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Abstract 

Background:  Despite the 2005 expansion in abortion legal indications in Ethiopia, which provided for abortions in 
cases of rape, incest, or fetal impairment and other circumstances, nearly half of abortions occurred outside health 
facilities in 2014. The purpose of this study is to explore and understand the social barriers women face in seeking and 
obtaining quality safe abortion care, as a means to generate evidence that could be used to improve access to and 
quality of abortion services.

Methods:  Thirty-two focus group discussions with both men and women were held in four different regions of 
Ethiopia: Addis Ababa; Amhara; Oromia; and the Southern Nations, Nationalities, and Peoples’ Region. The study team 
recruited participants (n = 193) aged 18–55 in each region using a purposive sample with snowball recruitment 
techniques. We conducted discussions in Amharic or Afaan Oromo using a semi-structured guide and transcribed and 
translated them into English for analysis. We used deductive coding and analysis to categorize findings into emergent 
themes around stigma, barriers, and the changing nature of attitudes around abortion.

Results:  Despite changes in abortion law, findings show that women with unwanted pregnancies and those seek-
ing abortions are still heavily stigmatized and sanctioned in a number of communities across Ethiopia. Abortion was 
deemed unacceptable in most cases, though respondents were more tolerant in cases of risk to the mother’s life and 
of rape. We saw promising indications that changes are taking place in Ethiopian society’s view of abortion, and sev-
eral participants indicated progress toward a more supportive environment overall for women seeking abortion care. 
Still, this progress may be limited by variable knowledge of abortion laws and tightly held gender-based social norms, 
particularly in rural areas. Most participants noted the importance of education and outreach to improve abortion 
attitudes and norms.

Conclusion:  Policymakers should create further awareness in Ethiopia on the availability of quality abortion services 
in public health facilities and the indications for legal abortion. Such efforts should be based on principles of gender 
equality, as a means of ensuring enduring changes for women’s reproductive choice throughout the country.
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Background
Globally, an estimated 99 million unintended pregnan-
cies occur each year and Ethiopia’s estimated unintended 
pregnancy rate is notable [1]. Although data are variable 
according to geographical variations and study meth-
odologies, estimates are that 13.7 to 36.5% of all Ethio-
pian pregnancies are unintended [2–4]. Furthermore, 
several studies have found that sociodemographic fac-
tors, including marital status (e.g., being formerly mar-
ried, never married, or living alone), may be associated 
with increased likelihood of unintended pregnancies 
[5]. A woman’s age also contributes to the likelihood of 
her experiencing an unintended pregnancy. In Ethiopia, 
national estimates are that 10% of adolescents ages 15–19 
have given birth, with several notable variations. For 
example, adolescents in rural areas are three times more 
likely to have begun childbearing than their urban peers 
and the percentage of adolescents who have begun child-
bearing rises from 3% among those with more than a 
secondary education to 12% among those with a primary 
education and 28% among those with no education [6].

Unintended pregnancy arises from obstacles to fam-
ily planning services, including abortion. Stigma against 
sexual activity among unmarried adolescents and young 
women remains an obstacle to Ethiopian women access-
ing these services [7]. Moreover, among the many bar-
riers to safe abortion care (SAC) is abortion stigma. 
Stigma need not be visible for it to have a detrimental 
effect on decision processes, and abortion stigma is itself 
a “social phenomenon” that is constructed locally [8]. At 
the core, stigma represents an unequal access to power 
and resources that is reinforced through institutions and 
systems [8]. Stigma therefore manifests in social relation-
ships and cultural constructs, and little is known about 
the particular manifestations and pathways of abortion 
stigma on women seeking SAC services in Ethiopia. 
Silence and fear of social exclusion can have a profound 
effect on the willingness of women to speak openly about 

reproductive health needs and family planning decisions 
[8]. Prescribed gender roles and male dominance in soci-
ety underpin the stigma faced by women regarding fam-
ily planning decisions [9].

In Ethiopia, negative attitudes toward unintended 
pregnancy, particularly for young, unmarried women, 
create an isolating environment because premarital 
sex and pregnancy are seen as shameful and inappro-
priate [10, 11]. Unmarried pregnant women are often 
socially excluded, rejected by friends and families, and 
must make difficult decisions to cope with the physical 
and psychological repercussions of her pregnancy [10, 
11]. For example, it has been shown that most adoles-
cents do not speak to their families about sexual health 
concerns [12], and students who become pregnant often 
have a solitary decision-making experience [10]. In con-
trast to attitudes about unintended pregnancy, attitudes 
about abortion in Ethiopia seem to be shifting. In recent 
surveys, only around half of respondents reported disa-
greeing with abortion legalization and having generally 
negative attitudes toward abortion [13, 14]; more people 
do agree with abortion in particular cases, such risk to 
health, rape, or incest. Interestingly, women with greater 
knowledge of the abortion law have been shown to have 
more favorable views about abortion [15].

In 2005, Ethiopia expanded its abortion law to allow 
termination in cases of rape, incest, or fetal impair-
ment. In addition, a woman can legally terminate a 
pregnancy if her life or physical health is in danger, if 
she has a physical or mental health disability, or if she 
is a minor who is physically or mentally unprepared for 
childbirth [16]. An estimated 620,300 induced abor-
tions were performed in Ethiopia in 2014, resulting 
in an annual abortion rate of 28 per 1000 women ages 
15–49; of these, an estimated 47% (294,100 abortions) 
occurred outside of health facilities [17]. Evidence 
suggests that a significant number of women do not 
seek care for abortion-related complications [18], and 

Plain language summary 

We conducted a study to explore and understand the social barriers women face in seeking and obtaining quality 
safe abortion care in Ethiopia. We implemented focus group discussions with both men and women in four differ-
ent regions of Ethiopia. We analyzed our findings into themes around stigma, barriers, and the changing nature of 
attitudes around abortion. Our results show that women seeking abortions are still heavily stigmatized. We found that 
abortion was deemed unacceptable in most cases. However, we also saw promising indications that changes are tak-
ing place in Ethiopian society’s view of abortion, and several participants indicated progress toward a more support-
ive environment overall for women seeking abortion care. Still, this progress may be limited by variable knowledge of 
abortion laws. Most participants noted the importance of education and outreach to improve abortion attitudes and 
norms. We concluded that further awareness is needed in Ethiopia on the availability of quality abortion services in 
public health facilities and the indications for legal abortion. These efforts should consider gender equality to ensure 
enduring changes for women’s reproductive choice throughout the country.
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women continue to use unsafe methods to induce abor-
tions outside of health facilities [19]. Adolescents may 
be particularly at risk, given their increased likelihood 
to access illegal services outside the health system, 
resulting in increased abortion-related complications 
[9]. As such, even in settings where abortion services 
are legalized, women may continue to use unsafe abor-
tion services [9].

