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The Ethiopian Demographic and Health Survey (DHS) in 2011 estimates that 676 women died of pregnancy related causes for every 100,000 live births in the six years prior to the survey (1). The World Health Organization (WHO) estimates that in Eastern Africa, unsafe abortion accounts for one in seven maternal deaths (2). In a 2001–2002 study in a major university hospital in Addis Ababa, post abortion complications were one of the three leading causes of maternal mortality contributing to 28.9% of the deaths (3).

Meanwhile the issuance of the Technical and Procedural Guidelines for Safe Abortion by the Ministry of Health, at the heel of the new law is indeed encouraging. To address the large number of maternal deaths caused by unsafely-performed abortions, the indications for legal abortion were modified by the Ethiopian Parliament in 2004. Indications for legal abortion include: cases of rape or incest, if the woman has physical or mental disabilities, to preserve the woman’s life or her physical health, or if the woman is a minor who is physically or mentally unprepared for childbirth. No consent from a spouse, partner or parent is required to obtain a legal abortion and no requirements exist for legal reporting or documenting rape or incest as a pre-requisite for obtaining a legal abortion. Thus, this law increases the access to have safe abortion care at the health facilities (4, 5).

In 2008, an estimated 382,000 induced abortions were performed in Ethiopia, and 52,600 women were treated for complications of such abortions. There were an estimated 103,000 legal procedures in health facilities nationwide— 27% of all abortions. Nationally, the annual abortion rate was 23 per 1,000 women aged 15–44, and the abortion ratio was 13 per 100 live births. The abortion rate in Addis Ababa (49 per 1,000 women) was twice the national level. Overall, about 42% of pregnancies were unintended, and the unintended pregnancy rate was 101 per 1,000 women. Overall, 42% of all pregnancies in Ethiopia in 2008 were unintended. The proportion of all pregnancies that were unintended was much higher than average in Addis Ababa (72%). The 2008 national rate of women treated in health facilities for abortion complications was 3.5 per 1,000 women aged 15–44; the annual rate of women treated in health facilities for complications from induced abortion was 3.2 per 1,000 women aged 15–44.  Unsafe abortion is still common and exacts a heavy toll on women in Ethiopia. To reduce rates of unplanned pregnancy and unsafe abortion, increased access to high-quality contraceptive care is needed (6).

If fertility were to remain constant at current levels, an Ethiopian woman would bear an average of 4.8 children in her lifetime. This represents a decrease of 0.6 children in the five years since the 2005 EDHS, when the TFR was 5.4 births per woman. Fertility is substantially higher among rural women than among urban women; rural women will give birth to nearly three more children during their reproductive years than urban women (5.5 and 2.6, respectively). The large gap between actual fertility and women’s average preferred family size (a difference of 0.8 children in 2011) suggests that the abortion rate will likely be high in the next few years if modern contraceptive use does not increase sharply. Consistent with this finding, 25% of married women have an unmet need for family planning (1).

Effective family planning programs can prevent unintended pregnancies that may end in abortion. Although contraceptive use in Ethiopia is increasing, contraceptive prevalence remains low. More than one in four married women (27%) currently uses a modern method of family planning. Another 1% of women are using a traditional method. Injectables (21%), followed by implants (3%) are the most commonly used methods. Unmarried, sexually-active women are the most likely to use family planning—over half (52%) are using a modern method, with 32% using injectables and 11% using male condoms. Use of modern family planning varies by residence and region. Modern methods are used by 50% of married women in urban areas, compared with 23% of women in rural areas. Modern contraceptive use ranges from a low of 4% among married women in the Somali region to a high of 56% in Addis Ababa.  Modern contraceptive use increases with education; 57% of married women with more than secondary education use modern methods, compared with 22% of married women with no education (1). Addressing contraceptive needs is important for all women who do not want to become pregnant, but it is especially critical for women who choose to have an abortion and demonstrate commitment to end a pregnancy via unsafe methods despite the inherent risks.
Promoting the use of contraceptive methods to prevent unwanted pregnancies is one of the most effective strategies to reduce abortion rates and related maternal morbidity and mortality (7, 8). 

To prevent rise in the total numbers of terminations of pregnancy it is necessary to have a comprehensive system closely linking those carrying out the terminations and those providing the family planning services. Only in this way will contraception become effective in the prevention of recurrent abortion (9). 

Studies investigating post-abortion contraception practices demonstrate that method adoption varies widely depending on individual demographics and context (7, 10, 11, 12, 13 and 14).
 
Addressing women’s reproductive health needs requires a more focused approach to delivering client-centered care (10). There is the need to implement family planning services targeted to women in post abortion because it is the ideal period of high contraceptive demand among women reducing the risk of unwanted pregnancy and therefore unsafe abortion (15).

Women offered immediate post abortion contraception are more likely to choose the IUD and implant than women without a recent abortion history. Increasing access to immediate post abortion long acting reversible contraceptives is essential to preventing repeat unintended pregnancies (11).

An exploration and comparison of the characteristics and choices of women who do and do not accept post abortion contraception may help to provide recommendations for more effective and appropriate contraceptive counseling and services.

The main aim of this paper was to determine the contraceptive acceptance rate and to examine factors associated with choice of contraceptive, in particular modern and long acting methods, after an abortion. It had also assessed type of post abortion contraceptive accepted and the factors affecting the uptake and method mix among women receiving abortion care at Saint Paul’s hospital. In the hospital all women were counseled on post abortion contraceptives as part of the standard care. Those who agreed to use contraceptive were provided the method of their choice (OCP, condom, injectables, sterilization, implant and IUD) for free in the same ward before being discharged. 

