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Background: Second-trimester abortions disproportionately contribute to the increased 
medical cost, maternal morbidity, and mortality compared to the first trimester. Therefore, 
the aim of the current study was to determine the magnitude and determinants of late 
presentation for safe abortion care at a tertiary hospital in Ethiopia.
Methods: We conducted a cross-sectional study among pregnant women who requested safe 
abortion care from January 2019 to April 2020. Participants were selected using systematic 
sampling and data were collected using the interviewer-administered questionnaire. P-value 
adjusted odds ratios (AOR) with their 95% confidence interval (CI) were used to determine 
the association between variables.
Results: The prevalence of second-trimester abortion was 53.4%. Young age, ≤ 19 years 
(AOR= 6.37, 95% CI=1.84–22.06), decision ambivalence (AOR=5.64, 95% 
CI=1.71–18.61), delay to suspect pregnancy (AOR= 8.56, 95% CI=2.11–34.57), delay 
to diagnose pregnancy (AOR=3.83, 95% CI=1.51–9.75), lack of awareness on pregnancy 
signs and symptoms (AOR=4.22, 95% CI=1.59–11.23), delay to get the service (AOR 
=4.43, 95% CI=1.43–13.67), and lack of information where to get the abortion service 
(AOR=3.90, 95% CI=1.53–9.96) were significantly associated with presentation 
in second trimester.
Conclusion: More than half of women who request safe abortion at Saint Paul’s Hospital 
Millennium Medical College do so in the second trimester. Young age, delay in diagnosis of 
pregnancy, delayed decision, and lack of information where to get service were contributing 
factors. Therefore, comprehensive adolescent sexuality education, increasing access to con-
traception, and safe abortion service including self-care interventions are very imperative to 
avert late gestation abortion and its consequences.
Keywords: late gestation abortion, safe abortion, Saint Paul Millennium Medical College

Introduction
An estimated 56 million induced abortions occur each year globally, and 22,800 
women die from complications of unsafe abortion contributing to 8% of maternal 
deaths worldwide.1,2 The medical cost, morbidity, and mortality and, for some 
women, social or emotional challenges are higher in second-trimester abortion 
than in the first.3–5 In Ethiopia, an estimated 620,300 induced abortions were 
performed per year making the annual abortion rate 28 per 1000 women aged 
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15–49.6 Unsafe abortion accounts for 8.6% of maternal 
death in Ethiopia and many more suffer from injuries or 
illness related to unsafe procedures.2,7,8

Worldwide, 10 to 15% of the abortions performed 
annually are second-trimester abortion.9 The prevalence of 
induced second-trimester abortion according to an institu-
tion-based cross-sectional study in the Amhara region of 
Ethiopia was 19%.10 The frequently mentioned reasons for 
the delayed request are irregular menstrual cycle, late recog-
nition of pregnancy, difficulty locating a provider, relying on 
financial assistance to pay for the procedure, a previous 
failed attempt to terminate the pregnancy, and emotional 
factors such as exclusion from abortion-related decisions, 
discouragement from family and fear of abortion.10–19

In Ethiopia, the liberalization of the abortion law in 
2005 and the establishment of technical guidelines have 
served as essential step in determining the practice of safe 
abortion services.7,20 However, eradication of morbidity 
from unsafe abortion has not yet been achieved.8 Access 
to second-trimester abortions is severely limited and only 
9–10% of all facilities have a provider who can perform 
this service.7 Saint Paul Hospital Millennium Medical 
College (SPHMMC) is one of the tertiary hospitals in 
Ethiopia which provide abortion service, and request for 
late abortion is frequently encountered at Michu clinic of 
SPHMMC. However, the evidence on the contributing 
factors and reasons why women delay seeking an abortion 
and their relative magnitude are limited. Understanding the 
complex factors and reasons why women delay seeking an 
abortion until the late second trimester, help to reduce the 
prevalence of second-trimester abortion and the associated 
mortality and morbidity. Therefore, the current study aims 
to determine the magnitude and factors associated with the 
late request for safe abortion care among women seeking 
abortion care at the SPHMMC. The late request means in 
the current study second-trimester abortion which is 
defined as abortion at or after the gestational age of 13 
completed weeks up to 28 weeks of gestation. The evi-
dence generated can help to frame policy guidelines and 
contextual interventions. Furthermore, this study will serve 
as a baseline to conduct a national survey on the related 
research areas.

