand utilization.
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7.  Strengthsand limitations

Strengths
» It could be considered as providing useful information
> Itincludes both health centers and hospitals
» Quality of datawas maintained by training and pretest

Limitations

v Unavailability of similar studiesin the region as well asin the country
v Unable to conduct the study in alarger scale (large sample size) due to resource issues
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8.

>

Conclusion and recommendation

Conclusion

High school students, married women as well as age group of 15-24 years women
constitute the major portion of service users.

Most of the women never use any of the family planning methods previoudly. In
addition to low risk perception, rape and incest, this could be an important reason for
the current abortion seeking.

The role of health extension workers as the source of information for the women on
the availability of safe abortion service at the health facilities was low compared to
the other sources.

Most of safe abortion service users didn’t have knowledge on current abortion law.
Residence was a predictor of knowledge on current abortion law.

There was transport inaccessibility, longer waiting time and costy service payment by
the service users.

Major proportion of service users were satisfied with the information given before
abortion service, on follow up visit information, providers friendly caring situation
and confidentiality during abortion service.

Most of the women didn’t take any of the contraceptive methods after abortion
service.

A relatively low decision power of women to seek safe abortion service was noted in
this study. Whereas more than two-thirds of women believed that the issue of decision

to have an abortion should be left for the woman hersalf.
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Recommendations

Implication for the service

> Increasing awareness and knowledge of health workers and health extension workers

on abortion law and safe abortion service

» Increasing community awareness on the current abortion law should be considered

> Expansion of safe abortion service at all health facilities with acceptable waiting time
and affordable cost should be in place

> Improving family planning service after safe abortion service

» Expansion of family planning services including emergency contraception for both

married and unmarried women should be given priority

» School health programs should be designed and due attention must be given for the
students on the prevention of unwanted pregnancy

» Empowering women to made decision by themselves to seek safe abortion service

when it isindicated to do so

Implication for policy

» Further legalization of abortion law based on community need should be considered

40



9. REFERENCES

1. USAID Hedth. Maternal and child health, maternal health Overview. USAID, 2 June
2008.

Available atwww.usaid.gov/our-work/global -health/mch/mh/index.html (A ccessed August
28, 2008).

2. UNICEF. Millennium Development goals; Improve maternal health. September 2006.
Available at www.unicef.org/mdg/maternal.html (Accessed August 23, 2008).

. Okonofua FE, Odimegwu C, Ajabor H, Daru PH, Johnson A. Assessing the prevalence and
determinants of unwanted pregnancy and induced abortion in Nigeria. Stud Fam.
Plann 1999; 30: 67-77. MEDLINE.

4. WHO. Facts on Induced Abortion Worldwide. Geneva; WHO, October 2007.

5. International Conference on Population and Development. Population, Sustainable
Development and Women’s Rights, Cairo Conference, Cairo, Egypt 5-13 September
1994.

w

6. Ethiopian society of Obstetricians and Gynecologists (ESOG). Survey of unsafe abortion
in selected health facilitiesin Ethiopia. Addis Ababa, Ethiopia; (ESOG), March 2002.

7. HogbergU, Joelssonl. Maternal deaths related to abortions in Sweden, 1931-

1980. Gynecol Obstet Invest 1985; 20: 169-178.
8. Berer M. Nationa laws and unsafe abortion: the parameters of change. Reprod. Health
Matters 2004; 12: 1-8.

9. Friday E Okonofua. Expert review of Obstetrics and Gynecology; Contribution of anti-
abortion laws to maternal mortality in developing countries. March 2008, Vol.3, No.2,
pages 147-149 Available at www.expert-reviews.com (Accessed July 21, 2008).

10. David A Grimes, Janie Benson, Susheela Singh, Mariana Romero, Bela Ganatra, Friday
E Okonofua, Igbal H Shah. Unsafe abortion the preventable pandemic. 2006, V (4).
Available at http://www.svss-uspda.ch (Accessed July 24, 2008).

11. CSA, Ethiopian Demographic Health Survey. Addis Ababa, Ethiopia; CSA, 2005

12. Otsea, Karen and Solomon Tesfaye. 2007. Monitoring safe abortion care

service provision in Tigray, Ethiopia. Chapel Hill, NC, Ipas.

13. Kwast BE, Rocha RW, Widad Kidan Mariam. Maternal mortality in Addis Ababa,
Ethiopia. Studiesin family planning, 1986, 17(6):288-301.