Our findings had several implications for programs. The study could provide useful guidance on how best to inform and reach women who need contraceptive services, but it also highlighted gaps in post abortion care. Moreover, no previous study was done in the particular area especially in the institution.











2. OBJECTIVES
2.1 GENERAL OBJECTIVE
· To determine the post abortion family planning acceptance rate and examine factors determining the choice of contraceptive methods among women receiving abortion care at SPHMMC.
.
2.2 SPECIFIC OBJECTIVES
· To asses magnitude of post abortion family planning acceptance rate.
· To determine types of contraceptive methods accepted.
· To examine factors associated with choice of contraceptive methods.













3. METHODOLOGY
3.1 STUDY AREA
This was a hospital based study done in Saint Paul’s hospital 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 4,634 attended antenatal care and around 8,677 deliveries were attended in 2007 Ethiopian fiscal year. Around 1,200 women receive abortion care in the hospital annually (Statistics office of the hospital).
3.2 STUDY PERIOD
The study was conducted from January 2015 to June 2015 for six months.
3.3 STUDY DESIGN
A cross-sectional prospective study was conducted on patients receiving abortion service and being treated for complications in the department of obstetrics and gynecology from January 2015 to June 2015. Data was gathered by conducting patient exit interview at the time of discharge. All patients treated in the study period were included in the study.
3.4 POPULATIONS
3.4.1 Source population
All women who received reproductive health service in the department of obstetrics and gynecology from January to June 2015.

3.4.2 Study population
All women who received abortion care service and treated for complications of abortion in the department of obstetrics and gynecology from January to June 2015.
3.4.3 Exclusion criteria
All women who died before being discharged from hospital were to be excluded from the study, but there was no death during the study period.
3.5 SAMPLE SIZE AND SAMPLING PROCEDURE
Sample size was not calculated as all patients on the study period were included in the study.
3.6 STUDY VARIABLES
3.6.1 Independent variables
I. Demographic Characteristics
· Age, place of residence, level of education, occupation, religion, marital status
II. Reproductive Characteristics
· Gravidity, parity, number of alive children, number of previous abortion, gestational age, induced or spontaneous abortion, planned or unplanned pregnancy
III. Contraceptive Methods
· Previous contraceptive use
3.6.2 Dependent variables 
· Contraceptive acceptance, types of modern contraceptive chosen


3.7 DATA COLLECTION
Data were collected using a structured questionnaire. The questionnaire was first prepared in English then translated into the local language (Amharic) and data collected through exit interview at the time of discharge of the women. Data collection was by nurses after orientation by the principal investigator and a supervisor. Operational manual for the study, with detailed instruction to the data collectors, was prepared. All data were collected and stored anonymously.  We did not collect or store any identifying information about participants. 
3.8 DATA QUALITY ASSURANCES
Each questionnaire was checked for completeness by supervisor and coded every two weeks. Those with incomplete data were omitted. 

3.9 DATA PROCESSING AND ANALYSIS 
The collected data were entered into Excel spreadsheet and analyzed using SPSS Windows version 20.0. Frequencies and cross tabulations were used to summarize descriptive statistics of the data for presentation. Bivariate analysis was used primarily to check which variables had association with the dependent variables individually. Variables found to have an association with the dependent variables was then entered into logistic regression for controlling the possible effect of confounders and finally the variables which had significant association were identified on the basis of OR, with 95%CI and p-value <0.05 to fit into the final regression model. 
3.10 ETHICAL CONSIDERATION
A formal letter of approval was obtained from the college’s ethical review committee. Permission to conduct the study was taken from the hospital administration. Informed consent was taken from each woman and she was informed of her right to exit from the interview any time. Confidentiality was maintained during data collection, analysis and interpretation.
There were no direct benefits to the women for being a part of this study. The only potential risk was that of data being seen by people not on the study team. In order to reduce this potential risk, all data were de-identified before it is entered into the study database. The study team did not collect any identifying information about participants. 
3.11 OPERATIONAL DEFINITIONS
· Abortion
· Termination of a pregnancy, whether spontaneous or induced, before 28 weeks of gestation.
· Spontaneous abortion
· Spontaneous expulsion of an embryo or fetus weighing less than 1000 g or before 28 weeks' gestation.
· Induced abortion
· Medical or surgical termination of pregnancy before 28 weeks of gestation.
· Surgical abortion
· Use of dilation and curettage; dilation and evacuation; and manual vacuum aspiration to terminate a pregnancy.
· Medical abortion
· Use of medications including misoprostol, mifepristone, and methotrexate to terminate a pregnancy.
· Unsafe abortion
· Any procedure intended to terminate an undesired pregnancy that is provided by persons lacking the necessary skills and/or conducted in an environment lacking minimal medical standards.
· Long-acting reversible contraceptive (LARC) method adopters
· If they left the facility with one of the following methods of contraception: implants or IUDs.
· Sterilization method
· Bilateral tubal ligation or vasectomy

·  Non modern method of contraceptives
· Methods other than OCP, condom, injectable, sterilization, implant and IUD.




