Despite the relative liberalization and expansion of 
abortion services in Ethiopia, studies have shown sev-
eral barriers to accessing abortion services, including 
gaps in knowledge of where to obtain services, nega-
tive perceptions of the cost, concerns about privacy 
and confidentiality, fear of provider judgment, nega-
tive societal attitudes toward abortion, obsolete facili-
ties, and weak referral systems [9, 20–22]. Barriers to 
accessing SAC services are further exacerbated by con-
fusion about the legality of abortion and application of 
the law at the local level [9], the knowledge of which 
remains relatively low despite the law being 15  years 
old [23, 24].

In addition, recent quantitative evidence from Addis 
Ababa demonstrates several provider barriers, includ-
ing their lack of understanding of specific provisions 
of the law [25]. However, nearly three-fourths of the 
providers were not comfortable working in a site where 
pregnancy termination was performed, and only one-
fourth of participants agreed with providing legal abor-
tion under any circumstances [21, 26]. In addition, a 
recent qualitative study with Ethiopian health provid-
ers revealed mixed perceptions about providing abor-
tion services. For some, religious norms and the belief 
that the early fetus has a moral right to life served as a 
barrier toward the provision of these services. For other 
providers, the acknowledgment of the interests and 
needs of a pregnant woman supported their provision 
of such services. In short, providers differed in their 
perceptions and held different values. To the authors’ 
knowledge, no prior studies have assessed attitudes 
about abortion providers among the Ethiopia popu-
lation, nor included qualitative methods to address 
community perceptions around why providers may be 
unwilling to provide this service in Ethiopia.

Although the liberalization of Ethiopia’s abortion law 
reduces policy restrictions on abortion, the inescapable 
hold of stigma as a social construct continues to play a 
role in decision making as well as access to quality SAC 
services. The purpose of this study is to explore the social 
context within which abortion occurs and to understand 
the current attitudes that contribute to women’s access-
ing timely and quality abortion care in Ethiopia.

Methods
This study uses qualitative focus group discussions 
(FGDs) to explore people’s understanding of and atti-
tudes around abortion phenomena in their commu-
nities. This method is particularly appropriate when 
seeking to understand social norms and attitudes that 
influence behaviors of individuals within specific com-
munities [27].

Instrument
All FGDs used a semi-structured interview guide that 
was translated into local dialects and back-translated 
for verification. The interview guide included questions 
on perceptions of what women do when they experi-
ence an unintended pregnancy and why they may expe-
rience unintended pregnancy, community reactions to 
their pregnancy, awareness of the abortion law in Ethi-
opia, and perceptions of women who have terminated 
their pregnancy.

Prior to data collection, the instrument was pre-
tested with four respondents that were not included 
in the main study. After the pre-test, researchers dis-
cussed the findings and further refined the instrument.

Study setting
Ethiopia is the oldest independent country in Africa, 
with the second largest population after Nigeria. The 
country is divided into nine ethnic regional states and 
two administered cities. Listed in order of largest pop-
ulation to smallest, the regions are Oromia; Amhara; 
Southern Nations, Nationalities, and Peoples’ (SNNP); 
Somali; Tigray; Afar; Benishangul Gumuz; Gambella; 
and Harari [28]. Oromia, Amhara, and SNNP together 
comprise slightly more than 80% of the total population 
[31]. The two city administrations are Addis Ababa and 
Dire Dawa, which hold 3.7 and 0.5% of the total country 
population, respectively. Although Ethiopia is a coun-
try with more than 80 ethnic groups, the Oromo and 
Amhara people together account for more than 60% of 
the population (34.5 and 26.9%, respectively) [28].

Data collection took place across three regions of 
Ethiopia: Amhara; Oromia; and Southern Nations, 
Nationalities, and Peoples’ Region (SNNPR) and one 
administrative city: Addis Ababa. These areas represent 
a diverse mix of Ethiopians, ranging in rural–urban, 
economic and educational statuses. Given the qualita-
tive nature of this formative research study, the design 
calls for a representative and exhaustive consideration 
of the individual differences across these areas. We 
considered urban, peri-urban, and rural settings, as 
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well as areas where there were higher and lower rates of 
abortions in these areas.

Participants and recruitment
We discussed details of the study with community lead-
ers in each region, and then data collectors collaborated 
with local health extension workers to identify a range 
of respondents. Once initial recruits were identified, a 
snowball sampling method was used. Participants were 
recruited from different zones within the region and then 
invited to join FGDs from other zonal areas in order to 
ensure privacy and confidentiality. None of the partici-
pants were known to the FGD moderators or note takers. 
To capture a wide range of social attitudes toward abor-
tion, the study recruited both male and female partici-
pants and divided groups by age: a “younger” group ages 
18 to 29 versus an “older” group ages 30 to 55. Groups 
were also segmented by the participants’ gender.

Focus group discussions
Data collection took place between June and July of 2018. 
Eight FGDs were conducted in each region, ensuring a 
balanced distribution of age and gender groupings, with 
32 FGDs overall. Each FGD had six participants (one 
had seven), and the average age of participants for the 
younger FGDs was 23 years and for the older FGDs was 
37  years. All individuals were welcome to participate, 
regardless of prior knowledge or experience with abor-
tion. In total, 193 individuals participated, of which 96 
were female and 56.5% were from urban areas (Table 1).

Data collection
Teams of eight Ethiopian social scientists (four women 
and four men) were trained to use the FGD guides and 
study protocols for data management during a four-day 
training and served either as moderators or note takers. 

Female moderators conducted the FGDs with female par-
ticipants. FGDs were held in community centres.

Prior to participation, researchers informed study par-
ticipants of the study objectives and confidentiality meas-
ures. Verbal consent was obtained from all participants. 
No incentives were provided. The FGDs took around 
90 min, including a 10–15 min break.

FGDs were conducted in Amharic or Afaan Oromo. 
Researchers made voice recordings of all FGDs, with the 
consent of participants, and interviewers also took notes 
of the content, nonverbal behavior, and setting of the 
interaction.

Analysis
Recordings from all interviews were transcribed ver-
batim in Amharic or Afaan Oromo and then translated 
into English. On completion, a member of the bilingual 
research team read and reviewed each translated English 
transcript, comparing it against the original Amharic or 
Afaan Oromo version. The team rectified any discrep-
ancies with the translator until full agreement between 
the translated transcript and original Amharic or Afaan 
Oromo version was obtained.

Transcripts were initially coded inductively, with key 
words or phrases extracted verbatim from the discus-
sion. Using the extracted codes from the initial tran-
script, a codebook with rules was created to ensure that 
all coding was consistent across the 32 FGDs. Where a 
new code emerged in future transcripts, it was either 
coded together with an existing code (if the meanings 
were synonymous) or a new code was created. Occasion-
ally, a code was discarded during the second phase if it 
proved to be an idiosyncratic response. Ensuring that all 
responses were initially coded uniformly resulted in a 
data-driven coding manual that facilitated the later the-
matic analysis [29].

Based on the codes generated by the first analysis 
phase, we used deductive coding [30] and analysis to cat-
egorize findings into emergent themes around stigma, 
barriers, and the changing nature of attitudes around 
abortion. Researchers analyzed the frequency with 
which individuals reported themes, and to what extent 
the group mentioned these themes, for patterns. This 
procedure helped us clarify which themes consistently 
emerged across all groups and which were idiosyncratic. 
We then organized statements according to key themes 
related to unintended pregnancy and abortion.

