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ABSTRACT

Back ground: Homeless women are the most vulnerable group for unwanted pregnancy.
However, their issues are not being addressed in government plan. Despite the fact that Ethiopia
has a penal code regarding safe abortion care, studies show that homeless women low access
this service. Therefore, the aim of this study is to assess utilization of safe abortion service and

associated factors among homeless women.

Methods: Community based cross sectional mixed methods study was done in three towns of
southwest Ethiopia (Jimma, Bonga and Mizan-aman) from May 20 to July 2 / 2021 G.C. A total
of 122 participants were included in the quantitative part. Participants were chosen by snow
balling technique and data was collected through face to face interview. To enter and analyze
data, Epi-data 3.1 and SPSS 21 were used, respectively. Descriptive analysis was performed
initially and then binary logistic regression. An AOR with 95% CI and P-value <0.05 was used
to declare significant association. In-depth interviews on 12 key informants were done for

qualitative portion and then data was transcribed and analyzed using thematic content analysis.

Result: The magnitude of safe abortion service utilization among homeless women was found to
be 34 (27.9%). After controlling for confounders in multiple logistic regressions, average daily
income (AOR = 5.873, P-value = 0.003, CI [1.834, 18.801]), poor knowledge towards safe
abortion (AOR = 0.256, P-value = 0.037, CI [0.071, 0.920]) and perceived unaffordability of
cost of abortion at health facility (AOR = 0.108, P-value = 0.000, CI [0.034, 0.345]) were
significantly associated with safe abortion. The qualitative findings of this study revealed that
homeless women’s personal characteristics, health provider related factor and health system

factors all had influence on homeless women’s utilization of safe abortion service.

Conclusion: Safe abortion service utilization among homeless women in the study area was low.
Average daily income, knowledge towards safe abortion and perceived cost of abortion at health

facility were significantly associated with safe abortion.

Key terms: homeless women, safe abortion, unsafe abortion, associated factors, cross-sectional

mixed methods study
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Chapter one: Introduction

1.1. Background

An abortion is said to be safe when it is carried out with a method that is recommended by world
health organization (WHO); abortion procedures performed at health facilities, when it is
appropriate for gestational age and when it is carried out by skilled care provider (1). Unintended
pregnancy due to unmet need of contraception and poor access to safe and legal abortion are two
main factors that underlie unsafe abortion(2). Homeless women, the women who lacks a fixed,
regular and adequate night time residence, are the most vulnerable group for unwanted
pregnancy(3,4) This is mainly due to the fact that they are subjected to sexual violence, rape or

harassment(5) and low level of contraceptive utilization(6).

Homeless women encounter various barriers to utilize health care services(6,7) Although
homeless women has a clear desire to avoid pregnancy while homeless, they faces barriers to
access reproductive health care due to lack of secure housing(8). Moreover, majority of women
don’t have enough awareness about the safe abortion care service provision(9). In addition to
this, lack of permanent place and fear of stigma and discrimination further ban homeless women
from utilizing these services(10). Thus, in order to avoid perceived shame and stigma associated
with obtaining abortion service, homeless women commonly attempt unsafe abortion including
self -induced abortions(11,12)

In Ethiopia, abortion has been legalized since 2005 in cases of rape, incest, fetal impairment risk
of danger for mother’s or her child’s life or if the woman is unable to bring up her child due to
physical or mental infirmity. However despite this law, unsafe abortion remains a challenge for
many Ethiopian women(13,14). The national estimate of induced abortion in 2014 was 620,300
with annual abortion rate of 28 per 1,000 reproductive age women(15). Although there is
improvement in availability of safe abortion service provision, about half of all abortions

continue to occur outside of health institutions(16,17). Therefore, knowing the magnitude and
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factors affecting homeless women’s safe abortion service utilization is important to

improve homeless women’s access to safe abortion care service.

1.2. Statement of the problem

Unsafe abortion is among the major causes of maternal mortality. About 4.7 to 13.2% of
maternal deaths are attributable to unsafe abortion and globally abortion-related deaths leave
220,000 children without mother each year. Between 2015-19, globally about 121 million
unwanted pregnancies occurred annually, of which 61% ended in abortion (18). Women from
developing countries die at higher rate than women in developed countries due to abortion. For
example, evidences indicates that an estimated 30 women die per100 000 unsafe abortions in
developed countries while in developing countries, 220 deaths per 100 000 unsafe abortions
occurs every year. Moreover, about 7 million women per year were treated in health institutions

for complications of unsafe abortion such as hemorrhage and sepsis(1,19-21).

Unsafe abortion is higher in developing countries as compared to developed countries. For
instance, in western nations, only 3% of abortions are unsafe, whereas in developing nations
55% are unsafe. The highest incidences of abortions that are unsafe occur in Latin America,
Africa and South East Asia(19). In Africa, women are affected by mortality from unsafe abortion
disproportionately, accounting for 29% of all unsafe abortions and 62% of deaths related to
unsafe abortion(22). Therefore, access to legal abortion plays an important role in reducing the
level of unsafe abortion and maternal death caused by unsafe abortions, and almost all deaths and
complications from unsafe abortion can be prevented through provision of safe and quality

abortion service(23).

Pregnant women experiencing homelessness are more prone to physical and mental health risks
that affect the mother as well as the baby when compared to general population and in addition
to this, lack of access to a safe and clean environment is a major challenge for women who
experience abortion while homeless(24). Furthermore, Homeless women seek abortion care later

in gestation which further result in increased rate of abortion complications among homeless(25).
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More generally, risks common to all pregnancies are more magnified in case of homeless women

due to low access to routine health care(26).

Homeless women are usually underrepresented. The number of homeless women in Ethiopia is
increasing substantially but their issues are not being addressed in government plans(27).
Moreover, only few studies are conducted regarding reproductive health issues of homeless
women in Ethiopia(28-30) and although homeless women are at increased risk of unwanted
pregnancies than general population, studies that are conducted on safe abortion service
utilization mainly focused among general population and students(9,31,32). This study is
therefore important to identify the level of and factors related to safe abortion service utilization
and provide information which will help to address the reproductive health needs of the homeless

women in the study area.
1.3.  Significance of the study

This study will provide important information about level of utilization of safe abortion service
and factors associated with utilization of safe abortion service among homeless women. It will
also generate necessary information for improving provision of safe abortion services for
homeless women who seek abortion. In addition to this, the study will provide necessary
information for program and policy makers in development of strategies that improve the safe
abortion service provision for homeless women in the study area and in general. The study may
also provide information for researchers, non-governmental organizations (NGOs) and/or other
partners and stakeholders that may initiate them to explore more about social, economic and
health system factor which might hinder homeless women from obtaining already available
services thereby improving sexual and reproductive health (SRH) of homeless women in the

study area and in the country in general.
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Chapter two: Literature review

2.1. Utilization of safe abortion service among homeless women

Evidences indicate that Safe abortion service utilization among homeless women is very low. For
example, study in US show that out of all individuals who obtain safe abortion service in an
urban clinic in San Francisco, only 19% of abortions were among homeless(25). In a study in
conducted in Ukraine on Lifetime Pregnancy Involvement (LPI) of street youth, 63.3% of
respondents reported that their recent pregnancy was unintended and of these 43.2% reported
that the pregnancy has ended in induced abortion while 13.9% ended in miscarriage or fetal
death(33). In Brazil, the prevalence of abortion among homeless women in 2018 was found to
be 10.4%(34).