4. RESULT
Data were collected over a period of six months from 1 January 2015 to 30 June 2015. A total of 574 women received abortion care over the study period of which 559 (97.4%) were included in the study. Around fifteen women were not included; six of them did not give consent and nine of them were discharged from the hospital before being interviewed. There were 552 (98.75%) from 559 women who had complete data recorded for all the variables included in the final analysis.
Socio-demographic characteristics
Most were young, uneducated or attended only primary school, and married. The mean (± SD) age of the respondents was 26.55 (±5. 60) years and the majority (32.2%) of the respondents were between the age group of 25-29 years. Majority of the respondents were employed (34.2%) and urban dwellers from Addis Ababa (72.1%). (Table 1)
Reproductive characteristics	
While women had an average of 2.6 (±1. 82) pregnancies, the average number of child birth was 1.28 (±1. 65). The mean number of previous abortions among women was 0.36 (±0.73). About two third of the abortion occurred in the first trimester of the pregnancy. More women came to the health facilities seeking post-abortion care (88.6%) than safe abortion (13.4%). Most of the pregnancies were intended (76.6%). (Table 2)
Pre and post abortion contraceptives characteristics
About 63% of women were using a modern method contraceptive method prior to presenting for abortion-related services. From the total of 552 women, the majority were using injectables (48.5%) followed by pills (14.1%) as last modern family planning method.  (Table 3)





	Table 1 Demographic characteristics at the time of the abortion of women receiving abortion care at Saint Paul’s hospital from January to June 2015.

	
	No. (%)

	Age group (years)
	
52 (9.2%)

	< 19
	

	20-24
	157 (28.4%)

	25-29
	178 (32.2%)

	30-34
	98 (17.8%)

	35-49
	68 (12.3%)

	Residential area
	

	Rural
	74 (13.4%)

	Urban (outside of Addis Ababa)
	80 (14.5%)

	Urban (in Addis Ababa)
	398 (72.1%)

	Level of education
	

	Not educated
	153 (27.7%)

	Primary
	218 (39.5%)

	Secondary
	122 (22.1%)

	Tertiary*
	59 (10.7%)

	Religion
	

	Orthodox 
	397 (71.9%)

	Muslim
	110 (19.9%)

	Others**
	45 (8.2%)

	Occupation
	

	Unemployed
	166 (30.1)

	Student
	28 (5.1%)

	Employed 
	189 (34.2%)

	Housewife
	169 (30.6%)

	Marital status
	

	Single
	91 (16.5%)

	Married 
	455 (82.4%)

	Divorced and widowed
	6 (1.1%)

	*college, university
**protestant, catholic 












	Table 2 Reproductive characteristics at the time of the abortion of women receiving abortion care at Saint Paul’s hospital from January to June 2015.

	
	No. (%)

	Parity
	

	Nulliparous
	243 (44%)

	Primiparous 
	117 (21.2%)

	Above primiparous
	192 (34.8%)

	Previous abortion
	

	No
	415 (75.2%)

	Yes
	137 (24.8%)

	Gestational age (current abortion)
	

	1st trimester 
	368 (66.7%)

	2nd trimester
	184 (33.3%)

	Current abortion
	

	Spontaneous
	478 (88.6%)

	Induced
	74 (13.4%)

	Method of abortion
	

	Medical
	91 (16.5%)

	Surgical
	449 (81.3%)

	Both medical and surgical
	12 (2.2%)

	Intended pregnancy
	

	Yes 
	423 (76.6%)

	No
	129 (23.4%)




	Table 3 Contraceptives characteristics before abortion of women receiving abortion care at Saint Paul’s hospital from January to June 2015.

	
	No. (%)

	Ever use of modern family planning method 
	

	Yes 
	350 (63.4%)

	No 
	202 (36.6%)

	Last modern family planning method used
	

	None
	203 (36.8%)

	Pills
	78 (14.1%)

	Condom
	3 (0.5%)

	Injectables
	231 (41.8%)

	Implant
	25 (4.5%)

	IUD
	12 (2.2%)



About 90.6% of women adopted some method of contraception post abortion. The most popular contraceptive method adopted after abortion was injectables, chosen by more than half of all the women (310; 56.2%).  Nearly 19% of the clients received long acting reversible contraceptives. One in ten women elected not to use any contraception (52; 9.4%). (Table 4)

	Table 4 Post abortion contraceptives characteristics of women receiving abortion care at Saint Paul’s hospital from January to June 2015.

	
	No. (%)

	Accepted a post abortion modern contraceptive method
	

	No
	52 (9.4%)

	Yes
	500 (90.6%)

	Accepted a post abortion long acting reversible contraceptive method 
	

	No
	449 (81.3%)

	Yes
	103 (18.7%)

	Method of contraceptive adopted after the abortion. 
	

	None
	52(9.4%)

	OCP	
	81 (14.7%)

	Condom
	4 (0.7)

	Injectables
	310 (56.2%)

	Sterilization*
	2 (0.4%)

	Implant
	91 (16.5%)

	IUD
	12 (2.2%)

	Client fertility choice
	

	Stop childbearing
	18 (3.6%)

	Postpone childbearing
	482 (96.4%)

	* bilateral tubal ligation



In Table 5 reasons determined by women for why they did not accept post abortion contraceptives were shown. Most of the women had no answer for this and some of them want to be pregnant.

	Table 5 Reasons shown by women for not accepting post abortion modern contraceptive methods among women who received abortion care service at Saint Paul’s hospital from January to June 2015.

	Reasons
	No. (%)

	No Reason
	29 (55.7%)

	I want get pregnant	
	9 (17.3%)

	My husband is away from me
	8 (15.4%)

	I am divorced
	3 (5.8%)

	Others
	3 (5.8%)

	Total
	52 (100%)




Nearly 43% of women left the facility with the same contraceptive method they had previously been using. Specifically, 71% of women who had previously been using injectables left with injectables, 34.6% of women who had previously been using pills left with pills, 28% of women who had previously been using implants left with implants and 19% of women using no method continued to use no method. (Table 6)

	Table 6 Pre and post abortion contraceptive methods among women who received abortion care at Saint Paul’s hospital from January to June 2015.