Other data analysts conducted a further review of 60% 
of the transcripts. Through this comparison, the team 
checked to make sure members had coded the themes 
in a consistent manner, without creating new codes in 
one type of analysis and not the other. Any discrepancies 
were resolved through discussion with the larger team of 

Table 1  Study participant demographics

N (%)

Gender

 Male 97 (50.3)

 Female 96 (49.7)

Age

 18–29 103 (53.4)

 30 +  90 (46.6)

Location

 Urban 109 (56.5)

 Rural 84 (43.5)

Total 193
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coders and the primary analyst until full agreement was 
obtained.

The lead researchers also presented the results to the 
Ethiopia research team upon completing the analysis, but 
not to community members. In addition, the team once 
again verified any quotes used in the results summary 
with the original transcripts.

Results
Our findings suggest that although abortion is stigma-
tized and social norms remain largely negative, some 
signs of a shift in attitudes toward abortion surfaced dur-
ing our discussions. Several main themes emerged from 
the FGDs: negative attitudes toward unplanned, premari-
tal pregnancy remain strong; attitudes about abortion are 
shifting to include consideration of the context in which 
the pregnancy took place; and the perception of abortion 
providers is variable. First, we will present the evidence 
on persistent negative attitudes around unplanned preg-
nancy and abortion; next, we will present our findings 
on how attitudes around abortion are slowly changing; 
finally, we will discuss some of the divided perceptions of 
the abortion law and abortion providers.

Norms of stigma, shame, and rejection
Prevailing negative attitudes around unplanned pregnancy
An important antecedent to abortion for many women 
and girls in the study communities was the stigma and 
social backlash of unplanned pregnancy, mainly for 
young, unmarried women and girls. Across the vari-
ous urban and rural communities where this study took 
place, the resulting behaviors toward unplanned preg-
nancy is one of extreme rejection, judgment, and isola-
tion. Slightly less than half of participants mentioned 
the society’s negative opinion of unplanned pregnancy—
mostly attributed to younger age (e.g., being a student 
and occurring before marriage); lack of awareness or use 
of family planning methods; or rape—and almost three-
quarters mentioned either a negative opinion or sub-
sequent life problems. No respondent mentioned that 
unplanned pregnancy for an unmarried woman would 
result in a positive societal perception (Additional file 1).

When a pregnancy occurs to a woman who isn’t 
married or is a student, the community consid-
ers this to be very shameful, as well as terrifying for 
the woman and disappointing to the family and kin 
group. Female, Oromia, age 22
[I]f the unintended pregnancy occurs out of marriage 
or before marriage, it will be a big problem for the 
girl. She will be worried as a result and shamed by 
her community and relatives. Male, Addis Ababa, 
age 21

The society won’t help her, they will only point their 
fingers at her. They will try to solve the puzzle of who 
the father might be, they will spread the gossip to 
every corner they can find. If she can deal with this, 
she will have a baby in her arms. But the society’s 
reaction might throw her off, so she might consider 
abortion. Male, Hawassa, age 21

Participants commonly expressed how this stigma 
included outright denunciation and ridicule of the girl by 
community members. Participants discussed whether she 
was seen as a “good girl” or a “bad girl” in the minds of 
community members. Many respondents confirmed that 
a girl would be seen as bad or could even damage a previ-
ously good reputation with an unintended pregnancy.

People will consider her unintended pregnancy as 
resulting from her behavioral problem. People will 
consider her as a slut. People will see her as a bad 
girl, as promiscuous. They will not have love for her 
and see her as not a good girl. Male, Bole, age 27
If she was considered as a good girl, if she has a good 
behavior in the eye of the community, and if she 
experiences unintended pregnancy and abortion, 
people’s opinion about her will change. They will no 
more consider her as a good girl. They will not see 
her as they used to. Female, Tirunesh, age 19

Very often, respondents mentioned that girls would 
be used as cautionary tales or made examples of in the 
community to warn others of the perils of unintended 
pregnancy.

The people would hate her, or would dislike even to 
see her, and they wouldn’t want to approach her. The 
society would mainly think that she will teach this 
bad thing to others, and hence they would instruct 
their children to stay far from her, and due to such 
awful connotation on her, her future life would be 
distorted wherein she could be unable to get a mar-
riage partner. This is because, it is mainly assumed 
that she has destroyed a life. Male, Oromia, age 30

Harsh societal reaction against unplanned pregnan-
cies among unmarried women or girls was commonly 
perceived as resulting in devastating outcomes for the 
pregnant woman. As mentioned above, many people 
described life problems that would extend beyond soci-
etal pressures like rejection or isolation. Discussants fre-
quently recalled stories of depression, poverty, stopping 
education, homelessness, excommunication, and even 
suicide among girls who had been rejected because of 
an unplanned pregnancy. This stigma was described as 
following a girl into her future, putting her prospects of 
marriage and social cohesion at risk.
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In the case of most adolescent students, if a girl 
encountered unintended pregnancy and her fami-
lies knew that, she could be hated and discrimi-
nated. This may cause her to flee away from home 
and in these situations, she may deliver her baby 
in the streets, may lose her education as well as her 
life dreams. Not only being separated from her fam-
ily and relatives, even the guy who impregnated her 
may not want to accept her and for this reason, she 
may suffer a lot. Female, Oromia, age 21

Even in cases where the family may initially sup-
port the girl, community shaming would add consider-
able pressure on families to reject their own daughters. 
Many participants relayed stories of families that sent 
their pregnant daughters away to avoid the humilia-
tion brought on by the unplanned pregnancy. Oth-
ers mentioned that families might force the girl to hide 
and secretly have an abortion to preserve the family’s 
reputation.

In my opinion it is not just about a family accept-
ing the girl who has unintended pregnancy or not, it 
is mainly about what the community will feel and 
think about the girl. Families will not hate their 
daughter even though she has unintended preg-
nancy. But they will think about how they will be 
perceived if the members of the community know 
that the girl is pregnant. They will consider her preg-
nancy as a shame and disrespect. In our culture girls 
are expected to be married before having children. 
Otherwise, it is considered as disrespect. Female, 
Meshualekia, age 19

Persisting stigma around abortion
After participants discussed unplanned pregnancies, the 
discussion turned to the issue of abortion. Discussants 
were first asked what people in their community would 
think about a woman who had an abortion. Well over 
half of the participants responded that abortion would 
be considered in a negative light, with no qualifications 
(Additional file  1). No women in the younger age cat-
egory thought that support would be given to a woman 
who had terminated a pregnancy. In these cases, a com-
mon perception across all participants was the belief 
that women and girls who abort their pregnancies were 
considered to be sinful, murderous, and not deserving of 
respect.