Methods
Study Design, Area, and Period
We conducted a prospective hospital-based cross-sectional 
study at Michu clinic, SPHMMC in Addis Ababa, the 

capital city of Ethiopia. SPHMMC is one of the teaching 
and tertiary referral hospitals directly under the federal 
ministry of health. According to the statistics office report, 
the hospital gives service to 200,000 people annually. It 
gives service under different clinical disciplines which 
include Obstetrics and Gynecology. Michu clinic is under 
the Department of Obstetrics and Gynecology department 
which provides abortion and family planning-related ser-
vices. Around 1500 women receive abortion care in the 
hospital annually.

The data were collected from January 2019 to 
April 2020. The study population were all pregnant 
women requesting a safe abortion service during the 
study period at Michu Clinic. We included all pregnant 
women who requested a safe abortion service and gave 
written informed consent. We excluded those women who 
seek abortion service for indications of fetal demise, fetal 
anomaly, and life-threatening maternal medical disorders. 
Besides, those who presented after the gestational age of 
viability (≥28 weeks) and those who are seriously ill and 
unable to communicate during the data collection period 
were excluded.

Sample Size and Sampling Procedure
The sample size was calculated using the single population 
proportion formula taking a P value of 0.192 from the 
study done in the Amhara region which shows the pre-
valence of second-trimester abortion as 19.2%.10 Using the 
power of 80%, adding a marginal error of 5%, and 
a contingency rate, the estimated sample size was 246. 
We used systematic sampling to recruit eligible study 
participants. Considering 420 data collection days in the 
study period to recruit 246 participants we recruited every 
2nd client prospectively. In cases when the 2nd patient is 
not eligible the patient immediately before or after the 
patient will be enrolled.

Data Collection Procedures
The data were collected at the time of client presentation 
to Michu clinic by interviewer-administered structured 
questionnaires. The questionnaire was prepared in 
English, translated to Amharic which is a local language, 
and then translated back to English to check for consis-
tency. Pretesting of the questionnaire was conducted on 
ten women and appropriate modification was applied. Data 
collectors were trained at Michu Clinic for 02 consecutive 
days by the principal investigator in pre-tested checklists. 
The operational manual for the study was prepared to 
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assure a uniform standard for carrying out the study with 
good quality control. All data were collected and stored 
anonymously. All filled questionnaires were checked daily 
for completeness, accuracy, and consistency by the princi-
pal investigator. Supervision was carried out by the prin-
cipal investigator throughout the data collection.

Timing for seeking abortion care was the dependent 
variable and categorized as second trimester (≥13 weeks 
of gestation and < 28 weeks) and early (< 13 weeks of 
gestation). The independent variables were socio- 
demographic characteristics (age, marital status, educa-
tional status, place of residency, monthly income, reli-
gion), reproductive characteristics (gravidity, parity, 
abortion history, menstrual nature, gestational age, 
whether the pregnancy was a result of sexual assault or 
not), logistic factors (financial, transportation and infor-
mation problems, service availability around vicinity), 
interpersonal and intrapersonal factors (partner or family 
conflict, social or religious stigma, decision ambivalence), 
level of awareness on reproductive health (pregnancy 
window period, pregnancy signs and symptoms, contra-
ception use, alternative options for unplanned and 
unwanted pregnancies, abortion care centers, early and 
safe pregnancy duration for induced abortion, abortion 
complications)

Data Management and Analysis
After data were collected, each questionnaire was given 
code and checked visually for completeness. The data 
were entered Epi-info version 3.5.1 and transported to 
SPSS version 20 software packages for analysis. Further, 
data cleaning was performed to check for outliers, missed 
values, and any inconsistencies before the data analysis. 
For any missed values and inconsistency, the principal 
investigator cross-checked the patient medical record 
using the codes and made necessary corrections. Data 
were analyzed using SPSS 20.0 version. Socio- 
demographic and reproductive characteristics of the parti-
cipants and their level of awareness on reproductive health 
were described using descriptive statistics. Bivariable and 
Multivariable logistic regression was used to identify inde-
pendent factors associated with the late request for safe 
abortion. Bivariate analysis was carried out first to observe 
the crude association between independent and outcome 
variables. The variables with P value < 0.2 in bivariate 
analysis, were considered as candidate variables for the 
multivariable model. Finally, statistically significant vari-
ables that fit the final regression model were identified 

using the odds ratio with a 95% confidence interval and 
P value < 0.05.

