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Abstract
Background: Adolescence is a powerfully formative time of tridiog to adulthood, roughly concurrent
with the second decade of life. Globally, As masy2&b million adolescent women seek abortion eaeln,y
and nearly 70,000 women die from complicationsteelato unsafe abortion, of which almost half are
women under the age of 25. Five million out of astineated total of 50 million induced abortions
worldwide occur in women aged 15-19 years.
The aim of this study was to assess the knowledtigide, practice and associated factors of adetds
girls about safe abortion in Boloso Bombe highost in October 2013GC
Materials and Methods School based cross- sectional study design s@agd and the study was done from
September 28 to October 29, 2013. A systematicormansBmpling technique was used to collect data by a
pre tested self administered questionnaire from &¥@escent girls. The data was analyzed by usigSS
version 20.0, bivariate logistic regressions wasedto identify candidate covariates for multivakeab
logistic regression. Back ward variable eliminatrapthod use for identification of the candidateartes
for the final model.
Result: -Out of the sampled 278 adolescent girls, 261aeded to the questionnaire yielding a response
rate of 93.9%. One hundred sixteen (44.4%) werenvkeugeable about safe abortion while 145 (55.6%)
were not knowledgeable about safe abortion. Thdekeacent girls who had history of pregnancy wegd 1
times more likely knowledgeable about safe abortitan those who did not have pregnancy history: RAO
(95 %ClI) = 1.37 [1.14, 2.81] and those girls whaédoy friends were 1.61 times more knowledgeable
about safe abortion than those who did not have®®RA(95 %Cl) 1.61(1.02, 2.36]. Out of the total
247adolescents who had heard about abortion, (38%d)favorable and 47% had unfavorable attitude
towards safe abortion. Educational back groundabhers’(Grade 9-12), educational back ground of
respondents and previous history of experiencirgtaim showed statistically significant associatisith
attitude of adolescents towards safe abortion; [AOR % CI=3.01(1.33,8.95)], [AOR (95 %CI) = 0.42
(0.25,0.75)] and [AOR (95 % CI) = 1.90 (1.42,2.383pectively. Total of 49(18.8%) of the adolescérats
become pregnant, 34 (13.0%) had faced terminatfopregnancy and out of those 34, 21 of them had
practiced safe abortion.
Conclusion and recommendation
The knowledge of adolescent girls about safe atoris insufficient. Sexual and reproductive health
education through health extension programs andrabhool based behavioral change communication
channels in the form of mini- media outlets; schbealth clubs for peer discussion should be secired

school.
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INTRODUCTION

1.1 Back ground
Abortion is termination of pregnancy before fetalhility, which is conventionally taken to be
less than 28 weeks from the last normal menstreiabg (LNMP). If the LNMP is not known, a
birth weight of less than 1000gm is consideredlestaon and there are two types of abortions;
safe and unsafe the WHO defines an unsafe aboasoria procedure for terminating an
unwanted pregnancy by persons lacking the neces&dly or in an environment lacking the
minimal medical standards, or both.” When abortisrperformed by qualified people using
correct techniques in sanitary conditions, it ispngafe (1-2).
Abortion is a sensitive and contentious issue wehgious, moral, cultural, and political
dimensions. Abortion is also a public health condarmany parts of the world. More than one-
qguarter of the world’s people live in countries wéehe procedure is prohibited or permitted
only to save the woman'’s life. Yet, regardlessagal status, abortions still occur, and nearly
half of them are performed by an unskilled praatiéir or in less sanitary conditions, or both(2).
Levels of unintended pregnancy vary across sosiedied over time; however, because no
reversible method of birth control is perfect amivfhuman beings use methods perfectly,
women will always experience unintended pregnandésis, there will always be a need for
abortion, and for safe abortion services. Of ameged 44 million abortions that take place
globally each year, a rising proportion—now aboatf-k-are medically unsafe. Virtually all
unsafe abortions occur in developing countriesntak devastating toll on women’s health and
lives (3).
Over the past two decades, the health evidenchnaémgies and human rights rationale for
providing safe, comprehensive abortion care hawdved greatly. Despite these advances, an
estimated 22 million abortions continue to be paenfed unsafely each year, resulting in the
death of an estimated 47 000 women and disabifitiean additional 5 million women (4).
In Arica, out of the 6.4 million abortions carriedt in 2008, only 3% were performed under safe
conditions and the World Health Organization (WH&timates that every year, nearly 5.5
million African women have an unsafe abortion. Aany as 36,000 of these women die from
the procedure, while millions more experience shartong-term illness and disability (5, 6).
In Ethiopia, one in seven women dies from pregnaetted causes and unsafe abortion is a
major contributor to the maternal deaths that ocaonually. As some literatures indicate

throughout Africa, safe abortion services were llggastricted and unavailable. Being aware of
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the growing death toll from unsafe abortion andeottelated causes, advocates, providers and
policymakers sought legal reform in Ethiopia andgeal the abortion guide and procedure in
2005. The guide and procedure allows safely indwdmattion to save the life of the woman,
under conditions as rape, incest, and fetal abndgnahysical or mental disabilities and for
minors who are unable to raise a child. Followingttin 2006, the Ethiopian Ministry of Health
issued technical guidelines for safe abortion ses/(7).

An estimated 215 million women in the developingridohave an unmet need for modern
contraceptives, meaning they want to avoid pregndmt are using a low-efficacy traditional
family planning method or no method. Some 82% ohtemded pregnancies in developing
countries occur among women who have an unmet ferednodern contraception so that
reducing unmet need for modern contraception iseHective way to prevent unintended
pregnancies, abortions and unplanned births. Unsdifertions have significant negative
consequences beyond its immediate effects on wanter@lth. For example, complications from
unsafe abortion may reduce women’s productivitgreasing the economic burden on poor
families; cause maternal deaths that leave childretherless; cause long-term health problems,
such as infertility; and result in considerabletsde already struggling public health systems.(8)
Safe abortion has the potential to prevent nedrlgeaths (70,000) and disabilities (5 million)
resulting from unsafe abortion annually. Econontycilsaves an estimated US$680 million in
health-system costs for treating serious compbeatidue to unsafe abortion, US$6 billion to
treat post abortion infertility from unsafe abortiand US$930 million to society and individuals
in lost income due to death or disability resultfrmm unsafe abortion. It further allows women

and families to address consequences of contraeepiethod failure (9).



2 LITERATURE REVIEW
2.1 Magnitude of the problem

The World Health Organization defines unsafe abortas a procedure for terminating a
pregnancy that is performed by an individual lagkihe necessary skills, or in an environment
that does not conform to minimal medical standaasboth (1).As many as 2.5 million
adolescent women seek abortion each year, andyn&000 women die from complications
related to unsafe abortion, of which almost hadf\@omen under the age of 25(10).

Nearly half of all abortions worldwide are unsadad nearly all unsafe abortions (98%) occur in
developing countries. In the developing world, 56#4@ll abortions are unsafe, compared with
just 6% in the developed world. The overall abartrate in Africa, where the vast majority of
abortions are illegal and unsafe, showed the SoutA&ica sub region, dominated by South
Africa, where abortion was legalized in 1997, has lowest abortion rate of all African sub
regions, at 15 per 1,000 women in 2008. East Afniaa the highest rate, at 38, followed by
Middle Africa at 36, West Africa at 28 and Northrisa at 18 no decline between 2003 and
2008, holding at 29 abortions per 1,000 women dtibbaring age. More than 50% of the world
population is less than 25 years old, with onehne¢ people aged 10-24 years. Five million out
of an estimated total of 50 million induced abarsoworldwide occur in women aged 15-19
years. In most developing countries, abortioregally restricted or highly inaccessible, which
leads young women to seek abortion services froskilead practitioners often leading to
incomplete, septic abortions and massive bleedwigch can result in permanent injury,
infertility, and death(1, 2&10) .When women want limit or postpone childbearing, but
contraception is not used or used ineffectivelytloey are forced into nonconsensual sex,
unintended pregnancies occur: some are terminateddoiced abortions while others result in
unwanted births. Where abortion laws are restriciecafe abortion services are not widely
accessible or are of poor quality, women resortuteskilled providers, risking serious
consequences to their health and well-being(3).

