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Abstract

Background: World Health Organization (WHO) estimates that 42 million abortions take place
every year around the world. Approximately 95% of unsafe abortions take place in poor countries,
where access to family-planning services is limited. Unsafe abortion accounted for 17% of all
maternal deaths in Eastern Africa. In Ethiopia 500,000 women suffer disabilities related to
pregnancy and child health due to unsafe abortion related reasons. In Addis Ababa, unsafe abortion
accounts for almost 54% percent of maternal mortality.

Objective: This study aimed to examine different socio-cultural, economic and demographic
factors that are associated with their knowledge, attitude and practice of abortion .

Methodology: By applying multistage sampling method , 430 Addis Ababa reproductive age
women were interviewed from five randomly selected health facilities which provide
Comprehensive Abortion Care. Representative from three types of health providers (Government,
private and NGO owned) were also interviewed in depth. Descriptive, Chi-square and multivariate
analysis were done to figure out factors associated with their knowledge , a attitude and practice of
abortion.

Result : Only 44% of the interviewed women can state the correct circumstances where abortion is
permissible under Ethiopian abortion law. In terms of attitude 54 % of them are against the idea of
abortion practice and 41% of them do not agree on legality of abortion. Respondent’s religious
affiliation indicates an association with respondent’s attitude towards legality of abortion.

From the 414 ever pregnant women 65% of them have had abortion practice in their life time. Of
which 66% of the abortion was induced. Taking the confounding effects of each variable, marital
status, parity, abortion attitude, unwanted pregnancy history, birth place and occupation were found
to be the major predictor variables that related with women abortion practice.

Conclusion: Women who are married, less than 30 years old, employed and who were born outside
Addis Ababa mirrored relatively higher level of abortion practice than their counterparts. Giving
due attention for effective family planning utilization , post abortion care , women empowerment,
awareness on abortion legality , proper training and medical supplies are the major themes which
needs to be considered for further interventions on abortion in general and unsafe abortion in

particular.

Key words : Abortion , attitude , practice , unwanted pregnancy
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CHAPTER ONE
INRODUCTION

1.1 Background

Health and development have a direct link and are also interdependent. Different reproductive
health indicators have been developed and utilized to distinguish one nation’s socioeconomic
status since it has direct correlation with social service availability as well as accessibility. Of the
various reproductive health indicators Maternal and Child Health (MCH), Family Planning
,Management of abortion problems and Prevention & treatment of RTI/STI including

HIV/AIDS are the major reproductive health components which have attracted the attention of

national and international concern .

Maternal and child health is the primary component which encompasses and concern about more
than half segment of the population. Of the various indicators maternal mortality and morbidity

is the major indicator that also imply the availability and quality of health service in general and

maternal health care in particular.

Global evidences indicate that obstetric complications are the leading cause of death for women
of reproductive age in developing countries today, and constitute one of the world’s most
pressing and intractable health problems. It has been widely documented that consequences and
complications from unsafe abortion cause a large number of maternal deaths. One in eight

pregnancy-related deaths worldwide is caused by unsafe abortion. (UNFPA , 2009)

Complications due to unsafe abortion procedures account for an estimated 13% of maternal
deaths worldwide, or 67,000 per year. For every 1,000 women of childbearing age (15-44)

worldwide, 29 were estimated to have had an induced abortion in 2003, compared with 35 in

1995( Guttmacher , 2007).

Many countries have endorsed the reduction of maternal mortality as a key development goal,
and it is included in consensus documents emanating from international conferences such as the
World Summit for Children in 1990, the International Conference on Population and
Development in 1994 and the Fourth World Conference on Women in 1995 and their respective



five-year follow-up evaluations of progress in 1999 and 2000, and the Millennium Declaration in
2000 .

The incidence of unsafe abortion is affected by legal provisions governing access to safe
abortion, as well as the availability and quality of legal abortion services. Restrictive legislation

is associated with a high incidence of unsafe abortion (WHO, 2004).

Increasing legal access to abortion is associated with improvement in sexual and reproductive
health. Conversely, unsafe abortion and related mortality are both highest in countries with
narrow grounds for legal abortion. 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 such as
protection of the woman’s life, preservation of her physical or mental health, and socioeconomic
grounds. In 72 countries, most of which are in the developing world, 26% of the world’s
population lives where abortion is prohibited altogether or allowed only to save the woman’s life
(Grimes A David , 2006 ) Between 1995 and 2005, 12 countries increased access to legal
abortion, including Albania, Benin, Burkina Faso, Cambodia, Chad, Ethiopia, Guinea, Guyana,

Mali, Nepal, South Africa, and Switzerland.( Ibid)

Unsafe abortions affect women, their families and existing children, and their communities.
Children, especially young children, of women who are hurt or killed by unsafe abortion suffer
as well. Studies show, for instance, that among infants whose mothers die, fewer than 10% will
live beyond their first birthday." When women die from unsafe abortion, communities lose
productive as well as beloved members, and health systems incur tremendous preventable
expenses ( Hord E. Charlotte , 2005) . In order to respond for such multifaceted problem, proper
intervention and efforts need to be supported by reliable findings on factors associated with

women’s general knowledge , attitudes and practice of abortion and related health problems .

In this study, data from women age 15 — 49 who were available at MCH/FP service at five
selected health facilities of Addis Ababa were used to study the determinant of abortion practice
including knowledge and attitude. These two factors have been largely neglected in the problem

of abortion but remained with important implications for safe abortion services.

[2]



1.2 Problem statement

Around the world, 42 million abortions take place every year. Worldwide, the estimates indicate
that almost 20 million unsafe abortions were carried out in 2003, i.e. one in ten pregnancies
ended in an unsafe abortion, giving a ratio of one unsafe abortion to about seven live births. For
the period around 2000, 19 million unsafe abortions per year were estimated. Globally, 19-20
million unsafe abortions are estimated to have occurred each year from 1993 to 2003, as the
transition to low fertility has advanced; contraceptive prevalence has increased, but so has unmet

need for family planning as smaller families become the norm ( WHO 2007)

Approximately 95% of unsafe abortions take place in poor countries, where access to family-
planning services is limited. Each year, close to 70,000 women across the globe die from unsafe
abortions and countless others suffer serious injuries. Unsafe abortions affect women, their

families and existing children, and their communities ( IPAS , 2004).

The decline in abortion incidence was greater in developed countries, where nearly all abortions
are safe and legal (from 39 to 26 abortions per 1,000 women aged 15-44), than in developing

countries, where more than half are unsafe and illegal (from 34 to 29) (Guttmacher , 2007).

The annual number of induced abortions in Africa rose between 1995 and 2003, from 5.0 milliop
to 5.6 million. In 2003, most of the abortions occurred in Eastern Africa (2.3 million), Western
Africa (1.5 million) and Northern Africa (1.0 million). Despite the increase in the number of
abortions, the annual abortion rate declined between 1995 and 2003—from 33 to 29 abortions
per 1,000 women aged 15-44. The decline in the rate was a result of the increase in the number
of women of childbearing age (Guttmacher , 2009).

Unsafe abortion rates close to 30 per 1000 women of reproductive age are seen in both Africa
and Latin America; however, because of the higher relative number of births, the unsafe abortion
ratio for Africa is only half that for Latin America. However, the range of estimates for Africa is
wide: Eastern Africa has the highest incidence rate of any sub region, at 39 per 1000 women
aged 15-44, while Southern Africa has ramong the lowest, at 18 per 1000 (not counting legal
abortions of 5 per 1000 women). In Eastern, Western and Middle Africa, where maternal
mortality is high, the unsafe abortion- related mortality ratio is much higher than anywhere else —

double that of Asia and more than 5 times that of Latin America. Morbidity is an even more

(3]



frequent consequence of unsafe abortion, and it is thus not surprising that the total disease burden

for Africa is exceptionally high, threatening women’s lives and health, and straining scarce

resources ( WHO, 2007)

Table 1. Global and regional estimates of annual incidence of unsafe abortion and associated

mortality, 2003.

World 19,700,000 66,500 13

Developed countries 500,000 <60 4

: Developing countries 19,200,000 66,400 13 J
Least Developed countries 4,000,000 24,000 10

I Other developing countries 15,300,000 42,400 15 |
Sub Saharan Africa 4,700,000 35,600 14

| Africa 5,500,000 36,000 14 |
Eastern Africa 2,300,000 17,600 17

| Middle Africa 600,000 5,000 10 ]
Northern Africa 1,000,000 1,100 11

j Southern Africa : 200,000 300 9 j
Western Africa 1,500,000 11,900 13

[ Asia 9,800,000 28,400 12 !
Europe 500,000 <60 6

] Latin America and Caribbean 3,900,000 2,000 11 !
North America Neglibile Neglibile Neglibile

' Oceania 20,000 <100 10 ]

Source: WHO 2007

Unsafe abortion accounted for 13% of all maternal deaths in sub-Saharan Africa, where half of
the world maternal deaths occurred. The consequences of unsafe abortion are not limited to
mortality alone. The burden on women’s livelihoods, their families and communities, and on the
scarce resources of the health system is undeniably enormous. Yet few studies, if any, have tried
to address the impact of morbidity from complications of unsafe abortion, including acute and

chronic pelvic infection and infertility, and the cost implications of unsafe abortion for the health

facilities ( WHO , 2007)

[4]



In Ethiopia, death and morbidity as a result of unsafe abortion is perhaps one of the least
discussed health problems in the country. Every year, 25,000 Ethiopian women die due to
complications of pregnancy, labor and child birth, this represents a total of 68 deaths per a day.
500,000 women also suffer disabilities related to pregnancy and child health. The maternal death
rate associated with complications of pregnancy and delivery is among the highest in the world.
The maternal mortality ratio for Ethiopia for the period 1998-2004 is 673 deaths per 100,000 live
births (or alternatively 7 deaths per 1,000 live births ( UNFPA , 2009).

In recent study , it is indicated that 382000 induced abortions occurred in Ethiopia in 2008 . The
medium national estimate of the 2008 abortion rate was 23 per 1000 women aged 15-44, the
estimates ranges from 20-26 per 1000.An estimated 11-15 abortions occurred per 100 live births,
depending on the multiplier used. Abortion rate in Addis Ababa ( 49 per 1000) was twice the
national average likely the result of many factors among them a strong motivation on the part of
couples to have small families that is not marched by a sufficiently high level of contraceptive

use . (Singh Susheela etal 2010).

In Addis Ababa and other urban centers abortion is one of the major four causes of maternal
deaths. In Addis Ababa the finding of Kwast etal, 1986 indicated , unsafe abortion accounts for
almost 54% percent of maternal mortality. In a survey of illegal abortion in Addis Ababa

showed abortion hospital occupancy rate among mothers represented 32.2% (MOH , 2000).

Legal restrictions on abortion do not affect its incidence. For example, the abortion rate is 29 in
Africa, where abortion is illegal in many circumstances in most countries, and it is 28 in Europe,
where abortion is generally permitted on broad grounds. The lowest rates in the world are in

Western and Northern Europe, where abortion is accessible with few restrictions ( Guttmacher

2009).

The majority of countries in sub-Saharan Africa have allowed abortion to preserve the maternal
life only. The Ethiopian Law which was restrictive and condemn abortion has been revised

containing four grounds for getting abortion service( FDRE , 2005).

More than one-third of the approximately 205 million pregnancies that occur worldwide annually

are unintended and about 20% of all pregnancies end in induced abortion. Of the 23 million

[5]



pregnancies that occur in developed countries, more than 40% are unintended, and 28% end in

induced abortion.

Two-thirds of unintended pregnancies in developing countries occur among women who are not
using any method of contraception. More than 100 million married women in developing
countries have an unmet need for contraception, meaning they are sexually active; are able to
become pregnant; do not want to have a child soon or at all; and are not using any method of
contraception, either modern or trﬁditional.(Guttmachcr , 2007) When we look at the Ethiopian
situation , in the 2005 demographic and health survey it was articulated that one in three

currently married women has an unmet need for family planning (34 percent) ( CSA and ORC

Macro , 2006).

According to Singn Susheela etal( 2010) there were 42% unintended pregnancy in Ethiopia in
2008 . Unexpectedly the unintended pregnancy of Addis Ababa it was higher 72% than the

national average.

In response to mounting evidence on abortion-related maternal mortality, several advocacy
efforts were done and the Ethiopian Parliament amended the penal code on abortion in 2004.
The new law states that abortion can be performed legally in cases of rape or incest, if the
woman has physical or mental disabilities, if it is needed to preserve the woman’s life or her

physical health, or if she is a minor who is physically or mentally unprepared for childbirth.

The Federal Democratic Republic of Ethiopia also recognized the need to expand access and
improve the quality of reproductive health services in the country as indicated in the Health
Sector Development Program (HSDP III) (2005/6-2009/10). In this document, reducing maternal
mortality from 871 to 600 per 100, live births put as major objective of HSDP III. This document
also clearly underlines that treatment of complications in pregnancy including abortion and

treatment of abnormal menstruation including D&C as one of the key activities that has to be

undertaken by health centers and hospitals respectively.

6]



Changing the law is only the beginning, however, and by itself is no guarantee that unsafe
abortion will cease to exist. For example, abortion has been legal in Zambia since 1994.
However, safe services remain out of reach for most women there for several reasons: There is
only one doctor per 8,000 individuals, a woman seeking an abortion must obtain the consent of
three physicians, many doctors will not perform abortions for religious or moral reasons and, in
the few hospitals where legal abortions are available, the cost is prohibitive. And in India, where
abortion has been legal for more than 30 years, about three unsafe abortions take place for every
two safe procedures. Therefore, even after legalization, more hurdles remain. Providers must be
willing to step up and receive training. And then, the even longer process of changing cultural
attitudes can begin, so that the stigma associated with providing and obtaining abortions can

lessen and safe services can become normal and accepted ( Susan A. Cohen , 2009).

Of the various contributing factors cultural, traditional & economic factors restricting women

from seeking services where permissible safe abortion services are the foremost (UNFPA ,2009).

Research in several countries has found that public knowledge about abortion law is often
minimal and that subgroups of the population have tremendously varying levels of information.
Public opinion can also directly affect access to safe abortion services. Conservative opinion may
also influence women’s own views. Public knowledge and opinions about abortion laws affect

access to safe services ( Becker Davida , and etal 2002).

Within Ethiopian Context, there is a problem of getting well documented and recent assessment
which focuses on peoples’ knowledge, attitude and practice on abortion. The overall effect of
revising the abortion law , the current knowledge , attitude and practice abortion among do not
also clearly known. Accordingly the presence of standardized research finding allow us to assess

the feasibility of the ongoing efforts and to determine if further efforts are needed on the

identified but unfilled gaps .

(7]



1.3 Research Questions

This study aimed to respond the following relevant research questions.

e Do women (reproductive age) know the meaning and implication safe and unsafe

abortions? Do they know the outcomes of each type of abortion?

e Do they know safe abortion is legal under some circumstances in Ethiopia? What factors

are associated with women’s knowledge of about abortion law?

e What is the current attitude about abortion among women? What factors are associated

with conservative and liberal opinions about abortion?

¢ Finally what does the abortion practice of women looks like ? What are the covariates

and multivariate’s that affects abortion practice of women?

1.4 Research Objectives

The general objective of this research was to explore the determinants of abortion practice

among reproductive age women of Addis Ababa. The specific objectives of this research

were
~ To assess the women’s knowledge on abortion.

~ To know the women’s attitude towards abortion.

~ To see the associated factors with their knowledge, attitude and practices of abortion

~ Finally to indentify gaps about knowledge, attitude and practices on abortion and to

forward feasible recommendations.

1.5 Significance of the Study

Currently the attention of development partners has started to respond for the multifaceted
problem faced by women with reproductive age. All such national and international intervention
needs to be supported by feasible findings. Acquiring the associated factors behind knowledge ,

attitude and practice of abortion make the overall challenges ease. The researcher believes that
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development partners primarily those who involve in maternal health can utilize findings and
recommendations of this research for the betterment and advancement of the regional and
national abortion related intervention of Ethiopia. Further policy makers and decision makers can

also use the evidence of this findings to improve strategies , programmes policy.

1.6 Limitations

The following are some of the drawbacks of this study.

I. Since the study has retrospective content, recall error and lack of knowledge of dates
may result in misreporting and underestimation of information.
II. This study is based on women attending any MCH service. Thus this study may not be
generalized to other populations of women who are not attending similar services.
III. The theme of the research by itself is sensitive and therefore subjected to misreporting
of abortion practice , number and type of abortion making calculation and

generalization of the abortion rate difficult .



CHPATER TWO

EMPRICAL LITERATURE REVIEW

2.1. Reproductive Health Rights

eproductive rights embrace certain human rights that are already recognized in national laws,
international human rights documents and other consensus documents. These rights rest on
the recognition of the basic right of all couples and individuals to decide freely and responsibly
the number, spacing and timing of their children and to have the information and means to do so,

and the right to attain the highest standard of sexual and reproductive health ( UNFPA , 1995).

“In no case should abortion be promoted as a method of family planning. All Governments and
relevant intergovernmental and non-governmental organizations are urged to strengthen their
commitment to women's health, to deal with the health impact of unsafe abortion as a major
public health concern and to reduce the recourse to abortion through expanded and improved
family-planning services. Prevention of unwanted pregnancies must always be given the highest
priority and every attempt should be made to eliminate the need for abortion. Women who have
unwanted pregnancies should have ready access to reliable information and compassionate
counseling. Any measures or changes related to abortion within the health system can only be
determined at the national or local level according to the national legislative process. In

circumstances where abortion is not against the law, such abortion should be safe.”(UNFPA,

ICPD Program of Action, Paragraph 8.25, 1994)

2.2 Types of abortion

a. Safe Abortion

Abortion is safest when performed early in a pregnancy. Safe methods of abortion used during
the first trimester (12 weeks) of pregnancy are vacuum aspiration, dilation and curettage, and

medication abortion. (The length of a pregnancy is measured from the first day of a woman’s last

menstrual period) (PRB, 2006).
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b. Unsafe Abortion

Where abortion is restricted by law, girls and women who can afford to pay often can find a
private physician, or sometimes a nurse or midwife, willing to perform a safe abortion. Women
who cannot afford or cannot access these services may try to abort the pregnancy themselves, or
they may turn to unskilled practitioners (including traditional or religious healers, homeopaths,

and herbalists) who use a variety of methods( PRB , 2000).

