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reform,13,14 women continue to use unsafe methods to 
induce abortions outside of health facilities. In addition, 
the provision of skilled abortion care has been hampered 
by a shortage of trained health care providers and variable 
health service availability across the largely rural popula-
tion of more than 95 million people.15,16

The goal of this study was to provide a comprehensive 
description of legal abortion and postabortion care in 
Ethiopia in 2014 relative to three previous publications 
that described abortion care in Ethiopia in 2008.6,8,15

METHODS

We used a cross-sectional epidemiological study design 
known as the Prospective Morbidity Methodology 
(PMM),17 which was developed by the World Health 
Organization;18 the methodology was tested and adapted 
in South Africa19–21 to collect prospective, descriptive data 
on abortions, abortion clinical management and abortion-
related morbidity. The PMM was implemented as a compo-
nent of a larger project to assess the incidence of induced 
abortion, and the severity and consequences of unsafe 
abortion in Ethiopia. Methods and procedures relevant 
to the examination of facility-based abortion care—that is, 
legal abortion procedures and postabortion care related 
to complications of unsafe or spontaneous abortions—are 
provided here in detail; measures of abortion incidence 
and of changes in the health system’s capacity to provide 
abortion care are provided elsewhere.22,23 Ethical approval 
for this study was obtained from the Guttmacher Institute’s 
Institutional Review Board in the United States and from 
the National Ethics Review Committee of the Ministry of 
Science and Technology in Addis Ababa.

Identifying and Selecting the Facility Sample
A complete description of the methodology, sampling 
and analytic procedures for the 2008 study is published 
elsewhere.8 The 2014 sampling frame was constructed 
from the distribution list of the Food, Medicine and 

Health Care Administration and Control Authority of 
Ethiopia, as well as from lists of for-profit private clinics 
compiled by the nongovernmental organization (NGO) 
DKT Ethiopia, to include representation from all possible 
public, for-profit private and NGO providers of abortion 
care. Stratified multistage sampling was used to randomly 
select from the country’s nine regions and two city admin-
istrations a proportion of each of four types of health 
facilities that are authorized to provide abortion care 
according to the Technical and Procedural Guidelines 
for Abortion Care published by the Ministry of Health.9

The four types of facilities include public hospitals, pub-
lic health centers, private hospitals and high-level private 
clinics. All nongovernmental clinics that provided abor-
tion care were included; high-level private clinics were 
included because, as providers of outpatient care only, 
they are allowed to provide legal abortion if they have a 
properly trained health care provider; in contrast, health 
posts and medium- and low-level private clinics were 
excluded because they were expected to provide limited 
or no abortion services.* Health facilities were systemati-
cally selected to ensure adequate representation of each 
type of facility and region, and to allow comparison with 
the 2008 sample and results.

In 2008, the sampling universe comprised 898 
health facilities, of which 393 were randomly selected 
(Table 1); no attempt was made to exclude nonpro-
viding facilities that met the larger inclusion criteria. 
In 2014, because of a Ministry of Health initiative to 
increase the number of low-level health facilities and 
improve access to health care across the country in the 
preceding five years, the sampling universe comprised 
3,137 health facilities; 729 of these were selected. Given 
the increased size of the 2014 health facility universe 
and the multiple facility lists consulted during the 

TABLE 1. Number of eligible health facilities, and number and percentage of selected and responding facilities, by facility 
type, Ethiopian Prospective Morbidity Survey, 2008 and 2014

