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Abstract 

Background:  Midwives are a large proportion of Ethiopia’s health care workforce, and their attitudes and practices 
shape the quality of reproductive health care, including safe abortion care (SAC) services. This study examines how 
midwives’ conceptions of their professional roles and views on women who have abortions relate to their willingness 
to provide respectful SAC.

Methods:  This study uses a cross-sectional, mixed methods design to conduct a regionally representative survey of 
midwives in Ethiopia’s five largest regions (Oromia; Amhara; Southern Nations, Nationalities, and Peoples [SNNP]; Tig-
ray; and Addis Ababa) with a multistage, cluster sampling design (n = 944). The study reports survey-weighted popu-
lation estimates and the results of multivariate logistic regression analyzing factors associated with midwives’ willing-
ness to provide SAC. Survey data were triangulated with results from seven focus group discussions (FGDs) held with 
midwives in the five study regions. Deductive and inductive codes were used to thematically analyze these data.

Results:  The study surveyed 960 respondents. An estimated half of midwives believed that providing SAC was a pro-
fessional duty. Slightly more than half were willing to provide SAC. A belief in right of refusal was common: two-thirds 
of respondents said that midwives should be able to refuse SAC provision on moral or religious grounds. Modifiable 
factors positively associated with willingness to provide SAC were SAC training (AOR 4.02; 95% CI 2.60, 6.20), agreeing 
that SAC refusal risked women’s lives (AOR 1.69; 95% CI 1.20, 2.37), and viewing SAC provision as a professional duty 
(AOR 1.72; 95% CI 1.23, 2.39). In line with survey findings, a substantial number of FGD participants stated they had 
the right to refuse SAC. Responses to client scenarios revealed “directive counseling” to be common: many midwives 
indicated that they would actively attempt to persuade clients to act as they (the midwives) thought was best, rather 
than support clients in making their own decisions.

Conclusion:  Findings suggest a need for new guidelines to clarify procedures surrounding conscientious objection 
and refusal to provide SAC, as well as initiatives to equip midwives to provide rights-based, patient-centered coun-
seling and avoid directive counseling.
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Background
Ethiopia is one of the few sub-Saharan African coun-
tries that have successfully expanded access to legal safe 
abortion care (SAC) services in the last 20  years [1]. In 
2005, the country revised its criminal code to expand the 
conditions under which SAC could be provided legally. 
These conditions included cases of “rape or incest, a risk 
to the life or health of the mother, fetal malformation, 
and maternal disability or age and younger than 18 years” 
[2]. The reform authorized providers to accept women’s 
statements in cases of rape or incest without need for 
further validation when determining eligibility to receive 
services [3]. Since passage of Ethiopia’s reform, the pro-
portion of abortions performed in health facilities has 
increased significantly, from approximately one-fourth of 
all abortions in 2008 to one-half in 2014 [4]. A key fac-
tor in the success of the reform was Ethiopia’s pioneering 
efforts to expand the number and cadres of practitioners 
authorized to provide SAC. Midwives’, nurses’, and health 
officers’ scopes of practice were broadened to include 
first-trimester abortion provision. Health officers with 
surgical training (“integrated emergency surgical offic-
ers”) were given the authority to provide second trimester 
abortion procedures [3]. Currently, midwives and similar 
advance practice professionals such as nurses and health 
officers provide more than 80% of abortions in Ethiopia 
[5]. Midwives and similar cadres of health professionals 
are increasingly globally recognized as qualified to pro-
vide such services [6, 7].

These task-sharing initiatives have taken place in 
a context of dramatic expansion of Ethiopia’s health 
workforce, a transformative national effort [8]. Mid-
wives in Ethiopia have increased in number from 294 
in 1984 to more than 16,000 in 2018 and are of two 
main types: bachelor’s degree midwives with four years 
of postsecondary training, and diploma midwives who 
have three years of specialized midwifery training [8]. 
The curriculum includes content on professional eth-
ics and on safe abortion, although the actual practical 
training has varied by training institution [9–11]. As 
the health workforce has grown, and access to care has 
increased, Ethiopia’s Federal Ministry of Health has 
increasingly focused on improving the quality of care 
provided, emphasizing respectful, patient-centered 
care. This shift toward quality stems from the growing 
recognition that poor treatment of clients in the health 
sector violates human rights and deters the use of life-
saving, facility-based care [12–15]. The need for meas-
ures of the quality of contraceptive and abortion care is 
recognized, but although some are under development, 
few have been institutionalized [16–19].

A particularly troubling aspect of low quality abor-
tion care is practitioner refusal to provide SAC services 
for religious or moral reasons [20–22] or because of 
negative attitudes and stigma toward abortion. Practi-
tioners who object to delivering SAC are often reluctant 
to make it clear that safe, legal services are available at 
their facility or to refer clients to other facilities [23, 
24]. Refusal and conscientious objection have at times 
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Plain Language Summary 

When health care workers refuse to provide safe abortion care (SAC) for religious, moral, or personal reasons, they 
jeopardize their clients’ health and violate the right to care. Scholars believe that health care workers’ professional 
commitments to patient care and to their profession’s goals can help them prioritize patient care over their personal 
biases. The Ethiopian government has assigned midwives a central responsibility to provide SAC, but there is no com-
prehensive understanding of Ethiopian midwives’ willingness to provide SAC and allied rationales, or the relationships 
between their sense of professional duty and willingness to provide.

To answer these questions, a survey and focus groups with midwives in Ethiopia’s five most populated regions were 
conducted. Almost half of midwives were unwilling to provide SAC, and half disbelieved that it was midwives’ duty to 
do so. Most believed that midwives should be able to refuse to provide SAC based on religious or moral objections. 
Midwives were motivated to provide care by a belief that clients would die without care and by a sense of profes-
sional duty. When asked about how they would treat women requesting abortion care and contraceptives, many 
midwives said that they would encourage the woman to do what the midwife him- or herself thought best, rather 
than support her in making her own decision.

These regionally representative findings suggest the need for new provider guidelines to clarify practices surround-
ing conscientious objection and refusal to provide safe abortion care and for programs to better train midwives to 
provide respectful counseling.
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been found to be associated with tendencies toward 
directive, and at times coercive, counseling meant to 
persuade clients to continue pregnancy rather than to 
facilitate client decision making [25, 26].