Unsafe methods include:

» Swallowing large doses of drugs, such as anti malarial or oral contraceptives (birth control

pills).

» Inserting a sharp object into the uterus.

* Drinking or flushing the vagina with caustic liquids such as bleach.

» Physical abuse such as jumping or falling from high places, vigorous dancing, or sustained and
vigorous sexual intercourse over long periods.

* Prolonged and hard massage to manipulate the uterus, or repeated blows to the stomach ( PRB,

2006).

2.3. Types of Abortion Services

According to FDRE (MOH, 2006), there are two types of care related to termination of

pregnancy; women — centered abortion care and post abortion care.

Women — centered abortion care; is a comprehensive approach to providing abortion services
that takes in to account the various factors that influence woman’s individual mental and
physical health needs , her personal circumstances and her ability to access services. This care

includes a range of medical and related health services that support women in exercising their

sexual and reproductive rights.

Post abortion care is a comprehensive service for treating women that present to health care

facilities after abortion has occurred spontaneously of after an attempted termination.
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2.4 Abortion Methods and Procedures
According to the Ethiopian Ministry of Health, technical and procedural guidelines for safe

abortion ( 2006) , there are two methods where pregnancies can be terminated .

1

Medical abortion ; Medical abortion (sometimes referred to as the abortion pill)
terminates a pregnancy through the use of medicines. An alternative method to surgical
abortion and vacuum aspiration, it does not require the insertion of any instruments into
the uterus, thus reducing the risk of infection and other complications such as the tearing
of the uterus. Several drugs can be used for medical abortion; the most commonly used
and most effective regimen is the combination of mifepristone and misoprostol.( Ipas.
2003)

This procedure is applied to a pregnancy up to nine completed weeks since the last
normal menstrual period ( LNMP). First Mifepristone 200 mg will be provided followed
36-48 hours later by misoprpotal 800 ug vaginally ( insert misoprotol deep in to vagina or
instruct the woman to do so herself). Unless clinical evidence of incomplete abortion is

present, routine surgical evacuation is not necessary ( MOH 2006).

2. Surgical Methods ;

a. Vacuum Aspiration ; vacuum aspiration is an alternative safe method of
terminating an otherwise uncomplicated pregnancy up to 12 completed weekds of
gestation from the first day of the LNMP.

b. Sharp Metallic Curettage ; Where vacuum aspiration is available , dilation and
curettage and SMC are not recommended. SMC is to be used for termination of

pregnancy , it should be done by a trained health officer medical doctor of

gynecologist under well equipped room for providing general anesthesia.

2.5 . Theoretical overview; Ethical Debates over Abortion

The subject of abortion requires exploration into multiple moral, social and religious values.

Some may argue that abortion also requires an exploration of political views and legal

perspectives, as the concept and subject is often shaped by multiple dynamics including those in

the political realm. It has long been argued among politicians, sociologists, humanists and

citizens. It remains controversial because it involves one's definitions of life and values as a

human, the subject of abortion is one that legal analysts have reviewed over decades.
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On one side are pro-choice supporters individuals who favor a woman’s reproductive rights,
including the right to choose to have an abortion. On the other side are the pro-life advocates,
who may oppose abortion for any reason or who may only accept abortion in extreme
circumstances, as when the mother’s life would be threatened by carrying a pregnancy to term.
This combination of medical ambiguities and emotional political confrontations has led to
considerable hostility in the abortion debate. For many people, however, the lines between pro-

choice and pro-life are blurred and the issue is far less polarized. ( Microsoft Encarta,, 2009)

a. Pro-Life

Since life begins at conception, abortion is a kin to murder as it is the act of taking human life.
Abortion is in direct defiance of the commonly accepted idea of the sanctjty of human life. No
civilized society permits one human to intentionally harm or take the life of another human

without punishment, and abortion is no different ( Lowen Linda , 2007).

Many women who consider themselves pro-life supporters are concerned about possible threats
to reproductive rights and the danger of allowing the government to decide what medical options
are available to them. Other human rights that are closely associated with the right to liberty and

security of the person include the right to private and family life, which some constitutions
explicitly refer to as the right to decide on the number and spacing of one’s children. National
courts have applied these rights to require governments to reform restrictive abortion laws or to

remove barriers to access to abortion services, such as partner authorization requirements(J.

Cook Rebcea 2006).

b. Pro-Choice

Pro-choice defenders believe that the fetus is only a potential human being when it becomes
viable, that is, able to survive outside its mother’s womb. Until this time the fetus has no legal
rights—the rights belong to the woman carrying the fetus, who can decide whether or not to

bring the pregnancy to full term (Lowen Linda 2007).
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According to pro choice activist’s abortion is not used as a form of contraception. Pregnancy can
occur even with responsible contraceptive use. The ability of a woman to have control of her
body is critical to civil rights. Teenagers who become mothers have grim prospects for the
future. They are much more likely to leave of school; receive inadequate prenatal care; rely on
public assistance to raise a child; develop health problems; or end up divorced. Like any other

difficult situation, abortion creates stress (Lowen Linda 2007).

Many pro-choice individuals are also deeply saddened by the act of abortion and seek to
minimize its use through better education about birth control, and, in particular, emergency

contraception, birth-control methods that prevent pregnancy after unprotected sexual intercourse

( MicrosoftEncarta ,2009).

Pro-choice advocates argue that illegalization of abortion .increases the incidence of unsafe
abortions, as the availability of professional abortion services decreases, and leads to increased
maternal mortality. According to a global study collaboratively conducted by the World Health

Organization and the Guttmacher Institute, most unsafe abortions occur where abortion is illegal

( Wikipedia , 2009).

¢. Feminist

The abortion debate has polarized women, putting them against each other in the binary of pro-

choice and pro-life. This leads to a destructive division between women, one that is detrimental

to the furthering of women's rights.

According to feminist activist , abortion has become a double-edged sword for women's rights.
Without the right to choose women would be locked into their role as mothers, but being given
the right to choose also acts to bypass the greater issues of patriarchy, such as the lack of support
for women as mothers within our society. Pro-choice feminism views the right to an abortion as
integral to a women's right to sovereignty. Without abortion, women would unjustly be forced
into motherhood. From a feminist standpoint, denying the right for women to choose to have an

abortion forces them into submissive roles in society (Pomeroy Claire , 2008).
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Gaining the access to safe and legal abortions finally allowed a woman to have the basic right of
controlling her own body. Prior to legal abortion, women had two options: to undergo an unsafe,
illegal abortion that put their bodies at risk or to continue their pregnancy, even in situations that
were disadvantageous to both the woman and the unborn fetus. From the pro-choice standpoint,
the implication that an unborn fetus, which is unconscious and without thoughts, has rights equal
to or superior to a woman's, serves only to diminish the recogilitic_)n of women as living,
breathing people who are able to consciously make their own decision about their pregnancy .
Feminism is pro-woman rather than pro- or anti- abortion. This is where the pro-life and pro-

choice groups can begin to relate to one another (Pomeroy Claire 2008).

Some feminists oppose all forms of violence, including abortion, because they are inconsistent
with the core feminist principles of justice, non-violence and non-discrimination. Another group
object to abortion because they see it as a male plot. They argue that men see the risk of
pregnancy as something that stops men having sex when they want it. If men are to achieve full
sexual freedom (i.e. the freedom to have sex without responsibility) it is essential that abortion
be freely available to backup contraception. So abortion on demand is vital if men are to be able
to have women on demand, and thus men are arguing for abortion so that they can continue to

exploit women( BBC , 2010).
d. Religious view on Abortion

The abortion debate has heavy religious dimensions. All the religions have taken strong positions
on abortion; they believe that the issue encompasses profound issues of life and death, right and
wrong, human relationships and the nature of society, that make it a major religious concern.
People involved in an abortion are usually affected very deeply not just emotionally, but often

spiritually, as well.

But if we approach the question from more of a religious angle, then it becomes more
problematic. The Roman Catholic Church, for example, teaches that the soul is implanted at the
moment of conception. Other traditions teach that the soul enters the body during quickening, the
point in pregnancy (usually around week 20) when the fetus begins to move. The Bible's position

on abortion, like its position on so many other issues, can be described as extremely ambiguous.
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It treats the death of a fetus as a non-homicide and makes no attempt to punish women who have
abortions, nor does it mention the widely-practiced abortion that was contemporaneous to the
period during which the relevant texts were written. On the other hand, it does not suggest or
imply that personhood begins at the moment of birth. This is why the Judeo-Christian tradition
has long struggled with the question of abortion. A theological approach to abortion, if it is to be

found at all, cannot explicitly be found in the text of the Bible (Head Tom , 2010).

Although there are different opinions among Muslim scholars on the topic of Islam and abortion,
most agree that the termination of a pregnancy after four months - the point at which, in Islam, a
fetus is thought to become a living soul is not permissible. Many Islamic thinkers contend that in
cases prior to four months of gestation, abortion should be permissible only in instances in which

a mother's life is in danger or in cases of rape (Wikipedia , 2010).

2.6 Socio- Cultural Context of Abortion

Based on the variation of socio cultural setting, abortion has been perceived differently. Some
societies condemn abortion based on traditional and religious values, but others see abortion as a
better option than carrying an unwanted pregnancy to term. In many Asian societies, e.g. Korean
and Chinese, there is strong social stigma against single or unwed motherhood. In fact, abortion
is much more acceptable from a societal perspective in Asia than it is in Latin America or the
USA. This explains, in part, the growth of sex-selective abortion in some Asian countries where
couples abort a female fetus hoping that the next pregnancy will be a boy. The law condemns
this practice, but it is still pervasive in several countries, including India (Axel 1. Mundigo |,
2000).

Abortions are sought also by married women who have completed their desired family size and
for whom another child may mean less care for the children they already have. In many cases,
unintended pregnancies result from the use of less effective methods, e.g. withdrawal (coitus
interruptus), which require a greater degree of user self-control. Among populations that have a
strong preference for traditional methods, there is often a certain degree of indifference with
respect to the adoption of more effective modern contraception, a situation commonly found in
Turkey. Withdrawal is the most commonly utilized method by married couples, and abortion is

sought when the method fails. It was found that, culturally, women expected men to make the
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decisions concerning family size and thought the man should choose the contraceptive method.
The strong patriarchal authority of men in this culture also leads to their using a male controlled

method that is thought to be efficient and inexpensive ( Ibid) .

Cultures resistant to women’s equality with men have perpetuated women’s subordination and
powerlessness as a “natural” condition of family life and render women’s disadvantage invisible.
Where women’s subordination and powerlessness are perceived, they are considered not just a
feature but a necessary condition of social order and stability. Family and social discipline are

seen as dependent on men’s authority to make decisions ( J. Cook Rebecca and Bernard M.

Dickens ,2003).

A large number of African women resort to unsafe abortion in order to respect the values of their
community. The reasons that render a pregnancy 'unwanted' may include, for instance, to avoid
the social stigma of pre-marital sex and pregnancy. In such a case, even if the law permits
abortion, a woman may still resort to unsafe abortion in order to keep her transgression of social
values secret. Even if laws were liberalized, poverty would still pose an important obstacle to
access to abortion services, unless the state ensures that abortion services are not only available,
but also afford- able and accessible. ( Kibrom I. Teklehaimanot , 2002) They may fear being
identified as abortion patients by neighbors at a community clinic, for example, and instead go to
a traditional healer in another village to avoid recognition, rumor and consequent social isolation

(Marystopes and IPAS , 2007).

2.7 . Knowledge Attitude and Practice of Abortion; Underlying Factors
Based on the general social, cultural, political and economic setting of the country the
knowledge, attitude and practice of abortion among women and health professionals varied
accordingly.

Public opinion can directly affect access to safe abortion services. In communities where the
prevalent attitude toward abortion is conservative, medical providers may be unwilling to
perform abortions, and spouses or other family members may forbid a woman to seek an
abortion if they hold strong negative opinions about the practice. Conservative opinion may also

influence women’s own views. Women seeking induced abortion may feel guilty about doing so
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and consider themselves deserving of punishment. These feelings may lead them to seek
clandestine, unsafe services. If complications result, women may delay seeking assistance. An
exploratory study based on a convenience sample of 134 women with complications of induced
abortion at a hospital in Mexico City found that poverty was a key factor leading women to seek

unsafe abortion (Becker Davida, And etal , 2002).

Provider attitudes and knowledge also affect the provision of legal abortion services. Providers
holding conservative attitudes toward abortion have been known to refuse women services and to
treat women they suspect of having had induced abortions poorly. L:ack of correct information
about abortion laws among medical professionals may further affect services. Several studies

have found low levels of information about abortion laws among medical professionals, with

many believing that abortions are always illegal( Ibid) .

According to Pathfinder study ( 2007) on community opinion survey on abortion in Ghana, out
of 994 women and 102 men , 46 percent of the women and 49 percent of the men believed
women should not practice abortion, and 44 percent of women and 50 percent of men believed it
to be a sin. These findings reveal pervasive disapproval of abortion within the population.
Despite the recognized risks, women continue to seek abortions under unsafe conditions because
of cost and privacy issues . Knowledge of abortion law is also found to be minimal, with the
vast majority of both women and men thinking it is wholly illegal. Though the government has
promoted safe abortion under certain conditions as part of reproductive health, they are under
pressure from the pervasive social stigma which reduces public impetus to promote knowledge

of the law and access to services ( Pathfinder , 2007).

In Ethiopian context, though there is inadequate research on these three particular issues there
are some findings which relatively similar perspective with other countries. With regard to
knowledge of women on abortion law of the country, the recent study done by Engenderhealth (
2009) show that small proportion of the interviewed women ( 2480) who can state at least one
reason of where abprtion can be permissible; Addis Ababa women relatively have good

knowledge followed by women who reside in other urban areas followed by women at rural

arcas.
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Knowledge among health workers was found to be minimum in Ethiopia, according to ESOG
study ( 2005) on 30 hospitals and 56 referring centers only 29% of the health workers stated the
correct provision of the penal code for termination of pregnancy. The social stigma and religion
was found to be strong in influencing the attitudes of women towards abortion and according
Meaza Ashenafi ( 2004) during the advocacy period to revise abortion law in Ethiopia strong
oppsiiton were flowed from the religious groups which also would like to mold their followers.
With regard to abortion practice, it is appear to be highest but showing declining rate after the
law revision ( 2004) ( Yirgu Gebrehiwot and Tippawan Liabsuetrakul , 2008). Based on ESOG (
2002) and Yirgu Gebrehiwot and Tippawan Liabsuetrakul facility Bases study at 2003-2007 ,

women whose age are below 30 years old , married and with some secondary education are those

who are found have high abortion cases.

2.8 Legal status of Abortion; a continuum of progress

Political attention to the issue of abortion has evolved through three stages of development: first,
the law was used to enforce the "moral prohibition of abortion" in the 19th and early 20th
centuries. Then, starting in Europe, public health arguments were put forward focusing on
women's health and welfare. More recently, safe abortion has been advocated within a human
rights and social justice framework, in order to oppose the consequences of criminal barriers to
safe abortion ( Kibrom I. Teklehaimanot, 2002).

Existing data and a growing number of studies, seem to indicate that slow but steady progress is
being made to reduce unsafe abortions and to reform abortion law, policy and practice to benefit
women's health and lives around the world .

Governments, international treaty-monitoring bodies and others increasingly recognize abortion
as an intrinsic human right, integral to women’s ability to make their own decisions about the
number and spacing of their children: The United Nations Human Rights Council (UNHRC),
the Committee on the Elimination of Discrimination against Women, the European Court on
Human Rights, and Colombia’s Constitutional Court are some examples of global, regional and
national bodies that have called for liberalization of laws criniinalizing abortion on human rights
grounds ( Marystopes and IPAS , 2007).

In Africa, the 2005 appfoval of the Protocol on the Rights of Women in Africa marked the first

time that an international human rights agreement explicitly recognized abortion rights. In 2006,
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Ministers of Health and delegates from 48 African countries had recognized the multiple
reproductive health problem of the continent and have include addressing unsafe abortion in
their short term plan of action (2006-2010) ,as one of nine action areas essential for achieving the
Millennium Development Goals ( African Union Comission, 2007).

In 2007, the world’s leading human rights advocacy organization,' Amnesty International,
adopted a policy supporting women’s right to information and services for safe legal abortion in
cases of unwanted pregnancy resulting from rape or incest or posing serious risk to the woman’s
life or health. Activists and others working to protect women from unsafe abortion need to make
greater use of human rights treaty-monitoring bodies, national judicial systems and other

mechanisms to hold governments accountable to citizens and to international human rights

commitments ( Marystopes and IPAS , 2007).

According to Jane T. Bertr and etal ( 2002), there are five possible degrees of abortion laws .
1) Abortion is permitted without restriction as to reason;

2) Abortion is permitted on socioeconomic grounds (such laws allow consideration of a woman’s

economic resources, her age, her marital status, and the number of her living children)

3) Abortion is permitted to protect a woman’s mental health, as well as her life and physical
health (interpretation of mental health. may vary across countries, but it may encompass, for

example, the psychological distress suffered by a woman who is raped or the severe strain caused

by socioeconomic circumstances);

4) Abortion is permitted to protect a woman’s life and physical health (such laws may permit

abortion on health grounds that may require the threatened injury to health be either serious or

permanent); and

5) Abortion is permitted only to save a woman’s life, or the procedure is banned entirely.