Several participants claimed they would not support a 
woman who chose to have an abortion and that such a 
woman would be looked down upon as compared to one 
who had never had an abortion. Here, as with those who 
had an unplanned pregnancy, women and girls may face 

stigma and isolation by their choice to terminate a preg-
nancy. Such stigma could also hinder a woman’s future, 
particularly her “marriageability” in the eyes of her 
community.

No [the community] won’t support [a woman who 
wants an abortion] at all. They even try to point fin-
gers on her because…it is considered as she took life 
or committed a murder. There is a character of say-
ing, “she took a life and who on earth is going to help 
or support her!?” Even there are people who don’t 
want her to even sit beside them. Female, Amhara, 
age 23
I haven’t seen people supporting a woman who had 
abortion after unintended pregnancy. In my opinion, 
I guess when abortion is done, a life is lost. It is diffi-
cult to ignore that. And people also accept that what 
is right is to be careful not to be pregnant initially. 
But to abort the fetus after the woman gets pregnant 
is unacceptable by many people. Male, Hiwot amba, 
age 32

The data suggest that this rejection of abortion and 
stigmatization of women may stem from a deeply reli-
gious culture that believes life is a sacred gift from God, 
whose plan must prevail over the preferences of women. 
So strong is this belief among some participants that 
they would actively encourage or pressure a woman to 
keep her pregnancy if she were considering abortion. For 
some, the sin of pregnancy termination was too great to 
justify abortion and would only compound the original 
offense of being pregnant outside of marriage.

Firstly, that is a mistake in God’s eyes; it is not 
allowed to abort a pregnancy in our religions. In 
addition, that child, secondly, can also grow up to 
be a person of many impacts on the society. There-
fore, I will advise her to change her idea of aborting 
her pregnancy. I will try to get her to give birth to the 
child. I will do that. Not just for a family member, 
but that is also what I will do for a neighbor or a 
community member. Female, Hiwot amba, age 44
I will pressure her to have the baby. To have abor-
tion is to make a mistake twice. The first mistake is 
when she had the unintended pregnancy. That is also 
a sin in God’s eyes. And in addition to have the abor-
tion is also a mistake. It is like to stop a life. That 
is also a mistake and a sin. Therefore, even though 
she had committed the first mistake by having the 
unintended pregnancy, there is no need to make the 
second mistake. Therefore, I will not agree with her 
wanting to have an abortion. Male, Meshualekia, 24

Some participants, though a minority, do not believe 
that abortion should be allowed under any circumstances. 
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Even in the case of rape, for example, these individuals 
may see it as a duty to bear the child and not to com-
pound the event with “murder” of the fetus.

Even if it is like that, I will not advise her to have 
an abortion. It can be unintentional or rape, but it 
is better for her to raise the kid. Since she is going to 
take a human life, I will tell her to give birth to it. 
Female, Amhara, age 27

Interestingly, an oft-cited reason for not supporting 
abortion was that the child may grow up to be an impor-
tant person in the country, like a leader or ruler. This idea 
cut across respondents and made it clear that for many in 
Ethiopia, any fetus should be treated with great respect.

There are people who are incapable of conceiving a 
child; a child is a gift from God. To abort a child—
meaning to end a life—is a major sin. This child 
might turn out to be a very important person for the 
world. However, due to the couple’s reason he cannot 
experience life at all. Male, SNNPR, age unknown

Turning tides and mixed views on abortion
As mentioned above, most of the initial reactions to 
abortion were negative. However, our results show that 
attitudes are not as unforgiving as they first seem. Nota-
bly, for all questions regarding abortion, there were 
a significant number of responses exhibiting mixed 
views—mainly, that positions depended upon the cir-
cumstances surrounding the abortion (Additional file 2). 
This suggests that when prompted, most participants did 
not actually see abortion as a black or white issue but 
were willing to consider conditions under which abortion 
would be appropriate or even preferred. Thus, despite 
the presence of abortion stigma among the participants, 
many community members also recognized recent, posi-
tive societal shifts in perceptions around abortion.

For example, many discussants expressed support 
for abortion for rape survivors, but a number of those 
expressed the need to “verify” the rape before offering 
acceptance or support. Responses from discussants sug-
gested an underlying suspicion of women who claimed 
rape in order to abort and that sufficient evidence of the 
rape must be provided in order to validate a woman’s 
assertion and decision to abort. If such verification were 
provided, they felt that the woman would be supported.

For a girl that was raped and pregnant from the 
rape I believe it should be allowed. Abortion should 
be allowed for her. But it has to be based on reason. 
If there is evidence that indicates that she was raped, 
then she should be allowed to have the abortion. But 
it should not be allowed without evidence indicat-

ing that she was raped. The evidence should indicate 
that the girl was physically forced and raped and not 
just was out there having alcohol and taking drugs. 
Female, Tirunesh, age 19
In such cases, the society would support her. Where 
there is tangible evidence particularly, for instance 
where she has shouted for help, the people would 
not sleep until those responsible for the rape were 
brought to justice in addition to providing her with 
all the necessary support. As such, there is a due 
emphasis from the society on such issues. Male, Oro-
mia, age 40

Likewise, although some participants implied that rape 
in the context of “bad behavior” would not be a satisfac-
tory cause for acceptable abortion, others suggested that 
such a perception of so-called bad girls or good girls 
would determine the community’s reaction: those pre-
viously seen as good by the community would not be 
blamed for an unintended pregnancy.

I think the reaction of the community will depend 
on the situation; it depends on the behavior of the 
girl and how the pregnancy happened. If the girl was 
considered as a good girl and as a girl that respects 
her parents and people in the neighborhood, then 
even if she has unintended pregnancy the commu-
nity may not have a bad attitude towards her. But 
if she is a girl that falls out of line and if she used 
to show desires to engage in unacceptable behav-
ior, then people will blame her and talk bad things 
about her. Female, Meshualekia, age 21

Therefore, many of the views around abortion were 
nuanced, suggesting that societal reactions would often 
depend upon context. This finding was particularly clear 
when discussants were asked how they would react if the 
person who wanted the abortion was a family member. 
Although the majority suggested that they would still pre-
fer for the family member to give birth or would some-
how try to convince her not to have an abortion—even 
helping her financially if her reason behind wanting the 
abortion was poverty—many also agreed that this would 
depend upon the situation. Particularly in cases of incest, 
rape, or health risk, many suggested that they would sup-
port her in her decision to terminate a pregnancy.

My decision will depend on what a doctor will say 
about the pregnancy. I will also ask her why she 
wanted to have the abortion. If she wanted to have 
the abortion because of economic reasons, then I will 
not allow her to have the abortion. I will do every-
thing to support her. But if it is because of health 
reasons, then I will agree with the abortion if it can 
be safely done. Male, Meshualekia, age 19
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Perception of support around abortion
As described above, societal perspectives on abortion 
were not simply negative, and many reactions depended 
upon particular qualifications (e.g., proof of rape or prior 
opinion of the girl within the community). This dem-
onstrates Ethiopians’ willingness to consider the cir-
cumstances under which an abortion might take place. 
However, these were not the only responses that indi-
cated a shift in attitudes toward abortion, and many 
responses—particularly under certain conditions—were 
positive, even without such qualifications.