A study conducted by Mulugeta K, (2003). To asselsat unmarried young girls do when they
get pregnant. Shown 104 (52%) of the respondexdisteey abort the fetus, without stating the
method of abortion. Twenty eight (14%) said usiraglitional methods and 5 (2.5%) said they
abort in hospitals. Others said they commit suici@ (21%), deliver the child 17 (8.5%),

abandon the child and run away, while four (2%)mbtl have any response (11).



According to KAP study conducted by Lussy J. Palakd his colleagues on illegal abortion

among secondary school girls in a Goma distriegnDcratic republic of Congo, the different

sources of information for abortion were the rafl6.2%, 217), friends (31.7%, 104), parents
(1.5%, 5), and the church (0.5%, 2). The healtrseqnences of illegal abortion mentioned were
death, infertility, infection and bleeding. Of tlparticipants, 9.8% (32) had experienced an
abortion before and 46% (151) knew where to obtnortion services; 76.2% (250) of

participants were against illegal abortion, whild.846 (78) supported (12). Another study

conducted by Nasir T. on 2010, on the assessmaeaitittfde of the adolescents in Jimma town
towards the (emergency contraceptive) EC utilizaibowed that more than 2-thirds of students
who knew about EC believed that they would use E€&r anprotected sexual intercourse and
63% of them agreed to advice friends or relativestake emergency contraceptives after
unprotected sexual intercourse (13).A study coretudiy J. Paluku and his colleagues on
Knowledge and attitudes about induced abortions ngmifemale youths attending Naguru

Teenage Information and Health Centre, Kampala,ndga 2013. Show that one hundred
seventeen (36%) of the youths had been pregnaotebahd 66(56.4%) participants had lost or
terminated a pregnancy in the past, 49 (74.2%) Uratergone abortion (14).A study done by
Shimelash B. Knowledge about the legalization adrabn accounting for 48.21% and more

than half of the respondents has no knowledge abeutgalization of abortion which accounts

for 51.79%(15). According to a study done in KemyaAyo A. and his colleagues, 1991 on

Knowledge, Perceptions, and Practices of adolessexiality, same-sex relatives and friends
play more important roles in providing access goreductive health information (16).A study

conducted by Yu Fengxue, and his colleagues, oitudés toward adolescent pregnancy,
induced abortion and supporting health servicesrgntogh school students in Phuttamonthon
district, Nakhon Pathom province, Thailand. MarcBl2 Shown the level of education

significantly associated with attitude toward inddcabortion and supporting health services,
higher Grade had more positive attitude toward @eduabortion and supporting health services
than the lower Grade (17).

Since knowledge and utilization of modern contréigepis one of the major determinants to

avoid or reduce unwanted or unintended pregnanaietydy conducted by Dorah U. and his
colleagues on this issue in South Africa, 2012.déd out of 273 adolescents included in the
study, 206(75%) indicated that they had knowledgeus the different contraceptive methods
(18).



2.2

Prevailing beliefs & attitudes, values & norms henéccess of abortion care to adolescents so
those Social barriers need to be addressed bydmmgvcommunity leaders & members with
accurate & update information, & stimulating dissios on: - the benefits of providing
adolescents with safe abortion care as part ofwvemall package of sexual and reproductive
health services and still unsafe abortion is seean optional method of terminating pregnancy
among many adolescent girls of under developedtdesnas revealed by different studies
conducted on abortion.

Legalization of Abortion
International and national law in most countriestects freedom of thought, conscience and
religion and allows health-care providers to reftseprovide abortion services; this must be
balanced with governments’ obligation to ensure Wamen have access to providers who are
willing to offer safe abortion care. To achieve thedance in between the unmet need of safe
abortion care and the existing health service edldinitations, in countries where abortion is
permitted on broad legal grounds, it is generadlg sAround the world, where abortion is highly
restricted, it is not necessarily less common thlgewhere, but is almost always less safe and
this is reflected in country levels of pregnancglated death and disability (19). A literature
regarding facts on induced abortion worldwide iecides and trends showed that, both the
lowest and highest sub regional abortion ratesrateurope, where abortion is generally legal
under broad grounds. In Western Europe, the rate2iper 1,000 women, while in Eastern
Europe it is 43, the rate is 29 per 1,000 womechdtibearing age in Africa and 32 per 1,000 in
Latin America regions in which abortion is illegalider most circumstances. East Africa has the
highest rate, at 38, followed by Middle Africa &, 3Vest Africa at 28 and North Africa at 18 per
1,000 women of childbearing age. In South Afridee abortion rate is15 per 1,000 women of
childbearing age and it is generally permitted ooald grounds. In South Africa, the annual
number of abortion-related deaths fell by 91 %réfie liberalization of the abortion law in 1997
(8 &19).
On May 9, 2005, the Ethiopian parliament revisesl ¢buntry’s antiquated penal code, paving
the way for major reform of the law related to almor. According to the new law a woman can
legally terminate a pregnancy under the followimguimstances: When, pregnancy results from
rape or incest, when the health or life of the woraad the fetus are in danger, in cases of fetal
abnormalities and for women with physical or mendaabilities and for minors who are

physically or psychologically unprepared to raisghéd. The revised law also notes that poverty



may be grounds for reducing the criminal penaltydioortion. Although abortion is legal under
certain circumstances, it may be still punishalyi@p to three years in prison (20).

Abortion service seeker women's characteristiesagsociated with their reasons for having an
abortion: With few exceptions, older women and medrivomen are the most likely to identify
limiting childbearing as their main reason for ghwr (16).

To ensure that women are able to access safedegates, protective provisions must be put in
place by lawmakers, health ministries or healtle gapfessional associations. Providers opposed
to abortion who refuse service without oversiglanira health system may completely deny
women legal abortion. In addition to adopting thendards below, health ministry’'s should
monitor the practice of conscientious refusal teuga that women have access to safe abortion
services regardless of where they live and thatitfas are adequately staffed by providers
willing to provide service(22).

When the health professionals conscientiously elgeprovide the abortion care:-

Below are five standards which should be includethe legal or regulatory framework for the
Provision of abortion services. As stated by P&kyster, Senior Policy Advisor, Ipas.

If a health professional refuses to provide ledmaireion services, that provider then must refer
the pregnant woman to a practitioner who is williagperform the abortion.

Health-care providers must provide women seekintetminate a pregnancy with information
on legal abortion services.

Only health professionals directly involved in thevision of abortion are able to object to
providing the procedure.

Health-care providers, regardless of their religioumoral objections, have a duty to perform an
abortion if the woman will suffer adverse healtmsequences if the abortion is not promptly
carried out.