Ethical Consideration
The current study was conducted following the 
Declaration of Helsinki. Ethical clearance was obtained 
from the Institutional Review Board (IRB) of SPHMMC 
including informed written consent for participants under 
the age of 18 years. Permission to conduct the study was 
taken from the hospital administration. Informed consent 
was obtained from each study participants after the objec-
tives of the study were explained. To ensure the confiden-
tiality of participants, we did not collect or store any 
identifying information about participants. All the datasets 
used and/or analyzed during the current study are included 
in the manuscript.

Results
Out of 246 women who were enrolled in the study popula-
tion 238 women completed the interview administered 
questionnaire. Eight patients declined to complete the 
whole interview, hence excluded from analysis. 
Therefore, data analysis was made based on 238 cases 
that had completed the interview. The response rate 
was 96.7%.

Socio-Demographic Characteristics
One hundred three (43.3%) of participants were in the age 
range of 20–24 years and the mean age was 23.5 ± 4.9. 
Two-third of the respondents 175 (73.5%) were single, 161 
(67.6%) lived in Addis Ababa, and 162 (68.1%) were 
Orthodox Christian in religion. Private employment 
including housemaid account for fifty percent of the parti-
cipant’s occupation, and 96 (40.3%) are having a monthly 
income of <26.3 dollars. Only 37 (15%) of the respondents 
have attended college and two-third have the educational 
level of primary and secondary school, respectively 
(Table 1).

Reproductive Characteristics and 
Prevalence of Induced Second-Trimester 
Abortion
Seventy-four (31.1%) of the respondents had an irregular 
menstrual cycle before their current pregnancy. One hun-
dred forty-eight (62.2%) of the participants were pregnant 
for the first time, while thirty (12.6%) of the clients had 
a history of prior induced abortion. During the study 
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period, a total of 238 women requested abortion service 
from which 127 (53.4%) of the respondents presented in 
the second trimester. From those second-trimester clients, 
91 (38.2%) of them presented in the late second trimester 
between 21 and 28 weeks of gestational age (Table 2).

Level of Awareness on Some 
Reproductive Health Factors
Eight three (34.9%) of the participants know two and 
above pregnancy signs and symptoms, while 37 (15.5%) 

of the participants did not mention even one contraception 
method they know. Near to half, 124 (52.1%) of the 
respondents mentioned two or more health institutions 
that provide abortion service. Only 24 (10%) of the parti-
cipants know the pregnancy window period in the men-
strual cycle, and 124 (52.1%) of them know the safest time 
for induced abortion (Table 3).

Associated Factors of Induced 
Second-Trimester Abortion
Age, educational status, place of residency, knowledge on 
pregnancy signs and symptoms, awareness on pregnancy 
window period, delay after the decision for abortion made, 
religious stigma, social stigma, decision ambivalence, sex-
ual assault, financial problem, transportation problem, lack 
of information where to get the service, delay to suspect 
pregnancy, delay to diagnose pregnancy, and family con-
flict were found to be associated with second-trimester 
abortion in the bivariable analysis. Those variables were 
entered once into a stepwise multivariable logistic regres-
sion model to control confounders. Finally, the model 
retains only those factors with significant associations 
with P-value < 0.05 level. Age younger than 20 (AOR= 
6.37, CI 1.84–22.06), decision ambivalence (AOR=5.64, 

Table 1 Socio-Demographic Characteristics of Women

Variable (n=238) Frequency Percent

Age group
<19 48 20.2

20–24 103 43.3

25–29 58 24.4
≥30 29 12.2

Educational status

Unable to read and write 27 11.3

Primary school 95 39.9
High school 79 33.2

College or above 37 15.5

Residency place

Addis Ababa 175 73.5

Outside Addis Ababa 63 26.5

Marital status

Single 161 67.6
Married 55 23.1

Widowed 5 2.1

Divorced 17 7.1

Religion

Orthodox Christian 162 68.1
Islam 38 15.5

Protestant 37 16.0

Catholic 0 0.0
Others* 1 0.4

Monthly income (USD)
<26.3 96 40.3

26.3–52.6 80 33.6

>52.6 62 26.1

Occupation

Housewife 24 10.1
Merchant 14 5.9

Gov’t employee 13 5.5

Private employee** 119 50.0
Student 49 20.6

Jobless 19 8.0

Notes: *Adventist **Includes housemaid.