Acceptability of abortion in case of health risk or rape
Encouragingly, when asked about particular conditions—
rape and risk to the mother’s life—most discussants were 
far more supportive than about abortion more gener-
ally. For example, there were five times more supportive 
responses when participants were asked about abortions 
conducted when pregnancy was a result of rape, and 
eight times more supportive responses (i.e., more than 
three-quarters of responses) when participants were 
asked about abortion to save the mother’s life. Addition-
ally, although gender and age group did not result in sig-
nificant differences on level of support, respondents from 
urban areas suggested societal support for abortion in 
the cases of rape or health threat much more often than 
did those from rural areas (Additional file 2).

Many participants recognized the difficulty that a 
raped woman might face in bearing and raising the child 
borne out of violence and would offer support to her if 
she made that choice.

A woman who performed an abortion due to rape 
will receive better acceptance and better treatment 
among the society than the others who normally per-
form abortion. The society will be very understand-
ing and will try to make the girl feel much better by 
giving her different life advice. Even family will be 
very supportive throughout the process, telling her 
they will be there for her. Female, SNNPR, age 25

Furthermore, discussants viewed abortion due to 
health risk to be out of the woman’s control and recog-
nized it as a tragic necessity rather than an act of voli-
tion. Furthermore, they commonly acknowledged that 
the mother’s life was to be protected, even if it was at the 
expense of the fetus. In these situations, women would be 
treated with compassion and understanding rather than 
with the judgment or derision reserved for those who 
abort because of personal choice. Indeed, participants 
shared that women facing this type of abortion would be 
treated just as a woman who had given birth, with family 
and community members visiting her and supporting her 

in the post-abortion period. One discussant even shared 
her own experience following an abortion due to a high-
risk pregnancy, reporting feeling very cared for by her 
community members.

I have gone through the same experience some years 
ago. I was forced to go through abortion because doc-
tors told me that the pregnancy would be dangerous 
for me. They referred me to Dinberua Hospital and 
I had to go through the process. And everyone in the 
community showed me care and support. They all 
came and visited me. I haven’t experienced any form 
of judgment or anything that I consider to be nega-
tive. Female, Bole, age 33

Increase in unqualified support for abortion
Even beyond such qualified (albeit positive) responses, 
an emerging theme among discussants was the per-
ceived overall increase in the number of people capa-
ble of understanding a woman’s or girl’s choice to abort 
regardless of circumstance and that many of them may 
even provide material or moral support. This support 
was given in spite of the prevailing norms against abor-
tion and in the face of stigma and pressure from others 
in the society. There was also evidence from participants 
to suggest that in certain communities there would be no 
negative reaction to a woman who chooses to terminate a 
pregnancy. This finding was seen as an important change 
from previous times and was largely attributed to an 
increased education among communities about abortion.

From the general trend that prevails in neighbor-
hood or society or the country as a whole, [abor-
tion] is something disgusting, an act that shouldn’t 
be thought of and that would drive a hostile reaction 
from the majority. However, there are a few people 
who think that it has already happened and who 
would show sympathy for her and provides support 
no matter what adverse attitude from others in the 
society could be there. Male, Oromia, age 30
There is no negative reaction to the girl today. Today 
people are educated and negative thinking and atti-
tude towards abortion are nonexistent. In the past 
it was a big problem. Now people have awareness 
about the causes for the occurrence of unintended 
pregnancy. Male, Hiwot amba, 40

Variable knowledge of Ethiopian abortion law
After eliciting perspectives on abortion under various 
circumstances, participants were asked to recount their 
understanding of the legality of abortion in Ethiopia. The 
resulting responses revealed a muddled notion of legal 
indications of abortion in the country, with no notable 
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differences according to the age, gender, or location of 
the participant. Knowledge of the Ethiopian abortion law 
varied widely, from those who believed it was not permis-
sible under any circumstance (approximately one-third 
of responses) to those who recalled that it was allowed 
in some cases (e.g., rape, risk to the mother’s health, or 
incest; slightly fewer than half of responses).1One-quar-
ter of discussants openly admitted to not knowing the 
Ethiopian abortion law at all (Additional file  3). Some 
participants even interpreted the question to mean 
legal repercussions of abortion and were adamant that a 
woman would be prosecuted in the event of an abortion.

The law in Ethiopia doesn’t allow abortion. This is 
so because, since the aborted baby [the fetus in the 
womb] has a life and could be raised to become 
a man/woman, and for this reason, [abortion] is 
considered as a murder and is thus a criminal act. 
Female, Oromia, age 23
I think there is a law about abortion because the girl 
might be raped forcefully, her body might not able to 
carry the fetus, or the pregnancy might endanger her 
health. Therefore, I think there might be a law allow-
ing abortion. Male, Amhara, age 20

Diverging views on abortion providers
Just as they held variable views on stigma against abor-
tion, participants held conflicting opinions on the role of 
abortion providers. The responses to this question were 
evenly distributed across those who perceived them neg-
atively, those who thought they were helping, and those 
who were either unsure or agreed that the societal per-
spective would be mixed (Additional file  3). For those 
who were opposed to abortion, providers were seen as 
an enabler of that which should not be permitted. This 
was particularly true of providers that offer abortion to 
women who were not in immediate danger. For some 
participants, abortion providers were seen as working 
actively against the will of God.

I personally view them as sinners. That is because 
they are participating in abortion and abortion is 
seen as stopping a life. Female, Amhara, age 37
Whatever their reason [for the abortion], the com-
munity sees only whether abortion is done or not. If 
it is done, they believe that [the provider] is destroy-
ing the building of God. Even, they will say if this kid 

is born, it may help the community when it grows up 
and also they will say it is the wish of God for this 
kid to come to the world but [the provider] termi-
nated it. Therefore, the feeling is different, and it is 
not a good feeling that the community have. Male, 
Amhara, age 26

For others, legal abortion providers were seen as pro-
viding a helpful service, or at least just doing their job. 
However, participants often indicated that those who 
perform abortions illegally or with herbs, such as tradi-
tional healers, were condemned because such abortions 
can be very dangerous for the woman.

Abortion is done legally and illegally. Those who 
work legally are accepted and there is nothing 
against these people. But those who work illegally in 
the community are not accepted. People don’t have 
a good opinion on these people. Male, Hiwot Amba, 
age 32

On the other hand, a common theme to emerge from 
participants was the view that abortion providers offered 
essential services to save or protect women’s lives. These 
discussants understood that abortion providers were 
supplying necessary assistance according to the laws of 
the country and viewed them as benefitting the commu-
nity. For some, abortion providers were considered God-
like (an interesting contrast to the responses above) and 
making an indispensable contribution to society.