Facility 2008 2014

No. of 
eligible 
facilities

Total selected 
facilities

Responding 
facilities

No. of 
eligible 
facilities

Total selected 
facilities

Responding 
facilities

Responding 
facilities that 
provide abortion 
care

No. % No. % No. % No. % No. %

Public hospitals  94  94 100  90  96 120 120 100 107  88 105  98
Public health centers 597 177  30 158  89 2,597 388  15 310  80 188  61
 NGO reproductive 

health clinics†  24  24 100  24 100 74  74 100  74 100  74 100
Private hospitals  39  39 100  39 100 64  64 100  46  72  42  91
 High-level private 

clinics‡ 144  59  41  33  56 282  83  29  57  69  30  53

Total 898 393  44 344  88 3,137 729  23 594  82 439  74

†In 2008, NGO reproductive health clinics used data collected prospectively; in 2014 they used their own retrospective service statistics. ‡High-level private 
clinics offer medical outpatient services, STI treatment, HIV counseling and testing, and inpatient services; clinics with trained practitioners are allowed to 
provide abortion care in accordance with Ministry of Health guidance. Notes: NGO=nongovernmental organization. In this and subsequent tables, abortion 
care includes legal abortion procedures and postabortion care related to complications of unsafe or spontaneous abortions.

*Medium-level clinics, which can provide medical abortion products for 
induced abortion, were included in the larger incidence study to ensure 
a complete assessment of abortion incidence in the country.
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because seven strata had no facilities of a particular type 
in a selected region.

To calculate the annual absolute number of and 95% 
confidence intervals for legal abortions, complications 
of low-to-moderate severity and severe complications, an 
adjustment was made. Estimates from data for individual 
clients were frequently lower than provider estimates col-
lected during key informant interviews from the corre-
sponding HFS, which collected data on the past month 
and average caseload for abortion care. To adjust for varia-
tion across the three estimates, we used the mean of the 
three data points for each facility to calculate the national 
estimates of legal abortion and postabortion cases in 
each facility. When provider estimates were unavailable 
(namely, for the number of legal abortions in 2008, and for 
the caseload distribution for NGOs by morbidity severity, 
which was not included in the 2014 survey), corrections 
were applied on the basis of the observed data. We used 
the ratio of the mean caseload from the PMM study to the 
mean postabortion care caseload in the HFS as a multi-
plier for the point estimates and associated confidence 
intervals for legal abortions, severe complications and low-
to-moderate complications in 2008.

Consideration and analysis of when during pregnancy 
each woman presented for care also differed between the 
two years. In 2008, a continuous variable based on the day 
of each woman’s self-reported last menstrual period was 
used, followed by a categorical trimester variable based 
on a clinician’s examination of gestation; the 2008 data 
includes 15 women for whom missing information on 
gestational age was imputed to the first trimester that nei-
ther variable was reported. In 2014, data were based on a 

continuous variable on women’s reported last menstrual 
period, followed by a continuous variable based on clini-
cal exam. In both years, responses were combined using 
clinical assessment, and then women’s reports, if clinical 
estimation was missing.

Data were entered using Epidata version 4.0 and ana-
lyzed using Stata version 11.0. We present descriptive data 
as unweighted frequencies and weighted proportions of 
nonmissing responses. We adjusted the data to account 
for variance estimation appropriate for survey data and 
the multistage stratified sampling design. Changes in 
percentages, adjusted chi-square statistics and their cor-
responding p-values were used to test for bivariate asso-
ciations between the study waves. We computed rates of 
facility-based care using numbers of women of reproduc-
tive age (15–49-year-olds) and the annual national rate of 
population growth as documented in the Population and 
Housing Census Report from 2007;24 the population esti-
mate was 17,707,953 in 2008 and 22,183,796 in 2014. The 
care, treatment, and sociodemographic characteristics of 
women seeking abortion care in Ethiopia are described, 
and national estimates of the absolute number of women 
seeking abortion care in these types of health facilities were 
calculated. Health outcomes were calculated using Impact 
2, the Marie Stopes International Impact Calculator.25

RESULTS

National Estimates of Abortion Care
More women in 2014 than in 2008 presented for abortion 
care at all facility types, except private hospitals and high-
level private clinics (Table 2): For example, an estimated 
3,610 women per month presented for abortion care at 

TABLE 2. National estimates of abortion care provided by health facilities in Ethiopia, by survey year