China was the first large developing country to enact a liberal abortion law—in 1957.The Soviet
Union and the central and western Asian republics enacted similar laws in the 1950s. Over the

next 50 years, abortion become legal on broad grounds in a wide range of less developed
countries, including Cuba (1965), Singapore (1970), India (1971), Zambia (1972),Tunisia
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(1973), Vietnam (1975),Turkey (1983),Taiwan (1985), Mongolia (1989), South Africa (1996)
and Cambodia (1997). Indeed, the worldwide trend in abortion law has continued to be toward
liberalization. And since 1997, another 21 countries or populous jurisdictions have liberalized
their laws, including Colombia, Ethiopia, Iran, Mexico City, Nepal Portugal and Thailand.
During this same period, only three countries El Salvador, Nicaragua and Poland have increased

restrictions( Susan A. Cohen 2009).

In the decade since the ICPD programme of Action was approved and the Millennium
Development Goals were written, a number of countries have successfully legalized abortion on
broad grounds and begun training providers, thereby making abortion and abortion services safer
for women. In other countries, less restrictive laws than in the past are being proposed or have

already been passed ( Berer Marge, 2004).

Even though eminent progress has been observed in legalization and liberalization of abortion , it
is also worthwhile to mention one of major challenges , Gag rule, that draw considerable
attention at international level. The Global Gag Rule was reinstated by President George W.
Bush on his first day in office in January 2001. Officially termed the Mexico City Policy, these
restrictions mandate that no U.S. family planning assistance can be provided to foreign
nongovernmental organizations (NGOs) that use funding from any other source to: perform
abortions in cases other than a threat to the woman’s life, rape or incest; provide counseling and
referral for abortion; or lobby to make abortion legal or more available in their country. Two
organizations that form the backbone of family planning service delivery in Ethiopia are the
Family Guidance Association of Ethiopia ( FGAE) and Marie Stopes International Ethiopia
(MSIE) refused to abide by the gag rule conditions in early 2002. As a result, FGAE lost 35
percent of its budget, while MSIE lo§t 10 percent. These funding losses forced both providers to

scale back services and outreach efforts (Population Action International , IPAS , IPPF ,

Pathfinder , Engnder health , 2005 ) .
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2.8.1 Safe Abortion law in Ethiopia

According to the FDRE , criminal code of Ethiopia ( 2005) Article 551 ( p. 325 ) the following

are the cases where terminating pregnancy is allowed by Ethiopian law;

1. Termination of pregnancy by recognized medical institution with in the period permitted
by the profession is not punishable where

a. The pregnancy is the result of rape or incest

b. The continuance of the pregnancy is dangers the life the of the mother or the child
or the health of the mother or where the birth of the child is a risk of the life to the
health of the mother or

c. Where the child has an incurable and serious deformity -

d. Where the pregnant woman owing to a physical of mental deficiency she suffers

from or her minority is physically as well as mentally unfit to bring up the child

The law has started to come in to effect starting from 2006 after the Ethiopian Ministry of Health
has released guidelines for safe abortion services, making major progress toward implementing

2005 revisions of the country’s abortion law.

2.9 Abortion from Women Empowerment Perspective

The issue of gender inequality can be considered as a universal feature of developing countries.
Unlike women in developed countries who are, in relative terms, economically empowered and
have a powerful voice that demands an audience and positive action, women in developing
countries are generally silent and their voice has been stifled by economic and cultural factors.
Economic and cultural factors, coupled with institutional factors dictate the gender-based
division of labour, rights, responsibilities, opportunities, and access to and control over
resources. Education, literacy, access to media, employment, decision making, among other
things, are some of the areas of gender disparity that are observed in most developing countries
including Ethiopia‘( Ethiopian Society of Population Studies, 2008).

Barriers to improving women’s reproductive health including access to safe abortion services are
often rooted in social, economic, cultural, and legal conditions that infringe upon women’s
human rights. Women’s vulnerability to sexual and other abuses, in and out of marriage,

increases their exposure to unplanned pregnancy and unsafe abortion, and has been associated
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with further deterioration of their health, including mental health. Studies show that forced first
intercourse is prevalent in many communities, affecting as many as 32 percent of girls and

women ( J. Cook Rebecca & Bernard M. Dickens ,2003 ; MUNDIGO I A. 2005) .

In Africa as in every other country, poor women are much less likely than those with wealth and
social connections to find a solution to unwanted pregnancy that does not put their lives at risk.
Typically, women with resources can safely terminate unwanted pregnancies either by paying
fees charged by private but clandestine providers or by travelling to a place with more liberal

laws and more accessible services. ( Hord Charlotte and Merrill Wolf 2004).

Continued gender inequality throughout Africa, particularly in more rural and traditional
communities, has a significant effect on prevention of unwanted pregnancy and women’s access
to abortion-related care. Women’s partners, spouses or other family members may discourage
them from using contraception. In many communities, women cannot seek medical treatment
without the permission of their husbands, mothers-in-law, or other family members, even when
they may be experiencing severe complications. This practice often delays the woman’s access to
care and can lead to serious complications or death. Furthermore, women’s limited economic

resources also contribute to delays in seeking services ( Hord Charlotte, 2005).

In Ethiopia the persistent gender disparity that are well documented in different indicators
including age at first marriage , gender gap in education attainment , participation of labor force ,
having seat at regional and parliament seat have a contributed effect on the overall socio

economic enhancement of the nation and reproductive health in particular.

Positive trends have been emerged in narrowing gender disparity at national and international
level. Convention on Elimination of All forms of Discrimination Against Women which was
ratified on 1979 and come in to effect at 1981 can be taken the major internationals progress
towards avoiding gender inequality ( Meaza , 2004) Ethiopia as one of the signatory of the
Convention incorporate and amended its national laws towards ensuring women rights and
avoiding some harmful traditional practices mainly at the national constitution ( 1995) , family

code ( 2000) penal code ( 2005) .
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2.10 The Association of Unsafe Abortion and Maternal Mortality -

An “unwanted pregnancy” can be unwanted at its outset, such as when due to inaccessible or
failed family planning or rape, or can become unwanted when a woman finds that it presénts an
unacceptable risk to her life or health. Opponents of abortion choice sometimes claim that
pregnancy is never “unwanted,” because, even though a woman may not want her pregnancy, her
family, society, or government does. The claim that women should be compelled against their
will to serve the wants of others is an instrumental denial of their human dignity and an abuse of

their reproductive capacities(J. Cook Rebecca and etal , 2003).

Maternal mortality, perhaps better understood in non-medical language as pregnancy-related
death, includes deaths due to unsafe abortion, as well as death to Women in and following
childbirth. WHO defines maternal death as: The death of a woman while pregnant or within 42
days of termination of pregnancy, irrespective of the duration and site of the pregnancy, from

any cause related to or aggravated by the pregnancy but not from accidental or incidental causes

( WHO, 1992).

Nearly two thirds of maternal deaths worldwide are due to five direct causes: haemorrhage,
obstructed labor, eclampsia (pregnancy-induced hypertension), sepsis, and unsafe abortion. The
remaining third are due to indirect causes, or an existing medical condition that is worsened by
pregnancy or delivery (such as malaria, anaemia, hepatitis, or increasingly, AIDS)( UNFPA ,
2003).

Estimates of maternal deaths vary, depending on the sophistication of calculation, the time
period of measurement, and classification practices. Calculation ié difficult in countries that have
no official registration of numbers or causes of deaths. However, Worldwide, an estimated five
million women are hospitalized 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 67,000 per year. Almost all abortion-related
deaths occur in developing countries. They are highest in Africa, where there were an estimated
650 deaths per 100,000 unsafe abortions in 2003, compared with 10 per 100,000 in developed
regions. Approximately 220,000 children worldwide lose their mothers every year from

abortion-related deaths ( WHO and Guttmacher , 2007).

[24]



The percentage of maternal deaths due to unsafe abortion will vary according to the
circumstances in each country. Unsafe abortion accounted for 13% of all maternal deaths in sub-
Saharan Africa, where half of the world maternal deaths occurred and among the regions ,
Eastern Africa have the highest, 17%. The mortality and morbidity risks associated with unsafe
induced abortion depend on the facilities and the skill of the abortion provider, the method used,
the general health of the woman and the stage of her pregnancy. Unsafe abortion may be induced
by the woman herself, by a non-medical person or by a health worker under unhygienic
conditions. Abortion attempts may involve insertion of a solid object (root, twig or ce‘ltheter) into
the uterus; a dilatation and curettage procedure performed improperly by an unskilled provider;
ingestion of harmful substances; exertion of externai force; or misuse of modemn
pharmaceuticals. In many settings, traditional practitioners vigorously pummel the woman’s

lower abdomen to disrupt the pregnancy; this can cause the uterus to burst, killing the woman (

WHO , 2007) .

Figurel. Conceptual Framework; interface of socio demographic determinants on

Abortion practice.
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2.11 Operational Definitions

Abortion: termination of a pregnancy before fetal viability , which is conventionally taken to be
less than 28 weeks from the last normal menstrual period. ( MOH , 2006

Unsafe Abortion ; The World Health Organization in 1992( Quoted in WHO , 2007) defines
unsafe abortion as a procedure for terminating an unintended pregnancy carried out either by
persons lacking the necessary skills or in an environment that does not conform to minimal
medical standards, or both.

Post Abortion Care ( PAC) ; is a comprehensive service for treating women that present to

health care facilities after abortion has occurred spontaneously or after an attempted termination .
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CHAPTER THREE
RESEARCH METHODOLOGY

3.1 Study Area and the target population

This study was conducted in Addis Ababa city Administration. Based on the 2007 census , the
population of Addis Ababa is estimated to be 3,459,145 extrapolated from a population of
2,738,248 on 2007 . As of 2007 , 2,738,248 total population consisting of 1,304,518 men and
1,433,730 women. From the 1,433,730 women 66.1% (948,784) of them are in their reproductive
age , 15-49 age group. With an estimated area of 530.14 square kilometers, the city has an
estimated density of 5,607.96 people per square kilometer (CSA and ORC Macro, 2006; CSA,
2008). In Addis Ababa there are 30 Hospital and 29 health centers that are owned by both
government and private /NGO. (MOH, 2007).

This research target population were women whose age is between 15-49, and who come

randomly for any Maternal child health care at the selected Health centers.
3.2 Data source

On the basis of the study objectives, primary and secondary data were employed. The primary
data have both quantitative and qualitative components. The primary data was originate from
five selected health facilities which provide the comprehensive abortion care , getting the
working certificate from Addis Ababa health bureau. Relevant local and international secondary
data reviewed which were both published and unpublished. Majority secondary data was

possessed from online publications store mainly Jstor , WHO, IPAS , MOH, Marystopes and etc

3.3 Sample size Determination

This study takes abortion practice as dependent variable which requires proportion of Addis
Ababa reproductive age women who undergo through abortion record. There is one recent study

that deals with about abortion knowledge and attitude, it did not include the practice perspective.
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As a result the researcher was forced to take following formula to determine sample size.

(Cochran G. , 1977)
( za /2 )
=1}
E

The default value of (0.5) values of p and q are taken. The 95% confidence interval cut value of

1.96 of as Z_,,is considered. The study also made to tolerate the maximum standard error of

0.05 ( E value). Based on such calculation , thé following process made the total sample size;
u_s,o.s( zﬁé)z
0.05

When 2% (8) questionnaire design effect and 10% (38) respondent effect added, the total sample

=384.16

size of the research turned as 430.

3.4 Research Design and Procedure

This research is a facility based cross-sectional, descriptive study, focusing mainly on
knowledge, attitude and practice of abortion among women in reproductive age in Addis Ababa.

Both quantitative and qualitative methods were applied.

Multi-stage sampling technique was employed. Using stratified random sampling the primary
sampling units, which provides comprehensive abortion care (CAC) were selected. The
homogeneity stratification was based on type of the facility. (Government, private or NGO).

Efforts were exerted to get views from of all walks of life, by taking data from all types of health
institutions ( from Government , Private and NGO). According to the information collected
from the Family Health Department of Addis Ababa Regional Health Bureau , currently equal
proportion of government and private health institutions ( 5 Hospitals and 10 Health
centers/higher clinics ) are registered and are giving comprehensive abortion care based on the

government abortion guideline which become operational starting from 2006. The department
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head also noted that the proportion of NGO owned health facility which are providing CAC are
only three but these health facilities are preferable by the community and have been providing

the service extensively.

Based on this, a total of five health facilities ( 45% (2)government , 45%(2) private and 10%(1)
from NGO) were randomly selected. From government health facilities Ghandi Hospital and
Yeka Health Center, from private Health Facilities Asegedech Mothers and Child Hospital and
Eldina Higher Clinic and from NGO facilities Mariestopes, Arada Branch clinic were selected

randomly .

After getting the necessary ethical approval to collect data from the selected Service Delivery
Points (SDPs) from Addis Ababa Regional Health Bureau , the secondary sampling units which
were women in their reproductive age who come to get MCH and FP service were interviewed.
This last selection employed also simple random sampling procedure. The sample size was
allocated with in proportional to each of the five facilities based on their monthly and annual

report of 2009 on how many clients they serve in MCH/FP service.

These places were made available the researcher to get women who have been going through
different reproductive health services which might include abortion and related complications.

The possibility of getting women who are in their reproductive health from these sites age were

also high.
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Fiéure 2. Sarmpliné _I_’;bcedur--é_;"i"lﬁl_ﬁ_stfativé Present:ifi&ﬁ

Stratification

NGO

Government Private Health
Health facilities “health
Facilities fiiy I | facilities
l._l_ Simple Random Sampling (SDPs)
Gandhi ([ Yeka Asegedech Eldina Mary Stopes
Hospital Health Center MCH Hospital : International
L Higher Clinic (Arada branch)

(Clients) Simple Random Sampling

39 22 98

The quantitative data was collected though structured and pre-coded questionnaire. The survey

3.5 Data collection

questionnaire was first prepared in English and translated in to Ambharic. It was also pre tested by
pilot survey among 30 women ( 15-49 years ) in three SDP of the selected health facilities to
ensure its clarity , ordering and acceptance. After the necessary corrections, the final
questionnaire was finalized. The questionnaire contained four parts. The first part was designed
to collect socio demographic characteristics of the respondents; the second part of the
questionnaire deal with questions regarding the general abortion knowledge of the respondents ;
the third and fourth parts were concerned about the respondents attitude and practice related
questions respectively.

Five female interviewers, who had former experience in data collection were deployed to
administer the questionnaires . Before the actual data collection a three day training was given

focusing on the objectives of the study , major steps to collect quality data, approaching and
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polite interviewing methods ,questionnaire filling methods and on other related matters. The
quantitative data was collected in March 2010 . The data collection was closely followed and
supervised by the researcher, so that anything that was unclear or ambiguous and incomplete

could be corrected as early as possible.

The qualitative data was collected though open ended questionnaire that was developed for in
depth interview with three representative ( from government, private and NGO) health workers
who have more than three years of experience in providing comprehensive abortion care and
counseling of the selected health facilities. The topic guide contained five parts ; general
background of the health worker , knowledge , attitude , practice of the clients and finally

service quality & challenge questions. The in-depth interview was conducted in April 2010.

3.6 Data Analysis

3.6.1 Quantitative data
The collected data from the survey were encoded in to latest version of SPSS (15.0) . Data were
edited and some internal inconsistency check was done to assess the quality of the data . These

was done though running univariate frequencies and cross tabulating among different variables.

The analysis part which consists of descriptive statistics ( frequency and percentage) was done
to know the general socio demographic characteristics of the respondents. In order to assess the
existence of association between the socio demographic and the respondent’s knowledge,

attitude and practice bi-variate analysis was done and association was indentified though chi —

square test.

At the multivariate analysis, since the dependent variable is dichotomous, a binary logistic
regression model was fitted to estimate the likelihood of the occurrence abortion. Logistic
regression was applied to examine the relationship between abortion practice and a set of
predictor variables. The logistic regression model, the natural logarithm of odds ratio is

expressed as a linear function of various independent variables.

In(p/1-p)= Bot Pixiit+ PaXoxt...+ PiXux
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The corresponding multiplicative model for the odds is

(p/1-p) = exp (Bot Pix1it Paxaxt.. .+ PiXix)

Bi = regression coefficients. (are partial coefficients, controlling for other variables in the

model.)
X; = set of independent variables.
p= probability of a woman to end pregnancy in abortion .
1-p= probability of a woman to continue her pregnancy .

The logistic model are re-written in terms of the odds of an event occurring. The odds of an
event occurring are defined as the ratio of the probability that it will occur to the probability that

it will not.
3.6.2. Qualitative data

In Qualitative Data analysis, analysis of the in-depth interview was done by reading the
transcripts, the observational notes and listening the tapes. The themes were identified in the
responses to the key questions and categories were developed. Then quotes and narratives were

sorted out, comparisons relations has been made and used to substantiate the quantitative study.

3.7 Variables

A. Dependent variable

The dependent variable in this study is abortion practice of women. It is measured by whether a
woman has had abortion record or not. To measure her abortion practice, woman who has ever
been pregnant is also asked to describe their number of pregnancies and children ever born.
Those who report a varied result are asked to explain the variation which automatically turns to
be either still birth or abortion. The Women who practiced abortion were considered as “yes”
and women who did not have abortion practice and have still birth together were considered as

‘e ”»”

no .
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b. Intermediate variables.

Two major themes of this study, knowledge and attitude of abortion, utilized as proximate
variables to abortion practice. Women’s knowledge with regard to safe and unsafe abortion,
abortion law and abortion impacts were included . Women’s attitude towards abortion practice,

service and legality were also considered.

¢ . Independent variables

Effort is exerted to identify the influence of different socio- demographic and socio cultural
variables on both intermediate and dependent variable of this study. Age , Marital status ,
educational status , parity , occupation , income , age at first marriage , place of birth , and
unwanted pregnancy history have been considered with in socio demographic category. From the
socio cultural factors — religion has been used to observe its effects on proximate and dependent

variable while culture and gender inequality are considered to interpret the findings of certain

results.

