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[bookmark: _Toc508322617][bookmark: _Toc508366176]Abstract
[bookmark: _Toc508322618][bookmark: _Toc508366177]Background: D&E is a surgical abortion that is typically performed midway during the second trimester of pregnancy and in which the uterine cervix is dilated and fetal tissue is removed using surgical instruments (as a forceps and curette) and suction (1).
[bookmark: _Toc508322619][bookmark: _Toc508366178]Purpose: This study aimed to assess the knowledge, attitude and practices of D&E among consultants and residents in OBGY postgraduate school in Addis.
[bookmark: _Toc508322620][bookmark: _Toc508366179]Method: The study utilized a cross-sectional design. Convenience sampling was used to recruit121 consultants and residents at AAMF and SPHMMC and their respective affiliate health facilities in gynecology and obstetrics department. Data were collected using a self-administered questionnaire and analyzed using SPSS version 20. Results are presented with tables, graphs and pie charts.
[bookmark: _Toc508322621][bookmark: _Toc508366180]Key Findings: The participants comprised of 81.8% residents andn gynecology and obstetric department  18.2% of consultants with mean age of the participants being30 years. The mean score on the knowledge component was 6.7±2.1, from a maximum total of 13. Around two third of participants have positive attitude towards D&E. Only around a third (34.7%) of the providers has done or assisted the procedure.  Among providers about (30%) practice hysterotomy for failed medical termination.
[bookmark: _Toc508322622][bookmark: _Toc508366181]Conclusion and recommendations: The findings show a wide gap in D&E practice among providers with unfairly significant numbers of hysterotomy procedures in place of D&E due to lack of training as a part of practice. It is crucial to expand this study at a national level to identify the gaps and to plan strategies to promote D&E skill training in postgraduate curriculum which will potentiate options of services for needy mothers.
 


[bookmark: _Toc502234757][bookmark: _Toc504056666][bookmark: _Toc508322623][bookmark: _Toc508366182]1 INTRODUCTION
[bookmark: _Toc502234758][bookmark: _Toc504056667][bookmark: _Toc508322624][bookmark: _Toc508366183]1.1 BACKGROUND
D&E is a surgical abortion that is typically performed midway during the second trimester of pregnancy and in which the uterine cervix is dilated and fetal tissue is removed using surgical instruments (as a forceps and curette) and suction (1).
Induced abortion is estimated to be 56million during 2010–2014, each year worldwide of which second trimester shared 10–15% of all induced abortions. Though second trimester abortion shared less percentage of all induced abortions worldwide it is responsible for two-thirds of major abortion-related complications including maternal death. In its recent publish from systematic analysis WHO reported that abortion related MMR is estimated to be 8% of all maternal death worldwide (2, 3).
 One of the comprehensive women’s care is getting the service for 2nd trimester abortion, be it safe second trimester termination or PAC for mid trimester abortion (4). Approximately 10% of abortions in the United States occur in the second trimester. Though there are instances in which the use of systemic abortifacient is necessary, mid trimester abortions are most commonly performed in the USA via dilation and evacuation (5, 6).
Now days residency trainings are poorly involving second trimester surgical termination of pregnancy as routine training program even in developed world. 
As it has been shown in USA more than 50% of residents received instruction in termination practices. Of those practices, the most common were first-trimester surgical abortion (85% of programs), followed by medical abortion (59%), second-trimester induction (51% of programs), and dilation and extraction (36%) (7). This is a hospital based study and will be undertaken in Saint Paul’s hospital and BLH in Addis Ababa, capital city of Ethiopia. Saint Paul’s hospital is one of the tertiary referral hospitals directly under the federal ministry of health. It is also a teaching hospital for the Millennium Medical College and Addis Ababa University. The hospital gives service to 200,000 people annually who are referred from all corners of the country. It has a total bed of 360 and on average 650 patients visit the hospital as outpatient and emergency daily. It gives service under different clinical disciplines which include obstetrics and gynecology. Nearly 800 women give birth in the hospital monthly.
[bookmark: _Toc479962430][bookmark: _Toc508322625][bookmark: _Toc508366184]1.2 STATEMENT OF THE PROBLEM
Globally, about one fourth of pregnancies ended in abortion in 2010–2014 resulting in an estimation of 56 million induced abortion in the world during the same period. Un safe abortion accounts for about 22millions which ends up with 47000 and 5 million deaths and disability respectively.97% of the above problem is happening in the developing countries(2).
More than one-third of all women with abortion complications were seeking care after second trimester abortion and it was more common among women who lived in rural areas than among their urban counterparts in Ethiopia(8).
Introducing mid trimester TOP to service providing centers will decrease these number of maternal mortality and morbidity solely in developing country.
Though the incidence of 2nd trimester abortion is low, the fact that its complications account for more than two third of all abortions complication, is indicator for more attention towards availing the possible options for the clients without limiting their choice to one option be it medical or surgical methods neither because of unavailability of the medications nor shortage expertise on the procedure. Worldwide, labor-induction abortion is used more often than dilation and evacuation (D&E). Reasons given for preferring labor induction include not requiring skilled providers, allowing for an intact fetus, and allowing for the process of labor, otherwise it has proved that randomized trials of women requesting mid trimester TOP found STOP less painful and more Acceptable than MTOP (9).so it looks that if a facility equally provides both services women shown what to choose but mainly the mere absence of trained provider is limiting their choice throughout the world.. 
There are only a few published works on D&E as a part of abortion training for residency program mainly in developed nation. Despite the availability of residency programs No published study has been conducted in our country as well as in SPHMMC since it was established as one of the institution with residency program and the center with highest number of deliveries and abortion service in the country currently. The lack of data about the KAP of residents and consultants on D&E gives us a background to initiate a study on this topic in the institution and as well as in the country.
[bookmark: _Toc508322626][bookmark: _Toc508366185]1.3 SIGNIFICANCE OF THE STUDY
As their reproductive right every client should be provided with options of mid trimester pregnancy termination. As it has been Saied above though D&E is preferred method of mid trimester TOP, the limitation of procedure to very limited facility mainly due to shortage of expertise is forcing the women to undergo MTOP with no option which is against their reproductive right. There are also situations when women of this GA (mid trimester) with two or more C/S scar will unfairly undergo hysterotomy in our country while their counterpart in developed nation  is getting D&E by MFM which are available throughout the country  for whatever indication of pregnancy terminations(10). 
The result of this study which used by postgraduate program directors, health planners or policy makers and other concerned bodies to initiate the relevant intervention measures to improve quality of service for pregnant women who are in need of STOP at mid trimester gestation.
 Generally, this study will used to:
· Determine the proportion of providers performing STOP at mid trimester.
· Assess the magnitude of the problem following absence of providers with D&E skill
· Give us a clue whether a residency program has to involve routine or optional training on D&E in our postgraduate institutions. 
· This study can also help as an input for other large scale studies that determine KAP of health care providers towards D&E in the country.  