Measure 2008† 2014

No. of women/rate %‡ No. of women/rate %‡

Type of facility*
Public hospital 1,582 per month 13.6 3,610 per month 16.2
Public health center 690 per month 22.3 1,248 per month 39.5
Private hospital 525 per month  4.5 478 per month  2.7
Private high-level clinic 295 per month  9.5 268 per month  5.5
NGO health facilities 5,816 per month 50.0 8,730 per month 36.1

Type of abortion care
Legal abortion 158,387 per year (92,571–224,277) 73.2 220,286 per year (189,755–250,818) 63.8
PAC with low/moderate abortion morbidity§ 42,091 per year (36,809–47,392) 19.5 86,731 per year (77,291–96,121) 25.1
PAC with severe abortion morbidity§ 15,822 per year (13,227–18,424) 7.3 38,135 per year (31,795–44,455) 11.1

Rate of facility-based legal abortion†† 9.2 (5.4–13.1) na 10.0 (8.6–11.4) na

Rate of facility-based treatment for PAC†† 3.4 (2.9–3.8) na 5.7 (4.9–6.4) na

*Significantly different by survey year at p ≤.05. †The results for 2008 differ from those published in Gebreselassie et al. (reference 8) because they include 
legal abortion data not included in the earlier analysis; results also differ from those published in Moore et al. (reference 22) because of differences in 
the size and composition of the facility samples. ‡Facility type frequencies are unweighted; all percentages and annual numbers of cases are weighted 
and presented as a proportion of nonmissing responses. §Morbidity was defined as low if the woman had no clinical signs of infection, organ failure or 
suspicious findings during uterine evacuation; moderate if she had early signs of peritonitis or sepsis, including an elevated temperature or offensive 
products of conception upon evacuation; and severe or “near-miss” if she had one or more signs of unsafe abortion morbidity, including generalized 
peritonitis, tetanus, a pulse rate >119 beats per minute, organ failure, temperature >37.9° C, evidence of a foreign body or injury to the cervix or uterine 

area, shock or death. ††Rates per 1,000 women aged 15–49 based on population estimates from adjusted 2007 Ethiopian Census data (source: reference 
24). Notes: NGO=nongovernmental organization. PAC=postabortion care. na=not applicable. Frequencies are unweighted counts of all individuals, and 
percentages are weighted to account for the complex sampling and study design. Figures in parentheses are confidence intervals. Percentage distributions 
may not add to 100.0% because of rounding.
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public hospitals in 2014, compared with 1,582 in 2008. Of 
all women presenting at a facility for abortion care in 2008, 
36% did so at a public facility and 64% did so at a private 
or NGO facility; in 2014, those proportions were 56% and 
44%, respectively. The largest shift occurred in public health 
centers, where the proportion of all women presenting for 
abortion care increased from 22% in 2008 to 40% in 2014.

Between the two study waves, the overall number of 
women presenting at a health facility for abortion care 
increased substantially. The estimated annual number of 
women who presented for a legal abortion increased by 
more than 39%, from 158,000 in 2008 to 220,000 in 2014; 
the estimated annual number presenting for postabor-
tion care doubled over the period, from 42,000 to 87,000 
women with low-to-moderate morbidity and from 16,000 
to 38,000 women with severe morbidity. Legal abortion 
procedures, as a proportion of all abortion care sought 
by women, decreased from 73% to 64% between the two 
studies because of the substantial increase in the number 
of women seeking treatment for abortion complications. 
In addition, the proportions of all abortion care sought by 
women for low-to-moderate abortion morbidity and for 
severe abortion morbidity increased between 2008 and 
2014 from 20% to 25% and from 7% to 11%, respectively.

After adjustment for population growth, both the rate 
of legal abortion and the rate of postabortion care received 
by women at a health facility increased. The rate of facility-
based legal abortion was 9.2 per 1,000 women aged 15–44 
in 2008 and 10.0 per 1,000 in 2014; the rate of postabor-
tion care in facilities was 3.4 per 1,000 women in 2008 and 
5.7 per 1,000 in 2014.