Practitioner refusal to provide SAC adversely affects 
health. Refusal may cause delays in women obtain-
ing care and can lead them to seek illegal, unsafe care 
outside of the formal health system [27]. Delays in care 
can, in turn, lead to greater risk of complications and 
reduced choice in the abortion care methods avail-
able [28, 29]. The negative impacts of refusal may be 
more severe in low-income settings where clients have 
less recourse to other practitioners [30] and among 
young, poor, and rural women for whom practition-
ers have been shown to be more likely to refuse care 
[31]. Individual practitioner refusal may contribute to 
systemwide gaps and interruptions in access to care in 
contexts like Ethiopia’s where access to care remains 
challenging. In 2016, in Ethiopia, fewer than half of all 
government facilities provided safe abortion services 
and adolescent/youth-friendly sexual and reproductive 
health services [32, 33].

Medical professionals refusing to offer life-saving but 
socially contentious reproductive health services on 
religious or other grounds is a global phenomenon [34, 
35] but one that has not been well studied in Ethiopia. 
Prior research with midwives in Ethiopia suggests that 
despite high religiosity and moral misgivings, Ethiopian 
midwives have been more willing to provide SAC, and 
less likely to stigmatize clients seeking SAC, than other 
practitioners in sub-Saharan Africa [36–38]. However, 
overall rates of willingness are low and some stigmatizing 
attitudes are prevalent. Studies of provider refusal with 
regard to SAC in other sub-Saharan African countries 
have found that providers perceive abortion care as mor-
ally challenging and that refusal is common [39], both 
among those who profess to be conscientious objectors 
to providing care and those who do not [29]. In South 
Africa, the law on conscientious objection has been 
found to be poorly understood by practitioners, and con-
scientious objection there is largely unregulated [28, 40].

Professional guidelines [41, 42] and studies of refusal 
suggest that professional commitments to care and to 
the goals of a profession should lead practitioners to 
prioritize providing care over religious doctrines and 
should override particularistic biases [15, 38]. Expand-
ing the understanding of professional responsibilities 
to include patient-centered care and the respect for 
patients’ rights is one way of promoting this commit-
ment to quality care and ensuring continued access 
[15]. However, the integration of a patients’ rights 
framework into midwifery training is far from com-
plete in Ethiopia. Professional ethics is included in 

pre-service training, but this training seems to nar-
rowly focus on issues of confidentiality and privacy 
rather than on respecting rights and decision making 
[43]. Overall, it is not clear whether midwives view 
respecting rights as a core professional duty.

In Ethiopia, midwives are at the center of discus-
sions about provider refusal and professional duties to 
uphold patients’ rights to SAC. They are often the first 
point of contact for clients, responsible for either pro-
viding SAC themselves or for referring clients requir-
ing more complex care. Because midwives are a large 
and growing proportion of Ethiopia’s health care work-
force, their attitudes and practices have the power to 
significantly improve (or compromise) the quality of 
SAC services and counseling nationally. There are also 
several other reasons to focus on midwives when study-
ing practitioner refusal. First, midwives are a relatively 
new profession: formal midwifery training in Ethio-
pia started in 1954, and from 2008 to 2019, the coun-
try went from having fewer than 5 midwifery training 
institutions to having 48. This rapid educational expan-
sion suggests that the norms of the profession may still 
be in flux and sensitive to input and policy. Moreover, 
because quality of care is often compromised during 
periods of rapid health sector expansion, keeping track 
of the beliefs and behaviors of this quickly growing 
cadre is crucial for ensuring the quality of reproductive 
health care services in Ethiopia [44]. Finally, research 
on practitioner opinion on abortion has shown that 
categories of practitioners requiring less formal educa-
tion—e.g., nurses versus obstetricians/gynecologists—
tend to be less supportive of abortion than their more 
educated counterparts [45–47]. This gap suggests that 
special attention should be paid to midwives’ attitudes 
and their impacts on quality of care.

Despite the centrality of midwives to ensuring access 
to high quality SAC in Ethiopia, relatively little is known 
about their attitudes about providing these services. This 
study seeks to help fill this gap by examining how mid-
wives’ conception of their professional role with respect 
to SAC and how they view women who have abortions 
are related to their willingness to provide respectful SAC.

Methods
This study used a cross-sectional, mixed methods design 
to collect two types of data. From October to December 
2018, the Ethiopian Midwives Association (EMwA) col-
lected quantitative data through a survey of 960 mid-
wives at 408 health facilities, in 24 zones in Ethiopia’s five 
largest and most populous regions (Addis Ababa, Oro-
mia, Amhara, Tigray, SNNP). In February–March 2019, 
EMwA also collected qualitative data through seven 
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focus group discussions with midwives in the five study 
regions (Table 1).

Multistage sample design
The study used a multistage, cluster sampling design to 
collect regionally representative data in order to pro-
duce findings that would be generalizable to public sec-
tor midwives in Ethiopia’s five most populous regions. 
Sampling began by selecting a sample of zones from the 
68 administrative zones in Ethiopia’s five most populous 
regions for inclusion in the study. Originally, 30 zones 
were targeted for inclusion but because of logistical chal-
lenges caused by political unrest, only 24 zones in the five 
regions could be sampled. Zones were randomly selected 
by probability proportional to size based on the esti-
mated number of midwives in the region where the zone 
was located.

For the second stage of sampling, within the selected 
zones, a Federal Ministry of Health (FMOH) list of all 
health facilities was stratified by facility type: tertiary/
specialty hospital, referral hospital, district hospital, and 

health center (Fig. 1) to create a sampling frame [48]. All 
public non-specialty health centers and primary, second-
ary, and tertiary facilities were eligible for inclusion. Pri-
vate facilities and specialty hospitals were excluded from 
the study.

Within each sampled zone, all tertiary hospitals were 
included in the study (i.e., there was purposive sampling 
with 100% probability of selection). Half of the referral 
and district hospitals in the zone were selected using sim-
ple random sampling from the aforementioned FMOH 
list. Health centers were selected using systematic sam-
pling with probability proportional to size based on the 
estimated number of midwives in the zone.

The third stage of sampling occurred within health 
facilities using a convenience sampling strategy that dif-
fered by facility type. At health centers, all midwives on 
duty at the time of the study were surveyed (two per 
center). Three midwives were sampled from each primary 
and secondary hospital, and four midwives were sampled 
from each tertiary hospital on a first-come, first-served 
basis from hospital wards where SAC would normally be 
provided. All midwives who were permanent staff of the 
sampled facilities were eligible for inclusion in the study; 
volunteers and trainees were excluded.