[bookmark: _Toc479962431][bookmark: _Toc508322627][bookmark: _Toc508366186]2. LITERATURE REVIEW
Global burden of induced abortion is estimated to be 56million during 2010–2014, occurred each year worldwide. The explanation for increment of additional 6 million procedure annually from 1990–1994 is mainly because of population growth. The world annual rate of abortion estimated at 35 abortions per 1,000 women of childbearing age (i.e., those 15–44 years old) in 2010–2014, has declined slightly, from 40 per 1,000 in 1990–1994(2).
The annual number of abortions were reduced by 5 million in developed regions during this period (2010–2014), whereas it increased in developing regions by 11 million as the reproductive-age population grew at a similar pace. The proportion of abortions worldwide occurring in developing regions rose from 77% to 88% during this period (2).
The incidence of Second trimester TOP varies throughout the world. In 2008, 10.3% of abortions in the United States were 13 weeks LMP or later, including 4.0% at 16+ weeks (6).This number was reported to be 25%–30% in India and South Africa (11,12), around 8% in England and Wales (13),34% in Kenya (14),10% in Nigeria (15). In Ethiopia there is lack of data on the incidence of nationwide second trimester TOP but according to Amlaku Mulat et al, the prevalence of induced second trimester abortion was as high as 19.2% in Amhara region (16).
There are ample reason for women to seek for mid trimester pregnancy termination. Some of the circumstances are delay in recognition of pregnancy, delay in obtaining referral to facilities where such a service is provided, poverty, being black, low educational level, major anatomic or genetic anomalies may be detected in the fetus in the second trimester and women may choose to terminate their pregnancies late (6, 16-20).
Both surgical and medical methods of pregnancy termination can be used in the second trimester. Few studies compare D&E to current medical methods of pregnancy termination. Of such studies; there was retrospective evaluation of D&E and induction with misoprostol. Women with medical intervention had a higher overall rate of complications compared to those undergoing D&E (22% vs. 4 %). However, there was selection bias because majority of medical arm were with significantly higher gestational age (20.3 2 weeks vs. 18.4 2.2 weeks, p<0.001) (21).The conclusion from Cochrane review on 2008 evaluating two RCT; One compared dilation and evacuation (D&E) to intra-amniotic instillation of prostaglandin F2 and the second study compared D&E to induction with mifepristone and misoprostol was that prostaglandin F2 instillation for second trimester abortion was inferior to Dilation and evacuation which also had fewer overall adverse events and pain than induction with mifepristone and misoprostol. But, termination with mifepristone and misoprostol was shown to be effective and acceptable (22)
One small clinical trial in USA comparing D&E with medication abortion (mifepristone followed with misoprostol) for mid trimester pregnancy termination found that risk of complication was higher in women undergoing medication abortion (RR 6.0, 95% CI 0.9-40.3) (23). Another clinical trial which published in 2010 comparing second trimester medical termination with D&E found that STOP was more acceptable than MTOP by the client and more women in STOP opt for the same procedure again (100% versus 53%, P = 0.001), and almost no women in STOP found the experience to be worse than expected (0% versus 53%, P = 0.001) (9).
Despite more inclinations of women towards D&E there are few studies on the residency programs which trains man power important to give this service. 
According to cross-sectional study done on postgraduate year (PGY)-4 and PGY-5 ob-gyn residents and residency program directors in Canada 71% of residents participated in abortion training. More than 50%felt competent after training to perform first trimester aspiration (73%) and second-trimester induction (70%). Those who felt competent in first-trimester medical abortion were 39% and only 26% of residents felt competent in second trimester STOP (24).Though the proportion of Second trimester abortion is small its contribution to abortion related maternal mortality and morbidity is very high .Abortion related maternal death is commonly due to direct cause in which hemorrhage and sepsis took the major part. Most of these deaths could be avoided if preventive measures were taken and adequate care was available. Maternal death is an indicator of disparity and inequity between men and women and its extent a sign of women’s place in society and their access to social, health, and nutrition services and to economic opportunities (25).