Characteristics of Women Seeking Abortion Care
In 2008 and 2014, nearly one-third of women presenting 
at a public- or private-sector health facility for abortion 
care were single (32% for each—Table 3), and more than 
half were aged 24 or younger (52–53%). A smaller pro-
portion of women in 2014 than in 2008 were aged 35 or 
older (9% vs. 12%). In addition, women in 2014 were 
somewhat more educated: A smaller proportion that year 
than in 2008 had no education (31% vs. 34%). Greater 
proportions of women in 2014 than in 2008 reported 
that their pregnancy resulted from contraceptive failure 
(30% vs. 23%) and that they had tried to interrupt their 
pregnancy (15% vs. 11%).

Similar proportions of all women presenting at a public- 
or private-sector health facility for postabortion care in 
2008 and 2014 required a uterine evacuation procedure 
(79% and 82%, respectively—not shown). The distribution 
of women who received abortion care by procedure type 
changed between 2008 and 2014 (Table 4). Smaller propor-
tions of women in 2014 than in 2008 received a procedure 
by vacuum aspiration (53% vs. 73%) or sharp curettage 
(4% vs. 23%). On the other hand, much larger propor-
tions of women in 2014 than in 2008 benefited from the 
introduction of medication abortion, both for induced abor-
tion (36% vs. 0%) and for postabortion care (5% vs. <1%). 

The type of health care worker who treated women also 
changed between the two surveys: The proportion of 
women cared for by a physician decreased between 2008 
and 2014 (from 52% to 18%), whereas the proportion cared 
for by a midlevel provider—such as a nurse, midwife, health 
officer or integrated emergency surgical officer—increased 
(from 48% to 83%). Seventy-seven percent of women who 
received abortion care in 2014 left the facility with a con-
traceptive method; information on postabortion contra-
ception was not collected in 2008. Most women—71% in 
both years—received medication for the pain and cramping 

TABLE 3. Number and percentage distribution of 
women presenting for abortion care in public- and 
private-sector health facilities, by selected 
characteristics, according to survey year

Characteristic 2008† 2014

N‡ %‡ N‡ %‡

Marital status
Single 883 31.7 1,581 31.6
Married 1,966 58.0 3,295 56.6
Cohabiting 107 4.4 272 5.1
Separated/widowed/
divorced

133 4.9 358 6.7

Age*
≥17 182 6.8  344  6.6
18–24 1,350 46.6 2,394 45.6
25–29 734 22.4 1,413 25.0
30–34 400 12.1 718 13.6
≥35 426 12.1 556  9.2

Rural residence
Yes 1,150 39.5 na na
No/no response 1,942 60.5 na na

Education*
None 1,002 33.7 1,558 30.9
Primary 855 27.3 1,763 32.2
Secondary 968 31.8 1,853 32.2
Postsecondary 257 7.2 347 4.7

Reported a previous 
abortion
Yes 245 13.1 602 11.6
No/no response 284 86.9 5,002 88.4

No. of pregnancies
1 1,200 41.1 2,377 43.6
2 530 16.0 1,045 16.9
3 389 12.6 752 12.9
≥4 972 29.3 1,418 26.7

Pregnancy was result of 
contraceptive failure**
Yes  714 23.2 1,570 30.4
No/no response 2,378 76.8 4,034 69.6

Tried to interrupt the 
pregnancy**
Yes  337 10.5  765 14.9
No/no response 2,755 89.5 4,839 85.1

Total na 100.0 na 100.0

*p<.05. **p<.01. †Results differ from those published in Gebreselassie 
et al. (reference 8) because NGO facilities were excluded from the 
sample in 2014 and were subsequently removed from this analysis to 
improve comparability between the two waves. ‡Sizes of subgroups 
(counts) are unweighted, whereas percentages were calculated with 
weights for national representation; percentages are proportions of 
nonmissing responses, except where explicitly noted. Notes: na=not 
applicable. Percentage distributions may not add to 100.0% because 
of rounding.
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related to their abortion care. And in both 2008 and 2014, 
the vast majority of women who sought an abortion did so 
in their first trimester of pregnancy (89% and 92%, respec-
tively), and most women who sought postabortion care did 
so for complications resulting from a procedure performed 
in the first trimester (66% and 71%).