	
	Method of contraceptive adopted

	
	

	Last contraceptive method used
	
	Pills
	Condom
	Injectables 
	Implant
	IUD
	None
	Sterilization
	Total 

	
	Pills 
	27
34.6%
	0
0%
	38
48.7%
	11
14.1%
	1
1.3%
	1
1.3%
	0
0%
	78
100%

	
	Condom
	0
0%
	1
33.3%
	1
33.3%
	1
33.3%
	0
0%
	0
0%
	0
0%
	3
100%

	
	Injectables 
	24
10.3%
	0
0%
	165
71.1%
	25
10.8%
	5
2.2%
	13
5.6%
	0
0%
	232
100%

	
	Implant
	3
12%
	0
0%
	12
48%
	7
28%
	3
12%
	0
0%
	0
0%
	25
100%

	
	IUD 
	1
8.3%
	0
0%
	8
66.7%
	2
16.7%
	1
8.3%
	0
0%
	0
0%
	12
100%

	
	None 
	26
12.9%
	3
1.5%
	86
42.8%
	45
21.9%
	2
1%
	38
18.9%
	2
1%
	202
100%



Factors associated with the post abortion contraceptive acceptance and choice
Multivariable logistic regression showed that being housewife (adjusted odds ratio [AOR] =3.43, p=0.02), married (AOR=3.31, p=0.01) and parity greater than one (AOR=2.70, p=0.04) had statistically significant association with the odds of adopting any modern method of contraception after abortion. Age groups, residential area, educational level, religion and type of abortion were not significantly associated with the odds of leaving the post-abortion care services with a modern family planning method. (Table 7)

The odds of adoption of a long-acting reversible contraceptive method was positively associated with being student (AOR=4.62, p=0.01), with parity greater than one (AOR=2.21, p<0.02) and induced type of abortion (AOR=2.91, p<0.01). However, it was negatively associated with tertiary level of education (AOR=0.66, p=0.02), being married (AOR=0.46, p=0.02) and with previous use of family planning (AOR=0.51, P=0.01). (Table 8)


	Table 7 Association of variables with contraceptive acceptance after pregnancy termination among women who received abortion care at Saint Paul’s hospital from January to June 2015.

	
	Contraceptive acceptance
	COR (95%CI) 
	AOR (95%CI) 

	
	No
	Yes
	
	

	Age group (years)
	
	
	
	

	< 19
	7
	44
	1.00
	1.00

	20-24
	17
	140
	1.31(0.51-3.36)
	0.78(0.25-2.41)

	25-29
	18
	160
	1.41(0.56-3.60)
	0.48(0.15-1.57)

	30-34
	5
	93
	2.96(0.90-9.85)
	0.80(0.17-3.63)

	35-49
	5
	63
	2.01(0.60-6.73)
	0.36(0.08-1.70)

	Residential area
	
	
	
	

	Rural
	7
	67
	1.00
	1.00

	Urban (outside of Addis Ababa)
	6
	74
	1.29(0.41-4.03)
	1.85(0.52-6.59)

	Urban (in Addis Ababa)
	39
	359
	0.93(0.41-2.24)
	1.70(0.58-4.95)

	Level of education
	
	
	
	

	Not educated
	11
	142
	1.00
	1.00

	Primary
	24
	194
	0.63(0.30-1.32)
	0.72(0.29-1.77)

	Secondary
	8
	114
	1.10(0.43-2.84)
	0.93(0.30-2.81)

	Tertiary
	9
	50
	0.43(0.17-1.10)
	0.46(0.14-1.51)

	Religion
	
	
	
	

	Orthodox 
	36
	361
	1.00
	1.00

	Muslim
	13
	97
	0.74(0.38-1.46)
	0.58(0.27-1.26)

	Others
	3
	42
	1.40(0.41-4.73)
	1.68(0.45-6.62)

	Occupation
	
	
	
	

	Unemployed
	22
	144
	1.00
	1.00

	Student
	6
	22
	0.56(0.20-1.54)
	1.03(0.29-3.70)

	Employed 
	19
	170
	1.37(0.71-2.63)
	1.39(0.65-2.96)

	Housewife
	5
	164
	5.01(1.85-13.57)*
	3.43(1.20-9.80)*

	Marital status
	
	
	
	

	Single
	21
	70
	1.00
	1.00

	Married 
	26
	426
	4.41(2.38-8.16)*
	3.31(1.41-7.74)*

	Divorced and widowed
	2
	4
	0.600(0.103-3.509)
	0.51(0.07-3.71)

	Parity
	
	
	
	

	Nulliparous
	35
	208
	1.00
	1.00

	Primiparous 
	7
	110
	2.64(1.14-6.15)*
	2.16(0.86-5.44)

	Above primiparous
	10
	182
	3.06(1.48-6.36)*
	2.70(1.04-7.03)*

	Previous abortions
	
	
	
	

	No
	43
	372
	1.00
	1.00

	Yes
	9
	128
	1.644(0.780-3.466)
	1.23(0.54-2.79)

	Type of abortion
	
	
	
	

	Spontaneous
	37
	441
	1.00
	1.00

	Induced
	15
	59
	0.33(0.17-0.64)*
	0.76(0.26-2.24)

	Planned pregnancy
	
	
	
	

	Yes 
	33
	390
	1.00
	

	No
	19
	110
	0.49(0.27-0.90)*
	1.19(0.44-3.23)

	*P < 0.05 and confidence interval for the odds ratio does not include one in the interval




	Table 8 Association of variables with long acting reversible contraceptive acceptance after pregnancy termination among women who received abortion care at Saint Paul’s hospital from January to June 2015.