Instead of dying due to giving birth at a young age, it 
is a good deed if a doctor can abort the baby to save 
her life. For these exceptions, they are helpful and 
necessary; we should be thankful. We don’t know 
what the baby will turn out to be or what problem 
it will bring to the society and his mother…. If they 
refuse to help, she might suffer several problems to 
the point of ending her life. Their existence, the pro-
fession itself is necessary for the community. Female, 
SNNPR, 20
The people have good perception and adore the 
health professionals that help women to have the 
abortion; and it is even said “waaqa biraa dok-
taratuu jiraa” [literally to mean that a doctor is 
another God]. Male, Oromia, age 30

Discussion
Using data from 32 focus group discussions across 
Ethiopia, this qualitative study adds important infor-
mation to our understanding of abortion attitudes and 
behaviors in the country. In particular, the study dem-
onstrates the expectations and assumptions underly-
ing abortion stigma against women in this society and 

1  As of 2005 in Ethiopia, abortion is allowed in the case of rape, incest, fetal 
impairment, physical danger to the woman, physical or mental impairment of 
the woman, or physical/mental inadequacy of a minor [Ethiopia Ministry of 
Health, Health Sector Development Program IV in Line with GTP, 2010/11–
2014/15, Addis Ababa, Ethiopia: Federal Democratic Republic of Ethiopia, 
2010].
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highlights the changing nature of acceptability of abor-
tion in Ethiopia. The study found that starting from 
the onset of unintended pregnancy, women in Ethio-
pia (particularly young and unmarried women) are 
highly stigmatized and isolated. Both male and female 
participants in all age ranges and regardless of level of 
rurality shared that when unmarried women experi-
ence pregnancy, they are stigmatized and often driven 
to depression and sometimes homelessness, poverty, 
or suicide because of the social backlash they receive, 
including rejection, isolation, and gossip. On the other 
hand, very few respondents mentioned of men’s role in 
these incidents, laying the social burden of unintended 
pregnancy on women and female adolescents alone. 
This type of stigma can drive women to seek unsafe 
abortions and further threaten their social standing and 
lives [31, 32].

Although there was near-unanimous rejection of 
unplanned pregnancy among study discussants, the topic 
of abortion evinced more complex responses; although 
stigma was still present, many participants expressed 
a growing openness and acceptance of abortion. The 
majority of participants felt that unless the termination 
was due to serious reasons, such as pregnancy resulting 
from incest or to protect the health of the mother, the act 
would be considered “sinful” or “murderous” and women 
who chose to terminate a pregnancy would be rejected by 
their families and their communities. Furthermore, even 
in cases of rape, participants were not always supportive 
of women seeking abortion services. In these instances, 
the circumstances of the rape itself and the “quality” of 
the woman sometimes came into play; if the woman was 
perceived to have put herself in a position to be raped, 
there was little mercy and she was blamed for the rape. 
Here, the evidence suggests a bias against women who 
choose to live their lives outside of prescribed gender 
norms, which can result in denunciation of the woman 
and her choices [33]. In Ethiopia, young, unmarried 
women in particular are forced to navigate a minefield 
of social pressure in order to terminate a pregnancy and 
thus make up the majority of those seeking clandestine, 
unsafe abortions across the country [34, 35].

Though common themes showed negative beliefs 
around abortion, other emerging themes suggested that 
stigma around abortion in Ethiopia may be softening. 
Discussants reported a change in overall support, with 
more families or communities starting to provide emo-
tional, financial, and practical support for abortion cli-
ents; a few participants even went so far as to disclaim 
any discrimination against  them in their local commu-
nities, suggesting an evolution in tolerance for abor-
tion. Furthermore, the majority of discussants suggested 
that through improved education and outreach efforts, 

communities would increase their understanding and 
support for women seeking abortion.

Our study also found divergent views about the role of 
providers that may offer abortion services. Around one-
third of participants saw abortion providers in Ethiopia 
as healers supporting and assisting women, whereas 
an additional one-third saw them as sinners acting out 
against God. Indeed, these findings also highlight the 
role of stigma and how it manifests on an interpersonal 
level in the interaction between women seeking abortion 
services and providers. Provider attitudes are among the 
most commonly cited barriers to reproductive and sexual 
health services for adolescents described in the literature 
[8]. For example, data of providers’ attitudes about abor-
tion reveal complex underlying forces such as training, 
professional norms, and religious beliefs as contributors 
to the willingness of providers to provide abortion ser-
vices [21]. This is true of not only providers but other 
health facility staff that may come into contact with a 
woman seeking to terminate an unintended pregnancy 
[36]. Thus, past and present interactions with provid-
ers can serve as either facilitators or barriers to abortion 
services.

Our results can also be situated in the context of sev-
eral interventions that are underway by development 
partners in Ethiopia, in collaboration with the Ministry 
of Health, to improve access to quality safe abortion care. 
The context includes efforts to develop and disseminate 
evidence-based national standards and guidelines in 2006 
[37] and a revision in 2014 to incorporate recent World 
Health Organizations recommendations [38]: training 
health professionals at all levels of the health system with 
a particular focus on task-shifting to midlevel providers; 
integrating safe abortion and post-abortion contracep-
tion into existing reproductive health services; build-
ing the capacity of Primary Health Care Units to sustain 
comprehensive abortion care services; and engaging 
with the private sector to expand its capacity to provide 
safe abortion care services. In addition, other nonprofit 
organizations support providing comprehensive post-
abortion care services as well as safe induced abortion 
for all legal indications (as allowed by national law). Non-
profit organizations have been implementing a variety 
of interventions to raise awareness about abortion care 
issues to reach a wide range of audiences living in both 
urban and rural areas. As such, some of the positive shifts 
in attitudes among our respondents are perhaps reflec-
tive of such interventions that have aimed to improve the 
quality of services and information about access to safe 
abortion services.

This study should be viewed in light of a few limita-
tions. First, the samples for the FGDs were purposive, 
with recruits being suggested by health workers and 
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through a snowball method of recruitment. Findings 
may not be representative of overall community per-
ceptions. Next, although the nature of FGDs allowed 
for participants to have a natural conversation around 
a particular topic, there is the possibility for intra-
group response bias, whereby one or two people might 
respond in a certain way and the remaining participants 
simply agree. Still, while this sort of effect is not entirely 
preventable, a number of people felt comfortable disa-
greeing with the majority opinion. Furthermore, the 
nature of qualitative data limits generalizability of find-
ings beyond the specific subgroups interviewed here. 
However, great care was taken to recruit a diverse range 
of FGD participants across several regions in Ethiopia 
to provide as complete a picture of abortion attitudes 
as possible. Finally, although we made efforts to recruit 
participants from different regions, genders, ages, and 
ethnicities to better address the research objectives, the 
results of the analysis did not identify large differentia-
tions according to these different segments.