Only individuals—and not institutions—have a righitobject to providing abortion service

A study conducted by Neesha Goodman, and his ¢pléssg about awareness of safe abortion
care in Ethiopia. “Awareness is knowledge gainadugh means of information. Importantly,
Ethiopia’s educational and community-based initedi lack a curriculum geared towards
educating Ethiopians about reproductive healtheissparticularly in rural areas. Until recently,
there has been low importance placed on increasiregeness through educational initiatives. In
view of the gravity of the current reproductive liegroblems, and as the Ministry of Education
;( MOE); is the sole responsible body for reprotuechealth educational initiatives in schools”

in Ethiopia to address it to adolescents (23).
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2.3 Abortion and maternal health problems
Globally 13% or 1 in 8 maternal deaths were duartsafe abortion, Worldwide there were 30
unsafe abortion deaths per 100 000 live births, 62@l deaths (29 000) due to unsafe abortion
occurred in the Africa Region .Around the world,t@d 22 million unsafe abortions taking
place annually, the estimated 3.2 million unsaferédns worldwide were in 15-19 year s old.
Globally the case—fatality rate is some 350 timeghdr than the rate associated with legal
induced abortions in the USA (0.6 per 100 000 admas) (23-25).According to WHO, unsafe
abortion remains one of the four leading causesregnancy- related death and injury around
the world, along with hemorrhage, infection andhhiglood pressure in connection with
childbirth. Although great improvements have bee&ensrecently in the global maternal
mortality rate, the proportion of deaths attriblgéatn unsafe abortion is holding steady at 13%.
This translates to 47,000 deaths each year, almlbsbccurring in countries with highly
restrictive laws. Another eight million women sufferious and sometimes permanent injury as
a result of complications from medically unsafe réba. Births stemming from unintended
pregnancy are also costly to the federal and ggateernment (26).Some estimates claim
legalized abortion accounted for as much as 50%hefdrop in murder, property crime, and
violent crime between 1973 and 2001. Teenage girimarried women, and poor women are
more likely to have unintended pregnancies, andesumwanted babies are often raised in
poverty, their chances of leading criminal livesadulthood are increased in9similar way a
finding from the Guttamacher institute study onsggegs why women get an induced abortion,
“according to finding from Zambian study, 81% of men hospitalized for abortion
complications were students who did not want thegRancy to interrupt their education,
similarly, a Ugandan study concluded that the buolk abortion patients were young,
single(21&27).



2.4  Conceptual frame work for safe abortion:

Knowledge of
Abortion law
of the country
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Knowledge of safe abortion

1LC
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Cultural and health
facility related factors
-Availability of medical
equipments and drugs
-Having boy friend
-Preference of place for

abortion

Reproductive
health related
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pregnancy
-History of abortion
-Experience of
sexual intercourse

-Age at first abortion

Figure 1: conceptual frame work of factors knowlede, attitude and practice affecting safe abortion



2.5

7
°e

Rationale of the study

Since the subject of adolescent sexuality remaai®d and hidden in most societies and
cultures, there is a widespread ignorance amongg/qeople of the risks associated with
unprotected sexual activity. Being adolescentdés rhost sexually active group; adolescent
reproductive health problems like teenage pregeaneabortions, sexually transmitted diseases
(STDs), HIV/AIDS, are increasing with serious camsences on the health of adolescents which
can result in life time health risk and reducedduaivity. So, this study will help:-

Provide adolescents with access to reproductivihhsarvices including essential reproductive
health information, education and counseling sesvibat are critical areas to reduce morbidities
and mortalities associated with unwanted pregnamoy unsafe abortion among tomorrow
mothers.

Policy makers and program managers identify aréasction for the provision of adolescent
reproductive health services based on the gapsfiden

Put base line information for such study in thalgtsetting or similar setting.
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3.1

OBJECTIVES
To assess knowledge, attitude, practice and assddectors of adolescent girls on safe abortion

in Boloso Bombe secondary high school in 2013GC.

Specific:

To assess the knowledge of female adolescent studkrarding safe abortion
To identify the attitude female adolescent studemtsards safe abortion

To determine the practice of safe abortion amontafe adolescent students

To identify the associated factors with knowleda@itude and practice of safe abortion

10



4
4.1

4.2

4.3

4.4

4.5

METHODS AND MATERIALS
Study area

Boloso Bombe is located in Southern Nations Natibea and Peoples Regional State
(SNNPRS) and found in Wolaita Zone, 254km away fidawassa, capital of SNNPRS & 54km
away from Soddo, capital of Wolaita zone. The disthas area of 21858K& its altitude
ranges from 1320 to 2200m.The demographic profilth@® year 2005 EFY shows that the total
population of 103960 (M= 51252, F= 52708 with sexiar of 0.97) from which 24512 are
women of child bearing age (15-49) and 4061 areebgnl number of pregnant women. There is
one high school named as bombe high school and resingp of grade 9 and 10.There are 4
health centres (HCs) and 17 functional health posthe district and 1 health centre in the
bombe town health centre is providing comprehenah@&tion care to surrounding community.
About 93% of district population lives in rural asand the rest 7% lives in semi urban areas
(28).

Study period

The study was conducted from September 28 to Oczthe2013.

Study design

The school based crosses- sectional study was used.

Source population

The source populations for this study were all fienaalolescent students aged greater than 15
years attending Boloso Bombe secondary high sahaohg academic year 2012/2013.

Study population

The study population were female adolescent stadefiage in between 15 to 19 years who are

attending Boloso Bombe secondary high school duaoaglemic year 2012/2013.
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4.6

4.7

Inclusion —exclusion criteria

Inclusion criteria: female adolescent students in age ranges of 16 19 years
Exclusion criteria: Adolescents who were out of the age range.

Sample size determination

Sample size was calculated by using the singlelptipn proportion formula as follows;

7 2
% -
nZ[ E] p- p)

Where n-sample sizes, P- proportion of adolescbat® knowledge on safe abortion,Z
confidence level and E- desired margin of error

To get a maximum sample size, P =0.5 was used thighassumption that proportion of
adolescent girls who practice safe abortion is S0%e no local study was available showing
prevalence of safe abortion, Z=1.96 reliability ffioceent for 95% confidence interval for normal
distribution and E=0.05 to get maximum sample aizé& minimize errors related to sampling.
Thenn = 384

There are 365 girls in grade-9 and 385 girls irdgra0 (total of 750); and this yields sampling

fraction

Where n is initial sample size and N is source patmn. Since sampling fraction is larger than

5% (0.51>0.05) finite population correction formigdaused as follows
nox* N
T N=D
Where nf- is final sample size, no- initial samgiee and N- source population size and

nf becomes
nf = 253

To compensate non response rate, adding 10% centiggsample size becomes
nf =278

This sample size (proportion of study subjects) alaxated to both Grades depending on
source population size composition.
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4.8

4.8.1

Sampling procedure

The sample for this study was drawn from sourceufajn by using systematic random
sampling. This was done by first calculating sangite and allocating proportion to grade 9 and
grade 10 based on population size giving eacheshttheir own rows of seats.

Sampling Frame:

Selection of the study subjects was done by fituwating sample size and allocating
proportion to grade 9 and grade 10 and into eaatsalepending on the number of allocated for
each grade (see Figure 2).

13



Schematic presentation of the sampling frame:

Boloso Bombe high
school

Grade 9
Grade 10

Total of 365 girls
J Total of 385 girls

135 girls were included 143 girls were included

te allocation

Proportionate

allocation

Total sampled 278
adolescent femal

Figure 2: Sampling framghowing the inclusion of study respondents.OctobEd
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4.9 Data collection instruments
A self-administered; structured questionnaire wsedufor data collection. The questionnaire was
prepared first in English and then translated tdharnt language for convenience.

4.10 Data collection procedure
The empty hall was obtained for the respondents fithbe inclusion criteria from both grade 9
and grade 10. Grade 9 and grade 10 were givenf@raht rows of seats and the every 5th
respondent was selected among each grade ash# isterval determined to include the study
subjects, then all of them were oriented over timm and the procedure how to fill the
guestionnaires step by step being with the dateatan facilitators. Those adolescents bellow
the age of 18 years were told the purpose of gaardbnsent and provided with the readymade
consent form asking the consent of their guardiani$ien we appointed them to bring the
guestionnaires by the next morning after havingdiby their own. If they are below the age of
18 years, for those who obtained the parental ecdrthat they can fill the questionnaires unless
it is possible for them to return it back to theéadeollection facilitators.

4.11 Data quality control
Facilitators for data collection were given 2 daydraining on how to orient the filling of self
administered questionnaires and its ethical conc€tose supervision and follow up were
conducted on the time of data collection by then@pal investigator. Five percent of the
guestionnaire was pre- tested in the Areka preparand senior secondary school before data
collection to check its consistency and convenieiiten after making necessary modification
to the data collection tool, data was collectedhia study setting by using the modified tools.
The data collection instrument was partially addpfeom Palestinian family planning and
protection association-PFPPA; Baseline survey &efwasafe abortion questionnaires (29).