	
	Long acting reversible contraceptive acceptance
	COR (95%CI) 
	AOR (95%CI) 

	
	No
	Yes
	
	

	Age group (years)
	
	
	
	

	< 19
	41
	10
	1.00
	1.00

	20-24
	128
	29
	0.93(0.42-2.07)
	2.12(0.75-5.00)

	25-29
	146
	32
	0.90(0.41-1.98)
	1.82(0.62-5.33)

	30-34
	83
	15
	0.74(0.31-1.79)
	1.20(0.36-4.01)

	35-49
	49
	19
	1.59(0.67-3.80)
	2.26(0.67-7.60)

	Residential area
	
	
	
	

	Rural
	51
	23
	1.00
	1.00

	Urban (outside of Addis Ababa)
	69
	11
	0.35(0.16-0.79)*
	0.48(0.19-1.17)

	Urban (in Addis Ababa)
	327
	71
	0.48(0.28-0.84)*
	0.80(0.32-1.65)

	Level of education
	
	
	
	

	Not educated
	118
	35
	1.00
	1.00

	Primary
	176
	42
	0.81(0.49-1.33)
	0.96(0.52-1.78)

	Secondary
	100
	22
	0.74(0.41-1.35)
	0.77(0.37-1.62)

	Tertiary
	53
	6
	0.38(0.15-0.96)*
	0.31(0.10-0.93)*

	Religion
	
	
	
	

	Orthodox 
	316
	81
	1.00
	1.00

	Muslim
	97
	13
	0.52(0.28-0.98)*
	0.61(0.31-1.19)

	Others
	34
	11
	1.26(0.61-2.60)
	1.66(0.76-3.64)

	Occupation
	
	
	
	

	Unemployed
	139
	27
	1.00
	1.00

	Student
	18
	10
	2.86(1.19-6.87)*
	4.62(1.50-14.22)*

	Employed 
	152
	37
	1.25(0.73-2.17)
	1.48(0.81-2.71)

	Housewife
	138
	31
	1.16(0.66-2.04)
	1.36(0.73-2.54)

	Marital status
	
	
	
	

	Single
	64
	27
	1.00
	1.00

	Married 
	378
	77
	0.48(0.23-0.81)*
	0.46(0.25-0.86)*

	Divorced and widowed
	5
	1
	0.47(0.05-4.25)*
	0.43(0.04-4,13)

	Parity
	
	
	
	

	Nulliparous
	203
	40
	1.00
	1.00

	Primiparous 
	96
	21
	1.11(0.62-1.99)
	1.73(0.88-3.38)

	Above primiparous
	148
	44
	1.51(0.94-2.43)
	2.21(1.12-4.36)*

	Previous abortions
	
	
	
	

	No
	339
	76
	1.00
	1.00

	Yes
	108
	29
	1.20(0.74-1.94)
	1.52(0.90-2.56)

	Type of abortion†
	
	
	
	

	Spontaneous
	401
	77
	1.00
	1.00

	Induced
	46
	28
	3.17(1.87-5.38)*
	2.91(1.46-5.80)*

	Ever use of modern family planning 
	
	
	
	

	No
	152
	50
	1.00
	1.00

	Yes
	295
	55
	0.57(0.37-0.87)*
	0.51(0.31-0.85)*

	*P < 0.05 and confidence interval for the odds ratio does not include one in the interval
†Category excluded from logistic regression analysis



5. DISCUSSION 
The level of post abortion contraceptive acceptance in this study was 90.6%. Parity greater than one, being married and housewife increased the odds of adopting modern family planning methods. Nearly 19% received long term reversible contraceptives. The odds of uptake of long-acting reversible methods increased with parity greater than one, being student and induced type of abortion. The odds of such uptake decreased with tertiary level of education, being married and with previous use of family planning.  
The finding of this study 90.6% of post abortion contraceptive acceptance was below the studies done in India and Brazil which were 100% (16) and 97.4% (17) respectively. The study conducted in Tanzania for post abortion contraceptive use of 90% was almost similar finding as this study (7). But on the contrary, it was higher than the research done in Addis Ababa in 2011 and in Gondar, Ethiopia in 2014 which showed contraceptive acceptance after abortion 86% and 74.7% respectively (12, 14). Post abortion contraceptive service, which was being provided free of charge at Saint Paul’s hospital, has increased the availability for all women. The studies done in Addis Ababa and Gondar included clients from private health institution where there might have been fees for contraceptive. This might explain the increased uptake when compared with other studies done in Ethiopia. Prior research also indicated that post abortion care clients are most likely to receive contraception when contraceptive counseling and supplies are provided at the time of abortion service (18, 19).
Women with higher parity and housewives had increased the odds of modern family planning methods acceptance. This might be explained by the fact that women with more children are likely to be motivated to use contraceptive. But the studies done in Gondar and Addis Ababa did not find such associations (12, 14).
Married women were more likely to accept post abortion contraceptive method than singles. This is similar finding to the study done in Gondar where married women were 74.7% more likely to have post abortion contraceptive intention than singles (14). Single women might think that they are not at risk of pregnancy and chose not to use contraceptive. But on the contrary the research done in Addis Ababa did not show such association (12).
The most popular contraceptive method was injectables in our study. From ever users of modern contraceptives, 41% were using it as the last contraceptive method prior to the abortion. This is in line with EDHS 2011 in which injectables (21%) was the most commonly used method (1). It was chosen by more than half of the women (56.2%) as post abortion contraceptive.  The study conducted in Gondar, Ethiopia for post abortion injectables intention of 57% was almost similar finding to our study (15). But on the contrary, it was higher than the research done in Addis Ababa, Ethiopia and in Gabon which showed injectables acceptance after abortion of 18% and 14.6% respectively (12, 20).
The fact that many of the women (43%) adopted the same method post-abortion that they had been using previously indicates a missed opportunity to better meet women’s contraceptive needs through family planning counseling. But women might also be more likely to be comfortable with contraceptive method they are familiar with.
Long term reversible contraceptives were received by nearly 19% of the clients. This was much higher than the research done in Addis Ababa which was 3% (12). It was also higher than the recent studies done in Ghana and Gabon which were 15% (21) and 9.3% (20) respectively. But it was below the studies done in Gondar, Ethiopia and Australia which showed acceptance rate of 27% and 27.4% respectively (15, 22). LARC methods are effective in reducing unintended pregnancies and have been shown to reduce future unintended pregnancies and repeat abortions among abortion clients (23, 24). Consequently, effective contraceptive methods need to be made available, particularly LARC, intrauterine devices (IUDs), and implants owing to their greater efficacy in avoiding unintended pregnancies and induced abortions (25). Increased advocacy for LARC by federal ministry of health, in addition to the availability for all women free of charge at Saint Paul’s hospital, might be the reason behind the higher uptake compared to the studies in Addis Ababa, Ghana and Gabon.