[bookmark: _Toc508322628][bookmark: _Toc508366187]3. OBJECTIVES
[bookmark: _Toc507706421][bookmark: _Toc508322629][bookmark: _Toc508366188]3.1 GENERAL OBJECTIVE
· To assess KAP of D&E amongst physicians in SPHMMC and AAMF and their respective affiliate health facilities.
[bookmark: _Toc507706422][bookmark: _Toc508322630][bookmark: _Toc508366189]3.2 SPECIFIC OBJECTIVES
· To determine knowledge of consultants and residents on 2nd TM D&E,
· To assess attitudes towards the 2nd TM STOP of consultants and residents at SPHMMC and AAMF and their respective affiliates. 
· To describe practices of D&E procedure among the consultants and residents at SPHMMC and AAMF and their respective affiliate.
[bookmark: _Toc507706423][bookmark: _Toc508322631][bookmark: _Toc508366190]4. METHODOLOGY
[bookmark: _Toc507706424][bookmark: _Toc508322632][bookmark: _Toc508366191]4.1 STUDY AREA
[bookmark: _Toc507706425][bookmark: _Toc508322633]This study was undertaken in Saint Paul’s Hospital Millennium Medical College and BLH in Addis Ababa, capital city of Ethiopia. These hospitals are the two most prominent tertiary referral hospitals in the country. They are also teaching hospitals for both under and postgraduate students of the Millennium Medical College and Addis Ababa Medical Faculty of Addis Ababa University. The hospitals give service to who are referred from all corners of the country. They give service under different clinical disciplines which include obstetrics and gynecology.
[bookmark: _Toc508366192]4.2 STUDY PERIOD
The study was a cross-sectional study, from January-February 2018.
[bookmark: _Toc507706426][bookmark: _Toc508322634][bookmark: _Toc508366193]4.3 STUDY DESIGN
A descriptive cross-sectional study will be conducted on KAP of D&E among physicians in SPHMMC and AAMF from January-February 2018.
[bookmark: _Toc507706427][bookmark: _Toc508322635][bookmark: _Toc508366194]4.4 POPULATIONS
[bookmark: _Toc507706428][bookmark: _Toc508322636][bookmark: _Toc508366195]4.4.1 Source population
 The Source population was all consultants and residents in the country. 
[bookmark: _Toc507706429][bookmark: _Toc508322637][bookmark: _Toc508366196]4.4.2 Study population
The study population was gynecology and obstetrics consultants and residents in SPHMMC and AAMF and their respective affiliate in 2017-2018.
[bookmark: _Toc507706430][bookmark: _Toc508322638][bookmark: _Toc508366197]4.4.3 Exclusion criteria
Those physicians who were not volunteer and newly arriving year one residents were excluded from the study as they were not involved in the clinical activity at the time of data collection.
[bookmark: _Toc507706431][bookmark: _Toc508322639][bookmark: _Toc508366198]4.5 SAMPLE SIZE AND SAMPLING PROCEDURE
The sample size was calculated to be 161, based on the total number of 161registered Consultants and residents at SPHMMC & BLH and their respective affiliate health facilities of which consultants were 18 and 20 respectively in both institutions excluding PGY-1. Purposive sampling were applied to recruit the participants. These providers were approached through phone, email, morning presentations and different management sections for enrolment in the study.
[bookmark: _Toc507706432][bookmark: _Toc508322640][bookmark: _Toc508366199]4.6 STUDY VARIABLES
[bookmark: _Toc507706433][bookmark: _Toc508322641][bookmark: _Toc508366200]4.6.1 Independent variables
I. Demographic Characteristics 
· Age
· sex 
· Religion
II. Academics level characteristics
· Consultant
· resident
III. Facility and experience characteristics
· Year of practice in the department
· postgraduate school
· Trained in 2nd TM TOP (at any time)
· Place of Medical practice 
· Second trimester abortion provision
[bookmark: _Toc507706434][bookmark: _Toc508322642][bookmark: _Toc508366201]4.6.2 Dependent variables
· Knowledge about D&E
· Attitude towards D&E and
· Practice of the procedure
[bookmark: _Toc508325993][bookmark: _Toc508366202]4.7 Data collection tool
The tool was developed after extensive review of the published and grey literature regarding knowledge, attitude, and practices of health care providers about 2nd TM D&E, including the National technical guideline for abortion.
The tool comprised four sections:
1, demographic data and facility information;
2, 13 multiple choice and yes /no questions of knowledge;
3, 8 questions related to attitude, and 
4, 15 questions related to perceptions and practice.
[bookmark: _Toc508325994][bookmark: _Toc508366203]4.8 Content validity of the tool
The data collection tool was prepared by Principal investigators in English and it was reviewed for content validity by an expert which is one principal adviser who is faculty member. The experts’ feedback was incorporated and the tool was then organized to facilitate understanding by the study participants.
The pilot testing of the questionnaire was done to check the overall appropriateness, congruence of the content with the objectives of the study, clarity, language, and the time required to complete the questionnaire by the individual participant.
The pilot sample was excluded of the final sample and final analysis. No major modifications were made to the tool.
[bookmark: _Toc508325995][bookmark: _Toc508366204]4.9 Data collection & analysis
A self-administered questionnaire was given to the participants which was volunteer to be involved in the study and primary investigator was around during data collection for any clarification needed and for checkup of data completeness but no influence was attempted how the participants answered the items. 		
Data was entered, cleaned and analyzed using SPSS version20 software. Each item of questionnaires that were administered to measure knowledge, attitude & practice were summarized in to new summary variables. A score of 1 & 0 was given for each respondent who has responded for the correct concept & for the incorrect concept respectively for knowledge variables and Positive and Negative for attitude variables. The new variables created were named, summary knowledge, summary attitude, & summary practice. 
Respondents who scored below the mean & above the mean to the knowledge components were categorized into poor & good responses respectively.
For analysis of the knowledge component we derived themes from our tool with the help of content experts. The themes related to the knowledge component arose from the indication and contraindication for D&E, cervical preparation agents, and equipment for D&E, complications and acceptability by the patients.
Each correct response in knowledge component was given the score of 1.
Percentages were calculated for all the correct responses under each theme in which the total
Scores were considered as the denominators. Descriptive analysis was performed for all the variables. Frequencies and percentages have been reported for categorical variables and mean and standard deviations for continuous variables.