Sample size calculation
For the survey, the sample size was calculated to detect 
a 10% difference from past averages in the proportion of 
midwives who say that they are willing to provide SAC. 
Sample size calculations used a one-population propor-
tion formula for cluster surveys with the assumptions 
that the proportion of practitioners willing to provide 
abortion services was 50%, based on previous Ethiopian 

Table 1  Characteristics of regional focus group discussions

Location Number of 
participants

Type of midwife 
participant

Female Male

Addis Ababa 6 Bachelor’s degree 4 2

Asela 6 Diploma 6 0

Hawassa 5 Diploma 5 0

Hosanna 8 Bachelor’s degree 1 7

Mekelle 6 Diploma 4 2

Nekemte 5 Bachelor’s degree 1 4

Shashemane 6 Diploma 5 1

Specialty Hospital
(3.5-5.0 million people)

RReeffeerrrraall HHoossppiittaall
((11--11..55 mmiilllliioonn ppeeooppllee))

District Hospital
(60,000- 100,000 people)

Health Center
(15,000-25,000 people) 

Health Extension Workers at Health Posts
(3,000-5,000 people)

Tertiary

Secondary

Primary

Fig. 1  Ethiopia’s health system
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studies [36–38]; a confidence interval of 95%; a power 
of 80%; a design effect of two that took into account two 
stages of sampling; and a 20% nonresponse rate. Using 
these assumptions, a sample size of 960 midwives was 
estimated (745 midwives adjusted for clustering and 
nonresponse).

Survey instrument development
The survey instrument had been developed over two 
rounds of extensive cognitive and other testing in con-
sultation with Ethiopian and international reproductive 
health experts (see Additional file  1). A detailed expla-
nation of instrument development and validation can be 
found in a previous study [38]. The instrument was then 
translated into Amharic and Afaan-Oromoo and pre-
tested in these languages.

The instrument contained questions on respondent 
demographics; work background and training; observa-
tions of disrespectful care; perspectives on SAC provi-
sion; readiness to provide services; and abortion-related 
stigma using seven items from the eight-item negative 
stereotyping subscale from Ipas’s Stigmatizing Attitudes, 
Beliefs and Actions Scale (SABAS) that had been vali-
dated with Ethiopian midwives [38, 49] (see Additional 
file 1). The majority of survey items were statements with 
possible responses on a five-point Likert scale of strongly 
disagree to strongly agree. Items of interest were then 
recoded to dichotomous variables with most items coded 
as agree or strongly agree equaling yes/high and unsure, 
disagree, or strongly disagree equaling no/low. The 
exception is the modified SABAS scale in which unsure 
responses were put in the high stigma category. This 
dichotomization strategy has been employed in prior 
studies using the SABAS instrument [38, 49].

Survey data collection, quality, and analysis
EMwA selected three data supervisors and 30 data col-
lectors from members of its regional chapters based on 
their past experience with data collection. All data collec-
tors and supervisors participated in a three-day training, 
covering data management, survey administration, and 
survey contents and themes. Over two and a half months, 
from October 1 to December 20, 2018, data collectors 
traveled to each facility to recruit participants and hand 
deliver the paper survey instruments, which were self-
administered, staying on hand to collect them the same 
day.

A dedicated data clerk entered survey data into an Epi-
Info template. Data were then exported to Stata (version 
16) for cleaning and analysis. In Stata, sampling weights 
were calculated based on the sampling design. All anal-
yses were conducted in Stata using the svy prefix com-
mand to apply these weights.

Descriptive statistics by region are reported, along 
with the factors associated with midwives’ willingness to 
provide SAC, which were explored using multivariable 
logistic regression analysis. For the multivariable logis-
tic regression, the main dichotomous outcome variable 
was willingness to provide SAC. Explanatory variables 
were selected based on a review of the literature [31, 37, 
38]. They included sociodemographic factors such as 
age, marital status, and religious affiliation; professional 
characteristics such as SAC training and midwifery type; 
and attitudes towards SAC and people seeking care. Also 
included were dummy variables for the study regions, 
to control for potential unobserved regional factors that 
may be associated with willingness to provide care. The 
effect sizes of sociodemographic and attitudinal factors 
on willingness to provide SAC were reported in adjusted 
odds ratios (AOR), with their respective 95% confidence 
intervals (CI). Variables with estimated AORs that had 
p-values ≤ 0.05 were considered statistically significant.

Focus group discussions
Survey data were triangulated with information from 
seven focus group discussions (FGDs) held with 42 mid-
wives. Midwives were recruited from those attending 
regional EMwA in-service trainings. Training events 
were selected to ensure that there was an FGD in each 
of the five study regions and that there were at least two 
FGDs each for bachelor’s degree and diploma midwives. 
Within each training, convenience sampling was used to 
recruit midwives. All midwives attending training were 
eligible for inclusion in the study.

Discussions were held in the predominant local lan-
guage at local training venues, using a guide developed 
by the research team that was modified iteratively as data 
were analyzed. The guides included three client care sce-
narios related to abortion and contraception that had 
been used in a previous study of Ethiopian midwives and 
respectful care [43] as well as questions on midwives’ 
attitudes towards SAC provision (see Box 1). Two leaders 
from EMwA, who had received training from a profes-
sional facilitator, moderated the discussions accompa-
nied by a notetaker from EMwA.

FGDs were audio recorded with permission. Audio files 
were then simultaneously transcribed and translated into 
English by investigators. A team of six project investiga-
tors in Ethiopia and the United States hand coded tran-
scripts using a codebook that contained a priori codes 
that were based on research questions, as well as codes 
that emerged from reviewing the data. Quotes that 
were illustrative of the themes in data were selected for 
reporting.
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Results
Sample characteristics
The study surveyed 960 midwives (100% response rate), 
resulting in 944 usable surveys, and held focus group 
discussions with 42 midwives. Information on the 

population-weighted characteristics of the midwives in 
the study regions with their 95% confidence intervals can 
be found in Tables 2 and 3; see Table 1 for a description 
of the focus group participants.