Although the proportion of women presenting at a public- 
or private-sector health facility for abortion care who had 

severe abortion complications was greater in 2014 than in 
2008, no difference by year was found in the proportion of 
all women requiring hospitalization for severe complications 
(Table 5). The proportion of women presenting for care who 
died from complications of an unsafe abortion was less than 
1% in both years; in absolute numbers, seven women died 
in 2008 and four in 2014, despite a much greater number of 
women seeking postabortion care in 2014. The proportion 
of women with the most telling signs of unsafe abortion—
signs of a foreign body having been inserted in or of mechan-
ical injury to the vaginal or cervical area—were the same for 
the two survey years (7%).

Some differences in severe complications were found, 
however. The proportion of women presenting for posta-
bortion care who had complete organ or system failure was 
greater in 2014 than in 2008 (9% vs. 2%). Very few women 
in either year suffered from generalized peritonitis or teta-
nus. Between 2008 and 2014, the proportion of women who 
suffered from shock increased (from 4% to 8%) and the pro-
portion with sepsis decreased (from 16% to 8%). Finally, 
although the proportion of women with a highly elevated 
temperature (higher than 37.9°C) did not change between 
2008 and 2014, the proportion with a high pulse rate (more 
than 119 beats per minute) increased from 3% to 5%.

DISCUSSION

Between 2008 and 2014, Ethiopia experienced eco-
nomic and social changes, and women’s reproductive 
health and health-seeking behavior greatly improved. 
During the period, training of health extension work-
ers and midwives expanded, the health infrastructure 
and availability of health care in the public health sys-
tem improved, women’s desired fertility decreased, con-
traceptive use increased and the contraceptive method 
mix expanded, and the availability of both safe induced 
abortion and postabortion care through public and NGO 
facilities improved.5,23,26,27 Results of this study show that 
important changes in abortion care provision in the 
country also occurred. For example, more than one-third 
of women presenting for abortion care in 2014 received 
a medication abortion, an option unavailable to them 
in 2008. In addition, three-quarters left the health care 
facility with a contraceptive method to prevent a future 
unplanned pregnancy.

In 2009, physicians outnumbered midwives in Ethiopia,28

but efforts to decentralize maternal health care included 
expanding midwifery training and resulted in a quadrupling of 
the number of midwives between 2008 and 2012.26,28 In 2014, 
we found that Ethiopian women tended to seek abortion care 
from a public health center and receive care from a midlevel 
provider, which should make care more affordable and acces-
sible for women, as well as more cost-effective for the nation. In 
addition, research in several countries has shown that women 
receiving care from midlevel providers are more likely to accept 
a contraceptive method following their care.29–31

Increases in the number of primary health facilities has 
corresponded to an expansive scale-up in task-shifting and 

TABLE 4. Number and percentage distribution of women presenting for abortion 
care in public- and private-sector health facilities, by measures of clinical 
management and treatment, according to survey year

Measures 2008† 2014

No.‡ %‡ No.‡ %‡

Method of evacuation***
MVA/EVA 1,643 72.9 2,774 52.7
Medical methods for induced abortion 1 0.0 1,712 35.6
Medical methods for PAC 18 0.4 228 5.4
Sharp curettage 870 23.2 262 3.7
Other methods§ 130 3.5 36 1.7

Provider type††,***
Physician 1,645 51.6 1,386 17.5
Midlevel provider 1,010 48.4 3,540 82.5

Woman received a contraceptive method
Yes na na 4,123 76.7
No/no response na na 1,481 23.3

Woman received medication for pain
Yes 2,010 70.9 4,231 70.5
No/no response 1,082 29.1 1,373 29.5

Best estimate of trimester of the pregnancy 
for women seeking legal terminations
First trimester 1,049 89.3 2,244 91.6
Second trimester 173 10.7 404 8.4