Conclusion
This study reveals deeply ingrained negative and gen-
der-biased social norms against unintended pregnancy 
and abortion in Ethiopia, a stigma that is particularly 
pronounced for young or unmarried women. These 
biases can affect women’s reproductive choices and 
limit their ability to access timely and safe abortion care 
as they negotiate their desire to terminate pregnancy 
with the real and often extreme personal costs of reveal-
ing an abortion to family and community members. 
Nevertheless, findings suggest pockets of growth in the 
acceptability of abortion in Ethiopia, progress that may 
be scaled and cemented with appropriate educational 
and social behavior change campaigns. Implemen-
tors and policymakers should create further awareness 
in Ethiopia of the legality of abortion, the mental and 
physical repercussions of stigma and social rejection, 
and the importance of supporting women to access safe 
and timely abortion care. Such efforts should be based 
on principles of gender equality, as a means of ensur-
ing enduring changes for women’s reproductive choice 
across the country. By improving knowledge and atti-
tudes around abortion across the country, Ethiopians 
can begin to provide an enabling environment of sup-
port and care for all women seeking abortion.

Abbreviations
FGD: Focus group discussion; SAC: Safe abortion care; SNNPR: Southern 
Nations Nationalities and Peoples Region.

Supplementary Information
The online version contains supplementary material available at https://​doi.​
org/​10.​1186/​s12978-​021-​01240-6.

Additional file 1. Negative attitudes around unintended pregnancy.

Additional file 2. Turning tides and mixed views around abortion.

Additional file 3. Knowledge of abortion law and perception of abortion 
providers.

Acknowledgements
We thank HANZ Consulting PLC for its commitment and dedication in collect-
ing and running the preliminary analysis of the study data.

About this supplement
This article has been published as part of Reproductive Health Volume 19 
Supplement 1 2022: Sexual and Reproductive Health in Ethiopia: Gains and 
Reflections Over the Past Two Decades. The full contents of the supplement 
are available at https://​repro​ducti​ve-​health-​journ​al.​biome​dcent​ral.​com/​artic​
les/​suppl​ements/​volume-​19-​suppl​ement-1.

Authors’ contributions
GS, SEF, and KOC analyzed and interpreted the data and wrote the manuscript. 
All other authors, ATK, BMM, MTT and JKM assisted the data interpretation and 
critically reviewed the manuscript. All authors read and approved the final 
manuscript.

Funding
The study was funded by a large anonymous donor. Publications costs are 
funded by the David and Lucile Packard Foundation.

Availability of data and materials
The data that support the findings of this study are available from Engender-
Health but restrictions apply to the availability of these data, which were used 
under license for the current study, and so are not publicly available. Data 
are, however, available from the authors upon reasonable request and with 
permission of EngenderHealth.

Declarations

Ethics approval and consent to participate
For this study, ethical clearance was obtained from Ethiopian Public Health 
Institute (EPHI) EPHI-IRB-066-2017, and Western Institutional Review Board. 
Risks and benefits of the study were explained to the study participants in 
such a way that participating in the study was purely voluntary and will have 
no effect on their access to the benefits of existing or future programs. Verbal, 
informed consent was obtained from study participants after the data collec-
tors described the purpose of the study.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details
1 EngenderHealth, District of Columbia, 505 Ninth Street NW, Suite 601, 
Washington, DC 20004, USA. 2 EngenderHealth Ethiopia, Djibouti Avenue, P.O. 
Box 156 code 1110, Addis Ababa, Ethiopia. 3 Georgetown University, 3700 O St. 
NW, Washington, DC 20007, USA. 4 University of North Carolina, Chapel Hill, NC 
27599‑2200, USA. 

Received: 7 September 2021   Accepted: 7 September 2021
Published: 13 June 2022

https://doi.org/10.1186/s12978-021-01240-6
https://doi.org/10.1186/s12978-021-01240-6
https://reproductive-health-journal.biomedcentral.com/articles/supplements/volume-19-supplement-1
https://reproductive-health-journal.biomedcentral.com/articles/supplements/volume-19-supplement-1


Page 12 of 12O’Connell et al. Reproductive Health  2022, 19(Suppl 1):198

References
	1.	 Singh S, Remez L, Sedgh G, Kwok L, Onda T. Abortion worldwide 2017: 

uneven progress and unequal access. Guttmacher Institute; 2018. https://​
www.​guttm​acher.​org/​report/​abort​ion-​world​wide-​2017. Accessed 4 Aug 
2020.

	2.	 Gebreamlak W, Aragaw A, Lemma S, Demilew W. Magnitude and factors 
influencing unintended pregnancy among pregnant women attending 
antenatal care at Felege Hiwot Referral Hospital, Northwest Ethiopia: a 
cross-sectional study. Sci J Public Health. 2014;2:261.

	3.	 Melese KG, Gebrie MH, Badi MB, Mersha WF. Unintended pregnancy in 
Ethiopia: community based cross-sectional study. Obstet Gynecol Int. 
2016;2016: e4374791. https://​doi.​org/​10.​1155/​2016/​43747​91.

	4.	 Teshome FT, Hailu AG, Teklehaymanot AN. Prevalence of unintended 
pregnancy and associated factors among married pregnant women in 
Ganji Woreda, West Wollega Oromia Region, Ethiopia. Sci J Public Health. 
2014;2:92.

	5.	 Kassahun EA, Zeleke LB, Dessie AA, Gersa BG, Oumer HI, Derseh HA, et al. 
Factors associated with unintended pregnancy among women attend-
ing antenatal care in Maichew Town, Northern Ethiopia, 2017. BMC Res 
Notes. 2019;12:381.

	6.	 Central Statistical Agency (CSA) [Ethiopia], ICF. Ethiopia DEMOGRAPHIC 
AND HEALTH SURVey 2016. Addis Ababa, Ethiopia, and Rockville, Mary-
land, USA: CSA and ICF; 2016. https://​dhspr​ogram.​com/​pubs/​pdf/​FR328/​
FR328.​pdf. Accessed 19 Aug 2020.

	7.	 Darroch JE, Woog V, Bankole A, Ashford LS. Adding it up: costs and 
benefits of meeting the contraceptive needs of adolescents. New York: 
Guttmacher Institute; 2016. https://​www.​guttm​acher.​org/​sites/​defau​lt/​
files/​report_​pdf/​adding-​it-​up-​adole​scents-​report.​pdf. Accessed 5 Aug 
2020.

	8.	 Kumar A, Hessini L, Mitchell EMH. Conceptualising abortion stigma. Cult 
Health Sex. 2009;11:625–39.

	9.	 Seid A, Yeneneh H, Sende B, Belete S, Eshete H, Fantahun M, et al. Barriers 
to access safe abortion services in East Shoa and Arsi Zones of Oromia 
Regional State, Ethiopia. 1. 2015;29. https://​www.​ejhd.​org/​index.​php/​
ejhd/​artic​le/​view/2. Accessed 4 Aug 2020.

	10.	 Zenebe M, Haukanes H. When abortion is not within reach: Ethiopian 
university students struggling with unintended pregnancies. Int J Equity 
Health. 2019;18:23.

	11.	 Kebede MT, Hilden PK, Middelthon A-L. “The tale of the hearts”: deciding 
on abortion in Ethiopia. Cult Health Sex. 2012;14:393–405.

	12.	 Furry DB, Mashalla Y, Tshweneagae GT. Sexual and reproductive health 
among high school adolescents in West Shoa zone, Oromia region in 
Ethiopia. Afr J Reprod Health. 2019;23:65–72.