Study conducted in Democratic Republic of Congo (DRC) revealed that 24.5% of previous
pregnancies ended in induced abortion, the higher rate (50%) being among the youngest street
girls(35). Study conducted in northern Ethiopia, Bahirdar, showed that out of the total of 96
victims of rape, 19.1% experienced unwanted pregnancy and 13.2% experienced induced
abortion(36). Another Study conducted in Dessie town showed that, out of sexually active
female street youth, 25% reported that they had a history of unintended pregnancy, out of which
only about half (55.5%) of them reported they had history of induced abortion(37).

Result from study conducted in Addis Ababa on reproductive health of street children showed,
out of 108 street girls participated in the study, 70.4% reported that they had history of
pregnancy, almost all (96%) of pregnancies were unwanted and about 59.4% of these

pregnancies resulted in abortion(28).
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2.2. Factors associated with safe abortion service utilization

WHO recommends that safe abortion services should be easily available and affordable to all
women(23). However, Evidences suggest that barriers to safe abortion are numerous and include
legal barriers, health policy barriers, shortages of trained healthcare workers and stigma related
to abortion(38). Additional social, economic and health systems barriers and stigma hinder
access to safe abortion services even in countries with liberal abortion law(39). In United States,
homeless women’s abortion experiences and decision making processes are linked with poverty,
lack of social support, lack of awareness and perceived violence from family or partners due to

their decisions for abortion(40).

Factors that hinder homeless women to access and utilize sexual and reproductive health (SRH)
including safe abortion service were categorized under individual level factors (like life style,
lack of information, limited income and lack of health insurance), patient- provider interaction
(including poor trust on providers, lack respect from providers and fear of stigma) and health
care system or organizational factors (such as inflexibility of service delivery, limited clinic
hours and long waiting times)(41). Moreover, mandatory pre-abortion counseling is found to be
barrier to a number of women for accessing safe abortion services and leads to turn to unsafe
abortion(42).

Evidences indicate that in Africa, socio normative factors like gender based power imbalance,
lack of awareness and stigma, and structural barriers such as restrictive legal environment,
unavailability of service and high costs are major reasons for terminating pregnancies outside
health institutions(43-45). For example, in South Africa, concerns about privacy (44%), and
mistreatment and stigma from providers (30%) are primarily related to women decision to seek
abortion outside health facility(46). There are also barriers on side of care providers like lack of
technical guidance, ambiguity about the legal framework, limited training on abortion and

misinterpretation of conscientious objection(47-49).

In Ethiopia, study in Axum indicates lack of awareness, lack of permanent residence, fear of

stigma and discrimination, previous experience, negligence, lack of social support, religious and
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traditional beliefs, poverty and unfriendly care providers are common factors associated with low
maternity health care utilization among homeless women(10). Another study conducted among
street children in Addis Ababa indicated perceived and actual barriers to SRH service utilization
including unaffordable cost, lack of information about services and health facilities, ignorance of

the consequence and unfriendly staff (28).
2.3. Conceptual framework

The factors associated with safe abortion service utilization were indicated in the conceptual
frame below (figure 1). This conceptual framework is developed after trawling literatures related
to the study title and the variables listed under socio demographic, socio economic, individual
factors and health system factors were measured quantitatively and supported by qualitative
findings whereas health care provider related factors were assessed qualitatively. The solid lines
indicate the direct relationship between outcome variable and independent variables whereas the

dotted lines indicate the relation between independent variables.

6|Page



\

/Socio-demographic
factors:

% Age
% Religion

K «» Marital status /
fSocio-economic \

Safe abortion

service utilization

factors:
% Income
«»» Educational
status

4

/Individual factors: \

% Knowledge towards safe
abortion

% Actual stigma/
discrimination from
health care providers

% Perceived stigma/
discrimination from

\ health care providers /

mealth care provider relateh

factors:

< Ambiguity with legal
status of abortion

% Shortage of trained
personnel

% Misinterpretation of
conscientious objection /

v

K—Iealth system factors:\

F < o

S~ Perceived cost of
abortion at health

facility

% Mandatory pre
abortion
counseling

s Waiting time at
health facilities

N /

Key:

- -» Relationship between independent variables

- Relationship with dependent variable

Figure 1- Conceptual framework for utilization of safe abortion service and associated factors
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Chapter three: Objectives

3.1. General objective

To assess utilization of safe abortion service and associated factors among homeless women in
southwest Ethiopia from May-July / 2021 G.C

3.2.  Specific objectives

% To determine the magnitude of safe abortion service utilization among homeless women in
southwest Ethiopia, 2021 G.C

% To identify factors associated with utilization of safe abortion service among homeless
women in Southwest Ethiopia, 2021 G.C
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Chapter four: Methods and materials

4.1. Study area and period

This study was conducted from May 20 — July 2 / 2021 G.C in three purposively selected towns
of southwest Ethiopia; Jimma, Bonga and Mizan-Aman town. Jimma town is the capital city of
Jimma zone, Oromia region, located in Southwestern part of Ethiopia. It is found at a distance of
354 km from Addis Ababa, the capital city of Ethiopia. The town has 17 kebeles (13 urban & 4
rural) and based on the 2007 national census, the estimated population of Jimma town in 2020/21
is 220,609; of these, 112,511(51%) are females, however the estimated number of homeless
women in the town is not known. There are 4 health centers, 2 public hospitals (1 specialized
referral & 1 district), 24 private clinics, 3 private district hospitals, 4 NGO facilities and 17
health posts in the town. Of these health facilities, 13 are known to safe abortion care service

provision by the town health office(9).

Bonga town is the capital city of kaffa zone, and is located 105 km and 465 km away from
jimma town and from Addis Ababa respectively in southwestern direction. The town has 3
administrative kebeles, and based on the 2012 annual report kaffa zone health department, the
total population of Bonga town is estimated to be 27634 of which 13624 (49.3%) are males and
14010 (50.7%) are females. But no statistics is available regarding the number of homeless
women in the town. There are one General Hospital, one health center and three private medium
level clinics in the town(50).

Mizan-Aman town is the capital city of Bench-sheko zone, and is found 227 km away from
Jimma and 574 km from Addis Ababa in southwest direction. Based on 2007 National Census,
the estimated total population of town is 48,934 among which 24,956 (51%) were females. The
estimate of homeless women in the town is not known. The town was has 5 kebeles. There are

one Teaching Hospital, one Health Center and 21 private clinics in the town(51).
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4.2. Study design

A cross sectional mixed methods study based on both qualitative and quantitative data was
conducted in a community setting. The study used both quantitative and qualitative approaches
concurrently to amplify and enhance the results of quantitative findings with the findings from

the qualitative part.

4.3. Population

4.3.1. Source population

For quantitative part: all homeless women with abortion experience residing in three selected
towns of southwest Ethiopia (Jimma, Bonga and Mizan Aman) were the source population for
this study.