14. Yoseph S. and Kifle G. Asix year review of maternal mortality in teaching hospital in
Addis Ababa.Ethiopia.Med.J.1988;26:115-120.

15. Yoseph Set a. A survey of illegal abortion in Addis Ababa. December 1993.

Available at http://www.reproductiverights. Org(Accessed July 26, 2008).

16. Yilma Melkamu. Assessment of Quality of Post Abortion Care in Government Hospitals
in Addis Ababa, Ethiopian Medical Journal, July 2005; 43(3):137-150.

17. “Guillaume Agnes”. Literature on Unsafe Abortion in Africa, 1990-2005. Guillaume,
2006.

18. World Health Organization. Safe Abortion: Technical and Policy Guidance for Health
Systems. Geneva, Swezerland; World Health Organization, 2003.

41



19.
20.

21.

22.

23.

24,

25.
26.

27.

28.

29.

30.

31

32.

Medhanit Wube. Assessment of Factors Influencing Utilization of Post Abortion Care in
Public Health Facility in Agaro Town, Jimma Zone, Oromia Regiona State, Southwest
Ethiopia. MPH Thesis, Addis Ababa University, 2006.

Federal democratic Republic of Ethiopia-Ministry of Health: Technical and procedural

guidelines for safe abortion service in Ethiopia. Addis Ababa, Ethiopia; MOH, 2006.

Syoum Y oseph and Getahun Kifle. A six year review of maternal mortality in a teaching
hospital in Addis Ababa. Ethiopian Medical Journal July 1988; volume 26(3): page
115-119.

Taddesse E, Yoseph S., Gossa A., Illegal abortion at five hospitals in Addis Ababa, Eth.
Med. J., 1994; 32: 283-84.

Minda Tesema, Assessment of the attutude towards more liberalization of abortion law
among health science students, Master thesis, Reproductive heath nursing, Addis
Ababa University, December 2007.

Ipas Ethiopia. A Study on Utilization of Post Abortion Care Services in Ethiopia. Addis
Ababa, Ethiopia; Ipas Ethiopia, October 2006.

Solomon Kumbi, Yilma Melkamu and Hilu Yeneneh. Quality of post-abortion care in

public health facilities in Ethiopia. Ethiopian Journal of Health development 2008;
Volume 22(1): page 26-33.

M. Kapil Ahmed, Jeroen van Ginneken and Abdur Razzaque.Factors associated with
adolescent abortion in a rural area of Bangladesh. Tropical Medicine and International
Health 2005; Volume 10 (no 2) pp 198-205.

World Health Organization. Unsafe abortion: global and regional estimates of the
incidence of unsafe abortion and associated mortality in  2000. Geneva,
Switzerland: World Health Organization, 2004.

Tawa Jogunosimi.The HIV/AIDS Pandemic among Youth in Sub-Saharan Africa
Monday, July 02, 2007 February 2001. Advocates for Y outh.

John S. Santelli, , llene S. Speizer, Alexis Avery, and Carl Kendall An Exploration of
the Dimensions of Pregnancy Intentions Among Women Choosing to Terminate
Pregnancy or to Initiate Prenatal Care in New Orleans, Louisiana Am J Public Health.
2006; 96:2009-2015.

High school students' knowledge, attitude and practice of contraception in Harer town,
eastern Ethiopia. Ethiop Med J. 1994 Jul; 32(3):151-9.

MOH and WHO (1999) an assessment of reproductive health needs in Ethiopia Ministry
of health and World Health Organization Geneva 1999.

Victor Agadjanian. “Quasi-legal” abortion services in a Sub-Saharan setting: users’
profile and motivations. International family planning perspectives volume 28, Number
3, Sept. 1998. Available at http://www.guttmacher.org/ (Accessed June 28, 2008).

42



33. Vaentine O. Otoide, Frank Oronsaye and Friday E. Okonofua. Why Nigerian
Adolescents Seek abortion Rather than Contraception: Evidence from Focus-Group
Discussions. June 2001; International Family Planning Perspective Volume 27,
Number 2.

34. Jane Harries, Phyllis Orner, Ellen Mitchell, and Mosotho Gabriel. Delays in seeking an
abortion until the second trimester: a qualitative study in South Africa
Reproductive Health 2007. Available at http://www.reproductive-health
journal.com/content/4/1/7 (Accessed July 29, 2008).