[bookmark: _Toc508366205]4.10 Operational Definitions
Incorrect response: scientifically unacceptable concept regarding the D&E procedure. And to be labeled as 0.
Correct response: scientifically an acceptable concept regarding the D&E procedure. And to be labeled as 1.
Poor knowledge: respondents with knowledge score value less than mean value.  
Good knowledge: respondents with knowledge score greater than mean value. 
Practice D&E procedure: If one has assisted or done procedure. 
Positive attitude: respondents with attitude score greater than mean value.
Negative attitude: respondents with attitude score value less than mean value
[bookmark: _Toc508366206]4.11 Ethical Considerations
Ethical clearance was obtained from the Institutional Research Board of the University. Permission was obtained from head of Gynecologic and obstetrics department of SPHMMC support latter for BLH to conduct the research.
Written informed consent was taken from each study participant and its confidentiality was maintained. Names or any other personal identifiers of study participants was not recorded
[bookmark: _Toc508322675][bookmark: _Toc508366207]5 Results of the study
[bookmark: _Toc508322676][bookmark: _Toc508366208]Sociodemographic characteristics
Out of 161 participants, 121 questionnaires were completed, giving a response rate of
75.2%. The mean age of the participants was 30.2 years (minimum 25, maximum 52).
Majority of the participants were residents and male in gender (81.2%) and the remaining were consultants of which 63.6% were from SPHMMC and affiliates. Nearly half (47.9%) were working in the BLH and its affiliate health facility while the rest were working in the SPHMMC and its affiliate with about three fourth of the providers have served in the department less than 5yrs and only 4.2% had practiced in the department more than 10years and more than 50% of the providers are orthodox in religion followed by Muslim (19%) and protestant (18.2%) respectively. Table 1 and table 2 below.
	Table 1	Age of respondents by Year of practice
	

	
	<5
	5 and above
	Total 
	percentage

	Age
	25-34
	90
	15
	105
	86.8%

	
	35 and above
	2
	14
	16
	13.2%

	Total
	92
	29
	121
	100%

	percentage
	76%
	24%
	



		Table 2	 Responsibility in the department by Place of Practice  and sex

	responsibility in the department
	sex
	Total

	
	Male
	female
	

	Consultant
	Place of Practice
	BLH and affiliates
	8
	0
	8

	
	
	SPHMMC & Affiliates
	11
	3
	14

	
	Total
	19
	3
	22

	Resident
	Place of Practice
	BLH and affiliates
	40
	10
	50

	
	
	SPHMMC & affiliates
	40
	9
	49

	
	Total
	80
	19
	99

	Total
	Place of Practice
	BLH and affiliates
	48
	10
	58

	
	
	SPHMMC & affiliates
	51
	12
	63

	
	Total
	99
	22
	121



More than 50% of the providers are orthodox in religion followed by Muslim (19%) and protestant (18.2%) respectively. Fig 1
 

[bookmark: _Toc508322677][bookmark: _Toc508366209]Knowledge of providers regarding D&E procedure
The mean score on the knowledge component was 6.7(min 3, max 13), out of a possible score of 13. We analyzed the knowledge component according to the indications (5points) and contraindication (2points) for D&E, cervical preparation agents (1point), and equipment for D&E (1point), complications (3points) and patient preference (1point).
The majority of the participants (85.1%) knew about safety and efficacy of misoprostol and balloon catheter for cervical preparation; however, only half of the respondents knew that there is at least a need to have special forceps to do D&E.
Although more than tow third of respondents knew that D&E doesn’t associated with complication of bleeding requiring transfusion, only around half of (52.9%) of them knew that this procedure does not associated with significant risk of infertility. According to this test more than two third of the respondents did not know that D&E is the procedure of choice for the clients and around one third the respondents did not knew that some of 2nd trimester TOP could be managed only surgically. (FIG 2).