4.12 Operational definitions
Conscientious objectionin the health-care context, conscientious objeci® the refusal by
health professionals to provide treatment thay thppose on religious or moral grounds.
Knowledgeable- one who answers 6 and above 12 of the questaated to concepts of safe
abortion.
Favorable attitude-refers to scores of individual responses havingvilees greater than the
mean score for items of attitude questions ashgeLikert’s attitude scale measurement
Safe abortion practice- a procedure for terminating an un-wanted pregnéycadolescent girl

by using qualified people using correct techniquieder sanitary conditions
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Adolescent girl -a girl who is in age range of 15 and 19 and whaitending education in the

study setting
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4.13 Data processing and analysis
Data entry was done using Epi data version 3.1 #gorted to and cleaned, recoded and
analyzed by using SPSS version 20.0. Errors rel@atédconsistency of data were checked and
corrected during data cleaning. Univariate analysish as proportions, percentages, ratios,
frequency distributions and appropriate graphics@ntations was conducted. Bivariate analysis
of each variable like socio-demographic and repctde health related ones were done for
knowledge, attitude and practice of safe abortignatlolescents. And in bivariatete analysis;
predictors with the P-value<( 0.25) were taken as candidates for multivarialagiskic
regression analysis. Variables with P-value (.25) were entered together to obtain the
variables that are to be in the final model andlvaard logistic variable elimination method was
used. Variables with-P value (< 0.05) are seleatatiused in building up of the final model and
necessary explanations were given based on the@Q%the odds ratio.
To categorize the study subjects’ knowledge onbis of their response to knowledge related
guestion items, 12 questions were used and themssp to these knowledge related question
items were recorded as “0” for Reponses going mdine with the literature and “1"for those
that match with what the literatures say knowesdie about safe abortion. And the composite
variable knowledge was computed for each individeaded on her response to 12 items of
knowledge question. Then the knowledge of the adelet students was categorized
knowledgeable and not knowledgeable based on tégponses to 12 items of question related
concepts of abortion. Those adolescent girls whe lsswered below 6 (50%) of the question
items pertaining to what meant by safe abortiofitématures were categorized non knowledge,
those who have answered 6 up to 12 of the queggoms pertaining to what meant by safe
abortion in literatures were categorized as knogéadhle.
To measure attitude of adolescent girls towards ahbrtion, 9 item different abortion related
statements with 1 to 5 scales were used and thiesscused to refer to 1
=stronglydisagree,2=disagree,3=indifferent,4=agmee 5= strongly agree as per the likert scale
and the statements with the negative sense wereeded to above codes by recoding the
scales as follows 1 as 5,2 as 4, 3 remainedshié is 4,as 2 and 5 as 1 . After having
calculated the attitude score of each respondem @ statements each having weight of 15
points, the mean attitude score was obtained. Titade scores of individuals below the mean
score are taken as unfavorable ones and those #imweean score are taken as favorable ones.
The attitude scores of individuals below the meeores were taken as unfavorable ones and

those above the mean score were taken as favanabse
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4.14 Variables
4.14.1 Dependent

7
0.0

/7
0.0
/7

0.0

Knowledge of safe abortion
Attitude towards safe abortion

Practice of safe abortion

4.14.2 Independent variable

Age

Educational back ground
Family monthly income
History of abortion

Family educational status
Knowledge of abortion law
Source of information

Having boy friend

Practice of sexual intercourse

Contraceptive knowledge
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4.15 Ethical clearance

In ensuring the safety of respondents and prevgntiolation of human rights, permission to
carry out the study was obtained from the ethieamlew Committee of the Jimma University,
woreda education office and director of senior sdeoy school. Informed consent was obtained
from each respondent after a full and thorough angtion of the aim and potential benefits of
participating in the study. The guardians conseas &Iso obtained for those adolescents age
below 18 years before filling the self administerpeestionnaires sending the consent form to
home by those adolescents who are belowl18 yeaagefAnonymity and confidentiality was
ensured in that respondents’ names did not appeguestionnaires, and information was not
shared with people known to participants. Also, iémearch report was only portraying figures,
statistics and discussions without giving any nanfé®e principal, teachers and respondents
were given similar explanations of the purposehefstudy. The respondents were also informed
that participation was voluntary, and that theyldowithdraw at any time during the process if
they felt uncomfortable. The respondents were abbwo complete the questionnaires in a
spacious room away from the teachers, and weredeatlividually to provide privacy and
psychological comfort. They were told to be truthdand objective in their responses by the data

collection facilitators.
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4.16 Dissemination plan
The results of the main findings will be submittex the Department of Epidemiology and
Biostatistics College of Public Health and Medi&iiences (Jimma University).The result of
this study also will be presented and submitteBdatoso Bombe woreda Health and Education

office. Attempt to publish it in national as wed mternational journals will be done.
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5 RESULT

5.1 Socio-demographic characteristics of study particignts
Out of the sampled 278 adolescent girls, 261 hagingh complete response to the questionnaires
yielding a response rate of 93.9%. One hundreatiyveight (49%) were in gradé"@&nd 133
(51%) in grade 10 Majority 182(69.7%) were middle adolescentsa@e range of 15-17 years)
and the remaining 79(30.3%) were the late adoléscdime median age was 16 years. The
majority 229(87.7%), were Wolaita by ethnicity, 158.8%) were Protestant Christians. One
hundred ninety two (73.6%) were singles. Regarthegfamily size, majority of the respondents
186(71.2%) were having five and above family memksrd 75(28.8%) were have below five
family member per household. Concerning the averagethly family income, 122(46.7%) of
the households had income of less than or equal& t600) Ethiopian birr per month,
112(42.9%) of the households had income level rapngfrom 251-500 Ethiopian birr per month
and 99 (37.9%) income level ranging from 501-10@0idpian birr per month and 40 (15.3%)
income level above (>1000) Ethiopian birr per montboncerning fathers’ educational back
ground, 69(26.4%) were illiterate, 30(11.5%) welenentary, 65(26.1%) were secondary, 58
(21.5%) were senior secondary and 38(14.6%) weadugttes of college or universities (Table
1).
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Table 1: Distribution of Socio-demographic characteristé¢studied female adolescents, Boloso Bombe High

School, October2013

Respondents’ Response

characteristics

Educational back ground Grade 9
Grade 10

Ethnicity Wolayta
Kambata
Others

Age group 15-17 years
18-19 years
Protestant

Religion Orthodox
Others
<250Birr

Expected family monthly =~ 251-500 Birr

income 501-1000 Birr

>1000Bir

llliterate

Educational status of motherGraole 1-4
Grade 5-8
Grade 9-12

Graduated from college/

university

23

Frequency
(nN=261)
128
133

229
17
15

182

79
156
83
22

10
112
99

40

83
55
65
40

18

Percent (%)

49.0
51.0

87.7
6.5
5.7

69.7
30.3
59.8

31.8

8.4

3.8
42.9
37.9

15.3

31.8
21.1
24.9
15.3

6.9



5.2 KNOWLEDGE OF ADOLESECENTS ON SAFE ABORTION

Out of the total 261 respondents, 247 (94.6%) haet édeard about the term abortion and
69(26.4%) had heard about it from friends. Outhafse 247 respondents those ever heard about
abortion, 199(76.2 %) and 211(80.8%) had heard tatheuterm spontaneous abortion and heard
about the term induced abortion respectively. Out261 respondents, 165 (63.2%) had
responded that they had known various contraceptie¢hods used to avoid unplanned or
unintended pregnancies. Regarding the knowledgg&r@imstances in which National Criminal
Code of the Federal Democratic Republic of Ethiopllows safe abortion,85 (32.5%)
responded that they had known the circumstancesabigw; 35 (13%) had clearly or correctly

identified the conditions in which the Ethiopianr@inal Code allows safe and legal abortion.
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percieved scenarios that were mentioned by
adolescents to obtain safe and legal abortion

¥ When the pregnancy is resulted from i

# When the health of or life of women or t
fetus is in danger

4 When there is conginetal abnorme

B Woman with physical or mental disabilitie
or for minors who are psychologically
physiologically unprepared to rais et
child gets pregnar

H For all of the mentioned scenal

Figure 3 Perceived scenarios that thought by adolescents get safe and legal abortion care

Ethiopian penal
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Out of the total 261 adolescent girls, one hundoety five (55.6%) of them are not knowledgeable
about safe abortion and 116 (44.4%) are knowledgedimut safe abortion.