Table 2 Reproductive Characteristics of Women Seeking 
Abortion Service at Michu Clinic

Variable Name (n=238) Frequency Percent

Gravidity

One 148 62.2

2–4 85 35.7
5 and above 5 2.1

Parity
0 165 69.3

1–3 69 29.0
4 and above 4 1.7

History of abortion
Yes 30 12.6

No 208 87.4

Menstrual nature

Regular 164 68.9

Irregular 74 31.1

Gestational age

< 09 weeks 71 29.8
9–13 weeks 40 16.8

13–20 weeks 36 15.1

> 20 weeks 91 38.2

submit your manuscript | www.dovepress.com                                                                                                                                                                                                                    

DovePress                                                                                                                                   

International Journal of Women’s Health 2020:12 1226

Kebede et al                                                                                                                                                          Dovepress

Powered by TCPDF (www.tcpdf.org)

http://www.dovepress.com
http://www.dovepress.com


CI 1.71 −18.61), greater than one month delay from last 
menstrual period (LNMP) to suspect pregnancy (AOR= 
8.56, CI 2.12–34.58), greater than one month delay to 
diagnose pregnancy (AOR= 3.84, CI 1.51 −9.76), limited 
knowledge on pregnancy signs and symptoms (AOR= 
4.22, CI 1.59 −11.23), more than 1-month delay to get 
the abortion service (AOR =4.43, CI 1.43 −13.67), and 
lack of information were to get the service (AOR =3.907, 
CI 1.532–9.965) were variables associated with 
a presentation in second-trimester for termination of preg-
nancy (Table 4).

Discussion
The current study is undertaken at SPHMMC to determine 
the demand for second-trimester abortion and explore the 
reasons why women delay seeking an abortion. The pre-
valence of induced second-trimester abortion in our study 
is found to be 53.4%. This finding is greater than the 
10–15% of the globally reported prevalence and studies 
done in Mexico and Maharashtra (Aurangabad and Jalna 
districts) which reported prevalence of the second- 

trimester abortion as 8.10%, and 23% respectively.1,17,19 

It is also not in line with the study done in the Amhara 
region and Jimma town, Ethiopia that reported the preva-
lence of 19.2% and 12% respectively.10,11 Both first 
and second-trimester abortion is provided for free in gov-
ernment hospitals in Ethiopia. The possible explanation for 
this significant proportion of second-trimester abortion in 
the current study might be the limited access to second- 
trimester abortion services forcing many women to visit 
referral hospitals. Moreover, SPHMMC is one of the big-
gest tertiary hospitals in Ethiopia and patients get referred 
from every corner of the country. Michu clinic of 
SPHMMC is also the most well-organized family planning 
and abortion clinic in the country where service is pro-
vided by resident physicians and expert subspecialists. 
Most private institutions, health centers, and non- 
governmental organizations are not providing abortion 
care beyond 12 weeks of gestation except on rare occa-
sions like private hospitals staffed by specialists (obstetri-
cian/gynecologist).

Across countries with different cultures and develop-
ment, factors related to presenting late at or after 13 weeks 
gestation appear similar and disproportionately affect the 
poor, uneducated, and underserved women. For example, 
in Cambodia, Ethiopia, and Kenya 17%, 38%, and 41% of 
all women needing post-abortion care present at or after 13 
weeks of gestation respectively.21–23 A cross-sectional 
study conducted in Jimma town of Ethiopia reported that 
age 19 years or younger, having education of primary 
school level or below, residence outside Jimma zone, and 
nulliparity were associated uneducated with presenting 
for second-trimester abortion.11 The current study also 
showed that young is associated with late presentation 
for abortion service. The current study also showed that 
more than one-month delay getting the service after the 
decision to have an abortion was significantly associated 
with late presentation. This might be happening because of 
a lack of information where to get service, lack of easy 
access or absence of youth-friendly health service, and 
lack of economic freedom of young girls and women 
facing the transportation and other logistic problems.