The knowledge test included a question about when to prefer one option over the other if one can do both procedures and no setup or provider limitation.
Figure 3 shows the analysis of the situation when to prefer D&E over medical method knowledge scores for critical questions. Participants were asked to respond more than or equal to two answers for the question and each choose had score of zero or one. The figure shows responses to each of the elements in the choice. Although, about 65% of the participants knew that D&E was procedure of choice for the patient only about one third of the providers correctly answered items about pt preference is one of indication to prefer D&E over the medical method. Overall, 58.3% of the participants achieved a correct score about D&E is a preferred procedure for actively bleeding pts, but for the critical question about if the pt has bleeding disorder, if pt prefers and for two or more C/S  the correct score was achieved by less than 50% of the respondents.
For the critical question about when to prefer medical methods over the surgical method only 35.5% of participants respond correctly that medical method is preferred if fetal autopsy is needed and about one fourth of the respondents didn’t know that medical method is contra indication if there is bleeding disorder. Unlike indication for D&E, about two third (63.7%) of the participants knew that pt preference is one of indication for medical method FIG 4.








[bookmark: _Toc508322678][bookmark: _Toc508366210]Attitudes of providers towards D&E procedure
The mean score of the attitude component was 3.25(min 0, max 7) out of a possible
Score of 8. The items about attitude were divided into three categories;
A) provider’s attitude towards the training and maintenance of D&E skills
B) Provider’s attitude towards logistics for D&E procedure
C) Provider’s attitude towards the psychosocial demands of the D&E procedure.
Among study population 66.1% of them had positive attitude towards the D&E procedure.
In the frequency distribution table below majority of the respondents (93.4%) have positive attitude towards the consideration of D&E skill training in the residency program but only about one third of the respondents have agreed that to acquire this skill needs long term training and about 72.2% of them disagree with the idea that maintaining the skill is difficult due to scanty of the cases managed by this method. Overall number of the participant who had agreed with idea of availing the DE method in any center if there is gynecologist was 88/121(72.7%). Similar response from the consultants were around 68.2%. Although around 56.2% of the respondents agreed that D&E is demanding both physically and psychologically, only 14% of the participants have positive attitude towards the issue that doing D&E could result in social stigma. Table 2
Table 3 Summery of Attitude related characteristics of the study participants
	Variables
	Likert´s scale
	Number
	Percentage

	It is difficult to acquire D&E skills by short term training
	P
	38
	31.4

	
	N
	83
	68.6

	D&E skill training should be included in OB/GYN residency program
	P
	113
	93.4

	
	N
	8
	6.6

	It will be difficult to maintain D&E skills after training due to the low number of cases to be managed by this option
	P
	30
	24.8

	
	N
	91
	75.2

	D&E service should be available in any center if there is a Gynecologist
	P
	88
	72.7

	
	N
	33
	27.2

	Performing D&E could result in social stigma
	P
	17
	14

	
	N
	104
	86

	D&E is more demanding both psychologically and physically for provider.
	P
	68
	56.2

	
	N
	53
	43.7

	Local analgesia is not sufficient to perform D&E
	P
	55
	45.5

	
	N
	66
	54.5

	Feticide must be used before D&E.
	P
	59
	48.8

	
	N
	62
	51.2



[bookmark: _Toc508322679][bookmark: _Toc508366211]Practice related characteristics of the study participants
This section of the tool explored the practices of participants regarding practice of second trimester safe TOP, most commonly provided method with reason for selection, associated training, experiences associated with observation/performing with the procedural competence, complication and challenges to perform procedure and once practical plan of management for failed MTOP. Table 5 shows the analysis of this component.
A total of 91(75.2%) participants provide 2nd trimester safe termination. Method of abortion most commonly provided by the participants are given in the table below.
Around 97.4%, 39.9%, 5.2% of the participants provide Mifepristone/Misoprostol, High dose Oxytocin, Hysterotomy and D&E respectively the most reason for method preference being less invasiveness (56.9%) and applicability of the method (53.4%) in the setup respectively with a major gap related to number of participants performed procedure according to client’s preference were only 18 (15.5%). out of 121 participants only 23(19%) of them had special training on second trimester abortion of which only 3(all are consultants) respondents were trained of D&E. Table 3.
Table 4   Practice related characteristics of the study participants
	Since one can have more than 1 option, some of the variables may not be added up to give you total sample or 100%.  
	Variables
	Number
	Percentage%




	Provided a second trimester 
Safe abortion service
	Yes
	91
	75.2

	
	No
	30
	24.8

	Methods of abortion provided most of the time

	Mifepristone/Misoprostol 
	112
	97.4

	
	High dose Oxytocin
	39
	39.9

	
	Mifepristone/High dose Oxytocin
	4
	3.4

	
	Hysterotomy 
	6
	5.2

	
	D & C
	6
	5.2

	

Reasons for methods preference
	Applicable in my setting
	62
	53.4

	
	Less invasive
	66
	56.9

	
	High rate of success
	20
	17.2

	
	Client preference
	18
	15.5

	
	Minimal complications
	14
	11.2

	
	Others
	2
	1.7

	Special training about 2nd TM Pregnancy termination
	No
	98
	81

	
	Yes
	23
	19

	For those who took training;
Content of the special training
	medical methods
	9
	39.1

	
	About D&E
	3
	13

	
	Both
	11
	47.8








		Table 5   Respondents by the contents of the training.