35. Chelsea Morroni, Landon Myer and Kemilembe Tibazarwa. Knowledge of the abortion
legislation among South African women. Reproductive Health 2006;
http://www.reproductive- health-journal.com/contents/3/1/7 (Accessed June 26, 2008).

36. BS Dhillon, N Chandhiok, I Kambo and NC Saxena .Induced abortion and concurrent
adoption of contraception in the rural areas of India. 2004; Volume: 58, Issue: 11, Page
478-484.

37. Berer, Marge, Abortion law, policy and practice in transition, Reproductive health matters

November 2004; Available at www.accessmylibrary.com. (Accessed June 26, 2008).

38. Ministry Of Health (MOH), Health and health related indicators, Addis Ababa, Ethiopia;
MOH, 1999E.C/2008.
39. Ipas Ethiopia. Availability and utilization of comprehensive abortion services in five
regiona states of Ethiopia (facility based summarized report). Addis Ababa, Ethiopia;
2007.

43



Annex |. Information sheet and Consent form for 18-49 years old women (EnglishVersion)

Addis Ababa University
School of public health
Section I. Information sheet
01. Name of the study area (zone, woreda, Kebele)
02. Questionnaire identification no.
INTRODUCTION: Good morning/afternoon? My name is . In this
study which is undertaken by Addis Ababa University, faculty of medicine schools of public

health you and me would have a short discussion of about 30-35 minutes only and | am
asking you to help us. Before we go to our discussion, | will request you to listen carefully to
what | am going to read to you about the purpose and general condition of the study and you
will tell me whether you agree or disagree to participate in this study at the end.
The purpose of this study is to assess pattern of safe abortion service utilization in SNNPR.
The study will be conducted through interviews. The information that you will give us could
help to expand safe abortion service utilization in the region as well as in the country. The
interview involves partner, family and private life questions. | would like to assure you that
privacy will be maintained strictly throughout. A code number will identify every participant
and no name will be used. Y our responses to any of the questions will not be given to anyone
else and no reports of the study will ever identify you. If areport of results is published, only
information about the total group will appear.
The interview is voluntary and your participation / non-participation, or refusal to respond or
stop responding to the questions will have no effect now or in the future on services that you
or any member of your family may receive from the service providers.
Are you willing to participate in this study?
1.[]Yes 2.[]No
Thank you!!
NB: 1. If the study subjects agree to participate in the study, go to consent form

2. No need of enforcing the clientsto be included in the study

3. Please register the age and sex of study subjects who refuse to participate in the study
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Section I1. Consent form for 18-49 years old women (English Version)
| the undersigned have been informed about the purpose of this particular research project. |
have been informed that | am going to respond to this question by answering what | know
concerning the issue. | have been informed that the information | give will be used only for
the purpose of this study and my identity as well as the information | give will be treated
confidentially. | have also been informed that | can refuse to participate in the study or not to
respond to questions if | am not interested. Furthermore | have been informed that | can stop
responding to the questions at any time in the process. Based on the above information |
agree to participate in this research voluntarily.
Signature:
Date:

NB: 1. If the study subject is voluntary to participate in the study, start the interview.
2. Interviewer signature certifying that informed consent has been given verbally
by the respondent.
Name

Signature
Date
Tee.

3. If there are things that require clarification please don’t hesitate to ask the
Interviewer or the principal investigator for clarification.
Address of the principal investigator

Adnew Yirga

Addis Ababa University

Faculty of Medicine School of public health

P.o.box 9086

Mobile: 09-12-18-12-12

Addis Ababa
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Annex I1. Voluntary information sheet and assent form for female children

with age group of 15-17 yearsold (English Version)

Section |I. Voluntary information sheet for female children with age group of 15-17
yearsold.