In Binary logistic regression, by bivariate anasy@lependent variable knowledge of safe abortion)
with predictor variables are: Educational backgboh respondents, educational status of fathers,
ethnicity, family size having boy friend and histoof previous pregnancy, were selected as
candidates for multivariable analysis with_(p,e< 0.25).

Those adolescent girls who had history of pregnamese 1.37 times more likely knowledgeable
about safe abortion than those who did not havgnarecy history: [AOR (95 %ClI) = 1.37 [1.14,
2.81]and those girls who have boy friends were 1ifiés more knowledgeable about safe abortion
than those who did not have: [AOR (95 %Cl) 1.6121236] (Table B
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Table 2Distribution of responses to knowledge relatedstjoa items. October, 2013

Question iter Respons: Frequenc  Percent
(n=261) (n=261) (%)
Heard the term aborti Yes 247 94.¢
No 14 5.4
Heard about the term spontaneous abc Yes 19¢ 80.C
No 48 20.C
Heard about the term induced abor Yes 211 834
No 36 9.6
Know the various contraceptive methods to avoidjpaac Yes 16E 60.z
No 96 39.¢
Termination of pregnancy before the 2¥8fKof gestation Yes 8 315
can be called as abortion. No 16¢ 68.5
Health problems like elevated blood pressure, désydear Yes 93 37.¢
diseases and other gynecological problems are leaphb No 154 62.£
causing abortion.
Lack of physical care, psychological problems aodng anc Yes 114 46.2
old age may cause abortion. NG 132 53
Induced abortion is against the ethics and codesligion. Yes 151 61.2
No 89 39.¢
Criminal Code of the Fede Demaocratic Republic of Ethiop Yes 85 34.¢
allows safe abortion care for woman with certain
circumstances. No 17¢€ 65.¢
Now days most of women use medicines for abol Yes 16€ 67.€
No 80 32.4
Yes 150 60.8
No 97 39.2
The rate abortion is high among teenagers
Yes 106 46.6
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Table 3: Association of socio-demographic and reprodudtiealth related variables with knowledge of
adolescents on safe abortion among, October, 2013

Characteristics
5\
Response category § g g COR[95%CI] AOR [95%CI]
3 5
L = o
Educational Grade 9 128 49.0 0.65[0.39, 1.06] 0.48 [0.155,1].287
background
Grade 10 133 51.0 1.00 1.00
Ethnicity Wolayta 229 87.7 *0.36[0.12,1.09] 0.6(P,1.10]
Kambata 17 6.5 0.75[0.16,3.02] 0.56[0.37,1.31]
Others 15 5.7 1.00 1.00
Average family size _&family members 75 28.7 0.47[0.13,1.76] 2.37[aLBSL4]
6-10 family members 175 67.0 *0.43[0.12,1.58] 0(B3R,0.62]
>11 family members 11 4.2 1.00 1.00
Father’s educationalllliterate 69 26.4 1.59[0.76, 3.14] 0.84[0.64,1.96]
status Grade 1-4 30 11.5 *2.06[0.78, 5.46] 0.37[0.06,8.66
Grade 5-8 68 26.1 0.96[0.430,2.1] 1.40[0.04,3.89]
Grade 9-12 58 215 *0.56[0.25,1.41] 0.92[0.3Q11.5
Graduated from 38 14.6 1.00 1.00
college/ university
Had ever become Yes 49 53.2 1.22[0.79,2.80] **1.37 [1.14, 2.81]
pregnant No 43 46.1 1.00 1.00]
Having boy friend Yes 70 26.3 1.76[1.02,2.20] **1.61[1.02, 2.36]
No 191 78.7 1.00 1.00

* - Categories with (p value <0.25) in bivariateabysis

** _ statistically significant ones in multivariadlanalysis (p < 0.05)
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5.3 Attitude of adolescents towards safe abortion

0% 0%

Figure 4: The distribution of attitude of the adolescentsgiowards safe. October 2013
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In bivariate binary logistic analysis, (dependeatiable attitude of adolescent girls towards safe
abortion) covariates selected ; Educational bankgd of respondents, family monthly income,
fathers’ male care takers’ educational status ,ingawoy friend and previous history of
pregnancy were selected as candidates for mulivigrianalysis with Rau< 0.25.

In multivariate analysis, adolescent girls’ eduwad! status, history of having abortion and
fathers’ educational status were variables fountawee statistically significant association_(p
value< 0.05). As compared to grade 10, grade 9 adoleseegre 0.42 times less likely to have
favorable attitude towards safe abortion: [AOR #&1=0.42 (0.25, 0.71)]. Those adolescents
whose have attained medium educational level (&&d2) were 3.01 times more likely to
have favorable attitude towards safe abortion thegk fathers with college or university
graduate education level: [AOR (95 %ClI) = 0.42 §0271)] and those girls who have previous
history of abortion were 1.90 times more likelyhtave to favorable attitude or 90 % of those
adolescents who had abortion had favorable attitodiards safe abortion as compared to those
who did not face it after in their pregnancy tinfAOR (95 %CI) = 1.90 (1.42,2.38)](Table 4).
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Table 4: Association of socio-demographic and reprodudtigalth related variables with attitude towards safe

abortion. October2013

Characteristics Response Number Percent  COR[95% CI  AOR[95%CI]
(n=247) (%)
Educational back ~ Grade ! 128 49.0 2.67[1.62,4.41]  **0.42[0.250.71]
ground
Grade 1 133 51.0 1.00 1.0¢
Family monthly <250Birt 10 3.€  1.01[0.24,4.11] 0.92[0.19,4.30]
income
251-500 Bin 11z 42.¢  %0,60[0.29,1.24] 0.49[0.22,1.07]
501-1000 Bir 99 37.¢  0.33[0.39,1.76] 0.64[0.30,1.44]
>1000Biri 40 15.Z 1.00
Fathers’/male care llliterate 69 26.4  1.04[0.47,2.30] 0.98[0.43,2.23]
takers educational
status Grade 1-4 30 115  1.11[0.49,2.6] 0.601[0.33,1.65]
Grade 5-8 68 26.1 *0.59[0.27,1.32]  1.20[0.51,2.85]
Grade 9-12 58 215 *2.96[1.02,5.32] *3.01[1.33,8.92]
Graduated from 38 14.6 1.00 1.00
college/ university
History of abortion  Yes 34 66.4  2.01[0.93,4.34] *+1.90[1.42,2.38]
No 15 33.6 1.00 1.00
History of pregnancy Yes 49 53.3 1.01[0.51,1.98] 0.58[0.31,1.60]
No 43 46.7 1.00 1.00
Having boyfriend Yes 70 26.8 0.57[0.32,1.00] 0.60[0.34,1.60]
No 191 73.2