For qualitative part: all health care professionals working in private and governmental health
facilities that are known as a provider of safe abortion care services and all administrative bodies
working in health office and in labor and social affairs office found in three selected towns of
southwest Ethiopia (Jimma, Bonga and Mizan Aman) were source population for qualitative

section of this study
4.3.2. Study population

The study populations for quantitative part were selected homeless women with abortion
experience residing in three selected towns of southwest Ethiopia (jimma, Bonga and Mizan

Aman).

For qualitative part, the study populations were purposively selected key informants from health
institutions known to provide safe abortion service, town health offices and labor and social

affairs offices in three selected towns of southwest Ethiopia (jimma, Bonga and Mizan Aman).
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4.4. Eligibility criteria

4.4.1. Inclusion criteria:

All homeless women who have past abortion history while being homeless were eligible to be
included in this study. For qualitative part, health care providers and administrative bodies who
worked at least for 6 month in the selected health facility or in respective health office were

included.
4.4.2. Exclusion criteria:

Homeless women with Abortion history where abortion occurred prior to experiencing

homelessness and homeless women with history of spontaneous abortion were excluded.
4.5. Sample size determination

For quantitative part, sample size was determined by using rule of thumb of 10 samples per
each measurement variable(52-54). Number of predictors to be included (measured) in the
quantitative part of this study was 11 and therefore, (10 x 11 = 110) is the minimum sample size
required for this study. Since 110 is minimum acceptable sample size, after considering 15%

non response rate, the final sample size will be: 127

For qualitative part, 12 key informants were participated in this study who were selected from; 1
from labor and social affairs, 5 from town health offices (1 from regulatory officer, 2 from health
office head, 1 HEW focal person and 1 maternal and child health (MCH) team leader, and 6 from
public and private health facilities known by town health office as a provider of safe abortion

service.
4.6. Sampling technique and procedure

For quantitative part: Respondents to be participated in this study were selected by using snow
balling technique. First eligible homeless women who are willing to participate in this study

were identified and the data was collected from them. Then these homeless women were used as
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a source to obtain details of other homeless women they know to be included in the study. The
data collection continued until many homeless were found and the required sample size has

reached.

For qualitative part: key informants from each health facilities and offices were selected
purposively based on their duration of stay in health facility/office, work experience in the area

and training on safe abortion service provision.
4.7. Data collection technique and procedure

Data was collected using semi structured questionnaires that is developed after reviewing
relevant literatures, depending on objectives that can be addressed in this study. For the
quantitative part, the questionnaire has closed ended questions and comprises five parts;
background information like age, type of homelessness, residence, income etc., pregnancy
experience and abortion experience, question to assess utilization of safe abortion service as well
as factors associated with safe abortion service utilization including individual factors such as
knowledge on safe abortion service and other factors like health system related factors that may
hinder utilization of safe abortion service. The data was collected through face to face interview
by three health care professionals with supervision from investigator. The purpose of the study
was clearly discussed to the respondent and their willingness to participate in the study was

asked prior to data collection.

For qualitative part, a questionnaire with open ended questions (In-depth interview guide) was
used. In-depth interview was made with key informants by the investigator in order to avoid
subjectivity of the response. Before commencing the in-depth interview, explanation of the need
to do the interview was made clear to the participants and the participants were asked for their
willingness for the interview. During the in-depth interview, data was recorded according to the

open ended questions in the questionnaires.
4.8. Study variables

Dependent variable: Safe abortion service utilization
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Independent variables:

X/
°e

Socio demographic variables: age, religion, income, marital status and educational status

>

% Individual factors: knowledge regarding safe abortion, perceived stigma/ discrimination

from health care providers, and actual stigma/ discrimination from health care providers

X/
°e

Health system related factors: cost of abortion, mandatory pre- abortion counseling and

waiting time
4.9. Operational definitions

% Homeless women: women who live or spend most of their time on the street and who
depend on the street for their life(36).

% Off- street women: women who depend on the street for their life and sleep on the
street(36).

% On- street women: women who depend on the street for their survival, but usually return
home at night(36).

% Safe abortion: in this study, a respondent who terminate their pregnancy in the health
facility were regarded as to have safe abortion while respondents who sought abortion
outside the health facility were regarded as to have unsafe abortion.

% Good knowledge of abortion: if a women had answered ‘Yes’ to eight knowledge

questions above the mean score(55).
4.10. Data analysis procedure

After collection of data, the data was entered into Epi-data version 3.1 on a daily basis and then
coded responses was double entered to cross check the data for consistency before analysis and
finally the double checked data was exported to SPSS version 21 for further analysis. Descriptive
statistics was initially performed to check for the distribution of dependent variable across
population and in order to determine the magnitude of dependent variable. The magnitude of
dependent variable was described in terms of frequency and percentage. Then binary logistic
regression analysis was performed in order to identify factors significantly associated with

outcome variable, utilization of safe abortion service. Bivariate analysis was performed first for
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each factor and then factors that were significant at P-value of 0.25 with 95% CI were included
in multiple logistic regression analysis. Six variables that were found to have significant
association with safe abortion service utilization in bivariate analysis (P-value <=0.25), average
daily income, perceived stigma/discrimination from health care providers, actual
stigma/discrimination from health care providers, knowledge towards safe abortion, long
weighting time at health facility and perceived cost of abortion at health facility, were entered

into multivariable logistic regression model.

Before drawing conclusions based on logistic regression model, Hosmer-Lemeshow goodness of
fit test was checked in order to check whether the data fit assumptions of the model and the result
showed that the model has fit the data well (P- value 0.587). Multicolinearity between
independent variables was also checked by estimating the variance inflation factor (VIF) and it

was found to be negligible (VIF less than 5).

For qualitative part, the Data from in-depth interview was analyzed manually by thematic
analysis. The data was manually cleaned initially and then the qualitative findings were narrated
and summarized based on thematic areas to support the quantitative findings. The data from in-
depth interview was categorized under to three main thematic areas; Personal/behavioral factors,
health system factors and health care professional related factors. Responses related to
knowledge regarding safe abortion, perceived stigma, life style were categorized under
personal/behavioral factors; responses related to ambiguity with legal framework of abortion,
contentious objection, shortage of trained personnel were categorized under health professional
related factors, and responses related to weighting time, cost of abortion, health policy, planning,

and health system approach were categorized under Health system factors
4.11. Data quality management

For quantitative part, the questionnaire was translated to the local languages and re translated
back to English to check for consistency. During data collection completeness and consistency of
each questionnaire was checked on daily basis and errors were edited as needed. During data

entry the template was formatted by following appropriate commands like must entry, legal
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values and jump rules to control quality data and by coding for missing value during data

analysis.

For qualitative part, the open ended questions was translated to the local languages and re
translated back to English to check for consistency. The data recorded in the notebook was
counter checked with the tape record for consistencies. In order to keep trust-worthiness of the
qualitative data triangulation with literatures was done.