01. Name of the study area (zone, woreda, Kebele)

02. Questionnaire identification no.

INTRODUCTION: Good morning/afternoon? My name is . In this
study which is undertaken by Addis Ababa University, faculty of medicine schools of public

health you and me would have a short discussion of about 30-35 minutes and | am asking you
to help us. Before we go to our discussion, | will request you to listen carefully to what | am
going to read to you about the purpose and general condition of the study and you will tell me
whether you agree or disagree to participate in this study at the end.
The purpose of this study is to assess pattern of safe abortion service utilization in SNNPR.
The study will be conducted through interviews. The interview involves partner, family and
private life questions. There will not be any risk that will occur throughout your participation.
Similarly there will not be any benefit that you will get; but the information that you will give
us could help to expand safe abortion service utilization in the region as well as in the
country. | would like to assure you that privacy will be maintained strictly throughout. A
code number will identify every participant and no name will be used. Y our responses to any
of the questions will not be given to anyone else and no reports of the study will ever identify
you. If areport of resultsis published, only information about the total group will appear.
The interview is voluntary and your participation / non-participation, or refusal to respond or
stop responding to the questions will have no effect now or in the future on services that you
or any member of your family may receive from the service providers.
Are you voluntary to participate in this study?
1.[] Yes 2.[] No
Thank you!!
NB:1. If the study subject is voluntary to participate in the study, go to assent form.

2. No need of enforcing the clients to be included in the study.

3. Please register the age and sex of study subjects who refuse to participate in the study.
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Section |1. Assent form for female children with age group of 15-17 years old (English

Version)

| the undersigned have been informed about the purpose of this particular research project.
| have been informed that | am going to respond to this question by answering what 1 know
concerning the issue. | have been informed that the risk and benefit that will occur during my
participation. | have been informed that the information | give will be used only for the
purpose of this study; my identity and the information | give will be treated confidentially. |
have aso been informed that | can refuse to participate in the study or not to respond to
guestionsif | am not interested. Further more | have been informed that | can stop responding
to the questions at any time in the process. Based on the above information | agree to
participate in this research voluntarily.
Signature:
Date:

NB: 1. If the study subject is voluntary to participate in the study, start the interview.
2. Interviewer signature certifying that informed consent has been given verbally
by the respondent.

Name

Signature
Date
3. If there are things that require clarification please don’t hesitate to ask the

Interviewer or the principal investigator for clarification.
Address of the principal investigator
Adnew Yirga
Addis Ababa University
Faculty of Medicine School of public health
P.0.box 9086
Mobile: 09-12-18-12-12
Addis Ababa
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Annex I11. Questionnairefor the quantitative method (English Version)

Section |. Socio- Demographic characteristics

S. No | Question/variables Response

Skip to

101 | Ageinyears

102 Place of residence 1. Urban
2. Rurd

1. Never Married
103 Marital statues 2. Currently Married
3. Divorced

4. Widowed

5. Separated

104 Current religion 1. Orthodox

2. Muslim

3. Catholic

4. Protestant

88. Others (specify)

1. Farmer

2. Student

105 Occupation 3. House wife

4. Government employee

5. Merchant

6. Employed in private sector.
7. Have Private business

8. Commercial sex worker
88. Others (specify)

1. Sidama
2. Wolayita
106 Ethnic group 3. Gurage
4. Gedeo

5. Kembata
6. Hadiya
7. Siltie

8. Halaba
9. Amhara
10.0romo
88. Others (specify)

L 107 Education 1. Can’t read and write

2. Read and write only

3. Primary education (1-6)

4. Secondary education (7-12)
5. Above grade 12
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Section I1. Concerning reproductive history

If “once” skip to

201 How many times have you been pregnant? 208
202 | What was your age at first pregnancy?
203 The total number of live births
204 | Thetota number of children
Currently have
205 | Were all your pregnancies wanted? 1.Yes If “Yes” skip to
2. No 208
206 If “no”, to question “205” which pregnancy 1. Thefirst
was unwanted? 2. The second
(morethan oneresponseis possible) 3. Thethird
4. Thefourth
5. All
88. Others (specify)
207 | What happened to you as aresult of unwanted | 1. Married and gave birth
pregnancy? 2. Not married but gave birth
(morethan oneresponseis possible) 3. Had abortion
4. Dropped out of school
5. Separated from sexual partner
88. Others (specify)
99. No response
208 Have you ever used contraceptive? 1.Yes If “No” go to
2. No section 111
209 If “yes”, to question”208” which method did | 1. Traditional (specify)

you use?
(morethan oneresponseis possible)