* - Categories with (p value <0.25) in bivariateabysis
** _ statistically significant ones in multivariadlanalysis (p < 0.05
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5.4 Practice of safe abortion
Among 261 study subjects who had given completporeses to questionnaires administered to
them, 70 (26.3%) had responded as they ever hadrieoyl and 92(35.2%) practiced sexual
intercourse in their history. Out of these 92 thegé® had practiced sexual intercourse in their
history, 12(13.0%) of them used condom during thsskual intercourse. Out of those 92
adolescent girls who had practiced sexual intesmum their history, 49(18.8%) had become
pregnant and 30 of them had become pregnant oBcef, iad become pregnant twice and 1 of
them become pregnant three times. Among thoserOwho had become pregnant, 34(69.4
%%) of them had history of abortion. As the frequenf abortion is assessed, 30(60.2%) had
faced it once and 3(6.1%) had faced it twice. Witenreasons that let adolescent girls terminate
pregnancies are assessed, out of the total 34 savse had faced termination of pregnancy,
8(23.5%) ,6(17.6%),5(14.7%),4(11.8%),3(8.8%),3¥8)2(5.5%) and 2(5.5%) were due to fear
of family, to continue education, fear of societgpe-resulted pregnancy, too young to bear
child, more than 1 of these reasons, it was speot#) and it was resulted from incent
respectively. Abortions conducted by trained numsesealth officers account for (47.1%) by
traditional abortionists, 8(23.5%) by medical dosi® (17.6%), by parent 1(2.9%) and by girl
herself 1(2.9%). Out of those 34 adolescents wha tatory of abortion, 24(70.6%) had
responded as they faced health problems. The coesh@roblem mentioned were heavy
bleeding 13(66.5%) followed by 4(17.4 %) incompleéenoval of abortion related products.
Only 6 (17.6 %) adolescents used post abortion @aded (66.7%) of the adolescents used the
service treatment of incomplete abortion and ofB3ZB of them had got family planning as

component of post abortion care.
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Percentage distribution places where abortion isaight

Hospitals Home Traditional Health centres Private health
abortionist home facilities

Figure 6: Percentageisitribution of abortion cases versus the place @ladortionshad taken. October 2013
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Out of total 34 abortions identified, 30 were indd¢c2 were spontaneous. Out of 34 cases faced
abortion , 22(64.7%) were conducted in health itaesi(in private health facilities, governmental
health centers and hospitals). Twenty-two(64.7%)ewasnducted by health professionals (by
nurses or health officers and medical doctors) synguvariety of methods (by taking drugs
orally and vaginal placement of white tablets, trealorker assisted by medical equipment/VA,
by curettage and dilatation and intra-vaginal phaeet of white tablets or plastic tubing) and the
variable computed as safe abortion has 21 casesndoe said as those fulfilling the operational
definition for safe abortion. Among 22 adolesagins who had induced their abortion in health
facilities 5(22.72%0) of them had faced a sortlgkotions from the service providers. In case of

conducting logistic regression the case to variadtie is low and as result was not conducted.
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B Grade 9

\ ! \ M Grade 10

14 15 16 17 19

Aabortion cases

Age at first abortion

Figure SDistribution age at first abortion versus educatidrack ground of the respondents
Boloso Bombe high school adolescent girls. Oct@fdr3
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Table 5: Distribution of responses to adolescent reprogtadtealth related questions for adolescents of€olo
Bombe high school girls. October 2013

Question item Response category Frequency Percent
(n=261)
Ever had boy friend Yes 70 26.3
No 191 78.7
Ever practiced sex Yes 92 35.2.0
No 169 64.8
Used condom during their sexual Yes 12 13.0
intercourse No 80 87.0
Had ever become pregnant Yes 49 67.1
No 24 32.9
Have you ever had a pregnancy Yes 34 69.4
terminated before complete gestation No 15 33.6
Did you any objection from the health Yes 5 22.7
professionals if your abortion is No 17 77.3

conducted by them

Faced any problem after that abortion Yes 24 70.6
No 10 29.4

Ever received post abortion care Yes 6 17.6

[PAC] No 28 82.4
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6 DISSCUSIO OF THE FINDINGS

In this study, over three fourth of the study suotg§g94.6%) ever heard about the term abortion.
Less than half (44.4%) were knowledgeable on abafé abortion. A knowledge, attitude and
practice study conducted on illegal ( induced) abor among secondary school girls in a Goma
district, Democratic republic of Congo, 2010.Shothat 201(61.3%) of the participants knew
what abortion meant 74 (22.6%)) of them did notl 88(16.1 %) of them were unsure.

The findings of the two studies are not similae tiossible cause of the difference could be
differences in age range and the big sample sidedad in the Ugandan study (12).

In this study, out of 247 respondents who havechahout the term abortion, only 85 (34.4) had
responded as they know the scenarios in which thlan penal code allows safe abortion,
but only 35 of the adolescents had correctly idieatithe scenarios or situations in which safe
and legal abortion is allowed in the country’s aaéll penal code. While a study done by B.
Shimelash and his colleges on knowledge and adtitddvomen of childbearing age towards the
legalization of abortion, in Gedeo zone. SNNPRShéfte.2013. Revealed the Knowledge of
women about the legalization of abortion accountorgd8.21%, more than half among the total
respondents has no knowledge about the legalizafiabortion which accounts for51.79%.

The results of 2 studies do not have the sametresul the possible explanation for this
significant difference could be due the variatidrire respondents by their socio —demographic
variables like age, educational status, resideatih and other reproductive health related ones.
(15).

A study in south Africa shown that, out of 273kdcents included in the study, 206(75%)
indicated that they had knowledge about the diffeeontraceptive methods. In this study the
proportion of students who had indicated as theg kaowledge about various modern
contraceptive methods to prevent or avoid unwantednintended pregnancies is 165 (63.2%)
(18).

The finding of South African study indicated highesult than this finding and the possible
explanation could be the difference in socio deraplic and cultural factors in between the two
countries.

In this study, concerning the attitude of adoletxetowards safe abortion, 53% of the

respondents have favourable and 47% have unfavewsttiude towards safe abortion.
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A study done by Yu Fengxue in Phuttamonthon disMakhon Pathom province,
Thailand.2013. More than half of respondents hasitipe attitude toward induced abortion
(56.7%) and less than half had negative attitudg (1

This result is almost similar to the result of tetsidy. In this study, combined the “agree” and
“strongly agree” responses from the questionnaires found that 142(57.2%) of the female
adolescent students thought that unwanted pregsshould be aborted rather than having
unwanted child. Combined the “disagree” and “stigndisagree” responses of the study
subjects; majority 219 (88.7%) of the respondetisught that the information they have
currently is not enough to make decisions regardiiggl and safe abortion and combined the
“agree” and “strongly agree” responses for the tjoesaire to the statement that say more
“should be done to make scenarios/situations eerdrfamiliar that abortion is legally allowed in
the country” , 157(63.9%) responded that they wfarther clarification and familiarity to the
National penal code regarding safe abortion. In $hene way combined the “agree” and
“strongly agree” responses for the questionnairinéostatements quoted as preferring “abortion
to be induced by trained health worker and to belaoted in health facilities” if the service is
needed, as responded by majority 218(88.3%) ah(b452%) of study subjects respectively. In
multivariable analysis respondents characterisites having boy friend had faced abortion and
educational back grounds have statistically sigaift association with the attitude of
adolescents towards safe abortion.

Grade 9 adolescents were 0.42 times less likehhaee favourable attitude towards safe
abortion: [AOR (95 % CI=0.42 (0.25, 0.71)]. Thoseokescents whose father attained
educational level of Grade 9-12 were 3.01 timesentigely to have favourable attitude towards
safe abortion than those whose fathers attaindegaobr university level education : [AOR (95
%CI) = 3.01 (1.33,8.92)] and those girls who haérefaced abortion were 1.90 times more
likely to have to favourable attitude or 18 % oé tlespondents who experienced abortion have
favourable attitude towards safe abortion as coetpsw those who did not experienced it after
in their pregnancy time : [AOR (95 %ClI) = 1.90 ,2.38)].

In the same way a study conducted by Yu FengxuBhuttamonthon district, Nakhon Pathom
province, Thailand,level of education is signifidgnassociated with attitude toward induced
abortion and supporting health services, highed&ted more positive attitude toward induced
abortion and supporting health services than the Fathers’ and mothers’ education

significantly associated with attitude toward supipg health services, students whose
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father/mother had middle level of education, bumifg education has no significant association
with students attitude in my study (17).