3.8 Ethical Considerations

The study’s proposal first got official approval from the Institute of population Studies (IPS)
research team , College of Development studies (CDS). Since the research is undertaken in
Addis Ababa , Addis Ababa Regional Health Bureau was the primary body which was informed
and requested for an official approval . After the research team has approved the proposal , letter

of collaboration was sent to all selected health facilities.

As it is known reproductive health problems in general, abortion and related cases in particular
are to some extent uncommunicative issues in communities like Ethiopia. As a result it was
critical to take into account different ethical issues while this research was underway especially
during data collection .Moreover verbal consent and written consent was prepared and read to
the respondents to get their consent before the interview. For those who were not comfortable to
participate in the study, their right was respected. Confidentiality and privacy were maintained
for all the respondents. Detail explanation about the objective and importance of the study was

given verbally to all respondents, name and other identifiers remain undisclosed in the study.
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They were also ensured that their response was only to be utilized for research purpose. Data
collectors were also informed and trained to approach women in friendly manner so that they

can develop trust and when they express their feelings and ideas freely.
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CHAPTER FOUR

RESULTS

4.1 Descriptive Analysis
In this study it was proposed to collect data from 430 women and the response rate was found to

be 100%. The interviewed women are between age 16 and 47. All collected data were entered

in to the data base and analysis was done accordingly

4.1.1 Background characteristics of respondents

Age: Table-2 details selected socio-demographics of the women interviewed. The combined
mean age of respondents was 29.62 years. The majority (30%) was in the age category of 25-29
followed by age group of 20-24 ( 22%) and 30-34 ( 21.86%).

Literacy and educational status: Overall, 12 % of the respondents ( N=50) are illiterate and 89
% of (N=380) the women are literéte with some level of education. Consistent with existing data,
they were asked to describe the highest grade they have accomplished of which 25.5 % and 50%
and 24.7 % of the 380 women answered that they have some or completed primary and

secondary and tertiary education respectively .

Marital status: Two-third of the respondents reported being married and living with a man at
the time of the interview (i.e. —currently married). Never married, divorced / separated and

widowed women comprised nearly 23% , 9% and 2% of the total respondents respectively.

Age at first Marriage ; Women whose current marital status are married / living together ,
widowed , separated/ divorced were asked in what age they got married.92% ( 301) of 327
women reported that they were 18 and above years old when they first got married. Among these

women who got married 18 and above, 141 of them (47%) of them were married lately while

they were 25 and above years old.
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Table2. Background characteristics of women interviewed (Determinants of Abortion

practice, Addis Ababa March 2010)

| Age N=430 % Respondents literacy N=430 %

15-19 1l 2.56 | Illiterate 50 12
some or complete junior

20-24 95 22.09 | primary 68 16
some/complete middle

25-29 129 30 | primary 29 7
some/complete pre high

30-34 94 21.86 | school 103 24
some/complete full high

35-39 58 13.49 | school 86 20
some/complete tertiary

40-44 39 9.07 | education 94 22

45-49 4 0.93 | Total 430 100

Total 430 100

Marital status (N=430) % Age at First Marriage (N=327) %

Never Married 103 23.95]| 10-17 26 8.0

Married/Living together 278 64.65 | 18-24 160 489

Widowed 10 2.33 | 25 and above 141 43.1

Divorced/Separated 39 9.07 - 100

Total 430 100 | Total

Source; Field Data (March 2010)

Religion: The major religious affiliation of respondents is found to be orthodox Christianity

composing 53% of the total respondents. Respondents who follow Islam and Protestant religions

show relatively equal proportion 22.1 and 21.2 percent respectively. The rest category of

religious affiliation is reported as Catholic and other traditional religions.

Ethnicity ; As it indicated in the following table , 31.2 % of the respondents are from Ambhara ,

followed by women whose ethnic group are Oromo ( 27%) and women from south and southern

nationalities are ( 26%).

Occupation ; women were requested about their current occupation and 44 % of them are

unemployed being ( housewife , students etc) followed by , 41.4% who are employed and

working for government , private or NGO. The remaining women reported that they are currently

working as daily laborer or housemaid.
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Table 2a. Socio Demographic characteristics of women interviewed (Determinants of

Abortion practice, Addis Ababa March 2010)

Religion N=430 % Ethnicity N=430 Yo
Orthodox 228 53.0 Oromo 118 27.4
Muslim 95 22,1 Ambhara 134 1.2
Protestant 91 21.2 SNNP 112 26.0
others( traditional , catholic) 16 3.7 Tigre 61 14.2
Total 430 100 Others 5 1.2

Total 430 100
Occupation N=430 Type of earnings N=240 %

for work
Unemployed ( House wife and 190 44 Not paid 16 6.67
students)
Employed( at private, gov. or NGO) 178 41 paid 224 03.33
daily laborer and housemaid 62 14 Total 240 100.00
Total 430 100
Respondents place of Birth N=430 % Place of birth ( N-235 %

out side Addis)
Addis Ababa 195 4535 city 72 30.6
Out side Addis 235 54.65 Rural Kebele 163 69.4
Total 430 100 Total 235 100.0

Source; Field Data (March 2010)

Place of birth ; the respondents were asked to report their place of birth and 54%(N=235)

reported that they were born outside Addis Ababa of which 70% (163) of them were born in

rural kebeles.

Respondents pregnancy history ; respondents were asked about their pregnancy history and

414 (96%) of them have been pregnant at least once.

4.1.2 Abortion Knowledge

As a knowledge measurement parameter, women were asked the question “Have you ever heard

about terminating an unwanted pregnancy (abortion)”. Overall, 97% of the women interviewed

responded affirmatively. When they were asked whether they are informed about safe abortion or

not, nearly 30% of them responded that they did not know . In the same manner they were

requested whether they know unsafe abortion or not which shows that 93.5% of them know
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about it. Respondents were also asked to indicate where abortion services are available in which
97% of them reported that they know different service providers including government, non
government as well as traditional providers. Consequences of abortion were also the other

question that the women were asked and 96% of the respondents mentioned major consequences

of abortion.

Table 3. Respondents knowledge on safe abortion service (Determinants of Abortion

practice, Addis Ababa March 2010)

Likelihood of facing problems after
getting the service outside health
Likelihood of facing problems after getting center/hospital
the service at health center/hospital
N=430 Y% 298 69.30
always face problems 141 32.7 102 23.72
sometimes face
problems 188 43.7 11 2.56
no problem 69 16.0 19 4.42
I do not know 32 74| 430 _ 100
Total 30 FRET 100007 SIS RE o8t [iees T BRIINET60.30

Source; Field Data (March 2010)

In this study the respondents were asked how much they are aware of the possibility of facing
severe abortion consequences as a woman gets an abortion service outside health institutions or
unsafe places. As indicated in the above table (table 3) 43.7 % of the women answered that a
woman might sometimes face abortion problems if she gets the service at hospital /clinic where
as 69.3% of them agreed that a woman who acquired abortion services outside health institutions

‘ unsafe places’ might always face abortion problems.
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Table 4. knowledge A person with Abortion case (Determinants of Abortion practice, Addis

Ababa March 2010)

sl e

terminated her pregnancy? aborts ot

B
2

Do you know a woman who has' ----f'--‘%l"fr';%ﬁy{;e\ll}wcy_"- Percent

B her pregnancy?

| yes 69.7 I
no 30.2

[ Total 100 |

Source; Field Data (March 2010)

Regarding abortion knowledge , it was important how much the respondents are familiar with

abortion issues by asking them whether they have friends or relatives who have abortion history.

As the above table (table 4) indicates almost 70% ( N=300) of the respondents reported that they

know a friend or a relative who have had abortion before.

Figure 3. Knowledge of Respondents about Ethiopian ; Abortion KAP survey, Addis

Ababa, March 2010

Knowledge on Ethiopian abortion law

iam not sure

r— Always legal

lllegal
34%
Legalunder
circumstances
44%

Source; Field Data (March 2010)
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The other abortion knowledge parameter that was forwarded to the respondents was to state their
current information on abortion law of Ethiopia. As one can observe from the pie chart above (
fig 3) only 44% of the respondents mentioned that abortion is legal under some circumstances
while 34% of the respondents answered that abortion is illegal . ( 13%) of them also understand

the current abortion law is legal , while the rest (9%) are not sure about the law.

The in depth interview result with health workers of the selected
organization revealed that most women who come to have abortion
services do not have prior information about the Ethiopian abortion law ,
they explained that they inform them during the service.

4.1.3 Attitude Towards Abortion

Different questions were put forward to find out the attitude of respondents with regard to
abortion. The first question was whether a woman who faces unwanted pregnancy should
undergo abortion and as indicated in the bar chart below (fig 2), 53.2%( N=229) of them negate
the idea of going to end the pregnancy through abo;'tion and 44.8% ( N=193) of them support the

idea of ending the unwanted pregnancy with abortion.

Figure 4. Respondents attitude towards abortion practice (Determinants of Abortion

practice, Addis Ababa March 2010)

Women who face unwanted pregnancy , she should go to
abortion?
yes she should she shouldnot donot know

Source; Field Data (March 2010)
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Based on the above attitude response the respondents were allowed to justify their response for

rejecting or supporting the idea of terminating an unwanted pregnancy with abortion. As

indicated in the following table (table 5) 63.2% responded affirmatively reasoning that a woman

should get abortion in any circumstances, and if a woman faces the unwanted pregnancy due to

either rape or incest 29.1% view abortion as a sole choice.

Table 5. Respondents reasons for having positive Attitudes towards abortion practices

(Determinants of Abortion practice, Addis Ababa March 2010)

Positive Attitudes iﬂv@{s{i‘dﬁ‘aﬁ&fﬁﬁﬁ' ; Percentage

under any circumstances women should get abortion service 122 63.2
Abortion a human right issue 8 4.1
abortion has no harmful consequences 3 1.6
if women face rape and incest , abortion is sole choice 56 29.0
if she is poor 3 1.6
if the pregnancy is deformed 1 0.5
Total 193 63.2

Source; Field Data (March 2010)

Figure 5. Reasons of respondents for having Negative attitude towards abortion practice ;

(Determinants of Abortion practice, Addis Ababa March 2010)

Reasons of Negative Attitudes towards abortion practice

3 33

¥ 5
Life begins at Relgion Abortion is Abotion has others
conception forbids not FP negative
abortion outcomes

Source; Field Data (March 2010)
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Respondents who oppose the idea of terminating unwanted pregnancy were also asked to state
their reasons. And as the above bar chart (fig 5)shows almost equal proportion of respondents (

3

34.1% and 33.6% justify their stance because ‘ religion states abortion as a murder’ and a
‘woman after abortion will face severe health problems’ respectively. There were also ( 17% ) of
the respondents who do not agree with the idea of abortion from pro —life or right of the unborn

child point of view.

Figure 6.Respondnets Attitude towards Abortion (Determinants of Abortion practice,
Addis Ababa March 2010)

Agree if aboriton is legal?

donot know
4%

Source; Field Data (March 2010)

Participants of this survey were asked whether they agree if abortion will be fully legal ( on
request) in the future and as portrayed on the above pie chart ( fig 6) 55% of them do not agree
,41% agree and 4% of them do not know what is their attitude about it.

Result from in depth interview indicates that women prefer the
Ethiopian abortion law to be broadened so that women with diverse
socio economic background are entertained.
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Table 6. Respondents Opinion on outcomes of abortion law (Determinants of Abortion

practice, Addis Ababa March 2010)

Perct -

abortion will increase 147 34.19
| unsafe abortion decrease 139 32,33
nothing 144 33.49
Total R s 4 30 viges] 00

Source; Field Data (March 2010)

Based on the attitude of abortion law , it was also important to understand the respondents
attitude on legality of abortion by asking what will happen if abortion becomes fully legal .
Respondents could be categorized in three categories according to their responses. About 34.2%
of them expressed their fear that abortion might increase when it becomes fully legal , and 32.3%
of them feel that unsafe abortion will decrease while the rest 33.5% do not see any change

whether it becomes legal or not.

Findings from in- depth interview revealed that there is a change in
the number and conditions of women coming for abortion before and
after the revision of the law. The interviewee mentioned that before
2004, women who come with complications after trying abortion
illegally were high. Daily a significant number of women come
bleeding to death, with uterus infection and other related serious
health problems. But now woman who need safe abortion care are

becoming significant in number.

4.1.4 Respondents practice on abortion

To know the abortion history of the respondents selected questions were sequentially presented.
First they were asked whether they have been pregnant at least once, and then they were asked
the number of pregnancies which ended in live birth , they were also asked to report on their

current total number of children . Finally women whose number of pregnancy and number of
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children vary were carefully asked why the discrepancy happened between their number of

pregnancy and number of children.

Table 7. Women pregnancy and Children Ever Born (Determinants of Abortion practice,

Addis Ababa March 2010)

Pregnancy , total number of children and abortion related questions
Have you ever been pregnant? Frequency Percent
yes 414 96.28
no 16 3.72
Total 430 100
Do you have any children
Yes 254 59.07
No 176 40.93
Total 430
Abortion Practice
Yes 271 65.4%
No 159 34.5%
Total 3 430 100.00

Source; Field Data (March 2010)
As can be understood from the above table 96% (414) of the respondents have ever been

pregnant at least once of those 59% (254) of them have children. Out of 414 ever pregnant
women 271 ( 65.4%) of them have had abortion in their life time. Women who declare that they
have gone through abortion were asked on the type of abortion they 66.4% of them pointed out

that the abortion was induced and the rest 33.5% of them that explained the abortion was due to

miscarriage / spontaneous.

The interviewed health workers explained that when clients come to
the centers with lots of bleeding they ask them why it happened; and
most of them do not want to mention that they went to unsafe places ,
rather they just say ‘ [ haven't gone anywhere , I haven't done
anything; I just have the bleeding etc.
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4.1.5 Abortion Reasons

Women who have faced either induced or spontaneous abortion were asked the reasons of facing
such problems and as indicated in the following pie chart ( fig7) 44 % of the reason were related
with socio cultural reasons mainly being unmarried' and having bad relationship with husband /
fiancée or with their boy friend. Among the socio cyltural factors ; rape accounted for 5.5% of

the induced abortion reasons.

Women who forced to choose abortion due to health related issues (34%) stated that pregnancy
deformity was the main problem. Women who mentioned economic reasons (15%) for their
abortion decision explained employment and poverty as the major factors. Finally women who
decided to had abortion due to demographic (6%) reasons, they have stated.they have had

enough family size .

Figure 7. Reasons of women to choose Abortion ; (Determinants of Abortion practice,

Addis Ababa March 2010)

Why women choose abortion ?

others
health 1%
problems socio cultrual
34% reasons

44%

Demographic -

reasons Economic
6% Reasons
" 15%

Source ; Field Data , March 2010
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Table 8. Marital status of women during abortion, (Determinants of Abortion practice,

Addis Ababa March 2010)

Marital Status Frequency Percent

Never married 92 33.94
Married/living together 135 57.19
Widowed/separated/divorced/ 24 885
Total 22100

Source ; Field Data , March 2010

As indicated in the above table (table 8) on marital status during abortion period of respondents ,
57% of them were either married or were living with a partner followed by single and

widowed/separated/divorced with 34% and 9% respectively.

Table 9 Women’s abortion reasons per their marital status (Determinants of Abortion

practice, Addis Ababa March 2010)

Marital status of Underlying factors Total
"CSPO}'-“]E'“S during | gocio cultural | Economic Demographi health others

abortion reasons Reasons creasons | problems

Never married 68(73%) | 17(18.5%) 2( 2%) 5(5.5%) 0 92
Married/living 42(27%) | 16(10.3%) 13(8.4%) | 81(52.3%) 3(2%) 155
together

Widowed/separated/ 10( 41%) 6(25%) 1( 4%) 7(29%) 0 24
divorced .

Total 120( 44%) | * 39( 14%) 16(6%) | 93(35%) | 3(1%)| 271

Source ; Field Data ( march 2010)

As it indicated in the above cross table ( table 9) women who were single when they have
aborted their pregnancy , 73% of them were due to different socio cultural reasons followed by
economic reasons. Majority of married and living with a partner women have explained
pregnancy related health problems ( 52%) as reason to have abortion followed by women who
were influenced by socio cultural reasons ( 27%). Women who were widowed / separated /

divorced were influenced by mainly socio cultural factors ( 41%) followed by health problems (

29%) .
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During the in -depth interview, the health workers mentioned that
women give different reasons for their decision to terminate the
pregnancy. Married / those living with a partner decide to have
abortion when they have enough children and cannot afford to have
one additional child. Single/students who are living with their family
primarily mention that it is a disgrace to the family if they have a
child out of wedlock — called ‘ digala " in local language. Women who
are housemaid and illiterate mentioned that they were raped / get
pregnant from relatives. Young women also mention going to middle

East for work as a factor to end their pregnancy.

Table 10 . Women Age when during abortion Period ; (Determinants of Abortion practice,

Addis Ababa March 2010)

Age of women during abortion | N=271 Y%

less than 20 103 38.1
20-29 ' 138 51.1
30-39 26 9.6
40 -44 3 1.1
missing 1 0.4
Total L 27000 100

As the above table (table 10) indicates, women whose age was between 20-29 are the highest
percentage in practicing abortion followed by women whose age was below 20. About 89 % of

abortion cases were also found among women whose age was below 30. The number of abortion

cases also decreases as age increases.