2. Injectable (Depo-Provera)
3. Pills

4. Condom

88. Others (specify)
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Section I11. Concerning Abortion

301 Have you ever had an abortion before? 1.Yes If “No” skip
2. No to 311
302 If yes to question “301” how many times
did you have an abortion?
303 What is your current visit number 1. First
(including to any facility) for the 2. Second
Abortion service? 3. Third
4. Fourth
5. Five and above
304 If yes to question “301” what was the type | 1. Spontaneous
of abortion that happened? 2. Self induced If “1” or “4”
3. Induced by others skip to 311
4. Safe
88. Others (specify)
98. Don’t know
99. No response
305 If “2” or “3” to question “304” What was | 1. Fear of family
the man reason to conduct induced | 2. Fear of Community
abortion? 3. Not to interrupt school
(morethan oneresponseis possible) 4. Financia problems
5. Medical reason
6. Very closeto previous pregnancy
7. Unplanned pregnancy
88. Others (specify)
98. Don’t know
99. No response
306 | Who was performed the induced abortion? | 1. Health workers (Nurse and above)
(morethan oneresponseis possible) 2. Health assistant
3. Traditional healers
4. Self induced
88. Others (specify)
98. Don’t know
99. No response
307 The place where by the induced abortion 1. My own house

takes place
(morethan oneresponseis possible)

2. Relative home

3. At hedlth institution
4. Abortionist home
5. Private hospital

88. Others (specify)
98. Don’t know

99. No response
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308

Is there any complication that was happened
due to the induced abortion?

1.Yes
2.No

If “No” skip
to 310

309

If yes to question “308” what kind of
problem was there?
(morethan oneresponseis possible)

1. Excessive bleeding
2. Sever pain
88. Others (specify)

310

If yes to question “301” If you want to have
an abortion to whom did you discuss the
issue?

(morethan oneresponseis possible)

1. Partner

2. Husband

3. Peers (female)

4. Mother

5. Father

6. Sister

7. Health worker

8. lllegal abortionist
9. with nobody

10. Peer (male)

88. Others (specify)
99. No response

311

Isthe current pregnancy was intended?

1.Yes
2. No

If “Yes”
Skip to 313

312

If “No” to question “309”, what is the
reason for being unwanted?

1. Caused by rape

2. Caused by incest

3. Non use of contraceptive

4. Caused by contraceptive failure
5. Low risk perception

6. Inappropriate use of contraceptive
7. Out of wedlock

8. Being student

9. Narrow spacing

88. Others (specify)

99. No response

313

From whom did you get the information On
the availability of abortion service?
(morethan oneresponseis possible)

1. Peers(female)

2. Peers(mae)

3. Family

4. Hedth professionals
(Nurse and above)

5. Health extension worker

6. Husband

7. Nobody

8. School

88. Others (specify)
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Section I'V. Concerning knowledge of abortion legalization

401 Does the present law on abortion in 1.Yes If “No” or “Don’t
Ethiopiaallow for awoman to havean | 2. No know” or “No
abortion? 98. Don’t know response” skip to

99. No response “408”

402 If “Yes” for question no. “401” For 1. For serious physical and mental
what reasons abortion legally allowed health problems
in Ethiopia? 2. When pregnancy is the result
(morethan oneresponseis possible) of rape

3. When pregnancy is the result
of incest

4. For minors whose age
below 18 years

5. In cases of fetal abnormalities

6. All unwanted pregnancies

7. For economical reasons

88. Others (specify)

98. Don’t know

99. No response

Up to how many weeks of pregnancy

403 iIsawoman allowed by thislaw to
have alegal abortion?

404 If “yes” for question no.”401” how do | 1.Restrictive
you see the current law of abortionin | 2.Legalized
our country? 3. Appropriate

88. Others (specify)
98. Don’t know
99. No response

405 Do you think more legalization of 1. Yes
current abortion law help to reduce 2.No
problem related to unsafe abortion? 98. Don’t know

99. No response
Has a health care worker ever 1.Yes If “No”
406 discussed about abortion with you? 2.No skip to “408”
407 If yes to question no.”406” to whom 1. Nurses and above

you discussed with?
(morethan oneresponseis possible)