Of the total 261 adolescents involved in this sil85(35.2%) had practiced sexual intercourse
in their history and 49(18.8) of them had becomegpant. Among those 49 girls who had
become pregnant, 34 (13.0%) of them had facediahort

According to a study conducted by Yu Fengxu.201By @9 (20.26%) have a history of induced
abortion but the remaining 311 (79.74%) has noohysbf induced abortion. For those having
histories of induced abortion 45 (56.96%), aborthair home but 34(43.04%) abort at health
institutions. For those having induced abortiorg thain reason is maternal health problem 45
(56.96%), 17 (21.52%) because of an economic pmablks (20.25%) due to social cultural
problems & for the remaining 10 (12.16%) the reasahey did not want to have children (17).
The results of these 2 findings are not similar #re difference in the patterns of adolescent
pregnancy could be due cross cultural variatiomsthose adolescents involved in the Thailand

study are from grade 9 up to grade 12 adolescést gi
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Another study done by Paluku J. and his collegesKnowledge and attitude of schoolgirls

about illegal abortions in Goma, Democratic Republi Congo March 2010, the study found

that 9.7% of the participants reported having hadabortion before, among which 96.9% of
them had induced the abortion (12).

According to the study conducted in Uganda, Onedhech and seventeen (36%) of youths had
been pregnant before and 66 (56.4%) participarddds or terminated a pregnancy in the past.
Among participants who had lost or terminated agpamcy in the past, 49(74.2%) had

undergone an induced abortion (12).The proportiostudents practiced abortion in DR Congo
study was slightly similar to the proportion of &ekrent practiced abortion in this study but it is
higher in the Ugandan study the difference couldibeto the difference in sample size included
in both cases and the difference in socio-demogrémhboth countries.

In multivariate analysis, those adolescents who lhaygfriend were 1.83 times more likely to

have likely had practiced safe abortion than thelse did not have boyfriends: [AOR (95 %ClI)

= 1.83 (1.12, 2.26)] and 35% of those girls who kadwledge of various contraceptives to
avoid pregnancy were less likely to have practeafg abortion than those who did not know it:
[AOR (95 %CI) = 0.65(0.29, 0.98)]. Since the acctssand knowledge of adolescents’ on
contraceptives is limited, it obvious that havibgy friend means more likely to experience
sexual intercourse as result they can become pnegmal the pregnancies occurred in them

could have initiated them to use abortion thanetas not had boyfriends.
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7 LIMITATIONS OF THE STUDY

As the topic under the study is sensitive, sompaedents might have hidden their responses to
the question so that it could have affected thelt®sSecondly since the study used a cross-

sectional study design, it is impossible to finchase-effect relationship.
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8 Conclusion

>
>

The proportion of adolescent girls who were knowkssble about safe abortion were (44.4%)
The proportion of adolescent girls who had mentibrerrectly the scenarios in which the
Ethiopian national penal code allows safe and lagattion is very low 35(13%).

More than half 131(53%) of studied subjects haafable attitude towards safe abortion.
Among those 49 adolescents who had ever becomaane34 had faced termination of their
pregnancies and 21 of them had got it done inwafe

The proportion of adolescents who know various modentraceptive methods used to prevent
unwanted pregnancies which in turn can resultniduced abortion is low 63.5%

Attention should be focused on educating adolescastit is found to improve knowledge on

and attitude towards safe abortion by adolescents.

43



9 RCOMMENDATION

Based on findings of this study; the followingcoexmendations were forwarded to the
organizations and individuals dedicated to resolveorbidity and mortality of today and

tomorrow mothers from health risks related to af@sbortion;

1. The Schools should have to Organize BCC (behaziatirange communication) programs to
deliver sexual and reproductive health educatioadolescent girls to improve their awareness
and knowledge on safe abortion.

2. Information on abortion law to improve the adolegseawareness and Knowledge of safe and
legal abortion should be considered in schools laadth facilities like health posts and health
centres informs of sexual and reproductive healtication.

3. Information on and access to modern contraceptiiles emergency contraceptives, safe

abortion, and safe sex should get priority emphasasschool sexual health education.
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11 Annexes

11.1 Consent form
To be filled by adolescent girl students of Bol&wnbe secondary high school.

Informed consent statement
Greetings:
Dear students!

In ensuring the health of adolescents is one ofntlst inappropriately addressed issues, this
study tries to assess knowledge, attitude andipeaot adolescent girls about safe abortion in
Boloso Bombe secondary high school and you areethtusparticipate in this study. The choice
was dome randomly. The purpose of this study igédperate information about knowledge;
attitude and practice of adolescent girls abou¢ sddfortion in Boloso Bombe secondary high
school in 2013.The study will involve various intite and private life questions. In order to
attain effective goal, | ask your honest and gem@nswer. There is no need to put your name.
No individual response will be reported. This iskeep absolute confidentiality. It is your full
right to participate or refuse in the study. Anypadho doesn't want to participate in the study
can inform the facilitator and put down the questaire. If there is anything not clear, don't
hesitate to ask the facilitator for clarificatioAnd thank you very much for your genuine

response to each question.

To show your agreement or disagreement in the gilehse thick in the box.
Do you wish to participate in the study?

Yes, | want to participate in the study. (Pleaséogthe next page)

No, | don't want to participate in the study.
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[]
[]

11.2 Guardian consent form

Informed consent statement;

Dear guardian! Since addressing the reproductivalttherelated issues of adolescents
appropriately is one of the most crucial steps éduce adolescent health risks, maternal
morbidity and mortality, this study tries to assksewledge, attitude and practice of adolescent
girls about safe abortion in Boloso Bombe secondagy schoolsince the age for legal basis
according to Ethiopian penal code is below 18 yeams it is important to obtain your consent
for inclusion of your daughter in this study. THeie of her was dome random. The purpose of
this study is to generate information about knogédattitude and practice of adolescent girls
about safe abortion inBoloso Bombe secondary hdtod in 2013 .The study will involve
various intimate and private life questions andduae you that individual’s response will not be
reported. This is to keep absolute confidentialitys your full right to allow your daughter to
participate or refuse her inclusion in the studyndA thank you very much for your genuine
response to my request to show your agreementagiiement in allowing the participation of

your daughter in the study please thick in the box.
Do you allow her to participate in the study?

Yes, | want her to participate in the study.

No, | don’'t her want to participate in the study.
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11.3 Questionnaire (English)

Part one: self administered questionnaire

Section onel: Scio- demographic characteristicsk(lgaound information)

Instruction: for each of the following questionggsde circles the number of alternative(s) thdofit

your response or write it in a legible way.