Table 2  Population-weighted sociodemographic characteristics of midwives in Oromia, Amhara, SNNP, and Tigray regions and in 
Addis Ababa

a Unweighted observations. Because of weighting, the number of observations may not match percentages and may not add to the total sample size. Because of 
missing observations, proportions may not add to 100%
b These estimates are population weighted
c 5% CIs reflect the range of possible values for the survey-weighted estimated percentages

Number of observationsa Estimated percentageb 95% 
confidence 
intervalc

Age categories

 Younger than 25 years 411 45 41, 49

 26–40 years old 483 53 48, 57

 Older than 41 years 21 3 1, 5

Sex

 Female 574 62 58, 66

 Male 359 38 34, 42

Marital status

 Married 516 54 48, 60

 Never married 397 44 37, 51

 Widowed/divorced/separated 20 2 1, 5

Father’s education

 None 290 30 25, 36

 Primary 273 29 25, 34

 Secondary 138 16 13, 19

 Higher 209 22 19, 26

 Don’t know 14 2 1, 3

Have had children 392 43 37, 49

Have had unplanned pregnancy 295 27 23, 31

Currently using contraception 394 44 39, 48

Ethnic group

 Amhara 299 34 29, 39

 Oromo 314 30 24, 36

 Tigray 88 12 8, 18

 Gurage 19 3 2, 4

 Welayta 45 5 2, 12

 Gamo 74 9 3, 20

 Other 90 8 3, 20

Religious affiliation

 Ethiopian orthodox 536 62 55, 68

 Muslim 130 13 8, 19

 Evangelical or protestant 237 23 18, 29

 Other 30 3 2, 4

Attendance at religious services

 Very regular (daily or > weekly) 383 42 39, 46

 Regular (weekly) 237 23 20, 27

 Less frequent (monthly, holy days, annually, never) 309 33 29, 38
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Willingness to provide safe abortion care
An estimated 54% (95% CI 45%, 63%) of midwives in 
Ethiopia’s five most populous regions reported that they 
were willing to provide SAC. A belief in the right to 
refuse to provide care was common: 60% (95% CI 56%, 
64%) of midwives said that midwives should be able to 
refuse SAC provision on moral or religious grounds, 
and 50% (95% CI 44%, 55%) said that it was appropriate 
to refuse SAC services to an unaccompanied adolescent 
(Table 4).

In discussions of the three client care scenarios (see 
Box  1), there was a mix of willingness and unwilling-
ness to provide care to the women described in the sce-
narios. Reluctance to provide care was most pronounced 
in the scenario involving a married woman with chil-
dren requesting safe abortion care (Scenario 2) and least 
pronounced in the scenario involving an adolescent girl 
seeking contraceptives.

The most common reason for being willing to provide 
SAC was a desire to help people avoid death or injury: 
87% (95% CI 81%, 91%) of midwives who were willing to 

provide SAC cited this as their primary reason (data not 
reported in tables). The second most common reason for 
providing SAC was to help victims of forced sex, rape, or 
incest. This was cited by 9% (95% CI 7%, 13%) of those 
who were willing.

The survey results are supported by focus group find-
ings in which the most common arguments that mid-
wives gave for providing the services discussed in the 
scenarios were to avoid client suicide, injury, or death. 
Justifications based on avoiding client death and injury 
were mentioned in all seven focus groups. Even FGD 
participants who were unwilling to provide care acknowl-
edged that the risk of self-harm and injury due to unsafe 
care was real and serious.

I will provide the service. Some of the women who 
have husbands and come for abortion services may 
change their mind with a little counseling, but others 
may not change their mind and they may even say 
“if you do not help me, I will hang myself or I will 
drink poison” …So, she may hang herself or drink 

Table 3  Population-weighted professional characteristics of midwives in Oromia, Amhara, SNNP, and Tigray regions and in Addis 
Ababa

a Unweighted observations. Because of missing observations and weighting, the number of observations may not match percentages and may not add to the total 
sample size
b These estimates are population weighted
c 95% CIs reflect the range of possible values for the survey-weighted estimated percentages

Number of observationsa Estimated percentageb 95% 
confidence 
intervalc

Midwifery training program

 Diploma 509 54 49, 59

 Bachelor’s degree 406 44 39, 50

 Other 21 2 1, 3

Currently works in private facility 287 26 22, 31

Type of health care facility

 Rural health center 347 27 22, 33

 Urban health center 311 41 36, 45

 Primary hospital 126 15 12, 20

 General hospital 117 14 11, 16

 Specialized/tertiary/teaching 34 3 2, 6

Years in practice

 Fewer than 3 years 266 28 25, 32

 3–4 years 244 29 26, 32

 5–9 years 347 37 33, 41

 10 years or more 53 6 4, 9

Has received SAC training 313 32 26, 39

Has had patient with incomplete abortion 748 85 81, 87

Has provided post-abortion care 620 72 66, 76

Has had patient die from unsafe abortion 143 17 15, 19

Has provided SAC 334 34 28, 42
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poison if we do not provide services, which would 
lead her three children to be orphans. [Respondent 
H-4, diploma midwife]

Midwives’ concern about harm was most pronounced for 
the Scenario 1 involving the young girl requesting contra-
ception (see Box 1). Here it was felt that the girl’s future 
health and career would be jeopardized if she had a child 
or sought unsafe care.

She has made up her mind [to have sex]; it could 
lead to worse problems if we don’t give her [contra-

ception]: Problems to the family, the country, her 
own life… it could mess her up. [Respondent A-4, 
bachelor’s degree midwife]

In contrast, in Scenario 2, involving an older married 
woman with children seeking SAC (see Box  1), mid-
wives frequently said that they would not provide the 
woman care because she should know about family 
planning and was responsible for her own pregnancy. 
In addition, in several focus groups, midwives stated 
that the woman should be able to handle an unplanned 
pregnancy because she already had children.

Table 4  Population-weighted estimates of the proportion of affirmative responses to questions related to patient-centered SAC by 
region (n = 944)

95% CIs for survey-weighted estimated percentages reported in brackets
a These items are from the SABAS[49], an instrument with Likert scale response categories ranging from 1 (strongly disagree) to 5 (strongly agree). Because 
disagreement is considered as less stigmatizing for these SABAS questions, researchers are usually conservative in assigning ambiguous responses to the disagree 
category in order to avoid overstating the lack of stigma in respondents. Therefore, when this scale has been dichotomized in past studies, unsure responses have 
been categorized as affirmative as they do not indicate disagreement with stigmatizing statements [38, 58]. We have followed this convention
b n = 617

Addis Ababa Amhara Oromia SNNP Tigray Total

Professionalism

 It is the professional duty of midwives to provide SAC (agree or strongly agree) 36%
[35, 36]

51%
[37, 64]

50%
[40, 59]

48%
[40, 56]

80%
[67, 88]

50%
[45, 55]

 SAC access is good thing (agree or strongly agree) 66%
[59, 72]

84%
[79, 88]

72%
[60, 81]

78%
[70, 85]

89%
[86, 91]

77%
[72, 80]

 SAC refusal risks mother’s life (agree or strongly agree) 46%
[44, 47]

57%
[45, 68]

54%
[42, 65]

58%
[50, 67]

81%
[78, 83]

57%
[52, 61]

Women will die without SAC (agree or strongly agree) 83%
[74, 90]

77%
[71, 82]

76%
[63, 86]

82%
[76, 87]

71%
[59, 81]

79%
[74, 83]