It was not surprising that the women with more parity or whose abortion had been induced were more than twice as likely to opt for a LARC method compared with those with lower parity or whose abortion was spontaneous, and that these two variables were associated with choosing a LARC method in the multiple regression analysis. Their motivation to ensure that they did not get pregnant again in the immediate future would surely be much greater than that of the women who had lower parity or those who had a spontaneous abortion. Similar association was found in the study done in a principal maternity hospital in Gabon (20).

There was also higher uptake of long acting reversible methods in students than in women with other occupations in the multiple regression analysis. There was similar finding in Gabon (20). This might be explained by the fact that those who aspire to a better education are more motivated to use an effective contraceptive method. It was interesting to mention here that those women who achieved higher level of education (tertiary level) have lower uptake of LARC than women who are not educated.

Married women have decreased odds of uptake of LARC than those who are single. This might be due to the fact that most of pregnancies in married women were intended pregnancies that end up with spontaneous abortion and they might need to conceive earlier than singles.

Previous ever use of family planning method before the abortion decreased acceptance of LARC by 50%. This could be explained by the fact that most of these women left with the same contraceptive method they had been using prior to the abortion and the most common previously used contraceptive was injectables.




6. STRENGTH AND LIMITATIONS
The study’s largest strength lies in its being prospective study. Besides we had a wealth of data about each woman which allowed us to investigate different types of relationships, control for previously established confounders and stratify on important factors. Contraceptive counseling was given for all women as part of post abortion care. All methods (OCP, condom, injectables, sterilization, implant and IUD) were available for all women during the study period and were provided for free before discharge.
Despite these strengths, the study did have limitations. Women were not followed prospectively once they received their method post-abortion, so we do not know the patterns of use or continuation. Further follow-up study is needed to know whether or not they continued use of contraceptive method after discharge.









7. CONCLUSION
The post abortion contraceptive acceptance rate was higher and encouraging when compared to other studies done in Ethiopia. Higher parity, being married and housewife were independent predictors of modern contraceptive method acceptance. While injectables were the most popular contraceptive method, the most chosen contraceptive method was the previously used one. Implementing a specialized family planning post abortion service may promote an acceptance, regardless of the chosen method.

Acceptance of LARC post abortion was low but still encouraging when compared to other studies. Induced abortion, higher parity and being student were significant predictors of adoption of LARC, but being married, tertiary level of education and previous use of family planning were negatively associated. 
















8. RECOMMENDATION
While abortion care offers an opportunity to improve contraceptive uptake, there should be increased advocacy and multipronged activity by the hospital and federal ministry of health to further increase the acceptance of LARC post abortion. Increasing the availability, promoting access, and provision of modern and long-acting contraceptives could reduce the risk of unwanted pregnancies and potentially unsafe abortion. 

Finally the author wants to call for further follow-up study to assess discontinuation rate of contraceptive methods after discharge of the clients.
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ANNEX I
Consent Form