4.1.6 Abortion — Quality of care

To asses facility preference women who terminate their pregnancy were asked where they went
to get the service. The below chart (fig 8) illustrates that 65% and 32% of them went to private
or NGO owned and government health institutions respectively. Those who went to
private/NGO , more than 60% of them justify that they prefer the facility because of the service
quality and confidentiality issues . Women who went to government health facilities , > 50 % of

them explain that quality service and the fair fee make them prefer the facility .
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Figure 8 . Abortion service preference of the respondents; (Determinants of Abortion

practice, Addis Ababa March 2010)
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Findings from in depth interview with health workers revealed that women who
have a relatively better education and income are inclined to seek safe abortion
services at private health institutions. Even though they know that government
health facilities provide the service with reasonable fees, they do not have the
trust of getting quality service. Women who do not have the knowledge where safe
abortion is available went to different unsafe places and try to terminate the
pregnancy in unsafe methods (including at home) and start to face excessive
bleedings which forces them to go to a nearby by government health center .
Women who are poor but know place of safe abortion service they tend to go to
affordable abortion service p{aces ( NGO owned heath institutions). The
government health workers also explain that “single women are afraid to discuss
and tell their history freely because they assume that the health workers will
disrespect them or mistreat them.” More over they added that the number of

women with repeated abortion cases cannot be neglected.
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Table 11. Abortion complications of women who end their pregnancy in abortion ;

(Determinants of Abortion practice, Addis Ababa March 2010)

Did face abortion effects after you terminate Frequency Percent

the pregnancy?

Yes 128 47.23
no 143 52.77
Total 271 100.00

What did you when you had bleeding and other
abortion effects

I went to health center/hospital 98 76.56
Others ( I did nothing , I went to traditional places 30 23.44
Total 128 100

Source ; Field Data ( March 2010)

As indicated in the above table (table 11) from the 271 women who had induced abortion in their
life time , 47% of them have faced some health problems because of the abortion. Vaginal
bleeding for a minimum of seven days was the main type of health problem they faced after the
induced abortion. Among these women 76% of them have tried to get post abortion treatment
from health center /hospital while the remaining women left their problems without seeking any

treatment.

The health workers also explained that , women who went to other
unsafe places face multiple short term and long term risks such as
bleeding for long period of time , infection , abdominal pain
Frequent abortion and infertility are the other long term and

permanent problems women face due the unsafe abortion they had.
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Table 12; Social support of the respondents who end their pregnancy in Abortion :

(Determinants of Abortion practice, Addis Ababa March 2010)

-

Marital status of women and their husband knowledge on abortion decision

Yes No Total
Never married 31(33.6%) | 61(66.3%) 92
Married/living together 133( 86%) 22( 14%) 155
Widowed/separated/divorced/ | 7( 29%) 17( 71%) 24
Total 171( 63%) 100( 36.9%) 271

Husband / finacee / boyfriend attitude towards abortion decision

Support the | Reject the idea/No Total

idea suggestion
Never married 26(84%) 5( 16%) 31
Married/living together 102( 76%) 31(23%) 133
Widowed/separated/divorced/ | 4( 57%) 3(43%) 7
Total 130( 76%) | 41(24%) 171

In order to know the existence and level of social stigma on women’s who went through abortion
; women were asked what feedbacks they have received from their immediate social network.
The boy friend / fiancée / of 61 single women ( 66% of 92 ) did not have the information about

the women’s abortion decision. From the rest informed men ( 34%, N=31), 84% of them have

supported the idea.

Married women (N= 155) , 86% of them have announced their abortion to their husband /
flancée. From men who have prior information about their wife/ fiancée abortion decision 76%

of them ( N=100) support the women’s decision.

To know peoples attitude towards women who terminate their pregnancy in induced abortion, in
this study the 271 women were asked what type of attitude and feedback they get from their
immediate social network. Based on this 63% ( N=171) of the women’s husband / friend /
fiancée did know about their decision of which 130 of them ( 76%) support their decision. With
regard to the attitudes of friends and family, most of them refrain from telling their decision (

49% and 54% respectively).
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Table 12 a ; Social support of the respondents who end their pregnancy in Abortion :

(Determinants of Abortion practice, Addis Ababa March 2010)

Attitudes of respondent’s friend during abortion decision

support the | reject the Not informed / | Total

idea idea no suggestion
never married 28(30.4%) | 1(1.1%) 63( 68.5%) 92
married/living together 62(40%) 10(6.5%) 83(53.5) 155
widowed/separated/divorced/ | 5(21%) 1(4.2%) 18(75%) 24
Total 95(35%) | 12(4.4%) [ 164(60.5%) = | 271
Family’s attitude towards respondents abortion decision
never married 7( 7.6%) 3(3.3%) 82(89%) 92
married/living together 54(34.8%) | 7(4.5%) 94(60%) 155
widowed/separated/divorced/ | 2(8.3%) 3(12.5%) 19(79%) 24
Total 63(23%) 13(5%) 113( 42%) 271

As can be comprehend from the above table, in all marital status category friends and families of
majority women are either did not know or they have retreated from giving any suggestion about
the abortion. 40% and 35% of married women were supported by their friends and their families
respectively. Out of 92 single women 69% their friends and 89% of their families are either did

not know about the abortion decision or they prefer to say nothing.

The interviewed health workers explained that, student and unmarried
women tend to come with their best and trusted girl friends. Women who-
are single but have a promising relationship and married women are seen
coming with their fiancée / husband and get the necessary information

together.
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Table 12 a ; Social support of the respondents who end their pregnancy in Abortion :

(Determinants of Abortion practice, Addis Ababa March 2010)
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not know about the abortion decision or they prefer to say nothing.

The interviewed health workers explained that, student and unmarried
women tend to come with their best and trusted girl friends. Women who-
are single but have a promising relationship and married women are seen
coming with their fiancée / husband and get the necessary information

together.
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Table 13. Current pregnancy status and wantedness of the child ; (Determinants of

Abortion practice, Addis Ababa March 2010)

Currently pregnant ? Frequency, | Percent

: . ,Eegf.‘-:1.g)?_.li+i;;|;~.lﬂ: e -
No or unsure 300 69.8
Yes 130 30.2
Total 430 100.0
Wanted the last child?
Wanted then 106 81.5
Wanted later/no more 24 18.5
Total 130 100.0
Currently using family planning? ( to non
pregnant respondents?)
yes 229 76.3
no 71 o By
Total 300 100.0

Source ; Field Data , March 2010

Respondents of this survey were requested to report their current pregnancy status. And the
above table (table 13) illustrates that, 70% of them reported that they are not pregnant or they are
not sure about it. Those who report that they are currently pregnant ( 30%) were asked whether
they wanted the child or not accordingly 82% of them answered they that they wanted the child
and the remaining ( 18%) of them answered that they wanted the child but later or they wanted

no more children.

Table 14 . Unwanted Pregnancy History of Women (Determinants of Abortion Practice,
Addis Ababa March 2010)

Have you ever faced unwanted pregnancy Frequency | Percent

yes 192 44.65

no 238 55.35

Total 430 100,
Why did you face unwanted pregnancy ‘

Absence of appropriate / adequate knowledge on contraceptives 82 42.7

I know but I did not use contraceptives 68 35.4

Contraceptive failures 36 18.8

health problems/deformed pregnancy 6 84

Total 192 100

Source; Field Data (March 2010)
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about Family Planning methods , 35% of informed us that they did have unwanted preg

was because they know family planning but they were not users.

As health worker from the private health institution mentioned that from the
women who seek abortion services, majority of them have the FP knowledge
but there is a huge problem in practice. Some of them reported that they are
using emergency contraceptives frequently rather than using a regular FP
method (often erroneous). Women who have infrequent /casual sexual
relationship also use rhythm( withdrawal) method which make them

vulnerable to unwanted pregnancy and consecutively with abortion.

4.2 Bi -Variate Analysis

There are different methods for assessing bi variate association of the dependent variable .
independent variables. Chi Square test is one way for examination of a bivariate relation
can measure the statistical significance of cross tabs cells of two categorical variables. It
how different the values in the cells of a cross tab are from expected values. Since for thi
all the variables were categorized, it is found that Chi Square test is suitable for the exam
of the bivariate relationship . Based on this ; knowledge , attitude and practice of respc
were cross tabulated with socio demographic characteristics and the associated variab

explained in each table below( table 15) .
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Table 15. Factors associated with women knowledge of unsafe abortion; (Determinants of

Abortion Practice, Addis Ababa March 2010)

Sm:u')1 E‘dg‘;uo ; P-value
not working 175(92.1%) 15(7.8%) 1.1 0.3
working ___ 227(94.5%) 13(5.4%)

2 Place of birth et | o [ s
Addis Ababa 185(94.8%) 10(5.1%) 195 1.12 0.29
Out side Addis 217(92.3%) 18(7.6%) 235
3 Marital status | © o b e el
Never Married 94(91.3%) 9(8.7%) 103 1.42 0.7
Married/Living together . 262(94.2%) 16(5.7%) 278
Widowed 9(90%) 1(10%) 10
Divorced/Separated 37(94.8%) 2(5.12%) 39
4 Educational status T fgee | ey
illiterate 47(94%) 3(6%) 50 19.404 0.001
some or complete junior primary 56(82.3%) 12(17.6%) 68
some/complete middle primary 28(96.5%) 1(3.4%) 29
some/complete pre high school 96(93.2%) 7(6.7%) 103
some/complete full high school 82(95.3%) 4(4.6%) 86
some/complete tertlary educatmn 93(98 9%) 1(] 06%) 94

5 Religion ) : i i i) ol L5 | il
Orthodox 214(93 8%) 14(6. 1%) 228 0.3 0.9
Catholic/protestant 98(93.3%) 7(6.6%) 105
Muslim 88(92.7%) 7(7.3%) 95
Others/traditional 2(100%) 0 2

** significant at P<0.001

In comparing the association of socio demographic characteristics of respondents with their

knowledge about safe abortion , it is only their educational status which showed a strong

assoclation with at X

education ( N=380) , 88% ( N=355) responded that they do know about unsafe abortion.
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Table 16 ; Factors Associated with women’s knowledge about abortion complications ;

(Determinants of Abortion Practice, Addis Ababa March 2010)

= 4l P-value
Socio Demographic Characteristics - | Total X2
Yes
Knowledge ofa | o 298(99.3%) | 2(07%) | 300 9.85 0.002
person with
abortion cases no 123(94.6%) 7(5.3%) 130
illiterate 48(96%) 2(4%) 50 13.69 0.01
some / complete junior primary 63(92.6%) 5(7.3%) 68
some/complete middle primary 29(100%) 0|29
some/complete pre high school 102(99.02%) 1(0.9%) 103
i 85(98.8% 1(1.1%
cllisciiclal some/complete full high school ( 0) (1.1%) 86
background some/complete tertiary 94(100%) 01|94
294(97.3% 8(2.6% ; 0.216
e I know (9 ) ( ) 302 1.53
abortion I do not know 127(99.2%) 1(0.7%) 128
395(98.2% 7(1.7% ; 0.212
know about Linow ( ) (1i7%) 402 L
unsafe abortion | I do not know 26(92.8%) 2(7.14%) 28
Never Married 100(97.08%) 3(2.9%) 103 0.44 0.50
marital status Ever married 321(98.1%) 6(1.8%) 327
have youever: .| yog 188(97.9%) 4(2.08%) | 192 0.0001 0.990
face unwanted
pregnancy No 233(97.8%) 5(2.1%)
Unemployed 185(97.3%) 5(2.6%) 190 4.58 0.101
177(99.4% 1(0.5%
sesbandints employed - 9 0) (0.5%) 178
occupation daily laborer and housemaid 59(95.1%) 3(4.8%) 62
15-19 9(81.8%) 2(18.1%) 11 22.16 0.001
20-24 86(95.5%0 4(4.4%) 90
25-29 135(100%) 0135
30-34 86(96.6%) 3(3.3%) 89
35-39 65(100%) 65
40-44 34(100%
Age 5-year g ( ) -
groups 45-49 6(100%) 0]6
405(97.8% 9(2.17%
Have you ever yes 3 ) ( %) Al
been pregnant no 16(100%) 0] 16
10-17 24(92.3%) 1(3.8%) 26 13.34 0.05
2 157(98.12% 1.8%
] 18-24 ( ) 3(1.8%) 160
marrﬁge 25 and above 140(99.2%) 1(0.7%) 141

Source ; Field data calculation ( March 2010)

As the above cross tab indicates there are four different socio demographic variables which

indicate association with knowledge of complications of abortion.

[55]



Knowing a friend or relative who has had abortion shows a significant association with
knowledge on the consequences of abortion with X* =9.85 and at p< 0.002. Women who do
know a family (relatives) that has had an abortion (N=300) , 99% (N=298) of them recognized

being familiar with abortion consequences.

Education; When we see the educational background of respondents with their knowledge about
abortion consequences , the association turns to be significant with X? = 13.65 at p<0.01.From
the literate respondents (n=380) , 98% of them answered they know the negative results of
terminating pregnancy in abortion . When we see the illiterate respondents’ knowledge on

abortion effects, 4% of them answered they do not know the abortion consequences.

Age; Age is the other variable which shows a strong association with respondents’ knowledge
about abortion consequences with X* value 22.16 at p< 0.041. As we can observe from tablel2
those who report above 25 years old ( N=329) , 99% of them mention the consequences that
result from abortion. In women whose age is below 25 years old ( N=101) , 6% of them report

that they are not familiar with the negative result which comes from abortion.

Age at first marriage is also found to have a strong association with knowledge of abortion
consequences with X? value of 13.34 significant at p<0.05. From the married 327 women 26 of
them indicate that their age at first marriage is below 18 years old. From those women who
married early, 4% of them haven’t mentioned about the consequences resulting from abortion
while 99% of women who get married after 18 years old were able to mention some of the

negative effects of abortion.

Factors associated with women attitude towards abortion
To know which socio economic variables have an association with attitude towards abortion

cross tabulation and chi square test was done and it was found out that it is only marital status

that had a significant relationship with abortion attitude.



Table 17 . Factors associated with respondents attitude towards abortion law ;

(Determinants of Abortion Practice, Addis Ababa March 2010)

do agree if abortion
becomes fully Iegal
Do not
Socio Demographic characteristics agree agree Total X2 P value
10-17 5(19.2%) 21(80.7%) 26 54 0.0644
age at first 18-24 57(35.6%) 103(64.3%) 160
marriage 25 and above 60(42.5%) 81(57.4%) 141
know legal || No 68(28.2%) 173(71.7%) 241  36.6 0.000
status of
abortion yes 108(57.1%) 81(42.8%) 189
Knowledge of || yes 143(47.6%) 157(52.3%) 300 18.6 0.000
person with
abortion cases || no 33(25.3%) 97(74.6%) 130
illiterate 10(20%) 40(80%) 50 25.0 0.0001
some or complete junior
primary 33(48.5%) 35(51.4%) 68
some/complete middle
primary 11(37.9%) 18(62.1%) 29
some/complete pre high
school 56(54.3%) 47(45.6%) 103
some/complete full high
school 24(27.9%) 62(72.1%) 86
educational | some/complete tertiary
background |} education 42(44.7%) 52(55%) 04
know about | I know 165(41.04%) 237(58.9%) 402 0.034 0.855
unsafe
abortion I do not know 11(39.28%)  17(60.7%) 28
Orthodox 103(45.1%)  125(54.8%) 228 8.8 0.030
respondents || Muslim 40(42.1%) 55(57.8%) 95
religion Protestant 31(34.9%) 60(65.9%) 91
affiliation others( traditional , catholic)  2(12.5%) 14(87.5%) 16
never married 54(52.47%)  49(47.5%) 103 7.5 0.05
married 88(36.97%)  150(63.0%) 238
marital status || living together 16(40%) 24(60%) 40
of women widowed/separated/separated 18(36.7%) 31(63.2%) 49

When we test the socio demographic variables that influence women’s attitude towards legality
of abortion, as the above illustrative table (table 16) indicates five variables were identified
having an association. |

Knowledge Ethiopian legal status of abortion ; Having or not having the accurate information
on the Ethiopian abortion law indicate a strong association with possessing liberal of
conservative attitude on full legality of abortion. As we can see, having the information

correlates with legality attitudes with chi square value 36 , being significant at p<0.000. Women
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who have the exact information on Ethiopia abortion law (N=189) , 108(57.1%) of them agree

for it to be fully legal . Women who do not mention the exact circumstances of abortion law

(N=241) , only 28% of them are positive about abortion being totally legal.

Know a friend/relative who has had abortion ; The second variable that shows a an
association with respondents attitude towards the legality of abortion is their prior information
from their friend / relatives about abortion with chi square of 18.6 being sign infant whenever p
value is less than 0.000. Those women who know friend / relative with abortion case ( N=300)

47% them agree for abortion to be fully legal compared to 74% of 130 women who do not know

a friend/relative with abortion case and disagree.

Education ; Educational status of respondents was the other important variable which influences
the view of the women on legality of abortion. Women who have no education ( N=50) , 80 %
of them do not agree on the idea of making abortion fully legal. Women who are literate and

have education from primary to tertiary education ( N=380) 43.6 of them agree for abortion to be

legal .

Religion ; Religion was the additional social variable which shows a significant relationship
with women’s attitude towards the legality of abortion with chi square value of 8.84 and
significant when p value is less than 0.05. 53% (N= 228) of the women are Orthodox
followers of which 45% of them have positive attitude towards legality of abortion.
Muslim(N=95) and protestant (N=91) religions followers report that they do not support
the idea of making abortion fully legal with 57% and 65% respectively.