 Midwives providing SAC make a positive contribution (agree or strongly agree) 66%
[64, 68]

78%
[71, 84]

71%
[57, 82]

76%
[69, 81]

93%
[91, 95]

75%
[71, 79]

Measures of respectful care

 Willing to provide SAC 38%
[8, 82]

52%
[41, 62]

60%
[50, 70]

51%
[40, 62]

79%
[71, 85]

54%
[45, 63]

 Midwives should refuse adolescent asking for SAC (agree or strongly agree) 52%
[42, 62]

66%
[57, 74]

24%
[16, 34]

61%
[48, 72]

53%
[36, 70]

50%
[44, 55]

 Midwives should be allowed SAC refusal (agree or strongly agree) 71%
[69, 73]

58%
[51, 64]

53%
[41, 64]

65%
[61, 69]

55%
[46, 63]

60%
[56, 64]

Attitudes towards women having abortion

 A woman who has had an intentional abortion cannot be trusted (unsure, agree, or 
strongly agree)a

40% [21, 61] 31%
[23, 40]

29%
[22, 37]

49%
[39, 59]

34%
[32, 36]

36%
[31, 42]

 A woman who has an abortion is committing a sin (unsure, agree, or strongly agree)a 59%
[42, 75]

73%
[69, 77]

41%
[33, 50]

65%
[33, 50]

42%
[34, 51]

57%
[52, 62]

 Once a woman starts an intentional abortion, she will make it a habit (unsure, agree, 
or strongly agree)a

45%
[45]

35%
[29, 42]

31%
[25, 37]

51%
[46, 57]

35%
[18, 58]

39%
[37, 42]

 A woman who has had an intentional abortion might encourage other women to 
do so (unsure, agree, or strongly agree)a

49%
[40, 58]

48%
[40, 55]

39%
[30, 49]

61%
[51, 70]

47%
[40, 53]

49%
[45, 53]

 Not willing to provide because believe women make unjustified requests for SACb 7%
[2, 22]

14%
[7, 24]

6%
[3, 11]

12%
[5, 27]

24%
[9, 50]

11%
[7, 17]

 Not willing to provide because feel inadequately trainedb 33%
[14, 61]

25%
[16, 37]

44%
[34, 54]

40%
[30, 51]

53%
[52, 55]

38%
[32, 46]

 Not willing to provide because believe abortion is a sinb 54%
[28, 78]

56%
[40, 71]

32%
[23, 43]

37%
[31, 44]

13%
[7, 22]

40%
[32, 49]
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She has the capacity because she had three chil-
dren. I will ask her the reason why she wants to 
abort and advise her not to abort and to have 
this baby. She can use long-term family planning 
to prevent further pregnancy. I would not give the 
service [Respondent H-3, diploma midwife]

First, with regards to her rights, she has to know her 
responsibilities. This is killing. She was supposed to 
use family planning services first. So, we will only 
give her advice. It is good to let her know that there 
are responsibilities just as there are rights. [Respond-
ent S-2, diploma midwife]

 Religious objections were the primary reason for being 
unwilling to provide care, cited by 40% (95% CI 32%, 49%) 
of unwilling midwives. The other frequently cited reasons 
for unwillingness were not feeling adequately trained to 
provide services (38% of those unwilling, 95% CI 31%, 
46%) and believing that women make unjustified requests 
for SAC (11% of those unwilling, 95% CI 7%, 17%).

In contrast to the survey, most focus group participants 
did not cite religious objections consistently as their 
main reason for being unwilling to provide care. Strong 
religious objections were mentioned directly in four of 
the seven focus groups and by a minority of respond-
ents within these groups. Midwives who had religious 
objections voiced them very strongly and expressed little 
flexibility in their refusal, except around providing post-
abortion care services. However, many respondents were 
more nuanced in their responses, discussing circum-
stances under which they would and would not provide 
services. Several stated that their professional obligations 
and moral concerns for client safety overrode their reli-
gious convictions regarding abortion.

Every religion condemns abortion. In my religion, 
providing abortion is considered as taking someone’s 
life but it does not mean that the professionals who 
provide abortion services have no religion. I would 
regret if I refused to give service [to a patient] and 
she died while trying to abort using an unsafe proce-
dure. It is our professional responsibility to do abor-
tion. [Respondent H-4, diploma midwife]

Although religion was mentioned less often in focus 
groups than expected as a reason for refusal, moral 
arguments about what women’s ideal behavior should 
be permeated the discussions. In particular, there was a 
stated fear that providing services liberally would lead to 
people using them excessively. Midwives told stories of 
young girls using emergency contraception casually as 
birth control and of women having multiple abortions 

as reasons for interpreting the law on abortion care nar-
rowly and restricting access.

Following the law is good, but in some cases if a 
woman is aborting her children repeatedly, it will 
have health consequences. The procedure should 
be done based on the law and education should 
be given for the mother. Otherwise, if anybody just 
does it repeatedly, this is not good. [Respondent 
S-6, diploma midwife]

I once met a 13 or 14-year-old girl who came to 
me…hmmm…she said, “I want HIV/AIDS test-
ing”…[I said] “You are very young; have you had 
intercourse?” [She said] “Yes.” Then [I asked her], 
“Are you afraid of HIV/AIDS only or other related 
problems?” She was not afraid of any other prob-
lems. I mean she has used abortion and emergency 
contraception pills. They know lot of things, really 
a lot. I mean, she commonly used emergency con-
traception pills. I mean very well. So, this girl, you 
get what I am saying. [Respondent A-3, bachelor’s 
degree midwife]

 Survey responses also indicate that a substantial propor-
tion of midwives have negative views of abortion and of 
the people who have had them. An estimated 57% (95% 
CI 52%, 62%) of midwives saw abortion as a sin; 49% (95% 
CI 45%, 53%) thought women having an abortion would 
encourage others to have abortions; 40% (95% CI 37%, 
42%) thought that women would make abortion a habit; 
and 36% thought that a woman who had an abortion 
could not be trusted (see Table 4). The overall mean score 
on the modified SABAS “negative stereotyping” subscale 
was 16 points out of a possible 35.