2. Hedlth extension workers
88. Others(specify)
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408 If “No” for question “401” to what 1. On demand
extent abortion law need to be 2. For economic causes
legalized? 3. For health problems
(morethan oneresponseis possible) | 4. In case of rape
5. For unwanted pregnancy
6. For spacing
7. For students
8. For those not married
88. Others(specify)
98. Don’t know
99. No response
409 Abortion law on demand or for broad | 1. | prefer to be legalized
issuesis not legalized yet in Ethiopia on demand
what do you prefer? 2. | prefer to be legalized for
broad issues
3. Let continue the current law
4. | prefer to be more restricted
98. Don’t know
99. No response
410 If abortion law on demand islegally 1Yes If “No” or
allowed and the service available 2. No ”Don’t know”
would you use the serviceif you have | 98. Don’t know or “No
unwanted pregnancy? 99. No response response” skip to
“412”
411 If “Yes” to question no. “410” Where | 1. Government hospitals
it would be better to give safe abortion | 2. Government health centers
service? 3. Private hospitals
(morethan oneresponseispossible) | 4. Privateclinics
88. Others (specify)
412 If “No” to question “410” why not? 1. Abortion is against Gods will

(morethan oneresponseis possible)

2. The culture not accepting
3. Itismurderer action
4. It encourages unwanted pregnancy
5. It encourages abortion
6. It encourages premarital
and extramarital sex
88. Others (specify)
98. Don’t know
99. No response
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Section V. concerning client satisfaction

501 | How do you seetheinformation given | 1. Very Satisfied
once you came to the health facility 2. Satisfied If “170r “2” or “3”
before abortion service was given? 3. Somewhat Satisfied )
4. Not satisfied Skipto 503
5. Not at All Satisfied
99. No Response
502 | If “4” or “5” for question “501” what | 1.
problems were there? 2.
98. Don’t know
99. No response
503 | How do you see the instruction that 1. Very Sdtisfied
was given to return for afollow-up 2. Sdtisfied
visit? 3. Somewhat Satisfied
4. Not satisfied
5. Not at All Satisfied
99. No Response
504 | Theprovidersor other staffsfriendly | 1. Very Satisfied If “1” or ”2” or”3”
caring situation? 2. Sdtisfied skip to 507
3. Somewhat Satisfied
4. Not satisfied
5. Not at All Satisfied
99. No Response
505 | If “4” or “5” for question no.”505” 1.
what problems were there? 2.
99. No response
506 | How do you see confidentiality 1. Very Sdtisfied If “1” or’2” or’3”
during service delivery? 2. Sdtisfied skip to 509
3. Somewhat Satisfied
4. Not satisfied
5. Not at All Satisfied
99. No Response
507 | If “4”or “5” for question “507” what 1
problems were there? 2.
99. No response
508 | Do you believe that the providerswill | 1.Yes
keep your information confidential ? 2.No
98. Don’t know
99. No response
509 | Would you return for follow-up 1.Yes If “Yes” skip to
service? 2. No 514
98. Don’t know
99. No response
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510 | If “no” for question “514” why? 1
2.
99. No response
511 | What isyour intention for future 1. Never get pregnant
pregnancy? 2. 1 want get pregnant within
months
88. Others(specify)
99. No response
512 | Would you refer your friends or 1.Yes If “Yes” skip to
relatives to thisfacility for similar 2. No 517
service? 99. No response
1. Private clinic
513 | If “no” for question “517” where do 2. Government Hospitals
you prefer to refer your friends or 3. Government Health centers
relatives? 4. Traditiona healers
(morethan oneresponseispossible) | 88. Others (specify)
98. Don’t know
99. No response
514 | What did your friends or other people | 1. Very Satisfied
in the community feel about abortion | 2. Satisfied
service provided at thisfacility? 3. Somewhat Satisfied
4. Not satisfied
5. Not at All Satisfied
99. No Response
515 | How do you seethe overall 1. Very Sdtisfied
satisfaction of abortion servicegiven | 2. Satisfied
at thisfacility? 3. Somewhat Satisfied
4. Not satisfied
5. Not at All Satisfied
99. No Response
516 | Did you receive any contraceptive 1 Yes If “No” skip to 522
after abortion service? 2. No
517 | If “Yes” for question “520” what kind | 1. Pills
of Contraceptive did you receive? 2. Injectable(Depo-Provera)
3. Condom
88. Others (specify)
518 | If “No” for question “520” why not? 1. Refused to take contraceptive

2. Theissue was not raised by the
provider

3. There was no contraceptive of
choice

88. Others (specify)

99. No response

Section VI. Concerning Barriers on safe abortion service utilization
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601 | For how long did you walk to reach
the health facility?
(In Kilometer)

602 | How much time did you take to reach
the health facility?
(In Minutes)

603 | How do you see transportation 1. Very easy to get transportation
Access to reach this health facility? 2. Somewhat easy to get

transportation
3. Difficult to get transportation
4. No transportation (on foot)

604 | How do you describe transportation 1. Cheap

cost to reach the health facility? 2. Affordable
3. Coasty
98. don’t know
99. No response

605 | Istheredifficulty inidentifying 1.Yes If “No” skip to 607
services? 2. No

99. No response

606 | If “yes” to question “605” what 1. No adequate sign
problems were there? 2. providerswere not cooperative
(morethan oneresponseis possible) | 3. Afraid of asking

99. No response

607 | Isthereany difficulty in getting the 1.Yes If “No” skip to 609
service once you identify the service | 2. No
unit at the health facility?