4.12. Ethical consideration

Ethical clearance to conduct study was obtained from Jimma University health institute human
research ethical committee. Letter of cooperation was also be obtained from JU Epidemiology
department for each town health offices in three selected towns in south west Ethiopia and letter
of permission was obtained from each health office in order to proceed the study. The
participants were informed about the purpose of the study, their right to refuse participating and
discontinue the interview. Verbal consent was obtained from each participant prior to interview
to confirm willingness for participation. The information obtained from participants was kept
confidential throughout the study. Moreover, during the course of data collection, information
regarding safe abortion service provision and its legal framework in our country was provided
for homeless women who lack information regarding safe abortion. In addition, any

identification information including the name of the participants is not written in the study.
4.13. Dissemination plan

The result of the study will be presented to Jimma university epidemiology department. The final
draft will be then submitted after possible correction for comments and questions raised during
presentation to Jimma university epidemiology department, to Jimma town health office, and
jimma zone health bureau, Bonga town health office, kaffa zone health bureau, Mizan-Aman
town health office and Bench-Sheko zone health bureau. In order to reach many people who
need information from this research, an effort will be made to publish the findings of this

research in peer-reviewed journal.
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Chapter five: Result

5.1. Socio - demographic characteristics

Total of 122 homeless women with abortion experience were interviewed (96 were from Jimma,
17 from Bonga and 9 from Mizan-Aman), making a response rate of 96%. Out of these, 32
(26.2%) were on-street homeless while the rest 90(73.8%) were off-street homeless women. The
mean age of the respondents was 26 years (95% CIl: 25.1 — 27.4). About 51 (41.1%) of
respondents were Unmarried (Table 1). The average daily income of respondents was 21 birr
(95% CI: 20.4 — 22.5). Majority of respondents 103 (84.4%) were primarily engaged in begging
only as a source of income while the rest 19 (15.6%) were engaged in occasional work in

addition to begging.

Table 1- Socio-demographic information of study participants, southwest Ethiopia, 2021
G.C

Variables Categories Safe abortion
Yes No
Age category <=24 18 (31%) 40 (69%)
>=25 16 (25%) 48 (75%)
Marital status Un married 15 (29%) 36 (71%)
Ever married 19 (27%) 52 (73%)
Religion Orthodox 13 (25%) 38 (75%)
Muslim 11 (28%) 28 (72%)
Protestant 10 (31%) 22 (69%)
Educational level Never attended school 16 (25%) 47 (75%)
Primary school 18 (31%) 41 (69%)
Average daily <=20 birr per day 13 (15.7%) 70 (84.3%)
income > 20 birr per day 21 (53.8%) 18 (46.2%)
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5.2. Safe abortion service utilization

Safe abortion service utilization among homeless women in the study area was found to be 34
(27.9%). The rest 72.1% of total abortion takes place outside health institution under unsafe
condition. The most common health institution visited by respondents to obtain safe abortion
service were health center 15 (44.1%), private clinic 10 (29.4%) and public hospital 9 (26.5%).
(Figure-2) Of total 88 respondents who seek abortion outside health facility, 29 (33%) respond
that it is self induced and the rest 59 (67%) respond that abortion takes place in informal setting
by traditional provider. Out of total 122 study participants, 52 (42.6%) responded that they ever
know women who has abortion experience while the rest 72 (57.4%) responded that they didn’t
know.

50.0%

40.0%

30.0%

Percent

20.0%

10.0%

0%

Health Private Pubhe
Centre chme hospitals

Type of health facility

Figure 2- The most common health facilities visited by study participants for safe abortion
service among homeless women in southwest Ethiopia, 2021G.C.
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5.3. Individual factors

Out of total 122 respondents, 32 (26.2%) respondents have good knowledge regarding abortion
while the rest 90 (73.8%) have poor knowledge about abortion. About 37(30%) of respondents

reported that they have ever faced stigma/discrimination from health care providers (Table 2).

Table 2- Individual factors in relation to safe abortion service utilization among homeless
women in Southwest Ethiopia, 2021 G.C.

Variables Categories Safe abortion
Yes No
Think that they might face stigma/ Yes 12 (17.9%) 55 (82.1%)
discrimination from health care
) No 22 (40%) 33 (60 %)

provider?
Ever faced stigma/ discrimination from Yes 16 (43.2%) 21 (56.8%)
health care providers?

No 18 (21.2%) 67 (78.8%)
Knowledge towards safe abortion Good 20 (62.5%) 12 (37.5%)

Poor 14 (15.6%) 76 84.4%)

5.4. Health system factors

Out of total 122 respondents, 35 (28.7%) replied that they have been counseled at health facility

to continue pregnancy. 43 (35.2%) of study participants responded that they have waited long

time at health facility and 41 (33.6%) of total respondents perceive the cost of abortion at health

facility is affordable (Table 3).
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Table 3 Health system factors in relation to safe abortion service utilization among
homeless women in Southwest Ethiopia, 2021 G.C.

Variables Categories Safe abortion
Yes No

Ever counselled in health facility to Yes 12 (34.3%) 23 (65.7%)

i 2
continue pregnancy No 22 (25.3%) 65 (74.7%)
Ever waited prolonged time to receive Yes 21 (48.8%) 22 (51.2%)

i i health facility?
abortion service at health facility No 13 (16.5%) 66 (83.5%)
Perceived affordability of cost abortion in I think it is 22 (53.7%) 19 (46.3%)
health facilities affordable

I think it is 12 (14.8%) 69 85.2%

unaffordable

)

5.5. Independent predictors of safe abortion service utilization

The result of multivariate analysis indicated knowledge category, average daily income and

perceived cost of abortion at health facility were found to be the factors significantly associated

with safe abortion service utilization among homeless women (Table-4).
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Table -4 Independent predictors of safe abortion service utilization among homeless
women in southwest Ethiopia, 2021 G.C.

S. Variables Categories Safe abortion COR AOR P-
Yes No (95% CI) (95% CI) value
Average <=20 birr per | 13 70
daily income | day (15.7%) | (84.3%) 1 1
> 20 birr per | 21 18 6.282  (2.647, |5.873 0.003
day (53.8%) | (46.2%) | 14.907) (1.834, 18.801)
2 Think that Yes 12 55 1
they might (17.9%) | (82.1%)
face stigma/ | No 22 33 (60 | 3.056 0.336
discriminati (40%) %) (1.339, 6.974) 1.769
on from (0.553, 5.664)
health care
provider?
3 Ever faced Yes 16 21 1 1
stigma/ (43.2%) | (56.8%)
discriminati | No 18 67 0.353 0.737 0.605
on from (21.2%) | (78.8%) (0.153,0.811) (0.232, 2.341)
health care
providers?
4 | Knowledge Good 20 12
towards safe (62.5%) | (37.5%) 1 1
abortion Poor 14 76 0.111  (0.044, | 0.256 0.037
(15.6%) | (84.4%) | 0.276) (0.071, 0.920)
5 | Ever waited Yes 21 22 1
prolonged (48.8%) | (51.2%)
time to No 13 66 0.206 0.357 074
receive (16.5%) | (83.5%) | (0.089, 0.480) (0.115, 1.106)
abortion
service at
health
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facility?