Although there is substantial progress on the propor-
tion of abortion care provided in the public sector in 
Ethiopia, access-related problems still are among factors 
contributing to delayed presentation for abortion. A study 
done in the Amhara region of Ethiopia showed that access- 
related problems contribute significantly to late presenta-
tion for safe abortion.10

Table 3 Level of Awareness on Some Reproductive Health Factors

Variable Name (n=238) Frequency Percent

Complications of abortion
Did not mention any 61 25.6

Mentioned one/two 162 68.1

Mentioned three and above 15 6.3

Safe time for induced abortion
Did not know 115 48.3

Knew exactly/approximate 123 51.7

Pregnancy window period

Did not know 215 90.7

Knew exactly/approximately 23 9.3

Contraception types

Did not mention 37 15.5
Mentioned one 22 9.2

Mentioned two 46 19.3

Mentioned three and above 133 55.9

Pregnancy signs and symptoms

Did not mention 48 20.2
Mentioned one 107 45

Mentioned two and above 83 28.8

Options for the abortion service center

Did not mention 2 8

Mentioned one 112 47.1
Mentioned two and above 124 52.1
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Table 4 The Bivariable and Multivariable Logistic Regression Results on Factors Associated with Induced Second-Trimester Abortion

Variables Bivariable/Multivariable Logistic Regression

Frequency of Second-Trimester 
Abortion

COR with 95% CI AOR with 95% CI

Age
Age >19 91 1 1

Age ≤19 36 3.26 (1.60–6.65) 6.37 (1.84–22.06) *

Education level

Above high school 52 1 1

High school and below 75 1.96 (1.17–3.29) 2.22 (0.91–5.39)

Residency

Addis Ababa 77 1 1
Outside Addis Ababa 50 4.15 (2.16–7.96) 1.86 (0.62–5.56)

Financial problem
No financial problem 35 1 1

Financial problem 92 4.79 (2.01–11.40) 1.58 (0.66–3.73)

Transportation problem

No transportation problem 75 1 1

Transportation problem 52 7.00 (3.34–14.67) 3.47 (0.96–12.57)

Lack of information
No lack of information 42 1 1

Lack of information 85 5.22 (2.99–9.10) 3.90 (1.53–9.96) *

Knowledge of pregnancy sign and symptoms

Knows two pregnancy sign and symptoms 34 1 1

Do not now two pregnancy sign and symptoms 93 2.16 (1.25–3.72) 4.22 (1.59 −11.23) *

Pregnancy window period

Recognize the pregnancy window period 7 1 1
Do not recognize pregnancy window period 120 2.88 (1.14–7.30) 3.65 (0.86–15.52)

Delay after the decision to get an abortion
≤ 1-month delay after the decision 100 1 1

> 1-month delay after the decision 27 2.03 (0.99–4.17) 4.43 (1.43–13.67) *

Suspecting pregnancy

No delay suspecting pregnancy 6 1 1

Delay suspecting pregnancy 121 10.49 (4.23–26.04) 8.56 (2.11–34.58) *

Diagnosing pregnancy

No delay diagnosing pregnancy 60 1 1
Delay in diagnosing pregnancy 67 4.51 (2.52–8.08) 3.84 (1.51 −9.76) *

Family conflict
No family conflict 96 1 1

Family conflict 31 4.79 (2.01–11.40) 2.23 (0.49–10.00)

Religious stigma

No religious stigma 76 1 1

Religious stigma 51 1.81 (1.04–3.13) 2.53 (0.97 −6.60)

Social stigma

No Social Stigma 102 1 1
Social Stigma 25 3.15 (1.36–7.32) 3.91 (0.75 −20.35)

(Continued)
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Delays in suspecting and testing for pregnancy cumu-
latively caused 58% of second-trimester patients to miss 
the opportunity to have a first-trimester abortion in a case- 
control study in the US.13 Our study also highlighted those 
women who did not know the signs and symptoms of 
pregnancy were almost four times more likely to miss 
the opportunity to have an abortion in the first trimester 
than their counterparts. Lack of information, delays in 
suspecting, and testing for pregnancy were also associated 
with the second-trimester presentation for termination of 
pregnancy. Spending much time collecting money and lack 
of information in locating service for pregnancy tests 
might explain the delay to diagnose pregnancy early.