	
	contents of the training
	Total

	
	no training
	medical
	both medical and surgical
	D & E
	

	Respondents
	consultant
	17
	2
	0
	3
	22

	
	R2
	32
	3
	4
	0
	39

	
	R3
	28
	2
	3
	0
	33

	
	R4
	21
	2
	4
	0
	27

	Total
	98
	9
	11
	3
	121



Of all respondents about 42(34.7%) had done the D&E procedure at the time of data collection but about 69% of the participants have done only less than 5 procedures. The proportion of consultants who assisted/done the procedure was 16 out of 22(72.7%) and only about a fourth of the residents had assisted or done the procedure. 
The most common complication and challenges during procedures were being excessive bleeding 24% and lack of appropriate material 26% respectively while the leading purpose for those who never done the procedure was lack of training 63(80.7%). For the once practical plan of management for failed MTOP the most commonly practiced procedures in descending order were; 
1st continue same regimen after rest 74(61.7%), 
2ndGo for hysterotomy 36 (30 %),  
3rd Try an alternative medical method 24(22.5%) and lastly  
Go for D&E 24(20%).Table 5 and 6 below

		Table 6 	Responsibility in the department by number of procedure done/assisted.

	
	number of procedure done/assisted
	Total
	percentage

	
	
	<5
	5-10 procedures
	> 10 procedures
	
	

	Responsibility
	Consultant
	
	9
	2
	5
	16
	72.7%

	
	Resident
	
	20
	3
	3
	26
	26.3%

	Total
	
	29
	5
	8
	42
	34.7%




Table 7 practical option of participants of MTOP is failed

	Next option If medical method used and fail to succeed 
	 continue same regimen after rest
	74
	61.7%

	
	Try an alternative medical method
	27
	22.5%

	
	Go for D&E
	24
	20%

	
	Go for Hysterotomy
	36
	30%







[bookmark: _Toc508322680][bookmark: _Toc508366212]6 Discussion
This study explored the knowledge, attitude and practices about D&E of gynecology and Obstetrics consultants and residents in postgraduate school in Addis Ababa.
The results from consultants and residents indicated several gaps in the knowledge and practices of this D&E; but the majority reported positive attitudes towards training and maintenance of D&E skills, logistics for D&E procedure and Provider’s attitude towards the demands of the D&E procedure.
Of all respondents about 56.2% had good knowledge (above mean) with the max score was 11 out of 13scores. In the knowledge component most of the providers (85%) knew about safety and efficacy of cervical preparing agent before the attempt of the STOP but about half of the participants did not know that there is a need for special instruments (28) to have standard D&E procedure and about a third of the participants did not know that D&E procedure is not associated with significant risk of infertility.  as a complication as it is well investigated in different studies that compared to medical termination of pregnancy STOP had overall lower risk of complication and risk of perforation and risk of infertility were the rare complication of this procedure(21).
According to the current study only about 42(34.7%) of participants knew that the patients will choose D&E procedures than MTOP if the patients were well informed of side effects, hospital stay and the rare complications as it has been detailed in Cochrane data base of systematic review(9,21). This could be the reason why only 38(31.7%) of the participants would do D&E procedure mainly for pt preference if one could have both method at hand in the absence of other limiting factors. The converse was not true because about 63.3% of the providers knew that one of indication to prefer MTOP over D&E was pt preference. If no contraindication and both methods are available with no limitation, it is the reproductive right of the women to get service for the method of her choose. The other area of knowledge gap in the current study was the preferred procedure if fetal autopsy is needed for which MTOP is preferred over D&E if one had both procedure at hand to which only around one third(35.8%) of the respondents were knowledgeable(26).
We found that the majority of the respondents had positive attitudes about training and maintenance of D&E skill. Nearly 93%of respondents (95.5% of consultants and 92.9% of residents) were positive about making D&E skill training a part of residency program which 68% agreed on short term training to acquire the skill and about three fourth of the participants were disagree with the issue of low number of manageable cases by D&E to maintain the skill of this procedure. This is an important finding that highlights the willingness of the providers to be actively involved in D&E skill training which will help them acquire tangible skill to serve the needy clients in accordance with their preferences.
More than two third (72.7%) of participants were positive about service availability at a center where there is obstetrician and gynecologist. Although more than half of providers have negative attitude towards the provision of feticide ahead of procedure comparable amount respondents had positive attitude towards the sufficiency of local anesthesia for the clients to perform D&E procedure. According to the current study respondents had mixed attitudes towards psychosocial effect of the procedure which about 86% of them had disagreed with the issue of performing the procedure could result in social stigma but more than half (56.2%) of them agreed with both psychological and physical demanding nature of the procedure for the providers.      
This study shown that majority of the participants (85%) did provide the 2nd TM safe termination service which was very high compared to American physician who were board certified gynecologist and obstetricians and involved in the survey of 2008 which was found to be only 22% provided safe abortions (27). This could be due to small sample size and a kind of abortion low in the country.