Marital Status ; Marital status of the women is the other key variable which play a great
role in molding their attitudes towards abortion law with X* value 7.54 which becomes
significant when p value is less than 0.05. As table 13 indicates women who have never
been married are relatively liberal than ever married women. 52% of 103 single women and

37% of 327 married women support the idea of making abortion fully legal.
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Table 18 ; Factors associated with women abortion practice (Determinants of Abortion

Practice, Addis Ababa March 20'10)

Variables did have abortion practice
no yes Total | Chi Square | P-Value
Respondents religion | Orthodox 86(37.7%)  142(62.2%) 228 1.68 0.641
affiliation Muslim 32(33.6%)  63(66.3%) 95
Protestant 33(36.2%)  58(63.7%) 91
others( traditional , catholic)  8(50%) 8(50%) 16
educational illitrate 18(36%) 32(64%0 50 3.46 0.629
background some or complete junior 23(33.8%)  45(66.1%) 68
primary
some/complete middle 13(44.8%)  16(55.1%) 29
primary
some/complete pre 38(36.8%)  65(63.1%) 103
highschool
some/complete full 37(43.0%)  49(56.9%) 86
highschool
some/complete tertiary 30(31.9%)  64(68.08%) 94
education
Ageof respondents | 1519 6(54.5%)  5(45.5%) 11 6.1 0.40
20-24 27(30%) 63(70%) 90
25-29 55(41%)  80( 59%) 135
30-34 30(34%) 59( 66%) 89
35-39 26(40%) 39( 60%) 65
40-44 14(41%) 20( 59%) 34
45-49 1(17%) 5(83%) 6
Woman face unwanted, | yes she should 39(20.2%)  154(79.8%) 193 42.93 0.000
should she get abortion | she should not 117(51.1%) 112(48.9%) 229
service? donot know 3(42.8%) 4(57.1%) 7
Place of birth Addis Ababa 88(45.1%) 107(54.8) 195 10.17 0.001
Outside Addis 71(30.2%)  164(69.7%) 235
have you ever face yes 10(5.20%)  182(94.7%) 192 150.23 0.000
unwanted pregnancy | no 149(62.6%) 89(37.3%) 238
Current marital status | currently married 124(44.6%) 154(55.3%) 278 19.63 0.000
currently not married 35(23.0%) 117(76.9%) 152
Respondents unemployed 87(45.7%)  103(54.2%) 190 16.74 0.000
occupation employed 61(34.2%) 117(65.7%) 178
daily laborer and housemaid ~ 11(17.7%)  51(82.2%) 62
Do you know friend yes 91(30.3%)  209(69.6%) 300 18.79 0.000
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family who abort? no 68(52.3%) 62(47.6%) 130
Parity of women once 66(40.9%)  95(59.0%) 161 9.38
twice 53(36.5%)  92(63.4%) 145
three times 15(23.1%) 50(76.9%) 65
4 and above 10(23.2%)  33(76.7%) 43
Age at first marriage | 10-17 10(38.4%) 16(61.5%) 26 0.17
18-24 68(42.5%) 92(57.5%) 160
25 and above 58(41.13%) 83(58.8%) 141
Know legal status of | No 99(41.07%) 142(58.9%) 241 3.96
abortion yes 60(31.7%)  129(68.2%) 189
Respondents attitude | liberal 41(23.3%)  135(76.7%) 176 23.93
towsrdsatinde | . servaive 118(46.4%) 13653.5%) 254
Monthly income of <500 33(28.4%) 83(71.5%) 116 12.69
respondents 500-1000 19(23.4%)  62(76.5%) 81
>1000 16(59.2%)  11(40.7%) 27

0.025

0918

0.047

0.000

0.002

Marital status ; Respondents marital status appeared among the key variables which seem
do have strong relation with their abortion history ( X?=19.6 and p<0.000). As we can
understand from the table (table 18) there were 152 currently not married of which
117(76.9%) of them did have abortion history than currently married women who only

154(55.3%) of them had abortion history.

Unwanted pregnancy History ; Being faced with unwanted pregnancy shows a strong
association with their previous abortion practice with chi square value of 150 and significant
at p=0.000). Women who report that they have faced unwanted pregnancy ( N=192) 94.7%
of them report that they did have abortion history. Women who said they did not face
unwanted pregnancy (N=238 ) only ( 89) 37.3% of them had terminated one or more of their

pregnancy through abortion.

Occupation; Occupation of the respondents is the economic variables which shows an
association with their abortion practice with chi-square of 16.74 and significant at p 0.000.
Women who report that they are currently unemployed (student, house wife and
unemployed , N=190) 54% ( N=103) of them confessed that they have abortion practice.
Women who are currently employed at government, private and NGO (N= 178) 65.7% of
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them 82 % of 62 women who are currently working either as daily laborer or house maid

reported that they did have abortion record.

Knowing a friend/a relative who has practiced abortion; Women who report that they know a
friend / a relative who underwent through abortion indicated a étrong association with
respondents abortion practice (chi square =18.79 and p=0.000). As the above cross table (table
17) illustrates, women who know a friend/ a relative who have had abortion (N=300) 70% of
them expressed that they themselves did also have practiced abortion. Women who did not know

(not sure) a friend/ a relative who have abortion practice 60% of them have practiced abortion.

Parity ; Parity ; Number of pregnancy of women signals an association with their abortion
practice with X*9.38 and p= 0.025. Women whose pregnancy ranges between 1-2 ( N=306) 61%
of them have abortion practice than women whose number of pregnancy is three and above ( N=

187) >80 % of them have had abortion record.

Place of birth; The association between Women'’s place of birth and abortion practice was
checked and it was identified that there is an association between them with 42.9 chi-square and
being significant at p=0.000. Respondents who were born in Addis ( N=195) 55% of them
explained that they did have abortion practice than 70% of ( 235) women who said their place of
birth is outside Addis.

Attitude towards abortion; From the major attitude questions that were forwarded two of them
have identified having a strong relation with their abortion practice, attitude towards abortion
decision and abortion legality (chi-square = 42.9 and 23.9 with p=0.000 ). Respondents who
support the idea of abortion for a woman with unwanted pregnancy ( N=193) 80% of them
reported that they did have abortion practice. Woman who reject the idea of abortion (N-229)

49% of them confessed that they have underwent through induced/spontaneous abortion.

Income; Even though it is difficult to categorize the respondent’s income as poor , middle and
rich ; their income level was tabulated against their abortion practice and the level of association
is chi-square value of 12.69 and being significant at p=0.002. Women whose monthly income is
<500 (N=116) 72% , women whose monthly income is b/n 500-1000 77% of them and 41% of

27 women whose income is > 1000 of them did have abortion record.
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The other socio demographic independent variables including age , age at first marriage ,
educational background , children ever born and religion fell short of showing a statistical

significance relation with the dependent variable , abortion practice.

4.3 Multivariate Analysis
After the association of different independent variables was tested finally multivariate logistic
regression which takes the effects of confounding variables into account was applied. Before

fitting the model directly the following procedures were followed.

4.3.1 Testing of Multi colinearity and Goodness of test

The logistic regression analysis model was used to assess the relative effect of variables. Here
the dependent variable is abortion practice and all the independent variables which show a
significant association on the above chi-square test are entered.

Multicolinearity is the degree of correlation between the independent variables. A high degree
of multicolinearity produces unacceptable large variance in regression coefficient estimates. A
commonly given rule of thumb is that when the VIF is over 2.5 and the tolerance is under 0.40.
In this study, multicolinearity does not appear to be a problem. Bivariate cross product
correlation was also examined among independent variables to examine multicolniearty and age ,
educational status , age at first marriage , CEB , and religion were found to be very much
correlated with other variables and therefore were eliminated since they were also found to be
statistically insignificant and do not have an association with the dependent variable during chi-

square test too .

Regarding goodness of fit of the model, there are various ways to assess the extent to which the
model robustly fits the data. One Way is Hosmer and Lemshow Test. It indicates the goodness of
fit test of the null hypothesis that the model adequately fits the data. If the test is greater than
0.05 we accept that the model well-fit the data. In this study the test is 0.441 showing the model

strongly fits the data.
All explanatory variables which were considered in the bivariate analyses were included in the

logistic regression. The outcome variable was a binary one with two possible values, having or

not having abortion. Accordingly, place of birth, marital status, number of pregnancies attitudes
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towards abortion practice & law and occupation of the respondents remained to be significantly

associated with abortion.

4.3.2. Logistic regression Model
Table 18 Result of Logistic Regression on abortion practice by selected Variables;

(Determinants of Abortion Practice, Addis Ababa March 2010)

lndependent vanablcs & B S.E. Sig. Exp(B) 95.0% C.1.for EXP(B)
: | Upper  Lower Upper Lower Upper

Abortion attltude( Yes) ( Ret) .069

Abortion attltude(No) T -.735 324 .023 480 254 .904
Abortion Attitude (Do not know) -.098 .990 921 . 906 .130 6.309
Birth place ( Addis Ababa)

(Ref) :

Birth Place ( Out Side Addis) . .698 303 .021 2.010 1.109 3.642
Unwanted pregnancy ( Yes)

(Ref)

Unwanted pregnancy hnstory( -3.487 423 .000 .031 .013 .070

No) ]

Unemployed (Ref) i 110

Employed S ; 3__ S 624 313 046 1.866 1.010 3.449
Daily laborer and housemaids .595 519 251 1.814 656 5.014
Know friend /relative with -~ =

abortion record (Ref)

Do not know friend/relative w:th -.697 312 .025 498 .270 918
abortion record

Women with one pregnancy .000

(ReD)

Women with two pregnancles 1.285 365 .000 3.616 1.768 7.395
Women with three pregnancies 2.108 464 .000 8.235 3.319 20.429
Women with four and above 2.270 542 .000 9.684 3.345 28.037
| pregnancies gl e i

Currently Married (Ref) :

Currently are not married .853 .348 .014 2.346 1.186 4.642
Liberal to abortion law ( Ref)

Conservative to abortion law : -.220 298 460 .802 447 1.439
Constant L R R 1.829 Sl11 .000 6.225

4.3.2.1.Abortion Attitude
Women who are against abortion , have 50% times lower risk to have abortion practice than

those who support to terminate the unwanted pregnancy. Respondents who have preferred to say

nothing on the opinion have no significant risk from the reference group.
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4.3.2.2 . Birth Place and Occupation
People whose birth place is outside Addis Ababa have double risk to undergo through abortion

practices than the reference group, women who were born in Addis Ababa.

Women who are currently emp]oyéd, housemaid and daily laborer have witnessed that they have

nearly two times higher risk of abortion practice than women who are unemployed.

4.3.2.3.Parity and Unwanted pregnancy history

Women with two numbers of pregnancies did have three times higher likelihood of practicing
abortion than those women who have only one pregnancy. Women with three of pregnancies
also did have eight times higher risk of abortion than those who have only one pregnancy.
Women with four and above number of pregnancies did have nine times higher abortion record

than those have only one pregnancy.

Women who did not face unwanted pregnancy have shown a slight lower risk of abortion

practice with Odds ratio of ( 0.03) than their counterparts .

4.3.2.4 Knowing a friend/a relative with abortion record
Women who do not know a friend / a relative who had had abortion have indicated 50% lower

risk to record abortion practice than the reference group , than women who know a friend/ a

relative with abortion record.

4.3.2.5 Marital Status

Women who are currently not married have shown more than double higher risk with odds ratio (

2.3) of recording abortion history than women who are currently married.
The other variables which shows an association at chi-quare test including knowing legal status

of abortion, income, knowing legal status of abortion did fall short of statistical significance

here at the logistic regression model.
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CHAPTER FIVE

DISCUSSION

In this chapter it has been tried to interpret some of the major findings of the research .Efforts are

also exerted to support the findings with previous relevant national and international studies and

with personal opinions.

Knowledge on abortion law

In countries where abortion is legal, access to safe abortion is also mediated by women’s
awareness of the law. In this study only 44% of women have stated correctly the abortion law in
the country, while 56% of them did have incorrect information. Knowledge is found to be often
poor, even in countries with longstanding liberal laws. Misperceptions about the specifics of the
law are not uncommon, thus making women vulnerable to poor care, financial exploitation, and
prosecution. Even where abortion is legal and widely available on request, misperceptions about
the legality of minors having sexual intercourse delay some adolescents from seeking care
(Grimes A. David, 2006).

From the informal discussion with health professionals many health care providers, law
professional do not appear to be familiar with their own countries' abortion laws which inhibit
health facilities and partners from giving appropriate and timely service for needy women. As
ESOG ( 2005) study , only 29% of the health practioners were able to sate the correct and legal
provision of safe abortion .

In a recent Knowledge and Attitude study on abortion in Addis Ababa , similar findings are
reported on abortion law knowledge among women with reproductive age. From the interviewed
620 women, little over a fifth (21%) of the women in Addis Ababa reported at least one reason,
this was followed by 17.1% in other urban areas and the lowest was recorded at 4.3% in the
rural. In terms of the specific reasons, rape and incest were reported by 4.1% and 4.5% of the
women, respectively. In Addis Ababa and other urban areas, a little over a tenth (10.5%) of the
women reported that the Ethiopian"penal code allows abortion if a pregnancy occurs as a result

of incest. Rape was reported as a reason by 10.3% and 7.6%, respectively, of the women in
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Addis Ababa and other urban areas. Other reasons were rarely reported in any of the three

domains ( EngenderHealth , 2009).

Attitude towards abortion legality and its outcomes

In this study women (34.1%) haver negated the idea of ending unwanted pregnancy justifying that
their religion regards abortion as murder. We also found in further analysis of the result that
other than orthodox religion followers , more than 50% of other religion followers ( Muslim ,
protestant and catholic ) have reported that they do not agree if abortion becomes fully legal. As
Meaza Asehnafi explained in her Advocacy for Legal Reform for Safe Abortion ( source 2004) ,
the strongest opposition to liberalizing the abortion law in Ethiopia comes from religious groups,
which also likely oppose family planning and do not seem to offer women any options for

ensuring their reproductive well being.

Women were also allowed to express their opinion about the possible outcomes of legalizing the
abortion law. As we already understood from the result section of this study almost equal
proportion of women answered as abortion will increase, unsafe abortion will decrease and as

nothing will happen in 34% , 32% and 33 % respectively.

In a five year consecutive study at Tikur Anbessa Hospital here in Addis Ababa the abortion rate,
after the revision of abortion law, decreased significantly. Even though absolute number of
abortion and Abortion related Maternal Mortality Rate (AMMR) fell substantially, the proportion
of severe complications did not change while the case fatality rate increased (Yirgu Gebrehiwot

and Tippawan Liabsuetrakul 2008).

The effects of the revision of the abortion law on abortion-related maternal mortality varied
among countries. According to Yirgu G. and Tippawan Liabsuetrakul five year ( 2003-2007)
study, the point estimate of trend of abortion-related maternal mortality has declined after the
revision of the abortion law, although it is not impressive and needs to be observed for a longer
period.

On one international study , based on data from 165 countries it clearly indicated that the

legislation that allows abortion on broad grounds is associated with a lower incidence of unsafe
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abortion and much lower mortality from unsafe abortion, as compared to legislation that greatly

restricts abortion (Berer Marge , 2004).

Legal abortion prevents the problems of the unwanted child and economic burden of rearing
large families. Liberalization was also argued to minimize the cost related to treatment of unsafe
abortion, to provide safe and high quality abortion services and expanding safe abortion services.
It also addresses human right & empowers women. Nationally, liberalization was expected to

bring economic, social & demographic harmony (WHO, 2004).

Abortion Incidence and Type of abortion

In this study 66.42% of the 271 women with abortion cases, they have reported that their
abortion was induced and the rest 33.5% of them explain that the abortion was due to
miscarriage / spontaneous. In one facility based research which was conducted all over Ethiopia,
among women who were accepted due to abortion and related complications, three fourth of
patients had spontaneous abortion and one fourth (25.6%) of them had induced abortion.( ESOG
, 2002). In similar study done at northern west Ethiopia on 2003 ,it was described that two
hundred fifty six women from 1266 (19%) had abortions and the prevalence rates of spontaneous

and induced abortion were computed as 14.3% and 4.8%, respectively.( Elias Senbeto etal 2005)

As can be understood from the above discussion there is an apparent variation in abortion rate as
well as on induced abortion rate among this research and other previous researches. The
researcher has identified multiple possible explanations that contribute for such kind of
discrepancy. The research period of the two studies and the current study have a big landmark
event between them, revision of the Ethiopian abortion law. The revision of abortion law and
subsequent programs might attributed to increase number of women coming to health facilities
seeking safe abortion services which might also decrease their skepticism of reporting their
abortion history. The variation between North West study and the current study might also be
explained by the very difference of the study area itself. The current study is conducted in Addis
Ababa , urban where as the North west study was conducted both in rural and urban parts. Rural
areas are usually go together with strong socio — cultural circumstances where women might face

difficulty to decide and to access safe abortion . Abortion service accessibility is also the other
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variation that is not available proportionately in urban and rural parts of the country. The finding

variation could also be attributed to the interviewing technique of the current study that enabled

the women to report their pregnancy and abortion history consistently.

The current life style of women especially in urban areas is in a great process of change. Age at
first marriage is significantly rising. The relative costs of housing and the desire for consumer
goods are rising faster than are income opportunities; causing longer delays in marriage. The
financial cost of increasingly elaborate and expensive weddings is another possible reason for
delaying marriage. What appears to be unique in the Ethiopian context is that the prevalence of
out of wedlock births has not increased; in fact, it has declined. The social and economic
incentives to avoid non marital births also remain powerful in Ethiopia. Abortion and increased
access to contraception are the possible immediate mechanisms by which out of wedlock births

are being averted among single women in Addis Ababa ( Sibanda A. 2003).

Quality of Care

As we have seen in the result section of this study, 65% of women with abortion record
explained that they have got the abortion service from a private or NGO owned health facility.
Availability of quality service, and confidentiality was their main reasons to decide and prefer to
get the service from that health facility. The health workers at government health hospitals also
stated that the clients do not have positive attitude towards them, fearing mistreatment and
neglect. The same interview also mentioned the shortages of medical supplies (sterilization and
trained human power) to give timely service to the women who are mostly poor and in pain.

They have also added the poor quality of post abortion care with high number of repeated

abortion cases.

Making abortion safe and accessible to the full extent of the law, requires trained health
personnel so that they are conversant with national laws regulation as well as with technical
procedures , ensuring equipments and supplies and designing protocols, regulations and policies
that promote access to quality abortion services. Given that abortion is legal for certain
indications in most countries of the world there is a considerable scope in almost every country

both developed and developing ( WHO, 2002).
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These and other related obstacles , barriers to mid level providers , insufficient supplies of
technologies , have been also identified in one research which aimed to see the impacts of WHO

safe abortion guidance on abortion towards the provision of abortion service ( Hessim Leila and

etal, 2006).