6 | Cost of
abortion at
health
facility

I think it is 22 19

affordable (53.7%) | (46.3%) 1 1

I thinkitisun | 12 69 0.150 0.108 0.000
affordable (14.8%) | (85.2%) | (0.063, 0.358) (0.034, 0.345)

Homeless women with average daily income of greater than 20 birr per a day were 5.87 times

more likely to seek safe abortion as compared to those who have less than 20 birr per a day

(AOR =5.873, P-value = 0.003, CI [1.834, 18.801]). This supported by qualitative finding:

“ ... Poverty is | think another factor. Due to extreme poverty, they think about how

to get food for daily living rather than obtaining health care... their primary purpose

is to obtain food... ” (27 years old female interviewee)

Homeless women with poor knowledge towards safe abortion were less likely to obtain safe

abortion service by 74.4% as compared to those who have good knowledge (AOR = 0.256, P-
value = 0.037, C1 [0.071, 0.920]). This finding is supported by qualitative finding:

“...The reason for this is primarily Lack of awareness about the availability as well

as legal framework of abortion service... ” (34 years old female interviewee)

“ ... I think there are no concerned bodies to approach and talk to them, to teach

them or who tell them different alternatives....” (29 years old female interviewee)

“... As we don’t provide health education for them, and also they are far from other

sources of information like TV, Radio or social medias... they may lack information

about the availability of the service as well as the legal status of abortion...” (30

years old male interviewee)

Most of interviewees cited street life style as a one of factor that limit homeless women

from obtaining information regarding available health services thereby hindering them

obtaining the services.
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“... Homeless women themselves lack intention to receive information. | see a lot of women
with their children begging on street and when we try to provide them health education about
family planning, they don’t want to hear us because they are accustomed to street lifestyle

and focus on begging... (32 years old Female interviewee)

“...when you try to talk with them, when you approach them majority of them don’t
want it because they are accustomed to street life, they don’t want to come close to

us...” (29 years old female interviewee)

“...they thought they have nobody; they feel ashamed to visit health centers because
they think they are stigmatized from people... ” (35 years old female interviewee)

The odds of safe abortion service utilization among homeless women who think that the cost of
abortion at health facility is unaffordable was lower by 89.2% as compared to those who think it
is affordable (AOR = 0.108, P-value = 0.000, CI [0.034, 0.345]). This finding is supported by
qualitative finding:

“... Cost of abortion is also another factor in private sectors. Abortion is provided
for free in public facilities but in private facilities the cost of health care services in
general is high and it is difficult not only for homeless even for other individual who

have better income...” (32 years old Female interviewee)

“...as this is private sector there is payment for the procedure as well as for drugs
and supplies. And the cost of abortion differs based on the procedure performed; it

ranges from 500-1200 birr...” (29 years old male interviewee)

Most interviewees reported that health system approach like absence of mobile teams to
provide services for homeless and absence of specific policy and could limit homeless
women from obtaining available services. In addition to this health planning is also not

inclusive.
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“...the health system neglects these groups. Only when they came to health facilities
they can get the service. There is no mobile team to address the health issue of these
groups. All approaches are focused towards general population including health
education, home visits, campaigns...we never consider them...” (30 years old male

interviewee)

“....The health system is not flexible to include these population groups. We just focus
on providing service for general population. Even health extension package doesn’t
consider them. Health education is usually provided for those who live in their homes
through home visit rather than for homeless women... " (38 years old female

interviewee)

“... There is no specific policy about the reproductive health issue of homeless

women... ” (34 years old female interviewee)

“.... When services are provided through campaigns, we provide them. But to my

knowledge there is no specific policy... ” (29 years old female interviewee)

“...Although homeless women are the segment of total population, we don’t include

them in our plan... ” (38 years old female interviewee)

“... We plan for total population in the catchment area but we don’t plan specifically
for homeless women... we don’t include them in our plan. The plan for should be at
government level and there is no plan at government level specifically for homeless

women... ” (32 years old Female interviewee)

Health care provider related factors are also other factors cited by most of interviewees as
a factors affecting homeless women’s safe abortion service utilization status. These
include shortage of trained personnel, misinterpretation of conscientious objection and

ambiguity with legal framework of abortion.
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“...Another thing is that our approach. We don’t go down and work on them, we need
to go down and work on them and provide information about the availability of the

service...” (32 years old Female interviewee)

“...Wedidn't get close to them to understand what their problem is. The problem is
that there is no specific service for them. When they visit health facility, we treat them
just like ordinary personnel. But homeless are eligible to get safe abortion as they are
under extreme poverty. Sometimes we just counsel them to return and continue the
pregnancy without deeply asking their reasons or without knowing that they are
homeless and later they return with complication of unsafe abortion.... (37 years old

male interviewee)

“... I think majority of health care professionals may not discriminate/stigmatize the

homeless women...” (28 years old female interviewee)

“... But some may do. Some health care professionals may give priority to the rich

people; they respect more the rich people...” (25 years old female interviewee)

“... There are trained personnel. But when the trained personnel are on leave or

away for another reason, we experience shortage...” (37 years old male interviewee)

“... I think that a health care provider can refuse to perform safe abortion if it is
against his/her personal beliefs or religion...” (27 years old female interviewee)

“... But sometimes they refuse to perform the procedure I don’t know reason....” (25

years old female interviewee)

“....I don’t think that health care providers should refuse. But some health care

providers say that abortion is prohibited by their religion. But as to me, we have a
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responsibility to provide abortion service for the women as long as she fulfills the

prerequisite...” (28 years old female interviewee)

“....Maybe those health care providers who receive training on abortion may better
know the legal framework of abortion... I can’t say surely all health care providers

know it...” 29 years old male interviewee)
“... And not knowing the legal framework has impact on safe abortion service

utilization...it may increases rate of unsafe abortion” (27 years old female

interviewee)
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Chapter six: Discussion

This study aimed to assess magnitude and factors associated with safe abortion service utilization
among homeless women in Southwest Ethiopia. The result of this study had indicated that the
magnitude of safe abortion service utilization among homeless women was 34 (27.9%). Average
daily income, perceived affordability of cost of abortion at health facility and knowledge towards
safe abortion were factors that showed significant association with safe abortion service

utilization of homeless women after controlling for confounders in multiple logistic regressions.

This study revealed that only about one-quarter abortion 34 (27.9%) among homeless women in
the study area was terminated under safe condition, making the rest three- quarter of abortion
among homeless women unsafe. This finding is far below the national estimate of unsafe
abortion in 2014, which indicate that 47% abortions were unsafe(15). This indicates that the
greater proportions of homeless women terminates their pregnancies outside health facilities that

might carries significant risks of morbidity and mortality from complications of unsafe abortion.

The magnitude of safe abortion service utilization among homeless women in this study 34
(27.9%) was also lower as compared to the finding of study conducted in Addis Ababa which
was 59.4% (28) and in Dessie which is 55.5% (37). The reason for this discrepancy might be due
to the deference in their study subjects. This study considered homeless women of reproductive
age group while the study conducted in Addis Ababa considered street children aged 10-18 years
old and study conducted in Dessie considered street youth aged 10-24 years old as their study

subjects.

This study indicated that Homeless women with average daily income of greater than 20 birr per
a day were 5.87 times more likely to seek safe abortion as compared to those who have less than
20 birr per a day, indicating that homeless women with higher average daily income are more
likely to utilize safe abortion. This finding is consistent with study conducted in Axum town
which indicated that all homeless women faced financial limitations to visit health care facilities
for maternity care service and a shortage of fees for services that are unavailable at public health
facilities (10).