Among the study participants not more than one third 42 (34.7%) had done/assisted the D&E procedure at the time of data collection which majority 69% reported to done less than five procedures. According to this study about one third (27.3%) of consultants and three fourth of the residents had never done or assisted the procedure. According to MOH Obstetricians and Gynecologists can perform all the tasks including Dilation and Evacuation for the termination of mid trimester pregnancy even at 24-28 weeks of gestation (28).
The most common complication happened during the procedure was excessive bleeding which was observed by 24% of the provider and lack of appropriate material (26%) and failure to control the pain adequately (26%) were the commonest challenges during the procedure. This study shown that the practice for D&E was very limited which narrowed the options of clients with failed medical method or contraindication for MTOP. According to this study about 61.7% of respondents were repeating the same medical method after some resting for failed MTOP followed by those who practiced hysterotomy 30% for the same indication.
Alternative medical method was practiced by about 22.5% of respondents followed by D&E which was practiced by 20% of respondents though it more advantageous and less morbidity compared to hysterotomy.
The most common reason for the deterioration of the practice was absence of the training which was complained by majority (80%) of the study participants.
[bookmark: _Toc508322681][bookmark: _Toc508366213]7 Conclusion: 
This is the first known qualitative study undertaken in our country exploring providers’ KAP towards D&E and it adds to the body of information addressing the barriers to safe abortion services with full provision of choices for the clients. In order to provide quality and fair service which follows standard and consider pt preference, a drastic change in post graduate curriculum is mandatory. The findings show significant gap in D&E practice among providers with unfairly significant numbers of providers practicing hysterotomy procedures in place of D&E due to lack of training as a part of practice. 
[bookmark: _Toc508322682][bookmark: _Toc508366214]8 Recommendation
It is crucial to expand this study at a national level to identify the gaps and to plan strategies to promote D&E services for needy mothers. Although the individual’s decision to provide elective abortion services after residency will ultimately drive the nature and range of such services for Ethiopian women, adequate training during residency is fundamental to protecting the patients’ rights to determine the outcome of an unwanted pregnancy with full provision of standard options of termination.
[bookmark: _Toc508322683][bookmark: _Toc508366215]9 Limitations of the study
 The study has limited generalizability because of its sample size and sampling technique. 
Since the participants were recruited from those attending training sessions, they could have been more motivated than the overall group of practitioners in the country.
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[bookmark: _Toc508322685][bookmark: _Toc508366217]Annex I - Consent Form
My name is ____I am working with Dr. Hussein (OB-GYN Resident) and other multi-disciplinary research team, working in SPHMMC. You are invited to participate in a research to be conducted by Dr.Hussein as principal investigator and Dr. Tadese Urge and Dr. Elias Senbato as a core advisers in SPHMMC. Your willingness to participate in the study will be very important to determine providers' perception towards D & E in the second trimester and associated factors in Ethiopia. Based on the information that you provide, it will be possible to identify level of providers' KAP and finally coming up with recommendation. 
Your responses will be kept confidential. You have a right to participate or not to participate in the study. You may also stop the interview at any time. We appreciate if you try to answer all the questions. If you agree to participate, the interview may take less than 30 minutes. If you have any question about the study, you can ask the primary investigator (husen.kedir76@gmail.com and phone number: +251911093094)  
So, do you agree to participate? Yes_____________________           No__________________ Thank you!

[bookmark: _Toc508322686][bookmark: _Toc508366218]Annex II – Questionnaire
Saint Paul hospital millennium medical collage department of obstetrics and gynecology
Questionnaire designed to assess Knowledge Attitude and Practice of providers at SPHMMC and AAMF Addis Ababa Ethiopia.
A. Socio-demographic and professional related characteristics of the study participants. 
1. Age	______________years
1. What is your Sex         1.Male            2. Female
1. What is your religion?  	1. Orthodox               2. Muslim       3. Catholic   4. Protestant     5. Other________
1. Where do you practice? (More than one option is possible)  

1. BLH      2. SPHMMC                      3.Other (specify) _________    

1. What is your responsibility in the department?  1. Consultant   2. Resident
1. If resident what is your year of residency?  R1     R2     R3     R4
1. Where did you do/are you doing your specialty study? ____________________University
1. For how long have you been in practice in obstetrics and gynecology department? _________years 
1. Do you provide a second trimester safe abortion service?  1, Yes   2. No
1. If yes to Q9 for how long you gave the service? __________years 
1. Which methods are available at your setting? (More than one Ans.. is possible)	

0. Mifepristone/ Misoprostol 
0. High dose Oxytocin
0. Mifepristone/ High dose Oxytocin
0. Hysterotomy 
0.  D & E 
0. Others specify _______

1. Of the options you listed in 11 which method do you provide most of the time? (If ≥ 2 Ans rate as 1, 2…)

0. Misoprostol/ Mifepristone
0. High dose Oxytocin
0. Mifepristone/High dose Oxytocin
0. Hysterotomy
0. D & E only
0. Others specify _______

1. If you have preference of one method over the other in12, why you prefer it? (If ≥ 2 Ans rate as 1, 2…)

0. Applicable in my setting
0. Less invasive
0. High rate of success
0. Client preference
0. Minimal complications
0. Others, Specify __________

1. Have you had any special training about 2nd TM pregnancy termination other than the pre service training? 	1. Yes     2. No  
1. If yes for question number 14,

0. What was the content of the training?     1. Medical methods   2. About D&E 

1. Have you ever seen D&E?   1. Yes                      2. No

1. How many cases did you see? _

1. Have you ever done /assist D&E?    1. Yes                      2. No
1. If yes for Q17

1. How many D&E’s you did/assisted___

1. If yes to Q17 how was the cervix prepared? 1,Misoprostol  2, laminaria 3, Foley catheter  4, combination of medical and mechanical 
1. If you have done D&E how did you perform it?  1)  can perform on own    2)  can perform with help      
1. If yes for Q17 what complication(s) you have encountered? (If ≥ 2 Ans rate as 1, 2…)