Hello, my name is____________________________
First of all I would like to thank you for your time.
I am working in a research team in Saint Paul’s Hospital Millennium Medical College. The research team is conducting a study on factors associated with post abortion contraceptive acceptance and choice among women receiving abortion care at Saint Paul’s hospital. We are inviting all women receiving abortion care at the hospital to contribute for the study.
We would very much appreciate your participation in this study. Your responses will help through policy formulation and program implementation to improve family planning service needs and access. The study usually takes between 10 and 15 minutes to complete.
Your name will not be recorded and whatever information you provide will be kept strictly confidential and is to be used only for the purpose of this study. You have the right not to respond any question you don’t want to and your participation is absolutely voluntary. However, we hope you will participate in the study since your views are important. 
Do you have any question?
May have begin the interview?
ጤና ይስጥልኝ! ስሜ _______________________ ይባላል፡፡
ጊዜዎን ስለሰጡኝ በቅድሚያ አመሰግናለሁ፡፡
እኔ በቅዱስ ጳውሎስ ሚሊኒየም ሜዲካል ሜዲካል ኮሌጅ በሚደረግ ጥናት  ላይ እየሰራሁ ነው፡፡ ጥናቱ የሚያተኩረው ከውርጃ በኃላ የሚወሰድ የእርግዝና መከላከያ ተቀባይነት ላይ ነው፡፡ በዚህ ሆስፒታል ከውርጃ ጋር የተያያዘ ህክምና የሚያገኙ ሴቶች በጥናቱ እንዲሳተፉ እንጋብዛለን፡፡ 
በጥናቱ ላይ ያለዎትን ተሳተፎ እናደንቃለን፡፡ የእርሶ መልስ በእርግዝና መከላከያ ላይ ያሉትን ፕሮግራም እና ፖሊሲ ለማሻሻል ይረዳል፡፡ ቃለ ምልልሱ ከ10 እስከ 15 ደቂቃ ይፈጃል፡፡ 
ስምዎትን አንመዘግብም፡፡ ማንኛውም የሚሰጡት መረጃ በሚስጢር የሚጠበቅ ሲሆን ለዚህ ጥናት ብቻ ይውላል፡፡ ማንኛውንም ጥያቄ ካልፈለጉ አለመመለስ ይችላሉ፡፡ ተሳትፎዎ በእርሰዎ ፍቃደኝነት ላይ ብቻ የተመሰረተ ነው፡፡ ይህም ቢሆን የእርሶ መልስ በጣም ጠቃሚ ስለሆነ እንደሚሳተፉ ተስፋ እናደርጋለን፡፡
የሚጠይቁኝ ጥያቄ አለ?
ጥያቄዬን መጀመር እችላለሁ?
ANNEX II
DATA COLLECTION FORMAT
Part I 
Data collectors’ information
	Interviewer Data

	1. Interviewer’s Name____________________
2. Interviewer Signature___________________
3. Date of Interview _____/____/______
                                    (DD/MM/YYYY)


	Supervisor Data

	1. Supervisor Name_______________
2. Supervisor Signature__________________

	Result of the Interview

	1. Complete
2. Incomplete
3. Refused
4. Other (specify)___________________





Part II
Demographic Characteristics
1. Card No…………
2. Age ……..
3. Which best describes where the client lives?	
A. Rural		B. Suburban		C. Urban
4. What is the highest level of school the client attended?
A. None
B. Primary school
C. High school
D. College               E.  Graduate / Professional Degree 
5. What is the client’s occupation?
A. Unemployed		B. Student	C. Employed	D. Farmer 	E. Housewife
6. Religion
A. Orthodox	B. Muslim	C. Protestant	D. Catholic	E. Others……….
7.  What is your current marital status?
A. Single 		B. Married 	C. Divorced	D. Separated	  E. Widowed
Part III
Reproductive Characteristics
1. Gravidity…….
2. Parity……….
3. Number of living children……..
4. Number of previous abortion……
5. Number of previous induced abortion, if any…………
6. Was the current pregnancy intended?
A. Yes		B. No
7. At what gestational age did the current abortion occur?
A. 1st trimester 		B. 2nd trimister
8. Diagnosis at this visit……………..
9. How is current abortion described?
A. Induced			B. Spontaneous
10.  If induced, which describes it best
A. Safe abortion			B. Unsafe abortion




Part IV 
Contraceptive Methods
1. Have the client ever used family planning method? 
A. Yes			B. No 
2. Last contraceptive method used, if yes: 
A. None
B. Non modern
C. Pills
D. Condom
E. Injectables
F. Implant
G. IUD
3. Did patient take post abortion contraceptives?
A. Yes			B. No
4. If yes to no. 3, method of contraceptive adopted after the abortion service. 
A. OCP		B. Condom		C. Injectable 		D. Sterilization	      
E. Implant	F. IUD
5. If yes to no. 3, what was client’s fertility choice?
A. Stop childbearing
B. Postpone childbearing
6. If no to no. 3, what were the reasons shown by women for not using modern contraceptive methods.
A. No reason 
B. cannot get pregnant
C. I want to get pregnant 
D. My husband is away from me 
E. I have just give a birth 
F. I am in menopause 
G. I have divorced
H. Other reasons……………………
Part IV
Structural factors
1. Method of abortion
A. Medical		B. Surgical
2. Type of person giving post abortion care: 
A. Specialist 	B. Medical intern	C. Resident		D. Nurse
3. Did the counselor intervention influence client’s contraceptive choice?
A. Yes 				B. No
4. Type of contraceptive method available at the facility at the day of the service.
A. OCP		B. Condom		C. Injectable 		D. Sterilization	      
E. Implant	F. IUD
የመረጃ መሰብሰቢያ ቅጽ
ክፍል  I 
የቃለመጠይቅ አድራጊ መረጃ
	የቃለመጠይቅ አድራጊ መረጃ

	1. የቃለመጠይቅ አድራጊ ስም ____________________
1. የቃለመጠይቅ አድራጊ ፊርማ ___________________
1. የቃለመጠይቁ ቀን_____/____/______
                                    (DD/MM/YYYY)