26|Page



In this study, the odds of safe abortion service utilization among homeless women with poor
knowledge towards safe abortion was lower by 74.4% as compared to those who have good
knowledge. Poor knowledge of homeless women regarding place to get safe abortion, as well as
its legal framework might lead to reduced utilization of already available service. This finding is
consistent with the study conducted in Dessie which indicated that lack knowledge about
reproduction and sexuality and lack access to reproductive health information lead to increased

risk of unsafe abortion (37).

This study indicated that the odds of safe abortion service utilization among homeless women
who think that the cost of abortion at health facility is unaffordable was lower by 89.2% as
compared to those who think it is affordable. Homeless women perception about the cost of
abortion at health facility was one of barriers of safe abortion service utilization that might lead
them to sought traditional provider although the service is available at public health facilities for
free. This finding is consistent with study conducted in democratic republic of Congo (DCR)

which indicated that high costs inhibit access to safe abortion in DRC (35).

Generally, the findings from the qualitative study indicated that safe abortion service utilization
among homeless women was not only determined by their personal characteristics, but also
health system factors as well as health providers approach. Health care provider related factors
such as ambiguity about the legal framework of abortion, limited training on abortion and
misinterpretation of conscientious objection are most commonly cited factors affecting safe
abortion service utilization among homeless women by most interviewees in this study. This
finding is consistent with different studies conducted in various parts of Africa and south
America(47-49).

Finding from qualitative data also showed that the inflexibility of health system had made the
service delivery difficult to the homeless. In addition to this, absence of specific policy regarding
homeless women’s issue and health planning which is not inclusive of homeless women had

reduced the focus of service delivery for homeless.
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Chapter seven: Conclusion

According to the findings of this study, only about quarters of homeless women in the study area
had used a safe abortion. This study had showed that average daily income, knowledge category
respondents and perceived cost of abortion at health facility were significantly associated with
safe abortion service utilization among homeless women. The qualitative findings of this study
revealed that the use of safe abortion service among homeless women was affected by their
personal characteristics as well as health provider related factors and health system factors such

as health system approach, health policy and planning.
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Chapter eight: Strength and Limitations of the study

Strength

The investigator had directly involved in data collection processes so that the reliability of data
could be maintained. In addition to this, the study combines both quantitative and qualitative data

in order to triangulate the findings.
Limitation

The total number of homeless women as well as the number homeless women with abortion
experience in all three towns was not known. This requires conducting complete enumeration of
homeless women before commencing data collection. However, complete enumeration was not
done due to the need for additional resource. In addition to this, the sample size when calculated
by using single population proportion was very large which 422 was and it is difficult to find this
much participants as the study population for this study are of rare type (homeless women with
abortion experience). And also as the number of homeless women with abortion experience is
unknown; it is not possible to use correction formula in order to reduce the number of study
participants to be included in the study and therefore the rule of thumb was used to determine

sample size in order to reduce the number of study participants.

In addition to this, proportional allocation for three towns was not done as a total number of
homeless women with abortion experience in the study areas were not known. The baseline data
about homeless women’s safe abortion service utilization was not available, and hence making
difficult for comparison of the finding. Moreover, biases like under-coverage bias might be
introduced due to small sample size used. The finding from this study might also lack
generalizablity particularly due to sampling technique used. Since the educational status of
majority of homeless women was under category of never attended school and primary school
level, the finding may be subjected to recall bias. The sensitive nature of the study might have

led to socially desirability bias.
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Chapter nine: Recommendation

Government

To meet the SRH need of homeless women, the government should improve urban health
extension package. The government guideline, plans and strategies should be developed in such
a way that they can address the SRH needs of homeless women allowing these population groups

readily and preferably for free, access SRH services.
Health bureaus

Respective zonal health bureaus and town health offices should work on awareness creation
regarding safe abortion service provision and its legal framework as well as other SRH issue,
especially regarding family planning in order to prevent unwanted pregnancy among these
population groups. Besides providing free health care services, additional effort should be made
to dig out and address the social, cultural as well as environmental factors that restrict access to

safe abortion service.
Higher institutions

Higher institutions (Jimma University, Mizan Tepi University and Bonga University) should
help homeless women to undertake income generating activities by providing properties and

facilitating capitals through community based education program.
Researchers

Understanding of the SRH status and other health issues of homeless women has a paramount
importance to formulate necessary policies, strategies and programs as well as to plan for health
services for these vulnerable groups. This study only focused on safe abortion service and hence
further study is needed to examine other SRH issues of homeless women. In addition to this,
Moreover, this study covered only three towns of south west Ethiopia, and therefore further
studies should be carried out in different parts of the country to provide comprehensive

understanding of the SRH status of homeless women in national context.
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Furthermore, there are additional variables that were explored by qualitative part of this study
such as health system factors including health policy and health planning, health provider related
factors like misinterpretation of conscientious objection and ambiguity with legal framework of
abortion, and homeless women personal characteristics like street lifestyle. There are also
additional variables that are not covered under this study. Therefore further study should be
carried out to address variables that are not covered under this study and to quantitatively

measures variables that are identified qualitatively.
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Annex —I: English version questionnaire

THIS QUESTIONNAIRE IS PREPARED FOR COLLECTING INFORMATION ON
UTILIZATION OF SAFE ABORTION SERVICE AND ASSOCIATED FACTORS AMONG
HOMELESS WOMEN IN SOUTHWEST ETHIOPIA

Questionnaire code:
Good morning/ good afternoon/ good evening.

My name is

We are conducting research entitled with utilization of safe abortion service and associated

factors among homeless women.

| promise to keep confidentiality of your response. Your name is not included in any data
processing in the research and will never be used in connection with any of the information you
give. You are kindly requested to answer every question and you may stop responding the
questions at any time you want to. However, your honest answers to these questions will help for
better understanding of this study. There can be more than one answer as given on the alternative
choices or opinions. The total time needed for responding this questionnaire is about thirty

minutes. So, | kindly request you to participate in genuinely answering the interview.

Are you voluntary to participate? Yes ----- NoO -----

If yes put your Signature -------------- date / /-

If No thank you
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Part I- Socio demographic questions

1. Age:
2. Residence

a. Jimma

b. Bonga

c. Mizan-aman
3. Type of homelessness

a. | depend on the street for my life and return home at night (On-street).

b. 1 depend on the street for my life and sleep on the street (Off-street).
4. Religion:

a. Orthodox

b. Muslim

c. Protestant

d. Catholic

e. Other (specify)

5. Marital status:

a. Single
b. Married
Widowed

Divorced

o o

6. Ethnic group

Oromo

o o

Dawro
Kaffa

Ambhara

o o

e. Yem
f. Others (specify)

7. Educational status

a. Never attend school
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b. Primary school
c. High school
d. Collage and above

8. Awverage income

9. Source of income

Pregnancy and abortion experience

10. Have you ever had history of pregnancy?
a. Yes
b. No
11. If yes, how many?
12. Is your recent pregnancy wanted?
a. Yes
b. No
13. Have you ever know the one who has abortion experience?
a. Yes
b. No
14. What about you? Have you ever had abortion experience?
a. Yes
b. No
15. If yes, what type of abortion is it?
a. Induced

b. Spontaneous

Part 11- Questions to assess knowledge

16. Do you know that safe abortion is provided in health facilities?
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a. Yes
b. No
17. Have you ever heard about the current abortion law of Ethiopian?
a. Yes
b. No
18. What do you know about abortion law in Ethiopia?
a. Abortion is legal in Ethiopia and provided on request
b. Abortion is illegal in Ethiopia
c. Abortion is legal for some selected reasons

d. Don’t know
If your answer for Q19 is 3, in what do you think are prerequisites for abortion?