Best estimate of trimester of the pregnancy 
for women with complications
First trimester 1,144 65.9 1,843 70.5
Second trimester 719 34.1 932 29.6

Total na 100.0 na 100.0

***p<.001. †Results differ from those published in Gebreselassie et al. (reference 8) because NGO 
facilities were excluded from the sample in 2014 and were subsequently removed from this analysis 
to improve comparability between the two waves. ‡Sizes of subgroups (counts) are unweighted, 
whereas percentages were calculated with weights for national representation; percentages are 
proportions of nonmissing responses, except where explicitly noted. §For both years, the “other” 
category refers primarily to uterotonics and manual removal of products. ††Physicians include spe-
cialists, general practitioners, residents and interns; midlevel providers include nurses, midwives, 
health officers and integrated emergency surgical officers. Notes: MVA/EVA=manual or electric 
vacuum aspiration. PAC=postabortion care. na=not applicable. Percentage distributions may not 
add to 100.0% because of rounding.

TABLE 5. Percentage of women presenting for postabortion care at public- and 
private-sector health facilities with symptoms of severe abortion complications, 
by survey year

Complication 2008 (N=3,092) 2014 (N=5,604)

Required hospitalization for >24 hours 23.1 19.1
Death 0.3 0.2
Evidence of mechanical injury/foreign body/ 

uterine perforation 6.7 6.7
Organ/system failure 2.1 8.9***
Generalized peritonitis 0.2 1.0**
Tetanus 0.2 0.0*
Shock 4.1 7.5**
Sepsis 16.1 7.8***
Temperature >37.9° C 10.4 11.8
Pulse rate >119 beats/min. 2.6 5.3***

*Significantly different from 2008 at p<.05. **Significantly different from 2008 at p<.01. 
***Significantly different from 2008 at p<.001. Notes: Frequencies are unweighted counts of all 
individuals, and percentages are weighted to account for the complex sampling and study design.
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related to their abortion care. And in both 2008 and 2014, 
the vast majority of women who sought an abortion did so 
in their first trimester of pregnancy (89% and 92%, respec-
tively), and most women who sought postabortion care did 
so for complications resulting from a procedure performed 
in the first trimester (66% and 71%).

Although the proportion of women presenting at a public- 
or private-sector health facility for abortion care who had 

severe abortion complications was greater in 2014 than in 
2008, no difference by year was found in the proportion of 
all women requiring hospitalization for severe complications 
(Table 5). The proportion of women presenting for care who 
died from complications of an unsafe abortion was less than 
1% in both years; in absolute numbers, seven women died 
in 2008 and four in 2014, despite a much greater number of 
women seeking postabortion care in 2014. The proportion 
of women with the most telling signs of unsafe abortion—
signs of a foreign body having been inserted in or of mechan-
ical injury to the vaginal or cervical area—were the same for 
the two survey years (7%).

Some differences in severe complications were found, 
however. The proportion of women presenting for posta-
bortion care who had complete organ or system failure was 
greater in 2014 than in 2008 (9% vs. 2%). Very few women 
in either year suffered from generalized peritonitis or teta-
nus. Between 2008 and 2014, the proportion of women who 
suffered from shock increased (from 4% to 8%) and the pro-
portion with sepsis decreased (from 16% to 8%). Finally, 
although the proportion of women with a highly elevated 
temperature (higher than 37.9°C) did not change between 
2008 and 2014, the proportion with a high pulse rate (more 
than 119 beats per minute) increased from 3% to 5%.

DISCUSSION

Between 2008 and 2014, Ethiopia experienced eco-
nomic and social changes, and women’s reproductive 
health and health-seeking behavior greatly improved. 
During the period, training of health extension work-
ers and midwives expanded, the health infrastructure 
and availability of health care in the public health sys-
tem improved, women’s desired fertility decreased, con-
traceptive use increased and the contraceptive method 
mix expanded, and the availability of both safe induced 
abortion and postabortion care through public and NGO 
facilities improved.5,23,26,27 Results of this study show that 
important changes in abortion care provision in the 
country also occurred. For example, more than one-third 
of women presenting for abortion care in 2014 received 
a medication abortion, an option unavailable to them 
in 2008. In addition, three-quarters left the health care 
facility with a contraceptive method to prevent a future 
unplanned pregnancy.