	የተቆጣጣሪ መረጃ

	1. የተቆጣጣሪ ስም _______________
1. የተቆጣጣሪ ፊርማ __________________

	የቃለመጠይቅ ውጤት

	1. የተሟላ
1. ያልተሟላ
1. ታካሚዋ ፍቃደኛ አልነበረችም
1. ሌላ  ___________________






ክፍል  II
ስነ ህዝባዊ ሁኔታ
1. የካርድ ቁጥር…………
1. እድሜ ……..
1. የታካሚዋ የመኖሪያ ቦታ?	
1. ገጠር		B. የገጠር ከተማ		C. ከተማ
1. የታካሚዋ የትምህርት ደረጃ?
1. ያልተማረች
1. የመጀመሪያ ደረጃ
1. ሁለተኛ ደረጃ
1. ኮሌጅ               E.  የዩኒቨርስቲ ዲግሪ 
1. የታካሚዋ የስራ ሁኔታ?
1. ስራ የሌላት		B. ተማሪ 	C. ስራ ያላት  	D. ገበሬ  	E. የቤት እመቤት
1. የታካሚዋ ሀይማኖት
1. ኦርቶዶክስ	B. ሙስሊም	C. ፕሮቴስታንት	D. ካቶሊክ	E. ሌላ……….
1. የታካሚዋ የጋብቻ ሁሌታ?
1. ያላገባች 		B. ያገባች 	C. በፍቺ የተለያየች  	D. ከባለቤቷ ጋር የተለያየ ቦታ የምትኖር
1. ባል በሞት የተለያት
ክፍል  III
የስነ ተዋልዶ ሁኔታ
1. እስካሁን ስንት ጊዜ ጸንሳለች…….
1. ከጸነሰችው ውስጥ ምን ያህሉ ከሰባት ወር በላይ እድሜ ሲደርሱ ተወለዱ……….
1. በህይወት ያሉ ስንት ልጆች አላት……..
1. ከዚ በፊት ስንት ጊዜ ውርጃ ነበራት……
1. ከዚ በፊት ስንት ጊዜ በፍላጎት ጽንስ አቋርጣለች፣ ካለ…………
1. የአሁሉ እርግዝና የታቀደ ነው?
1. አዎ		B. አይደለም
1. ጽንሱ የተቋረተበት እድሜ ምን ያህል ነው?
1. ሶስት ወርና ከዛ በታች 		B. ከሶስት ወር በላይ
1. የታወቀው የበሽታ አይነት……………..
1. ጽንሱ የወረደበት መንገድ የቱ ነው?
1. በፍቃደኝነት ጽንስ ማቀቋረጥ			B. በራሱ የተጨናገፈ
1.  በፍቃደኝነት ጽንሱ ከተቋረጥ, የተቋረጠበት መንገድ የቱ ነው?
1. ያለ ህክምና ባለሙያ እርዳታ ወይም ከጤና ተቋም ውጪ     B. በህክምና ባለሙያ እርዳታ




ክፍል  IV 
የወሊድ መከላከያ ዘዴዎች ሁኔታ
1. ታካሚዋ ከዚ በፊት የወሊድ መከላከያ ዘዴዎች ተጠቅማ ታቃለች? 
1. አዎ			B. አይደለም
1. ለመጨረሻ ጊዜ የተጠቀመችው የወሊድ መከላከያ ዘዴ የቱ ነው ?
1. ምንም ተጠቅማ አታውቅም
1. ዘመናዊ ያልሆነ መከላከያ
1. የወሊድ መከላከያ ኪኒን
1. ኮንዶም
1. የወሊድ መከላከያ መርፌ
1. ኢንፕላኖን
1. ሉፕ
1. ታካሚዋ ከውቸጃ በኃላ የወሊድ መከላከያ ዘዴ ተሰቷታል?
1. አዎ			B. አልተሰጣትም
1. ለጥያቄ ቁጥር 3 መልሱ አዎ ከሆነ፣ ከሚከተሉት የቱን ወሰደች?
10. ኪኒን		B. ኮንዶም		C. መርፌ		D. የማኅጸን መቋጠር	      
1. ኢንፕላኖን        F. ሉፕ
1. ለጥያቄ ቁጥር 3 መልሱ አዎ ከሆነ፣ የወሰደችበት ምክንያት የቱን ነው?
1. ከዚህ በኃላ ልጅ መውለድ ስለማፈልግ
1. ልጅ የምትወልድበትን ጊዜ ለማዘግየት
1. ለጥያቄ ቁጥር 3 መልሱ አልተሰጣትም ከኆነ፣ ያልወሰደችበት ምክንያት የቱ ነው?
1. ምክንያት የላትም 
1. ከዚህ በኃላ አላርግዝም ብላ ስላስበች
1. ማርግዝ ስለምፈልግ 
1. ከባለቤቷ ጋር አብራ ስለማትኖር 
1. በቅርቡ ወልዳ ስልነበር 
1. አርጫለው ብላ ስላስብች 
1. ክባሏ ስልትፋታች
1. ሌላ ምክንያት ካለ……………………
ክፍል  V
የህክምና ተቋም መዋቅር 
1. ውርጃ የተካሄደበት መንገድ
1. በመድሀኒት		B. የህክምና መሳርያ በመጠቀም
1. የድህረ ውርጃ ህክምና የሰጣት ባልሙያ  
1. ስፔሻሊስት 	B. ኢንተርን	C. ሬዝደንት		D. ነርስ
1. ስለ የወሊድ መከላከያ ዘዴ ምክር የሰጣት ባለሙያ በምርጫዋ ላይ ምክሩ ተጽእኖ ነበለውን?
7. አዎ				B. አልነበረውም
1. የወሊድ መከላከያ ዘዴ በተሰጣት ጊዜ በክፍሉ ውሰጥ የነበሩ የወሊድ መከላከያ አማራጮች የትኞቹ ነበሩ?
1. ኪኒን		B. ኮንዶም		C. መርፌ 		D. የማኅጸን መቋጠር	      
1. ኢንፕላኖን        	F. ሉፕ
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