In current study, a large proportion of the respondents 
had limited awareness of the pregnancy window period of 
the menstrual cycle, contraceptive options, pregnancy 
signs and symptoms, and the safe time of pregnancy for 
induced abortion. Similarly, in a cross-sectional study con-
ducted among female students in secondary schools in 
Mekelle town, Ethiopia, 12% of the students were not 
aware of any methods of contraception and 15% of the 
sexually active students had never used contraception.24 

This may be due to a lack of information and poor utiliza-
tion of sexual and reproductive health services. Another 
cross-sectional study done in Southwest Oromia, Ethiopia, 
reported that lack of information and poor perceptions 
about sexual and reproductive health, feeling of shame, 
fear of being seen by others, restrictive cultural norms, 
lack of privacy, confidentiality, and unavailability of ser-
vices were deterring the use of sexual and reproductive 
health services.25 Thus, improving open parent-child com-
munication and appropriate peer-to-peer communication in 
schools on sexual and reproductive health, school-based 
service delivery, youth centers, and outreach/community 

volunteers’ approach may help to create awareness on 
reproductive health issues.

The strengths of the study include the prospective 
primary data collection at a single contact per patient 
with less participant’s loss from the study. Besides, the 
relatively long duration of data collection over one year 
and four months could help capture variability over time 
and increase the representativeness of samples that possi-
bly predict the outcome variable. The study also has its 
limitations. The sample size calculation did not consider 
the number of variables included and might not be ade-
quate. As any cross-sectional study, it could not explain 
the cause and effect relationship. Besides, being a single 
and tertiary referral hospital-based study; the current study 
might have suffered from the possibility of selection bias 
and overestimation of late abortion care requests. 
Furthermore, the profile of those patients may be different 
from patients in other hospitals. These factors limit the 
generalizability of current findings especially regarding the 
magnitude of second-trimester abortion. However, the cur-
rent study explored and provided good input for a further 
multidimensional and multicenter study on magnitude and 
determinants of late request for an abortion.

Conclusions and Recommendations
The current study revealed a high prevalence of second- 
trimester abortion at SPHMMC compared to previous 
studies conducted both locally and globally. This finding 
indicates the necessity of expanding second-trimester 
abortion service into primary health care units by task 
sharing and shifting mechanisms. Young age, lack of 
knowledge of sign and symptoms of pregnancy, failure 
to suspect and delay in diagnosis of pregnancy, decision 
ambivalence, and delay in decision making, lack of 

Table 4 (Continued). 

Variables Bivariable/Multivariable Logistic Regression

Frequency of Second-Trimester 
Abortion

COR with 95% CI AOR with 95% CI

Decision ambivalence

No decision ambivalence 96 1 1

Decision ambivalence 31 2.66 (1.29–5.49) 5.64 (1.71 −18.61) *

Sexual assault

No sexual assault 88 1 1
Sexual assault 39 3.65 (1.80–7.42) 0.80 (0.24–2.59)

Note: *P < 0.05. 
Abbreviations: COR, crude odds ratio; AOR, adjusted odds ratio.
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information where to get service, and delay in getting 
service after decision were factors significantly associated 
with induced abortion in the second trimester. 
Consequently, we recommend public health interventions 
such as comprehensive adolescent sexuality education to 
improve adolescent girl’s and women’s knowledge about 
pregnancy and earlier recognition of pregnancy, reproduc-
tive physiology, and reproductive health. Moreover, it is 
very imperative to increase access to adolescent and 
women-friendly contraceptive counseling and first- 
trimester abortion service. The WHO recommends that 
individuals can self-manage their abortions in early preg-
nancy until 12 weeks. This is very important to prevent 
facility visits, increase client privacy and autonomy result-
ing in increased access to early abortion and reduction 
of second-trimester abortion. Because of the sensitive 
nature of abortion, a qualitative study may be needed to 
further dig out the underlying reasons why women make 
late decisions to terminate their pregnancy in the second- 
trimester period. Furthermore, the national and regional 
survey needs to be conducted to determine the prevalence 
of second-trimester abortion and contributing factors at 
the country and continent level for setting contextual 
policy directions and framing evidence-based 
interventions.
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