A, Excessive bleeding (requiring transfusion)
 B, Genital trauma
 C, Incomplete evacuation
 D, Infection after the procedure

1. If yes for Q17 what difficulties have you encountered while providing D&E? (If ≥ 2 Ans rate as 1, 2…)  

 A, Luck of appropriate material
 B, Failure to control pain adequately
 C, Inability to prepare the cervix adequately

1. If no for Q17, what is your reason? (If ≥ 2 Ans rate as 1, 2…)
1. I have no training            b)    I have no experience         c)    There are no appropriate materials.                           d)   I feel it is not safe compared to the other methods                  e)    Patients do not accept it 
1. If you’ve two options at hand when do you prefer D&E over medical method? ( ≥ 2 Ans)  

1. If fetal tissue is needed for autopsy
1. If patient has bleeding disorder 
1. If patient is actively bleeding
1. If the patient prefers
1. If patient has ≥ 2 scars(C/S)

1. If you’ve two options at hand when do you prefer medical method over D&E? (≥ 2 Ans)

24. If fetal tissue is needed for autopsy
24. If patient has bleeding disorder 
24. If patient is actively bleeding
24. If the patient prefers
24. If patient has ≥ 2 scars(C/S)

1. If you use medical method as an option and you fail to succeed; in your daily practice what will be your next step? (If ≥ 2 Ans rate as1, 2…)
25. Will continue same regimen after some rest
25. Will try an alternative medical method
25. Will go for D&E
25. Will go for Hysterotomy
B. Questions to assess providers’ knowledge about D and E (using Yes/NO). 
1. D&E service can be provided without need of a specialized instrument (using the already existing instruments). 
1. Misoprostol and Balloon catheter are not efficient & safe for preparing cervix for D&E procedure.
1. D&E is associated with a high rate of bleeding requiring transfusion.     
1. Risk of perforation is high during  D&E procedure 
1. D&E is associated with a significant risk of infertility.
1. Patients do not prefer D&E procedures.	
1. All 2nd TM abortions can be managed by medical methods.                                                                                                                                                                                                                                                                      
C. Question to assess providers’ attitudes towards D and E (using Likert´s scale).   (SD= strongly disagree, D=Disagree, N= Neutral, A= Agree, and SA= strongly agree)
1. It is difficult to acquire D&E skills by short term training. SD	 D	N	A	SA
2. D&E skill training should be included in OB/GYN residency program.  SD  D	 N    A	  SA
3. It will be difficult to maintain D&E skills after training due to the low number of cases to be managed by this option	SD	D	N	A	SA
4. D&E service should be available in any center if there is a Gynecologist. SD   D N     A  SA
5. Local analgesia is not sufficient to perform D&E. 	SD	D	N	A	SA
6. Performing D&E could result in social stigma	SD	D	N	A	SA
7. D&E is more demanding both psychologically and physically for provider.SD    D  N     A   SA
8. Feticide must be used before D&E	SD	D	N	A	SA
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figure 1 percentage of respondents by  religion

percentage	
orthodox	muslim	catholic	protestant	wakefata	53.7	19	2.5	18.2	6.6	

 Fugure 2; Respondants
to knowledge questions for D&E 

number of correct response	
D	&	E can be provided without a need of a specialized instrument (using the already existing instruments)	Misoprostol and Balloon catheter are not efficient 	&	 safe for preparing cervix for D	&	E procedure.	D	&	E is associated with a high risk of perforation	D	&	E is associated with a high rate of bleeding requiring transfusion	D	&	E is associated with a significant risk of infertility	Patients do not prefer D	&	E procedures	All 2nd TM abortions can be managed by medical methods.	61	103	50	80	64	42	77	persentage of correct respose	
D	&	E can be provided without a need of a specialized instrument (using the already existing instruments)	Misoprostol and Balloon catheter are not efficient 	&	 safe for preparing cervix for D	&	E procedure.	D	&	E is associated with a high risk of perforation	D	&	E is associated with a high rate of bleeding requiring transfusion	D	&	E is associated with a significant risk of infertility	Patients do not prefer D	&	E procedures	All 2nd TM abortions can be managed by medical methods.	50.4	85.1	41.3	66.099999999999994	52.9	34.700000000000003	63.6	



Figure 3; If one has both procedures at hand when to prefer D&E
Prefer D	&	E	
If fetal tissue is needed for autopsy(0)	If pt has bleeding disorder(1)	If pt is actively bleeding(1)	If pt prefers(1)	If pt has 2 or more C/S scar(1)	10.8	9.1999999999999993	58.3	31.7	43.3	



Figure 4
If one had both procedures at hand when to choose  medical method over D&E
prefers medical methode 	
If fetal tissue is needed for autopsy	If patient has bleeding disorder	If patient is actively bleeding	If the patient prefers	If patient has ≥ 2 scars(C/S	35.799999999999997	25	3.3	63.3	12.5	Column2	If fetal tissue is needed for autopsy	If patient has bleeding disorder	If patient is actively bleeding	If the patient prefers	If patient has ≥ 2 scars(C/S	Column1	If fetal tissue is needed for autopsy	If patient has bleeding disorder	If patient is actively bleeding	If the patient prefers	If patient has ≥ 2 scars(C/S	
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