Factors associated with willingness to provide SAC
In multivariable logistic regression, the factors sig-
nificantly and positively associated with willingness to 
provide SAC were being male (AOR 1.55; 95% CI 1.02, 
2.34), being widowed or divorced (AOR 4.31; 95% CI 
1.19, 15.70), being a member of a small minority reli-
gious group (AOR 2.25; 95% CI 1.05, 4.81), believing 
that refusal risked clients’ lives (AOR 1.69; 95% CI 1.20, 
2.37), believing that SAC was midwives’ professional duty 
(AOR 1.72; 95% CI 1.23, 2.39), and having been trained 
to provide SAC (AOR 4.02; 95% CI 2.60, 6.20) (Table 5). 
In contrast, being Evangelical Christian (AOR 0.69; 
95% CI 0.48, 0.99) and believing that abortion was a sin 
(AOR 0.35; 95% CI 0.22, 0.54) were negatively associated 
with willingness to provide SAC. There was no significant 
association between geographic region and willingness to 
provide SAC in multivariable analysis.
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Because nonresponses to survey items led to 128 
observations being dropped from the logistic regression 
model, we examined the robustness of our results by 
running an alternative model with a data set containing 
imputed values for missing responses. The magnitude 

and significance of associations remained similar in the 
new model with the exception of the religious affiliation 
variables, which faded in significance.

Table 5  Factors associated with willingness to provide SAC, logistic regression (n = 816)

*p < 0.05

**p < 0.01

***p < 0.001

AOR 95% CI

Age group (base = less than 25 years old)

 26–40 years old 1.03 0.63, 1.67

 Older than 41 years 1.05 0.67, 1.66

Gender (base = female)

 Male gender 1.55* 1.02, 2.34
Marital status (base = married)

 Never married 0.88 0.54, 1.44

 Widowed/divorced/separated 4.31* 1.19, 15.69
Have had children (base = no children)

 Have had children 1.10 0.66, 1.82

Religion (base = Ethiopian Orthodox)

 Muslim 1.21 0.77, 1.90

 Evangelical Christian or Protestant 0.69* 0.48, 0.99
 Other religious group 2.25* 1.05, 4.81

Religious attendance (base = very frequent religious attendance)

 Regular religious attendance 1.42 0.93, 2.16

 Less frequent religious attendance 0.98 0.64, 1.49

Midwifery training program (base = diploma)

 Bachelor’s degree 0.79 0.53, 1.17

Training (base = no)

 Received SAC training 4.02*** 2.60, 6.20

Attitudes towards women having abortion

 Belief that a woman who has an abortion is committing a sin 0.35*** 0.22, 0.54
 Belief that it is a professional duty to provide SAC 1.72** 1.23, 2.39
 Belief that SAC refusal risks mother’s life 1.69** 1.20, 2.37

Region (base = Addis Ababa)

 Amhara 1.43 0.20, 10.41

 Oromia 1.49 0.17, 13.38

 SNNP 1.69 0.18, 15.71

 Tigray 1.95 0.21, 17.79

Observations 816

Box 1  Client care scenarios

Scenario 1: Woyzerit Miriam, an unmarried 14-year-old client, comes into your facility. She works as a housemaid in the town where this health facility 
is located. She asks for a contraceptive method. She also asks that you not tell her parents or other relatives or employers

Scenario 2: Woyzero Tsehai, a 24-year-old married woman with three children, comes into your health center and requests that you help her by pro-
viding safe abortion care. The health center is far from any other health facility

Scenario 3: Woyzero Selamawit, a 30-year-old unmarried woman is suffering from severe mental illness. She comes into your health center and 
requests that you help her by providing safe abortion care services
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Professionalism and willingness to provide SAC
Survey respondents were asked several questions about 
the importance of SAC and their professional role in 
providing SAC services. Almost 79% (95% CI 74%, 83%) 
of midwives reported that they felt women would die if 
SAC were not available, and three-quarters (75%, 95% CI 
71%, 79%) reported believing that midwives providing 
SAC make a positive contribution to society. However, 
although a large majority (77%, 95% CI 72%, 80%) agreed 
that women having access to SAC was a good thing, only 
half (50%, 95% CI 45%, 55%) agreed that SAC was part 
of midwives’ professional duties. Although a few focus 
group participants did mention professional duty and 
patients’ rights as reasons for providing care, neither 
duty nor rights were consistently mentioned in discus-
sions. Instead, a professional concern for client health 
was the dominant justification for providing care in these 
discussions.

Secondary focus group themes
Directive counseling and education as alternatives to care
For those who refused to provide the care requested in 
the scenarios, the most common alternative care offered 
was intensive health education or counseling to con-
vince women to change their behavior, and long detailed 
client histories taken in order to get to the “root of the 
problem.” This focus on getting to the root of problems 
was minor subtheme, present in all seven FGDs, that 
reflected a paternalistic sense among midwives that that 
it was their responsibility to solve client problems and to 
help mediate client conflicts by, for example, bringing in 
family members or spouses to discuss the client’s request 
for care.

As for me, what I am going to do is, I will try to con-
vince her that she is not old enough for the contra-
ceptive service and I will try to convince her to com-
municate with her parents. If she does not allow me 
to communicate with her parents, I will not give her 
the contraceptive [Respondent N-3, bachelor’s degree 
midwife]

Health education and counseling was rarely spoken about 
as a way to help women make informed decisions but 
rather as a means for convincing women to take a par-
ticular course of action. This was true even of midwives 
willing to provide care, who often said that they would 
initially counsel the client intensively and only if she per-
sisted in her request would they provide care reluctantly.

First of all, I will try to counsel her in detail on the 
advantages and disadvantages. If she won’t accept 
the counseling I will give her the contraception 
because if not, she may have an unsafe abortion 

and she may die. [Respondent N-5, bachelor’s degree 
midwife]

I will make her change her mind by deep coun-
seling. I will also tell her to take care for the future. 
[Respondent S-6, diploma midwife]

Law as justification for providing and refusing care
The law was used to justify both the provision and 
denial of services. Many midwives used ambiguities in 
the case scenarios to argue for strict interpretation of 
the law. The need to follow the law closely (as a profes-
sional duty) was used both to explain care refusals and 
to justify taking detailed client histories.

Except for causes stipulated in the abortion law of 
the country, I am not willing to provide abortion 
services. [Respondent A-1, bachelor’s degree mid-
wife]
Interviewer: Which one [person] is right?
The person who follows the law properly and who 
aborts only in cases with complications, and when 
it is required, is right and should be encouraged. 
Otherwise, it [providing care] is causing harm. 
[Respondent S-2, diploma midwife]

In focus groups, the understanding of the law was 
muddy, with disagreements among participants about 
the specifics about how the law pertained to the scenar-
ios. This was especially the case in Scenario 3 involving 
a woman with mental health problems seeking abortion 
care (see Box 1), where midwives were unclear whether 
mental illness was an acceptable condition for accessing 
care under the law (it is) and whether the mental illness 
had to be stabilized prior to providing care. They also 
disagreed on whether economic hardship was a stipu-
lated condition for having an abortion under the law (it 
is not). Many of the midwives who said that they would 
not provide care to a woman seeking an abortion for 
reasons of economic hardship also said that if the wom-
an’s husband accompanied her and agreed to the abor-
tion, they would provide care even though a husband’s 
permission is not required by the law and does not alter 
the legality of providing services in this scenario.