Why Women Choose Abortion

There are many reasons why women decide to terminate a pregnancy. In this study from 271
women who encounter either induced or miscarriage abortion, 44 % of the reason were related
with socio cultural reasons, followed by health ( 34%) , economic reasons ( 15%) and
demographic ( 6%) reasons.

Young women who end their pregnancy in induced abortion feel they are too young or too poor
to raise a child. From the socio cultural factors the social stigma of raising a child outside
marriage has been also mentioned by majority unmarried women. While women become
pregnant but have unhealthy relationship with their husband / fiancée they prefer to have an
abortion than having child. Married women are inclined to mention both economic and
demographic reasons, having enough family size and inability to raise additional children. There
were also women who mentioned their current employment status (probably not entitled to
maternal leave) as a reason to have an abortion. In many Asian societies, e.g. Korean and
Chinese, there is strong social stigma against single or unwed motherhood. In fact, abortion is
much more acceptable from a societal perspective in Asia than it is in Latin America or the
USA( Axel Mudingo , 20006).

As DFID practice paper states that the consequences of gender inequality, cultural norms, some
religious beliefs and poverty on unwanted pregnancy for the most vulnerable are dire. For many
it equates to social exclusion, expulsion from the family, abandonment and deepening poverty.

For most the choices are limited risk of death from an unsafe abortion, or face destitution from

isolation and extreme poverty (DFID’s 2009 ).

By contrast, in more favorable economic environments, economic aspirations can also act as a
determinant in the decision to end a pregnancy. This was clearly demonstrated in the study by
Kwon and colleagues of young women working in three export-oriented industrial zones in the

Republic of Korea. The study attributes the growth in numbers of young women postponing
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marriage, while seeking employment opportunities to improve their own and their parents’
economic wellbeing, to the rapid pace of industrialization. These changes have inevitably led to
an increase in premarital sexual activity. In a society that strongly condemns out of- wedlock
pregnancy, this has also brought about a rapid increase in the number of abortions among

adolescents and young adults (Axel I. Munidgo ,2005).

Abortion complications

As we understand from the result section of this study from the 271 women who undergo
through abortion , 47% of them have faced different form of abortion related health effects of
which hemorrhage and sepsis are the most common complications reported, followed by uterine
perforation, chronic pelvic pain and secondary infertility. Among these women 76% of them

have tried to get post abortion treatment from health center /hospital while the remaining women

left their problems without seeking any treatment.

In a facility based research on clients of women with abortion cases at five different Hospitals of
Ethiopia, the major categories of complications that has been faced by women who undergo
through unsafe abortion were infection (28 %,), genital tract injuries (12%,), foreign bodies in
the genital tract (1.6%) and organ failure (13.1%). There were 13 deaths, which made the overall
procedure related death 1,209/100,000 abortions.( ESOG , 2002)

In Addis Ababa maternal mortality research ( 1986) it was identified that the main cause of
Maternal mortality was septic abortion , which accounted for 54% of direct obstetrics deaths.
Illegal methods were revealed in the majority cases (92%). As the transition from a traditional to

developing society occurs and the risks of child birth diminish, more women face the risks

associated with induced abortion. ( E. Kwast etal 1986)

Currently some developing countries are made Substantial, albeit varied, progress towards
achieving MDG 5. Although only 23 countries are on track to achieve a 75% decrease in MMR
by 2015, countries such as Egypt, China, Ecuador, and Bolivia have been achieving accelerated
progress (Margaret C Hogan and etal, 2010 ) where as Ethiopia is in a difficult position to
achieve its Maternal Mortality ratio reduction MDG goals if the current trend is continue (Mulu

W Abraha and Tilahun H Nigatu , 2009).
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Unintended pregnancies and abortion
From 430 women 120 of them have reported that they were pregnant during the data collection

period. Among these pregnant women , 18.5 % of them do not want the child now. The
possibility of these pregnancies ending in abortion by these is high since some of them even
expressed that they came to that specific facility to request abortion counseling and service. In
this study, 192 ( 45%) of the respondents confessed that they have faced unwanted pregnancies
in their life time, and all of them reported that they have had abortion history but the data did not
indicate whether all their unwanted pregnancies ended with induced abortion or not . 42% of
these 192 women reasoned that they do not have contraceptive knowledge and 35% of them did
know but were not users, 18% of the have faced contraceptive failures. In a study that was
conducted at Harrar , two hundred twenty five (33.3 %) out of the 675 pregnant women reported
that their most recent pregnancies were unintended. Of these, 112 (50%) had unintended
childbirths while the rest 113 (50%) ended in induced abortions. A decline in desired family size
over time leads to a rise in the proportion of women who are at risk of having unwanted
pregnancies and its consequences, particularly where contraceptive use is not optimal ( Solomon

W and Misganaw Fanatahun , 2006).
Moreover, of the 182 million pregnancies that occur in developing countries, more than one-third

are unintended, and 19% end in induced abortion (8% are safe procedures and 11% are

unsafe)(Gurrmacher 2007).

Determinant Characteristics of Women with Abortion History

As it is indicated in the result section of this study, 51 % (N=138) of the respondents who have
had abortion history ( N=271) reported that their age was between 20-29 when they terminated
their pregnancy followed by 38% abortion cases among women whose age was less than 20 (
N=103). It was also indicated that around 89% of reported abortion records were with women
whose age was below 30 years . Similar result was observed a study by ESOG in which among
1075 abortion cases, 58% of the cases were in the age range of 20-29 years. In Nigeria, for
example, adolescents account for 80% of all women treated for abortion complications in
hospitals . Adolescents also account for a disproportionately high num})er of abortion-related

deaths( E. Hord , Charlotte, 2006).
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In a study which focused on age patterns of unsafe abortion study , it was indicated that almost
60% of unsafe abortions in Africa were among women under age 25 and almost 80% are among

women under 30 years old (Shah Igbal and Elisabeth Ahman , 2004).

The marital status of women as this study illustrated that , married or women who are currently
living with their partner (57% of 271 women) have had abortion history. As the ESOG study also
describe, 53% of 1075 women with abortion cases were housewives and 2/3 of them were
married.( ESOG , 2002) Another study that were conducted at Tikur Anbessa Hospital between
2003-2007 revealed that both before legalization of abortion and after legalization, married
women were the highest (53% of 598 and 64% of 175) proportion who have had abortion
history than women with other type of marital status ( Yirgu Gebrehiwot and Tippawan
Liabsuetrakul , 2008).Though reéson behind high number of abortion rate among married

women needs further explanation , majority inclined to have enough family size and incapable

to raise additional child.

With regard to educational status of women with abortion history, in this study it was described
that 183 (67.5%) of them women with abortion cases have secondary and above educational
level followed by women with primary education (20.7%) and with no education (11.8%). In one
study at which was conducted in northwest of Ethiopia on induced abortion (2005), out of 64
women with induced abortion cases 40 (62.5%) of them have high school and above education(

Elias Senbeto etal 2005).
As it indicated in the result section of this study women whose pregnancies ranges three and

above ( N=187) , more than 80% of them confessed that they have had abortion record. Women
whose pregnancies lie between 1-2 ( N=306) 61% of them have had abortion .In the northwest
Ethiopia induced abortion study (-2005), it was described that as the number of pregnancies
increased, there was a corresponding progressive increase in the number of induced abortion.
This is generally true as women who had several pregnancies (which may indicate the presence
of more children) would have the tendency of not having more and more additional new
children. Due to this reason, they may tend to avoid unwanted pregnancies by conducting

induced abortions ( Elias Senbeto etal 2005).
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The other demographic variable which shows a significant relationship with women’s abortion
practice was place of birth. At chi-square test indicated women whose birth place is outside
Addis ( N= 235) nearly 70 % of them have had abortion practice than women who were born in
Addis in where only 55% of 195 were underwent though abortion history . Though it was
difficult to support this finding with previous researches, the researcher tries to relate with the
same study by observing unwanted pregnancy history vs place of birth. Women who were born
in Addis ( n=195) 37% of them have faced the unwanted pregnancy problem vsfhile 50% of
women who were born outside Addis ( n=235) 51% of them have faced with unwanted
pregnancy. This result can also be related with other socio cultural situation including gender
inequality, religion and other related circumstances .In rural areas it is known that accepted
norms and cultures have a prominent role in shaping the reproductive health in general and

pregnancy situation of women in particular.

The Association Between Abortion and Women Empowerment

Even though it was difficult to get opinion from the interviewed women about the linkage
between women empowerment and abortion; during in the in-depth interview the health worker
have explained the relationship between these two important variables. According to the health
workers it is the implications of problems in relation women low socio economic status that
forced them to have an unsafe abortion. Women who do not have adequate knowledge on
contraceptive methods make them susceptible for the root cause of abortion; unintended
pregnancy. Poor economic condition in both marital union and outside marriage has been also
raised as an additional implication of women economic disempowerment. Rural women and poor
women are more likely than better-off and urban women to turn to traditional practitioners and
unsafe methods, and therefore to experience health complications. However, they are less likely
to receive the post-abortion treatment they need ( IPAS 2009).

The inability to cope with the strong influence of socio cultural factors towards child outside

marriage also makes them to pay sacrifice their health for the sake of the community norms and

values.
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CHAPTER SIX ;
CONCLUSION AND RECOMMENDATIONS

a. Conclusion

The interaction of unsafe abortion and maternal mortality and morbidity has long been
recognized by program people and researchers. Making abortion safe and legal has gone through
different stages of debates and still the dialogue and disagreement has sustained. Simultaneously,
countries are making a progress towards liberalization of their abortion law. The developed
countries are the prime agents in uhderstanding abortion as integral part of women right issue. In
Ethiopia, though it is not still recognized as right, there is a step forward in making abortion safe
and legal under some situations. After 2004 some studies, even thohgh not adequate, tried to
indicate the downward trends of unsafe abortion and its complications which in turn indicated a
decrease in abortion related maternal mortality ratio. Here the researcher wants to articulate that
the prime agenda shouldn’t be minimizing unsafe abortion through promoting safe abortion

rather avoiding unwanted pregnancy and the subsequent decline in the number of abortion and

related deaths.

In this study more than 90% women know unsafe abortion, and 70 % of them know about safe
abortion . Women did seem to be short of identifying what safe and abortion implies. Women are

also well informed where to find abortion service, knowing the impact of abortion.

Women'’s attitude towards abortion appear a little bit conservative ( 53% have negative attitude
towards abortion practice) which indicates the presence of influential cultural and religious views

in shaping women’s understanding and views about abortion.

Significant number of Abortion cases were reported women among below 30 years old, married,
with some or complete secondary education , employed and those whose birth place were outside
Addis Ababa. Abortion practice which was observed in a significant number needs to be
interpreted from different dimensions. The paradox of a rise of age at first marriage, the decrease
number of birth outside marriage in Addis Ababa has been interpreted in two ways , increased

number of contraceptive prevalence rate and increased number of abortion.
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Married women also seem understand the benefit of limiting their family size and appear using
abortion whenever they faced unwanted or unplanned pregnancy.

One can also raise reporting issue; currently there is relatively an improved attitude towards
seeking safe abortion services than unsafe services . This trend might also decrease the fear to
report abortion cases which in turn elevate the number of abortion number than the previous
times where abortion was done in unsafe places and kept unreported. If there is substantial
number of abortion practices, one cannot be uncertain on the presence of health and

psychological related complications which can be either short term or long term.

In this study the researcher understood the existence of deviation among the three parameters,
knowledge, attitude and practice. This report in general indicate that women have relatively

better knowledge on abortion but relatively negative attitude but unexpectedly high number of

abortion practice.

Finally the researcher want to emphasize that the collection of data on a highly stigmatized and
sensitive topic is likely to under-represent the true state of KAP on abortion-related issues.
Moreover, the lack of standardized measures for abortion-related data presents a challenge to the
validity and conclusion of the survey findings on this topic.

B. Recommendations
After analyzing the findings of the research, the researcher would like forward the following

recommendations. :

~ As part of safe motherhood information campaigns on the danger signs of complications
following pregnancy and birth, information on safe and unsafe abortion , the danger signs
of abortion and complications and where to seek help should also be included.

=~ Different dialogue and debates need to be organized where women can contribute by
openly giving their true attitudes and opinions about abortion.

~ The prevalence rates of abortion in general and induced abortion in particular are very
high requiring the attention of all concerned bodies. Family Planning is an urgent global
priority. Women and men are entitled to determine the number, timing and spacing of
their children, with access to the appropriate contraceptive methods and health

information and services, as affirmed at the International Conference on Population and
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Development (ICPD). The findings of this study and the results of different studies done
in Ethiopia underscore the importance of addressing the unmet need of young adults by
providing access to basic reproductive health information and youth friendly services that
would enable them to take control of reproductive health decisions. Married women also

have to get the appropriate family planning service and avoid using abortion as marital

contraceptive.
Ethiopian women have not reached at a stage where they can fully exercise their
reproductive health right including preventing unwanted pregnancy. They are the primary
victims from any kinds of consequences that are resulting from avoiding unwanted
pregnancy such as abortion or giving birth in unwelcoming environment. To prevent
poverty arisen abortion cases (often unsafe); broad actions need to be taken to empower
women in every aspect of their lives but especially in control of their reproductive lives.
Women must be able to make their own fertility decisions and have access to and know
where to find safe abortion services in their communities. Men must get involved and
learn to support the women in reproductive health and choice issues. Since strong and
accepted culture and norrhs limit a woman’s ability to seek safe abortion services ,
abortion related programs are required to adopt strategies as to how to address
aforementioned cultural issues.
Better knowledge and implementation of existing laws would go a long way toward
reversing the tragic toll of unsafe abortion. Better disseminating the conditions under
which abortion is currently permitted and making abortion available to the full extent of
existing laws can have numerous benefits, including:

O permitting services to be visible, accessible and affordable for all women

© helping health professionals feel protected in providing compassionate abortion

services

O allowing women to choose among providers

O better enabling women to take legal action when their rights are violated
Alternative Campaigns are needed among health professionals to sensitize them as to
why women have abortions, and to expose and denounce unacceptably cruel and punitive
behavior, including towards women who are in hospital for complications of unsafe

abortions. Campaigns among health professionals are also needed to reduce the stigma of
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providing abortion, and to recruit those who are sympathetic to women's need for
abortion and to train as providers and to make abortion provision an acceptable career
path.

As can be understood during data collection and interview with health professionals ,
Medical abortion is not widely practiced in Addis Ababa. Except Mariestopes
international both government and private hospitals did not start to implement medical
abortion. Since scientific researches indicated the overshadow benefit of using medical
abortion over MVA , SMC and D&C , women are missing the opportunity of minimized
health risks of abortion complications. As a result it needs government’s attention to
record the necessary medical supplies along with essential drugs and facilitate its
availability at all levels of health facilities including public hospitals

During the interview with health professionals, it was found out that public hospitals are
in scarce of appropriate trained human power with particular to abortion ( MVA
application) which inhibited the facilities to provide quality and timely service . Women
are forced to undergo through a long period of pain and are wasting considerable amount
of time in waiting the service. Shortage of medical supplies has also been observed which
aggravates the aforementioned problems. Such bottlenecks require the efforts of all
responsible including development partners.

The number of women with repeated abortion cases should not be neglected. Women
with frequent number of abortion are facing habitual abortion or secondary infertility and
other complications. This large number of women with more than one abortion cases
forced the researcher to question the quality of post abortion care especially family
planning counseling and service provision . As a result improving the quality of post
abortion care services at all levels of health facilities needs to be enhanced.