19. Fetal malformation
a. Yes
b. No

20. Continuing pregnancy endanger woman'’s life
a. Yes
b. No

21. Pregnancy at age below 18 years
a. Yes
b. No

22. Pregnancy results from rape or incents
a. Yes
b. No

23. If mother can’t bring up her child due to physical or mental illness
a. Yes
b. No

24. If mother can’t bring up her child due extreme poverty
a. Yes
b. No
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Part I111- Individual and health system related questions

25. Have you ever faced stigma/ discrimination from health care providers?
a. Yes
b. No
26. Do you think that you might face stigma/ discrimination from health care provider?
a. Yes
b. No
27. Have you ever had pre-abortion counseling at health facility?
a. Yes
b. No
28. Have you ever counseled to continue pregnancy at health facility
a. Yes
b. No
29. Have you ever waited prolonged time to receive abortion service at health facility?
a. Yes
b. No
30. How do you rate the cost abortion in health facilities?
a. |think it is Affordable
b. 1think it is unaffordable

Part IV- Questions to assess safe abortion service utilization

31. What is your reason to induce abortion
a. Unwanted pregnancy
b. Economical reason

c. Medical condition
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d.

Other (specify)

32. Where did abortion takes place

a.
b.

Health institution
Outside health institution

33. If in health institution, which one?

a.
b.
C.
d.

Health center
Private clinics
Public hospitals

Private hospitals

34. If outside health institution, where?

a.
b.

C.

Self induced
In informal setting by traditional provider
Others (specify)
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In-depth interview guide
Back-ground information

Age

Sex

Educational status and qualification

Work experience in the area

Position (responsibility)

Question on safe abortion service provision and associated factors (for health care

providers)

1. Do homeless women visit your health facility for safe abortion service? Please describe
in comparison with their housed counterparts.

2. What factors do you think hinder homeless women from utilizing safe abortion service?
Please describe.

3. Is there a condition in which a homeless woman wanted an abortion service at your
health facility but returned back without being served? Please describe the reason.

4. Do you think that all health care professionals provide abortion care for homeless without
any discrimination or stigma?

5. Do you think that all health care providers know legal status of abortion in Ethiopia? Do
you think that ambiguity of legal framework of abortion among providers can affect safe

abortion service utilization?
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6. Is there a condition when your health facility experienced shortage of trained personnel
on safe abortion? Did this cause homeless women to return without being getting the
service?

7. How much is the cost of abortion in your health facility including cost for procedure,
drugs and other supplies?

8. Do you think that a provider can refuse to perform safe abortion because of his/her
personal beliefs (Conscientious objection)? Is there a condition in wich your co-worker
refused to provide or assist provision of abortion of because of his/her personal beliefs or

religion.

Question on safe abortion service provision and associated factors ( for administrative

bodies and RH experts)

1. What do you think about safe abortion service utilization among homeless women in
your catchment area? Please describe in comparison with their housed counterparts.

2. Inyour perception, what are the reasons for this?

3. In your opinion, what factors hinder homeless women from utilizing safe abortion
service? Please describe factors from side of homeless women, health professional and
government/policy.

4. You know that Homeless women are the most vulnerable groups for violence and
unwanted pregnancy. Is there RH issue in policies specifically outlined regarding
homeless women? If “yes” please describe. Do you think health care providers and other
responsible bodies are aware of it?

5. Is there anything being done or planned in your area for improving SA or other RH
service utilization for homeless?

6. What do you suggest for homeless women, health professionals or government to

improve utilization of Safe Abortion service among homeless
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Annex —I1: Amharic version questionnaire

U A ®®MLD P+HIBM. NA 185 +884 NPF AFT NMS +29° NP NATLAMO LUYT+
PtMNP 67N MADLE A4 T AMPPI® AT +LOH TN PPF ATHDS M.

NIPLI"4 ATRA+E PEPLATT £CIP

P PAMMES AOAL ©M(

AT9Y AR4/ A1 P/ ALIPT AODTY:

AL N ANAAU: NET RINCHE PTIUNZLAN MG AMNNSP N&A P 2 § £9¢
+ao¢ +a@s AP P 189 +884 NUF AFT a2hhd NMS +R° @A AATAMD. LU+
P+MNP 87N MADLE A1AIT AMPPT® AT +LOH TPATLHT ATIDP HTF NONLE AL
A1EAU: ACNI® NHU @PMeP A18A+4: NPLMP +NNCT AMEPAL: NAPMLE MPT
PAM-T RZEPTF NA™A NAMDEC P+MNE BUTA: NFPPT NAPMBE AL Y NTYIGMIP
PAAM-T AoLE8 AL ARMPNIR: BUT ATE PARAMT ALEPT ADTHTT TAP 4.8 NAAD
ADLTFMT ATET1974T ATMEPAT: NHU PMTT JRCIC AAGPNLAT N Pe dPYA AR
NMIEMI® 1H, NP jd: ML NAMPL N 30 BeP NAL ARLEIR: NAHU NHU M5+
goCIRC AL A8 ATE NFUTT ATME ST

AMRA+E ST 1PT?

AP

A2 EALTP

&P NPy /
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&CTM

AOAITAU!!

I-e+AFLM7T UL Paq AL Ao/ 8

1. ALIq:
2. hEGA
a. &m
b. N7
C. MHY -AM7Y
3. P189 +8847T %L1
a. N7 0185 YLMmF ATLAU T NTRF 17 ML N AGPANAL-
b. N18F ALMm* AL a4 NA™k MG Y AT NARYIL AL A+TAL
4, 2%
a. ACTAAN
b. d™hAgP
c. TCEHENFIT
d. hARn
e. NA

5. fINF Urt:
a. PAINF
b. f1NF

c. N9°+ P+A PP
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d. P&AT
6. NC:

a. ACA®

b. 8a-C

d. A99¢
e. Pgr
f. AA

7. PHIPUCT RLE:
a. PA+TLF
b. PaREan(CP £LE
c. PUATE BLE
d. PAES NHNAL

8. PNe7 N,(NNC)

9. PN, T°7epe

PACIHS AS e-CE +9h(C

10. ACIHT AIMIPT PO-PA?
a. .A?
b. A

11. AP NPT A2

12. 0®CAN ACTHTP P+LAT 107
a. AP

b. h2LAJ
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13.PTNMLE ATPL PAD- (D- PO FZA?
a. AP
b. Al
14. ACAPN? BN MADLE +IPNC AIDTPF PO-PA?
a. AP
b. h®
15. A% NPT 927 9L ™8 1a-?
a. &I AT8ERLM LA
b. &N MY N+ L)