I won’t do the abortion. Living in a rural area isn’t 
a reason to abort the child. I would ask whether 
she has discussed it with her husband and if they 
both decided it I might do it, but since she has a 
husband, I don’t think it is good to abort it, unless 
she has a breast-feeding child. [Respondent S-2, 
diploma midwife]
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It was clear that whether they refused to provide care 
or not, many midwives felt that they had discretion to 
decide how strictly to interpret the law in practice. In 
almost every group discussion, there was at least one 
midwife, who for reasons of client safety, was willing to 
interpret the law loosely, including informing clients 
of the legal categories for abortion care so that clients 
could present themselves as belonging to one of the 
legally acceptable categories. Similarly, in every group 
there were midwives who said that they would refuse or 
delay care regardless of the legality of the request.

Need for external authorization
A second underlying theme highlighted by the Scenario 
2 discussion of the pregnant woman in economic hard-
ship (see Box  1), was one that runs through all of the 
discussions and scenarios, namely, a tendency for mid-
wives to want to bring in external authority figures to 
approve women’s requests for care. In Scenario 1, mid-
wives frequently said that they would attempt to bring in 
the young woman’s parents or employers to discuss her 
request for contraception; in Scenario 3, they said that 
they would contact the mentally ill woman’s family before 
providing care; and for Scenario 2, the majority said that 
they would ask the woman to bring in her husband to 
approve her request.

But no matter how much she wanted and insisted, 
unless she came with her husband, we would not 
provide her with the abortion. We may hear her 
problem. We may give an ear to hear whether her 
problem can be cause for abortion, finally we will 
tell her to come the next day, thinking deeply about 
it, and preferably with her husband. [Respondent 
M-5, bachelor’s degree midwife]

When discussing why they needed a husband’s authori-
zation to perform the requested abortion in Scenario 2, 
respondents frequently mentioned a fear of legal reprisal 
or the husband’s violence. Fear of family reprisal was 
also given as a reason not to provide care in the other 
scenarios.

It makes you legally accountable, especially without 
any indications. If her husband comes in and asks, 
“Who killed my fourth child?” Who will be account-
able for that? [Respondent N-5, bachelor’s degree 
midwife]

Discussion
This study set out to examine Ethiopian midwives’ will-
ingness to provide SAC and their understanding of their 
professional responsibilities to provide these services.

The study found moderately high rates of unwillingness 
to provide SAC in Ethiopia’s five most populous regions, 
with 46% of midwives stating that they were not willing 
to provide the service. This estimate is almost identi-
cal to that found in a 2013 study of the same population 
(44% unwilling) [37]. A 2016 study of Ethiopian midwives 
found higher rates of unwillingness (51%), but this may 
have been due to the study’s low response rates due to 
political unrest during the data collection period, which 
may have led to self-selection of conscientious objectors 
[38]. Together, these estimates present a relatively stable 
unwillingness rate of 44–52% suggesting that a large por-
tion of Ethiopia’s midwives are unwilling to provide a life-
saving and legal service.

What appears to be a clear binary split in the sur-
vey data between willing and unwilling practitioners 
becomes more nuanced when focus group discussions 
are examined. Here, rather than solid categories of objec-
tors and providers, there are what other researchers have 
called “partial objectors” to SAC: practitioners who agree 
to provide care on a case-by-case basis using morally 
infused personal criteria to decide who is worthy of care 
[29, 50]. As in a recent study in Zambia, this study finds 
that refusal exists on a continuum with practitioners 
gauging the moral acceptability of providing care based 
on a shifting calculus of the reasons given for seeking 
care and the potential negative impact of not providing 
care [29].

Although most midwives expressed a commitment 
to following Ethiopia’s abortion law, they often seemed 
unfamiliar with the law’s requirements and demonstrated 
a willingness to impose personal criteria for deciding 
whether clients should be able to access services. Ethio-
pia’s law only permits abortion under a set list of condi-
tions deemed necessary of protecting the health of clients 
and, as such, does not allow for conscientious objection. 
However, this lack of a formal conscientious objection 
exemption was not mentioned directly in any of the focus 
groups. Overall, there was a marked reliance among mid-
wives on their personal judgment of the worthiness of 
clients when making clinical decisions and an idiosyn-
cratic application of law to justify personal prejudices and 
views.

In addition to outright (hypothetical) refusal to pro-
vide care, responses to client care scenarios displayed 
large amounts of directive counseling in which client-
provider communication focused on persuading a cli-
ent to take a particular course of action. The growing 
consensus in the field of sexual and reproductive health 
is that ethical counseling focuses on providing informa-
tion to help clients make their own informed decisions 
(informed choice) rather than encouraging people to 
make a particular decision (directive counseling) [51, 52]. 
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Accordingly, in contraceptive and abortion care provi-
sion, providers’ priority should center on protecting the 
rights of clients, particularly their right to autonomy, 
and should avoid directive counseling [17, 53–55]. Our 
findings align with those from a recent study of Zam-
bian health care practitioners where both those willing 
and those unwilling to provide SAC indicated that they 
would use counseling to delay care and/or change clients’ 
minds in order to get them to continue their pregnancies 
[29]. As in our study, willing practitioners in Zambia said 
that they would proceed with abortion care only if clients 
insisted.

To a surprising degree, midwives in our study said that 
they would rely on the input of external authority fig-
ures—husbands, parents, employers, and family mem-
bers—to guide their decisions about whether to provide 
the requested care. This tendency has not been noted 
in similar studies, including in Ethiopia. It could be that 
calling on husbands and parents is a tactic to delay deci-
sion making or a way for focus group participants to 
avoid making a clear statement to researchers about their 
intentions. Their reference to external authority figures 
could also reflect midwives’ growing perceptions of, and 
a desire to deflect, public controversy over abortion in 
their care settings. Future studies of abortion care quality 
should examine whether this is indeed a common practi-
tioner behavior in Ethiopia.

Looking at those who are willing to provide SAC, prac-
titioners are often conflicted, viewing abortion care as 
problematic and morally fraught even as they agree to 
deliver such services. Fifty seven percent of midwives 
surveyed agreed, strongly agreed, or were unsure about 
the statement that “a woman who has an abortion is com-
mitting a sin,” including 28% of those who were willing 
to provide care. Practitioners also used moral and ethical 
arguments to justify provision of care, namely, the moral 
obligation to help people in need of life-saving services. 
These mixed, conflicting views have been reported in 
other African settings and seem to be the norm among 
practitioners providing these services in conditions of 
high maternal mortality and high abortion stigma [29, 38, 
56, 57].