In 2009, physicians outnumbered midwives in Ethiopia,28

but efforts to decentralize maternal health care included 
expanding midwifery training and resulted in a quadrupling of 
the number of midwives between 2008 and 2012.26,28 In 2014, 
we found that Ethiopian women tended to seek abortion care 
from a public health center and receive care from a midlevel 
provider, which should make care more affordable and acces-
sible for women, as well as more cost-effective for the nation. In 
addition, research in several countries has shown that women 
receiving care from midlevel providers are more likely to accept 
a contraceptive method following their care.29–31

Increases in the number of primary health facilities has 
corresponded to an expansive scale-up in task-shifting and 

TABLE 4. Number and percentage distribution of women presenting for abortion 
care in public- and private-sector health facilities, by measures of clinical 
management and treatment, according to survey year

Measures 2008† 2014

No.‡ %‡ No.‡ %‡

Method of evacuation***
MVA/EVA 1,643 72.9 2,774 52.7
Medical methods for induced abortion 1 0.0 1,712 35.6
Medical methods for PAC 18 0.4 228 5.4
Sharp curettage 870 23.2 262 3.7
Other methods§ 130 3.5 36 1.7

Provider type††,***
Physician 1,645 51.6 1,386 17.5
Midlevel provider 1,010 48.4 3,540 82.5

Woman received a contraceptive method
Yes na na 4,123 76.7
No/no response na na 1,481 23.3

Woman received medication for pain
Yes 2,010 70.9 4,231 70.5
No/no response 1,082 29.1 1,373 29.5

Best estimate of trimester of the pregnancy 
for women seeking legal terminations
First trimester 1,049 89.3 2,244 91.6
Second trimester 173 10.7 404 8.4

Best estimate of trimester of the pregnancy 
for women with complications
First trimester 1,144 65.9 1,843 70.5
Second trimester 719 34.1 932 29.6

Total na 100.0 na 100.0

***p<.001. †Results differ from those published in Gebreselassie et al. (reference 8) because NGO 
facilities were excluded from the sample in 2014 and were subsequently removed from this analysis 
to improve comparability between the two waves. ‡Sizes of subgroups (counts) are unweighted, 
whereas percentages were calculated with weights for national representation; percentages are 
proportions of nonmissing responses, except where explicitly noted. §For both years, the “other” 
category refers primarily to uterotonics and manual removal of products. ††Physicians include spe-
cialists, general practitioners, residents and interns; midlevel providers include nurses, midwives, 
health officers and integrated emergency surgical officers. Notes: MVA/EVA=manual or electric 
vacuum aspiration. PAC=postabortion care. na=not applicable. Percentage distributions may not 
add to 100.0% because of rounding.

TABLE 5. Percentage of women presenting for postabortion care at public- and 
private-sector health facilities with symptoms of severe abortion complications, 
by survey year

Complication 2008 (N=3,092) 2014 (N=5,604)

Required hospitalization for >24 hours 23.1 19.1
Death 0.3 0.2
Evidence of mechanical injury/foreign body/ 

uterine perforation 6.7 6.7
Organ/system failure 2.1 8.9***
Generalized peritonitis 0.2 1.0**
Tetanus 0.2 0.0*
Shock 4.1 7.5**
Sepsis 16.1 7.8***
Temperature >37.9° C 10.4 11.8
Pulse rate >119 beats/min. 2.6 5.3***

*Significantly different from 2008 at p<.05. **Significantly different from 2008 at p<.01. 
***Significantly different from 2008 at p<.001. Notes: Frequencies are unweighted counts of all 
individuals, and percentages are weighted to account for the complex sampling and study design.
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