608 | If “yes” to question “607” what 1. Abortion Service unit was closed
problems were there? 2. There were payment
(morethan oneresponseis possible) before service

3. There were buying drugs and
supplies before service

1. There was an appointment

2. There was no service provider

3. Non cooperativeness of health
worker In the abortion room

4. Told me not fulfilling criteria

88. Others (specify)

99. No response

How much time did you take to get

609 | safeabortion service at this health
facility? (In Minutes)

610 | How much money did you pay

For the abortion service? (in birr)
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611

How do you feel abortion service cost
Payment?

1Veylow

2. Far

3. Coasty

4. Unaffordable

5. Free

88. Others (specify)
98. don’t know

99. No response

Section VII. Decision making process and support in safe abortion service utilization

701

To whom you discussed when you
thought to have the current abortion?

(morethan oneresponseis possible)

1. Husband

2. Peers (female)
3. Sexual partner
4. Father

5. Mother

6. Brother

7. Sister

8. No one

9. Peer (male)

10. Health worker

88. Others (specify)

99. No response

702

To whom the issue of decision to have
an abortion should be left for?

1. For the woman herself
2. Husband

3. Husband and wife

4. Brothers and sisters

5. For health worker

6. Parents

7. Government

98. Don’t know
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Annex V. Semi structured Questionnairefor the qualitative method (English Version)

Section |. Socio-demogr aphic characteristics

S.No | Question/variables Response Skip to
101 | Ageinyears
102 | Place of residence 1. Urban

2. Rurd

103

Marital statues

1. Never Married

2. Currently Married
3. Divorced

4. Widowed

5. Separated

104

Current religion

1. Orthodox

2. Muslim

3. Catholic

4. Protestant

88. Others (specify)

105

Occupation

1. Farmer

2. Student

3. House wife

4. Government employee

5. Merchant

6. Employed in private sector.
7. Have Private business

8. Commercial sex worker
88. Others (specify)

106

Ethnic group

1. Sidama
2. Wolayita
3. Gurage
4. Gedeo

5. Kembata
6. Hadiya
7. Siltie

8. Halaba
9. Amhara
10.0romo
88. Others

107

Education

1. Can’t read and write

2. Read and write only

3. Primary education (1-6)

4. Secondary education (7-12)
5. above grade 12
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108 | Thetota number of live births

109 | Thetotal number of children currently have
110 | Total number of unsafe abortion that occur
111 | Tota number of previous safe abortion that

occur

Section I1. Concerning knowledge of abortion legalization
1. DoesEthiopiahave abortionlaw? Yes[ ] No[ ]
If “Yes”, for what reasons abortion is allowed by law?

1.

2.

3.

4.

2. If “No”, could you mention for what reasons abortion should be allowed by law?

1

2.

3.

4.

Section I11. Concerning client satisfaction

1. How do you see the confidentiality of service providers at this health facility?

2. What information did you get from service provider?

1

2.

3.

4.

3. Can you suggest specific ways to improve abortion service at this facility?

1
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2.

3.

4. What was the best thing about your experience during this visit?

5. What was the worst thing about your experience during this visit?

Section V. Concerning barrierson safe abortion service utilization
1. Did you face any problem to get safe abortion service?

At home

On the way

At the health facility

Section V. Concer ning decision making process and support in safe
abortion service utilization

1. Have you discussed with anybody else when you thought to have safe abortion?

Yes[ ] No[__ ]

2. If *“Yes” with whom you discussed?

3. If “No” why?

3. Could you explain to whom the issue of decision to have an abortion should be left

for?
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Annex VII. Questionnaire for the Quantitative method (Amharic Version)
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Annex VII1. Semi structured Questionnaire for the qualitative method (Amharic
Version)
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