Many Ethiopian midwives have a public health rather 
than a rights-based rationale for providing SAC, with 
concern for the client’s health being by far the most 
common reason given for willingness to provide care in 
both the survey and focus group discussions. This pub-
lic health focus among practitioners is in keeping with 
the framing used to advocate for and pass the penal code 
reform that liberalized the country’s law on abortion [1, 
2, 11], and midwives’ lack of rights-based rationales may 
reflect a relative lack of focus on human rights in the 
training and advocacy for SAC in Ethiopia. Although a 

public health framing may have been an effective strategy 
for liberalizing legal access to safe abortion care, the high 
level of unwillingness to provide, even among those who 
know that abortion is lifesaving, highlights a potential 
weakness in relying solely on this framing.

Many of the factors found to be significantly associated 
with willingness to provide SAC in past Ethiopian stud-
ies are also significant here, namely, male gender (posi-
tive association), membership in evangelical Christian/
Protestant churches, and stigma (negative associations) 
[37, 38], although it must be noted that the impact of reli-
gious affiliation was sensitive to model specification in 
our study. The factors with the strongest and most con-
sistent positive association with willingness to provide 
care across different model specifications were having 
being trained to provide SAC, agreeing with the state-
ment that SAC refusal risked women’s lives, and viewing 
the provision of care as a professional duty. Unlike pre-
vious studies, this study found no association between 
willingness to provide SAC and overall religiosity, as 
measured by religious service attendance. Focus group 
findings lend support to the survey results. For exam-
ple, reflecting the significance of the “sin” variable in 
regressions, religious objections were mentioned by the 
discussion participants who were the most strident and 
unwavering in their opposition to SAC or contraceptive 
provision. However, the law, the characteristics of the 
client in the care scenario being discussed, and a lack of 
SAC training were just as often, if not more frequently, 
mentioned by participants as reasons for not providing 
care in focus groups. Although SAC training is an impor-
tant factor in both the survey and focus group data, it is 
notable that in focus groups, some respondents said that 
they had refused training because they did not want to 
provide SAC. Therefore, it is not clear if the strong posi-
tive association between training and willingness to pro-
vide SAC reflects the positive impact of training or the 
fact that only those willing to provide SAC are trained. 
This finding deserves further study.

A sense of professional duty was one of the most reli-
able predictors of willingness to provide care in logistic 
regression models. In addition, in focus groups, several 
religious midwives noted that their professional obliga-
tions to save lives overrode their religious objections. 
However, only half of midwives agreed or strongly agreed 
that it was the professional duty of midwives to provide 
SAC, and two-thirds agreed or strongly agreed that mid-
wives should be able to refuse providing care based on 
religious or moral objection. In line with the survey find-
ings, many midwives hypothetically refused to provide 
care in the client care scenarios. In short, the study finds 
that midwives recognize the need for SAC provision to 
prevent morbidity and mortality but do not fully embrace 
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it as a professional duty. Together, this and the previous 
findings outlined above suggest that for large segments 
of Ethiopians, whether or not they receive life-saving ser-
vices will be dependent on the idiosyncratic evaluations 
of individual practitioners.

Strengths and limitations
This study uses a rigorous research design to collect 
regionally representative quantitative data from the five 
regions containing 87% of Ethiopia’s midwives using 
validated, pre-tested instruments. The study triangulates 
survey findings with focus group data from midwives 
across the five study regions. Despite these strengths, the 
study has several limitations. First, although clustering of 
responses by health care facility was taken into account 
when making our sample size calculations, the multi-
stage clustered design may have increased the size of the 
standard errors in our models, reducing the likelihood of 
observing significant associations between variables. This 
may explain why religiosity, which has been found to be 
significantly associated with willingness to provide SAC 
in previous studies [37], is not found to be consistently 
significant in this study. Dropped observations (n = 128) 
in the multivariable logistic regression due to nonre-
sponses on survey items may have biased estimates if 
respondents included in the estimation sample differed 
significantly from those in the survey sample, although 
chi-squared tests reveal no statistically significant differ-
ences between the two samples except that those in the 
survey sample were more likely to be from Addis Ababa 
and less likely to see SAC provision as a professional duty. 
There were also limitations regarding precision in our 
qualitative data: difficulties with focus group translation 
quality may have led us to misinterpret some statements 
made in the discussions. In addition, as with any study of 
this kind, there is a possibility of recall and social accept-
ability biases in survey and focus group responses. Social 
acceptability biases may be present because data collec-
tion was carried out by members of the professional asso-
ciation to which respondents belong. However, the fact 
that respondents openly and candidly stated positions 
that were contrary to government and EMwA policy sug-
gests that this risk was minor here.

Two limitations point to areas for future study: our sur-
vey lacked follow-up questions on views regarding abor-
tion referrals and views of patients’ rights, which could 
have given us a more fine-grained view of midwives’ per-
spectives on their responsibilities with respect to SAC. 
Relatedly, because the study did not observe care or 
speak with clients, it could not gauge the quality of SAC 
provided.

Conclusion
Our findings suggest three potential priorities for 
strengthening midwives’ ability to provide patient-
centered counseling and reproductive health care in 
Ethiopia. The first recommendation is a renewed focus 
in supervision and training on patient-centered care, 
which could improve quality and provide an avenue for 
bolstering Ethiopian midwives’ professional commit-
ment to providing SAC. The high prevalence of direc-
tive counseling found in this study suggests the need for 
organizational support to enable midwives to provide 
rights-based, patient-centered counseling. Pre- and in-
service education can potentially better communicate 
professional expectations for midwives, particularly in 
supporting the rights and priorities of the client.

Second, good measures of the degree to which mid-
wives and other medical professionals offer quality 
patient-centered care that supports the agency/auton-
omy of patients with respect to abortion are needed. Few 
measures of quality focusing on patient agency exist for 
either family planning or abortion care services [16].

Third, our finding that only half of midwives consid-
ered SAC provision a professional duty suggests that pol-
icy and training should clarify procedures and practices 
surrounding refusal to provide SAC. Ethiopia would be 
wise to heed the lessons learned in South Africa where 
“unregulated conscientious objection” has led to wide-
spread confusion among practitioners about the param-
eters of refusal, the use of ad hoc, arbitrary decision 
making, and increases in unsafe abortions [28, 40].
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