PAM-$T dDAN P M PEPF

16. NM5 +2MF @AD LU+ P+MNP O-CE ATLTAMD POrPA?
a. AP
b. Al
17. NARUF PATEEP O-C8 Mo NFR+a- PO-PA?
a. AP
b. he
18. NATEEP @AM AA B-CE hel o7 PO-PA?
a. 87N MAGLE NATEEL Ak NAk hJR AT ATA%AF NAPMPP T99T+ £ FAQ
b. NATE&L 67N MNDLE A1DD 10
C. ARTB1L PHAD/M. FPNTPET 67N TMADLE hIP 10>
d. hAD-&gD

Ak 18 ANP 3 NPT T 67N TMNDLE $&A° -3 PTF 9o LAPAAN?
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19. P87N APHNF(PET(+ MGTTY AATRLY)

a. AP
b. A&LA®
20. ACTTHTT PP MA PATLET A2OT A8J AL PALMA MUY
a. AP
b. Ah&LA
21. ACTHS P+hA+@ h 18 9a2F N3+ NPT T AL
a. AP
b. A2LAT®
22.PACOIHS Mt NANTIEL R4 L MRIR MNLFF
a. AP
b. A&LAJ
23.A9F NANAR @EI NAATRE AIRI® TPATPT ABT ML hAFAT
a. AP
b. A&LAP
24. ASF NN&+T 2UTT T°hT LT A8 AL NAFAT
a. AP
b. A&LAJ

PAAANE hIeTTT K¢ hmSs +2M+ hCYt+ JC °e+HARS,
o1 P+F7 AP B PEPF

25. hms NAT>PPF apiAd/ AL AP A LCANT 2FAA NAD PANA ( RLEA?
a. AP
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b. A&
26.NMG NAT>PPF MIAL/ AP AIMPPT POrPA?
a. AP
b. h2
27.NMS +RI° ™-Np PP L AR g7\ AMADMLL I°AC ATAIRT +NTT PO-PA?
a. AP
b. A2
28. MG +Ld™ @AM ACTHTT AT8P DA ToNC AT
a. AP
b. AL
29.NM MNP 7N PAINMLE AT4°1ATT ATRTTH CHIR PA TH MNPD- PO-PA?
a. AP
b. A2
30.NMS +£F @AM N PANDLE ATADATT ATTE PR PALIDY Dan,  (REP)

ALt £7aDe)an-4)\?
a. +a®Mmm% LAPHATA
b. +amm% PALT (N&+5) LAPAATA

8N MAMLE A1AIT hMmP+I° e+aANE D PEPT

31.87N AT8.RZM +RC3A NPT F 67N ATINMLE AT PTP TR LIm-?
a. PA+LAT ACIHY
b. AhFm,
c. PmS Uiz
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d. AA(BAR)

32. 670 MNDLE 0t +hTmy
a. M4 t&e
b. M4 +kI® M6
33.NMT +&9° - NPT F PHFm- 10-?

a. M5 MNP

o

P74 AA LT
c. PARIINF PAT AT
d. P74 UNT et
34.NMmq +LI° @6 NPT 02
a. Né&N
b. NNUAR NAI™ P
c. AT (£9A%)
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Ambharic version in-depth interview guide
P+HAFLMT Ui PAIAR a8

0L

A

PTIRUCT B8 AT PO™P HCE

NANNNG- P4 ATRE

IALTT)

? 189 +8284 NUF A+T a™hhA M5 +29° @A hMATAMD. LYY+ e+mNe 67N
MADZE h1A°1A=F(safe abortion service utilization) A P+9™ AT +L2H 1 P++7

P, amAht pPE (AMS NAT™PPF)

1. © 189 +88¢ PUF AFT AGTIN TMNMLE A1AINT PMT +RIPPT LINTA? ANAPTY
NNFFa- NMAFE AFPFFO IC NTIT190C LoTAR:

2. P 185 +884 PUFr ART NMS +£9° @AM PMAMMY LUT+k P+mMNe O-CE
A1A°14T7 (safe abortion service) AT82Med™ PafPoI§FMm- Joy RAPAAPFA\?
ANAPT NHCHC BOIAR:

3. P 189 +882 PUr AFTF AGTIN MNDLE A1AVRT NMS +RIPP ao+m, 10 97
A0 etY APLTTF PHARANNT Ui TNC? ANAPT TN P+ LR
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4. AR PMS NAT™PPF 83N PAINMLE ATA%TT AY8T +884 AUF AFT  PA
gRYGR ALAP DL AL RAMA NAD- PANA?

5. UA9R PMS NATPPF PR TERP POTN MINDLE Pl MOPE POrSi NAD- PANA?
PMS NAT™PPT PATEAP PETN MAMLE Ph TMOPET MDP MLI® AATIDP
PRI AMPPIR AL +ROF APALC 2FAA NAD PANA?

6. NMG +£I°P NHIN WADLE HLP PAAMT WA+EF AT AImdet PO$A? £U P
185 +88¢ PUF AT ATA%+T APTTF ATRARAMN TPRTET UF POPAY?

7. NMS +RIPP NP PAWAL T PREILT AT PAAT APCNFT PIT I°C BTN
MNMLE Mk, (cost) T°7 PUA 10x?

8. A7Z PMS NAT™P N91A A9PI+H RIS NYLMMF+ NPt PATN TNMLLT
RAMDLE DRYGD AGRM, T9AT PR TFA LADAAPFA? PAvd NARZND N9IA AP+
mLI° NYLMFP+ J°nTLT 67N MAMLE ATIPLN MLI® AGRLST £ PLE PALINT
U3 hA?

? 129 +884 NUF AT+ a®hhd N5 +29 @-Hp DATAMO. LYY+ P+mNe 67N
MAMLE h1A9AT (safe abortion service utilization) AmP o™ AF +P22H ATLT+F7

P ARt m P (AMT NANATT AT ANT +PAL NAT-PPF)

1. NANNNP P189 +884 ATT NMG +2I° P AMMY PM-CE ATAI AT AMPPIE 9B
LAOPAAA? ANAPTY NNFFO NTLPE AFPFFD IC NTI190C LTAR:
2. NACAH ANHLPF AHU 271 0%TF o1 e9Fm-?
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3. DAY+ ANHPPF P985 +88Z AST NMS +£9° PMAMMY PO-CE AIATIAT
AT8LMea> Py Pa)SFM- 11CF FRILT §FM-? N18T +884 APF T MG NAT™P AT
haeyonvt/7A N IC NP PH PPATLHFT RaIAR:

4, 0185 +88¢ ARF AmPt AT AATLAT ACTHT NMIR +JAs MHEFF ATLPH
RFrMmPA: P985 +884 ATTT PNY +PAL MG N+MRAN+ P+eadm 7A A AA? DA
ANAPT £AR: PG NATTPPTF AT AdeT JALTT PATM ANAT P P-4+ NAHU
7AN RAPNAPFA?

5. NANANS PNMS +£I° PTRAMMT PO-CE ATART DLT® AA PNT +PAL A4 T
AMPPI® ATIARA Pl 110 AA?

6. PNMS +£9° PO AMMY PO-CE A1ATT ATIAAA  A18F +884 ATTF T AMS
NAT™PPF MEIP ARG 9O L MEaIA?
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