1. Background information:-
No | Questions Coding category| Code Skip
101 | What is your age in years —
102 What is your kebele _
103 | What is your educational background (Grade) a Grade 9
b.Grade 10
104 | What is your ethnicity a. Wolaita !
b. Amhara 2
c. Kambata 3
d. Hadiya 4
e. Other 5
105 | What is your religion a. Protestant 1
b. Orthodox 2
c. catholic 3
d. Muslim 4
e. other 5
106 | What is your marital status -Married 1
. Single 2
. Divorced 3
. Widowed 4
107 | What is your estimated personal monthly incamirr —
108 | What is your estimated family monthly incomeBirr I
109 | Number of family members e
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110 | Educational status of mother or care taker lliterate 1
.Gradel-4 2
. Grade5-8 3
.Grade9-12 4
. Graduated from college | 5
or university
111 | Educational status of father or care taker lliterate !
.Gradel-4 2
. Grade5-8 3
Grade9-12 4
Graduated from college | 5
or university
2. Knowledge about safe abortion
201 Have you heard about the term abortion? a ves If no
No
skip to
Qno
210
201 If yes, where did you get the information? Radio !
School 2
Health facility 3
Friends 4
Church 5
family 6
Other_ specify 7
203 Have you heard about the term spontaneousiatidrt a. ves 1
No 2
204 Have you heard about the term induced abortion? a.yes 1
b. No 2
th
205 | |s the termination of pregnancy before Y£€Kof 2 Lis ;
gestation can be called as abortion?
206 Are health problems like elevated blood pressu a. Yes 1
No 2
diabetes, heart diseases and other gynecological
problems are capable of causing abortion?
207 Do you accept that the lack of physical care, a. Yes
b. No
psychological problems and young and old age may
cause abortion?
208 Do you think that the induced abortion is agiihe a. Yes
No
ethics and codes of religion?
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209 Do you know that the Criminal Code of the Fatle a. ves If your
b. No
DemocraticRepublic of Ethiopia allows safe abortion answer
care for woman with certain circumstances? is not
yes, skip
to
Questio
n no
211
210 Do you know the various contraceptive methods t a. Yes
No
avoid pregnancy?
211 If your answer is yes to Q R@9, for which of the When:
. . L . Pregnancy results from rape or incest
mentioned reasons do you think it is legally alld®e | ;. heaith o lite of the woman and the fetus
are in danger
. There is fetal abnormalities
. women with physical or mental disabilities| 3
and for minors who are physically or
psychologically unprepared to raise a child
. for all of the above reasons
212 Do you know that most of women use medicines fo a. es
No
abortion now days?
213 Can we say that the abortion rate is increasidgy? a. Yes If the
No answer is
no, skip to
Question
no214
214 If yes, is the rate more among teenage girls? a. Yes
b No
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3. Attitude towards safe abortion

Strongly | Agree | Indiff | Disagree| Strongly
agree erent disagree
.. |5 4 3 2 1
S
8
301 Having abortion is better than having unwarmtatd.
302 | Ending pregnancies which occurred in school
adolescents who are unable to raise the new born Is
solution to continue their education
303 | Pregnancy taken place outside of marriagehoac
age adolescents should be aborted.
304 | Adolescents induce abortion to conceal their
involvedness in sexual activity from parents and
others.
305 | Itis preferable to induce abortion by traihedlth
professionals than others.
306 | Itis preferable to induce abortion in heatttilities
than home or other places outside of health faslit
307 | Safe abortion services should be more accegsiah
the current level.
308 | More should be done to make you clear anditam
with legal status of safe abortion care
309 | The information you haveow iS not enough to

make decisions regarding safe abortion.
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4. Practice of safe abortion:

401 | Have you ever had boy friend? a.Yes !
b. No 2
402 | Have you ever practiced sex? -Yes 1 If no, stop
. No 2
filing
403 | If yes, was the sex by using condom? a.Yes !
b. No 2
404 | Have you ever had pregnancy? a.Yes ! If no, stop
b. No 2 .
filling
405 | If you had pregnancy, how many times?
406 | Have you ever had a pregnancy terminated befores
b. No
complete gestation?
407 | If you had abortion, how many times?
408 | How old were you when you had your first Age in years
abortion?
409 | What was/were reason/s that let you to decidg # Tooyoungto have achild | 1
. b. Fear of family 2
terminate pregnancy? .. Fear of society 3
d. Became pregnant after rape | 4
e. Attending school 5
f. Have had bleeding 6
g. It happened from incest 7
h. It was just spontaneous | 8
i Other-specify
410 | Who induced that abortion? a My self !
b. Traditional abortionist 2
c. Relative 3
d. Nurse 4
e. Medical doctor 5
f. Nobody 6
g. Other-specify 7
411 | Where was that abortion induced a Home !
b. Abortionist home 2
c. Hospital 3
d. Health center 4
e. Private health facility 5
f. Other-specify 6
412 | If your answer to Q N&10 is in health facility, ig ves !
b. No 2

there any health service provider who objected

your decision to abortion?
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413

If that abortion was not induced by appropriate

health personnel then how it was conducted

» Insertion of physical objects placed
intra vaginally (sharp object & wooden
stick etc.)

By taking antibiotic over dose

Drink homemade drinks such as (tea,
herbs, seeds, oils)

Voluntary trauma (jump from a height,
lift heavy objects)

Other-specify

w N

414

If the abortion was induced by trained health

professional, by what method was it done

Give injections only

Oral medicine and vaginal placement of
white tablets

vacuum aspiration

curettage and dilation

Intra-vaginal placement of white
tablets or plastic tubing

414

Did you face any problem after that abortion?

Yes
No

415

If yes what were problems?

Heavy bleeding
Abdominal pain
Fever

Incomplete abortion
Other-specify

416

Have you ever received post abortion care (P

ACS

No

417

If yes, what are the services you received?

Counseling

Treatment of incomplete and unsafe
abortion

FP services

Other- specify _~

N RPN RO B WO DN RPN P OB ODNDPRFR OB

A W

THANK YOU!!
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Table for: Frequency distribution of responses to statemehsed tosafe abortion. October 2013.

Statements related to safe abortion Response category  Frequency Percent
(n=247)
Having abortion is better than having unwantedcchil ~ Strongly disagree 23 9.3
Disagree 77 31.2
Indifferent 5 2.0
Agree 28 11.3
Strongly agree 114 46.2
Ending pregnancies which occurred in schoolStrongly disagree 14 5.7
adolescents who are unable to raise the new born Disagree 46 18.6
Safely is solution to continue their education. Indifferent 33 13.4
Agree 77 31.2
Strongly agree 77 31.2
Pregnancy taken place outside of marriage in scho@trongly disagree 14 5.7
age adolescents should be aborted Disagree 62 25.1
Indifferent 19 7.7
Agree 63 25.5
Strongly agree 89 36.0
Adolescents induce abortion to conceal theirStrongly disagree 22 8.9
involvedness in sexual activity from parents arttedd. Disagree 69 27.9
Indifferent 42 17.0
Agree 68 27.5
Strongly agree 46 18.6
It is preferable to induce abortion by trained heal Strongly disagree 2 .8
professionals than others. Disagree 1 4
Indifferent 26 10.5
Agree 118 47.8
Strongly agree 100 40.5
It is preferable to induce abortion in health fdieés  Strongly disagree 12 4.9
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than home or other places outside of health faaslit Disagree

Indifferent
Agree

Strongly agree
Safe abortion services should be more accessible thStrongly disagree

the current level. Disagree

Indifferent
Agree

Strongly agree
More should be done to make you clear and familiar Strongly disagree

with legal status of safe abortion care. Disagree

Indifferent
Agree

Strongly agree
The information you have now is enough to makeStrongly disagree

decisions regarding safe abortion. Disagree

Indifferent
Agree
Strongly agree
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24
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18
201

17
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8.5
35.6
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25.5
1.2
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7.3
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1.2
6.9
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11.5 Questionnaire (Amharic)

ol JRa.
t.ok | omed T ?hefneay an g/ pe OL PR T
AGe

01 |e@ |

102 |+a06o | __

103 | e+9weress (hed) |

104 | he V. AL T 1
AL h9- 2
. hgm g 3
a Pee 4
woaM 5

105 | heow+ v. TCHENFT T 1
A. ACR&ha 2
. nftAh 3
am aHAP°
woa 4

5

106 | ¢ oNFus .0g210%F 1
A. fanQF 2
h. ¢8I 3
a, ¢ 0t 4

107 |eocr0. (22284 0

108 |ewocrn. (?0Aa) |

109 |eotaqnqa+qut+ |

110 |eaG+ (PAAS8L) PHUCTHRLE U. $AtTRTF 1
A.hl-4 2
h. 5-8 3
av, 9- 12 4
w, e nAE ¢ L0l At 5

111 | ea0+ (PAAS/L) PHUCTHRLE U. $AtTRTF 1
A.hl-4 2
h. 5-8 3
av 9- 12 4
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3. hAocB ARt
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