Finally similar studies should be undertaken in different parts of the country to see the
trends, magnitude and the determinant factors of safe and unsafe abortion. Policies,
strategies, working guidelines and intervention programs should be supported and
emanated from such feasible and updated research. In order to achieve MDG 5 ,
reducing maternal mortality by three quarters, the researcher wants to call for a
systematic and organized effort by all concerned to address the multifaceted problems of

abortion, especially unsafe abortion.
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Appendice 1. English Quantitative questionnaire

ADDIS ABABA UNIVERSITY
SCHOOL OF GRADUATE STUDIES
INSTITUTE OF POPULATION STUDIES
KNOWLEDGE , ATTITUDE AND PRACTICE OF ABORTION IN ADDIS ABABA

Introduction and Consent :
My name is . T'am a data collector to one of MSc student at Addis Ababa University , Population

studies Department. Who is conducting an assessment about termination of pregnancy knowledge, attitude and
practice in Addis Ababa. I would very much appreciate your participation in this survey. I would like to ask you
about pregnancy . child birth, and related issues. This information will help the governmental and non -
governmental organizations to plan provision of comprehensive pregnancy and related services. The
questionnaire usually takes between 20-30 minutes to complete. Whatever information you provide will be kept
strictly confidential and will not be shown to other persons. Participation in this interview is entirely on voluntary
basis and you can choose not to answer any individual questions or all of the questions. However, we hope that
you will participate fully in this assessment since your views are important. Do you have any questions about the
survey? May I begin the interview now?
VERBAL CONSENT GIVEN TO INTERVIEW, CHECK BOX
Research objectives e To assess the knowledge, attitude and practice of women 15-49 on
termination of pregnancy
o To see the associated factors with their knowledge, attitude and
practices.
e Finally to see the gap among their abortion knowledge attitude and
- practices and to forward feasible recommendations.
Research questions Do women (reproductive age) know what safe and unsafe pregnancy
termination are and its benefit / consequences? Do they know safe
pregnancy termination is legal under some circumstances in Ethiopia?
What is the current attitude about abortion among women? What
factors are associated with conservative and liberal opinions about
abortion? Finally, is knowledge of the abortion law associated with
attitude and practice about abortion?
Interviewer  Interviewer code [ | ]
Personnel Field Supervisor Supervisor code [ | ]
Data Entry Clerk Data entry code [ ]

Questionnaire Number
Result code

Completed
Postponed
Refused

Partly completed
Other
(SPECIFY)

S
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Part L. IDENTIFICATION/ General Informatlon

Questions [CODING CATEGORIES Skip to
101 Address Sub city Kebele
102 What is your current marital Currently married ....1
status ? Widowed .....2
Divorced .....3
Separated .....4
Living withaman .....5
Never Married ....6 » 104
103 How old were you when you
first got married? Age at first marriage
104 Can you read or write? FOB wovumniioss s R S R R S BN 1
NG, ol e s ez 107
105 Have you attended formal 5 T O 1
school? IO asnperemimpesmsmsomm s B oo 2——» To no 108
106 What is the highest grade you Grade |  [oiiiiiiiinnnn.. 1-10
completed? Technical /vocational Certificate
i —— ] )
University College / Diploma ............ 14
University / College / Degree............. 15
University / College / Masters ............ 16
107 In what month and year were Month
you born ? Don’t Know month 9998
Year
Don not Know year 98
108 How old were you at your last Age in completed year
birthday? Compare and correct 6
if inconsistent
109 Religion Orthodox ....... 1
Catholic 2
Protestant ......... 3
1.5 11T - 4
Traditional.......ouenes 5
Others [specify] 6
110 Are you working that generate | @ YeS ..co.evviiiiiieniiiiiiiiiieee e 1 115
income to you/your household ? [ b. NO.......cooviiiiiiiiiiiiiiiiiiiienienenes e
111 Do you do this work for a FOR FAMILY MEMBER...........ccccovevrvrnene. 1
member of your family, for Extiployed it GOV ivcisisassumsmsmsmiiemmenss 2
someone else, Employed in private ... sosssssmensene 3
or are you self-employed? Employed in NGO ...ocommimvevasmmmasasmsmns 4
SELF-EMPLOYED .ciisssisvsosssossnssresns 5
112 Are you paid in cash or kind for - T r— 1 114
this work ? i [ SR SO 2 >
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113 If you are paid how much do 08 £ SRRSO —— 1
you get per month 100-500.. .00ttt e 2
SUO-TO0U o scovonas biniiamsmi s iissn i ina ssammes -
19,1182 17 | SR AU S e 4
005167500, . e N D 5
2000-2500.....ccieirinieiareiieeerreiee e 6
L N T — 7
114 Do you usually work at home or | HOME...........ccoevieeiievienerenecne e eveennennes 1
away from home? AW cimpimmimmmneis it s mmammermmom 2
115 Were you born in this district Yes ...oun 1
Addis Ababa (Sub city )? No ....2
116 If no where did you born T oo i aisaveniesvamssoss SRR R 1
Rural Kebele .. mamiansminssa 2
For How many years did you <1 year
live here? 1-3 years
KAP survey on abortion at 3-5 years
Ghana >5 years
What is your ethnicity?

Part II. Knowledge related Questxons

Questions = AR R R | Skip to
201 Have you ever heard about TS ssvsnmee 1
terminating pregnancy B8 cusupramanvyse 2
(abortion)?
202 Have you ever heard about WRE i vinssinanisiertiumenin 1
safe and unsafe termination of [ NO......cccccovirinviinvarninn 2
unwanted pregnancy
(abortion)?
203 Have you ever heard unsafe b2 L 1
termination of unwanted DN v mim ommsmm i dpmcrmian 2
pregnancy (abortion)?
204 Do you know places/persons | Yes ........cccevvnen 1
where unwanted pregnancyis | NO..........ocovienninnnn 2 »| To Q. 206
terminated?
205 What are the different places M = mentioned, NM = not mentioned)

that a woman in this or near
by community can go to
terminate an unwanted
pregnancy?

Circle all mentioned answers

Gov. hospital
Gov. health center ............ 1
Gov. health station/clinic .1
Gov. health post ...coovimvvivie 1
NGO hospital
NGO health center ............ 1

I/ (510 54 1L 0T —— 1
private hospital
private health center......... 1

SER Mo e oW
b
RN NDNN NN
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§-  privateehtic. ..o 1 2

an unwanted pregnancy there
with respect?

k. Private doclor ovesssmssss 1 2
e R 1 2
m. Drug vendor..................... 1 2
n. Other, Specify ................... 1 2
206 Who are all the different e TBA/Trained TBA ...ccooiiriiiiiiiiiiiiiieeieeinnenn, 1
people who can help a woman | ® PRYSIGIAN .o sssumsssissnmosves i sonspmmsassons 2
in this or nearby Community to|® HealthOfficers .......coovvvviiiiiiiiiiiiiiiiiiieinannns 3
terminate an unwanted ® DU o osannsasammmuuenas s N SR s 4
pregnancy? e A He_a.lth worker (in his/her house premise ........... 5
®  Traditional BEAIEE «oc.cisvvimemsnsusssvmsmnsnmannnpmnsmmess 6
e  Health workers working in private health facilities ..7
e Don’t know/remember........... 8
] e Other specify)
207 What problems can happen in | NM M = mentioned, NM = not mentioned)
a woman after terminating =1 =2
pregnancy ? Vaginal bleeding .................. 1 2
Other vaginal discharge ...... 1 2
Abdominal Pain ............cc.uuee 1 2
FOVRE s uacnceriraassinvnsspsoninin sussnssamis 1 2
Other (specify)
208 How likely is it that a woman | Always experience the problem..................... 1
who went to a health center | Sometimes experience the problem............... 2
or a hospital to terminate an Do not experience the problem.,,,.................. 3
unwanted pregnancy will Don’t
experience a serious health BTN om0 6 R SR B 8
problem afterwards?
209 How likely is it that a woman | Always experience the problem..................... 1
who went somewhere other Sometimes experience the problem..................2
than to a health center or a Do not experience the problem...................... 3
hospital to terminate an B0 A v, R — . 8
unwanted pregnancy will
experience a serious health
problem afterwards?
210 Do you think that the nearest j - S 1
hospital /health center has 7 —— 2
sufficient equipment and NOLSUTE.. o vonvo s
supplies to help women safely Do not know.....8
terminate an unwanted
pregnancy?
211 Do you think that the staffsat | Yes................ 1
nearest health center treat MOisvsrrscesmapss 2
women who want to terminate | Not sure............ 3

Do not know.....8
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making abortion legal?

It neither aggravates abortion nor minimizes unsafe
abortion................. 4

212 Is it legal for a woman to Yes for all reasons................ 1
terminate an unwanted Yes with some specific reasons.....2
pregnancy according to the NBisemmnnngains 3
government of Ethiopia? Not sure............ 4
213 From where did you get the Media ( Radio , Television , News paper)
information'? @000 | essmesienumensene s s mnma e e s 68 s o ok 1
PICTIR 3 xumvonwsind s SEueemamaso sas D oSN b AR 2
Eamily sossnowiistommisessmsrasnianes AR 3
Health CEnters .. vavemmsrmmmasssmssnii i 4
121115 )| BN e r PRSI S oI SUNCE T
Religious places .........cocvevevivinieniiineriniinnnnn. 6
AT WOTKPIIOE ooivornmmensiisnven vanmamsssndmsmmmsmemnn 7
Other , specify
Part II1. Attitude related Questlons
A Questions™ 4= ¥ L NRIRIRE COJING Cale SOries b wvana s S e e 7 Skip to
301 If a woman becomes ( 1. Yes
face) unwanted pregnancy | 2. No = To Q. 303
can she go to abortion 3. Do not Know
services ?
302 If yes why ? a. A woman who does not want to give birth on
whatever reason should get abortion services
.................................................. 1
b. Abortion is a human right issue ............ 2
c. Abortion is a safe medical procedure .....3
d. In case of incest or rape , abortion is a best
AHETRAHVES. convsismspeisvmrmmsmsnssisy s ress 4
303 If you no why? Circle all mentioned answers
a. Life begins starting from conception ..................... 1
b. Abortion is taking human life..............ovviiiiiiinnnn 2
¢. Abortion should not be considered as contraception....3
d. Unwanted pregnancy can be solved by adoption....... 4
e. “A child can up bring by his/her opportunity”........... 5
f. A woman who undergo abortion will face negative
OBIEIE. ssusnsanisvissvimssm s s 6
304 Do you agree if abortion is | Strongly agree ..............cooevvnnns 1
liberal and legal? BEIBR: o omumumsumisiis oS GE R 2
FAIE ..ovoissismsisvinssssrssnsossunsass 3
DON’LAZLEE .ovvevereresnossnsennransns 4
Do Ot KOOW: iusisinssssviivaimminens 5
305 What do you think would | It aggravates abortion ............ccovveeennns A 1
be the out comes of It minimizes unsafe abortion .................... 2
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306 If you had a friend or ' T TE—— 1
family member No .. - |
experiencing an unwanted Not 111y AR 8
pregnancy do you advice
her to a health facility for a
doctor or nurse to help
terminate the pregnancy?
307 If you have faced ( will B GOV BORNL sssmms o minsses sismsmes mnsmad i b 1
face) unwanted pregnancy | b. ADOItION ......oovviniirininieririiiineniinieananans 2
due to rape , incest ,... c. Dismissed from the village ................. 3
what would be your A Sl s imsis et A
decision? €i OB SDEEITY s v sonames s hainssrimmmanaweba b gnanss 5
Part IV. Practice related Questlons
Questions *[COUIND CAlCOTIES | — L s A DS et 1750 Qi 1)
401 | Have you ever been pregnant ? L YO8 wusnironmaiarsnassiimsiiaas s semmss 1
TR — 2
402 | How many times
403 | How many pregnancies ended in
live births?
404 | What was your age when you L m———— 1
have given birth for the firsttime |b. 20-24 ...........ccceviiiinininns 2
B 252D i 3
. 303 oarinsisiabasaes s 4
R 5
f. 40-44.. .. ..o, 6
T L 7
405 | Number of children Total
Boys
Girls
406 | Check number mentioned in Abortion .......cvvviiiiinnnn. 1
402=405 , if number mentioned ML BITEE - - s nsinmismmiensn 2
in 415is less than number
mentioned in 403 , ask
What happen to the remaining
pregnancy ?
How many pregnancies ended in
abortion ?
407 | If abortion what was the nature SPONLANEOUS: . s: ssasiscnsminssns s siwivss 1
of the termination Induced ...ocusmmsspmssesis sy .
/miscarriage/abortion?
408 | When this last abortion happen? | Duringlast year .............cooovvviievniininnns 1
Druring the 188t 15 Years .cseesssnsisasiss 2
Laterthan S years ...........ccoovvveiiin.... 3
409 | What was your age when you O L P 1
terminated your pregnancy for b, 2024 .vonsniinninisiosnmnsanainisis 2




the last time? ( recent) 8. 2520 cinncnvesmmmmnasnanavemmssnnen 3
o 1) L 7 U 4
T —— 5
£ A0 e 6
B 59, 7
410 | If you terminate your unwanted | Desire of small family size........... 1
pregnancy , what was your Education . employment ............. 2
reason to do so? POVRIEY 5 sosivmmmommn ims s sans B, 3
Having enough children .............. B
A relationship with friend ........... 5
Being unmarried ...........cocveeiinnnnn, 6
Urban rural migration ................. 7
e em— 8
411 | If you terminated your pregnancy | a.- Health center/Hospital ................ |
where did you go to get the b. Other than health center/hospital ........ 2
services
412 | Did you tace any oulcomeaiter | & YO0Risrvevss siviiissasassosissakssusiss smsssons 1 415
you went through the abortion B Woiscewsmnmmnmisssvsmssiusmmssnsiind T
process?
413 | If you have faced negative
outcomes after the abortion you | Vaginal bleeding .................. 1
went through can you mention Other vaginal discharge ........... 2
some of Abdominal Pain ..........cccoevevnvnnnn, 3
MULTIPLE RESPONSES FOVeT oo 4
POSSIBLE CIRCLE ALL Other (specify)
MENTIONED
414 | What did you do when you faced | a. I went to health center /Hospital............ 1
negative outcomes after the b. Iabandonedit..................... 2
abortion?
415 | If you terminated your pregnancy |- O —— 1
, did your husband, fiancée , NO v, 2
friend know your termination of
pregnancy ?
416 | If you terminated your pregnancy | a. Supported / encouraged ............ 1
, what feedbacks did you get b. Neglected/rejected.........covvevnnn... 2
from your family/friends ? 8 Neatral sinissnisimsiaiirsisnnag 3
417 | If your husband/friend/fiancée CONBBIVAIIVE .ovvonrmnomsnnsnsssmnenmsssns 1
know about your pregnancy LADOI] woinvinsciimnarsmansanninnsimd s 2
termination what was his attitude Do 0t KOO 05 i swmissmsmsnssmmmns oo 4
towards abortion?
418 | Are you pregnant now? WY wacimiasiarpipss sV s vy 1
NO covomussinmocsmmswssssismsons 2
LIDSULE: vosimimmisspmomsvsnsssiusssissinss 8
419 | How many months pregnant are | Months ] | [

you?
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420 | At the time you became pregnant | 1. Then .....ccccvvvniiiniiniiiiicncniecennn, 1
did you want to become pregnant | 2. Later ........cccoveiviiiiiiiiniinninnninnnen. 2
then, did you want to wait until 3. Notat All ...covveirieeieeereereceee e 3
later, or did you not want to have
any (more) children at all?.
421 | Are you currently using any Lo, Nl s ronmsn i i S M v SR
contraceptives ? &7 DU cxvpssoninssnen iuuin ity i i et 2
If yes what methods are you Pill .....1
using ? IUD ;.2
Injectables ....3
Foaming tablets ....4
Condom .....5
Female sterilization .....6
Male sterilization ...... i
Implants .....8
Rhythm Methods .....9
LAM. czieosis 10
Withdrawal...... 11
Other[specify]
422 | Have you faced unwanted | "2 P e ———.
pregnancy ? T U T 2
423 | If you faced unwanted pregnancy a. Idid not know contraceptives
what the reason ? b. Iknow but I did not use contraceptives
c. Iknow and used contraceptives but I
faced unwanted pregnancy
424 | Do you know a family 1. Yes
member/friend /neighbor who 2. No b 426
had terminated pregnancy during
the last year (12 months)
425 | If so, how many were they?
426 | Have you ever heard about or p o 1
known a woman who died [ . 2
immediately or with a few weeks Not SULC... vuisvesnsd
after terminating an unwanted
pregnancy?
427 | Have you heard about or known T - 1
a woman who died immediately - S [ — 2
or within a few weeks after c; Not sure.....suseen 3
terminating an unwanted d. Do not know....... 8

pregnancy in the last 12 months?
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Appendice 2. Amharic Quantitative Questionnaire

ARN0 ANO RL0Ch

e0Y - AHA TS

NALN ANN 22D NA“TILCT £A ho-+T T hooAhht AS A998

av(Lf ASG LPK

mS SOTAT!

oy, POLAA APF NAZO ANN RLACHT NZVL 9°44 heA MO VNN TST T9°VCT
SN ACTHS AS L TAPT AL Povavldf TG17 hPALT AAT@ $°0et Ut aolB APANGND- T@-::
ALY NAACOER ACTUS AS FLEAC TACT? aodB ART74T VTS AmBPAU:: TGk ACTHS hS HLLAr
FAET AL AYING a0 FINT AT a0 IR AAPT RCERT Tl LAD WS U hPS ANATAT APANS
PEFPA: ool @3 AaeONNAN h 15-20 L% P2L.oNE ALP? MLV TST aoAFe NLPLTTT AL Plaohlel
e POLAMl ool OTANT CLOMC PULaNd  APF (PN oulBPF PO RTC T DAR RTC AS O9C
ACI8MET o190 N1 ARTINPT) avlBm9° AT @9° ONEE @17 POILTANT 1@ PTG ET hA9T Navl 5
TG AL AooA§ aof LPLETF AILTLAM W F9T00SAU:: 293 @9° TLE WAL 97301 LTAN: $A

me+3 avfaoC KTFAAU-? ]
PLA 42L& hhar ¢ \ °ANT LadI°ar
Pha- 1 2a 20 oMPP £2L10- PAma hg [ | ]
aolR OLhP>EC LRMNar Ao hg | | I
P20 oomBd TC :
Pm.S t&ao- OI°
h& i hhtog +NA,
LA aomLd: @mul 1. FmSd
2. FAA&A
3. Nhé&AtmSEd
AA hA
270 )
NEA AL | evAf | MPAA avlh
TEL LT : - oot ol VTET, o oot e 500 W2
; T : T.L04
101 | AeN nain heey PN
102 | P1°AC U3 : i (| 1
PN 2
Phdd i
*PHALY .....4
*f@3L IC P7ISC ....5 4
lean .6 I [ | oe 5. 104
103 | AeoBanlf U AL N1 haodl- ATy i
1047
104 | 9N 7S ooRG &TAA? SR cininerssannmsiEaien s 1
P ML,
FAATAT .o 2 | | 107
105 | @020 1-9°UCT 0t MFPA ? AL i 1
> oL T
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Appendice 3. Interview questions guide with health workers selected health facilities

1. General
e What is your profession?

o Respondent category: Mark [ V ]
= Medical Director [ ]
= Medical Doctor [ ]

= Nurse [ ]
= Counselor [ ]
=  Other, specify []

o Specialization
e Sex of respondent Male [ ] Female [ ]

¢ How long have you been working in this profession? [ ]

e How long have you been working in this facility? [ ] Months (convert it to months)

e How long have you been working on abortion and related issues in this facility? [ ]

e What is your responsibility in this organization ? What jobs do you do here?

¢ How many years did you work in your profession?

e How many years did you work in on RH and related Mat Health: How many on abortion?

2. Background about women ;

. How did you see the educational background of women who are coming to get CAC
or PAC service? / How would you compare abortion service utilization
o proportion are secondary level, primary level, illiterate?
o What socio-economic class are they: proportion higher class, middle, and lower
class?
o between older and younger females?
o educational level affect use of the service
o marital status affect service utilization
o economic status affect service utilization
o distance to the health facility
e How did you see the parity of women? How do you see the women s marital status? Be
careful with generalities. Divide women into analytical categories, like unmarried,

divorced, widowed, polygamous, etc.
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