	13.	 Kahsay T, Ambaw F, Gebremedhin T, Tetemke D, Gmedhin M. Knowledge 
and attitude towards legalization of abortion service and associated 
factors among female youth in Axum Town, Ethiopia. Ethiop J Reprod 
Health. 2019;11:11–11.

	14.	 Yaecob R, Abera D, Meleko A. Knowledge, attitude and practice towards 
induced abortion and associated factors among female students in Yebu 
Secondary School, Jimma zone South West Ethiopia. GJORM. 2018;5:1–8.

	15.	 Muzeyen R, Ayichiluhm M, Manyazewal T. Legal rights to safe abortion: 
knowledge and attitude of women in North-West Ethiopia toward the 
current Ethiopian abortion law. Public Health. 2017;148:129–36.

	16.	 Federal Democratic Republic of Ethiopia. The Criminal Code of the Fed-
eral Democratic Republic of Ethiopia. 2004.

	17.	 Moore AM, Gebrehiwot Y, Fetters T, Wado YD, Bankole A, Singh S, et al. 
The estimated incidence of induced abortion in Ethiopia, 2014: changes 
in the provision of services since 2008. Int Perspect Sex Reprod Health. 
2016;42:111–20.

	18.	 Gebreselassie H, Fetters T, Singh S, Abdella A, Gebrehiwot Y, Tesfaye S, 
et al. Caring for women with abortion complications in Ethiopia: national 
estimates and future implications. Int Perspect Sex Reprod Health. 
2010;36:006–15.

	19.	 Gebrehiwot Y, Fetters T, Gebreselassie H, Moore A, Hailemariam M, Dibaba 
Y, et al. Changes in morbidity and abortion care in Ethiopia after legal 
reform: national results from 2008 and 2014. Int Perspect Sex Reprod 
Health. 2016;42:121–30.

	20.	 Yemaneh Y, Sahile E, Nigusie W, Menberu M, Asmare M, Mekaleya G, et al. 
Assessment of attitudes towards induced abortion among adults resid-
ing in Mizan-Aman Town Bench-Maji Zone, Snnprs, South West Ethiopia 
2017. J Gynecol Obstetr. 2017;5:50.

	21.	 Holcombe SJ, Berhe A, Cherie A. Personal beliefs and professional 
responsibilities: Ethiopian midwives’ attitudes toward providing abortion 
services after legal reform. Stud Fam Plann. 2015;46:73–95.

	22.	 Calvert C, Owolabi OO, Yeung F, Pittrof R, Ganatra B, Tunçalp Ö, et al. The 
magnitude and severity of abortion-related morbidity in settings with 
limited access to abortion services: a systematic review and meta-regres-
sion. BMJ Glob Health. 2018;3: e000692.

	23.	 Bantie GM, Aynie AA, Kassa AM, Kasa AS, Kassa TB, Tsegaye GW. 
Knowledge and attitude of reproductive age group (15–49) women 
towards Ethiopian current abortion law and associated factors in Bahir 
Dar city, Ethiopia. BMC Women’s Health. 2020. https://​doi.​org/​10.​1186/​
s12905-​020-​00958-y.

	24.	 Debela TF, Mekuria MS. Knowledge and attitude of women towards the 
legalization of abortion in the selected town of Ethiopia: a cross sectional 
study. Reprod Health. 2018;15:190.

	25.	 Assefa EM. Knowledge, attitude and practice (KAP) of health providers 
towards safe abortion provision in Addis Ababa health centers. BMC 
Women’s Health. 2019;19:138.

	26.	 Ewnetu DB, Thorsen VC, Solbakk JH, Magelssen M. Still a moral dilemma: 
how Ethiopian professionals providing abortion come to terms with 
conflicting norms and demands. BMC Med Ethics. 2020;21:16.

	27.	 Barbour RS. Introducing qualitative research: a student’s guide to the craft 
of doing qualitative research. Thousand Oaks: SAGE Publications; 2008.

	28.	 Federal Democratic Republic of Ethiopia. 2007 Population and Housing 
Census of Ethiopia. Addis Ababa; 2007.

	29.	 Weber RP. Basic content analysis. Newbury Park, CA: SAGE; 1990.
	30.	 Stuckey HL. The second step in data analysis: Coding qualitative research 

data. J Soc Health Diabetes. 2015;03:007–10.
	31.	 Jayaweera RT, Ngui FM, Hall KS, Gerdts C. Women’s experiences with 

unplanned pregnancy and abortion in Kenya: a qualitative study. PLoS 
ONE. 2018. https://​doi.​org/​10.​1371/​journ​al.​pone.​01914​12.

	32.	 Hussain R, Finer LB. Unintended pregnancy and unsafe abortion in the 
Philippines: context and consequences. Issues Brief (Alan Guttmacher 
Inst). 2013;1–8.

	33.	 Bekele M. How social norms relate to gender inequality in Ethiopia—
Population Reference Bureau. Population Reference Bureau. 2018. https://​
www.​prb.​org/​insig​ht/​how-​social-​norms-​relate-​to-​gender-​inequ​ality-​in-​
ethio​pia/. Accessed 5 Aug 2020.

	34.	 Kebede MT, Middelthon A-L, Hilden PK. Negotiating the social and 
medical dangers of abortion in Addis Ababa: an exploration of young, 
unmarried women’s abortion-seeking journeys. Health Care Women Int. 
2018;39:186–207.

	35.	 Makleff S, Wilkins R, Wachsmann H, Gupta D, Wachira M, Bunde W, et al. 
Exploring stigma and social norms in women’s abortion experiences and 
their expectations of care. Sex Reprod Health Matters. 2019;27:50–64.

	36.	 Turner KL, Börjesson E, Huber A, Mulligan C. Abortion care for young 
women: a training toolkit. Chapel Hill, NC: Ipas; 2011. https://​ipas.​azure​
edge.​net/​files/​ACYTK​E14-​Abort​ionCa​reFor​Young​Women.​pdf.

	37.	 Ministry of Health. Technical and procedural guidelines for safe abortion 
services in Ethiopia. Addis Ababa: Ministry of Health; 2006.

	38.	 Ministry of Health. Technical and procedural guidelines for safe abortion 
services in Ethiopia. Addis Ababa: Ministry of Health; 2014.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://www.guttmacher.org/report/abortion-worldwide-2017
https://www.guttmacher.org/report/abortion-worldwide-2017
https://doi.org/10.1155/2016/4374791
https://dhsprogram.com/pubs/pdf/FR328/FR328.pdf
https://dhsprogram.com/pubs/pdf/FR328/FR328.pdf
https://www.guttmacher.org/sites/default/files/report_pdf/adding-it-up-adolescents-report.pdf
https://www.guttmacher.org/sites/default/files/report_pdf/adding-it-up-adolescents-report.pdf
https://www.ejhd.org/index.php/ejhd/article/view/2
https://www.ejhd.org/index.php/ejhd/article/view/2
https://doi.org/10.1186/s12905-020-00958-y
https://doi.org/10.1186/s12905-020-00958-y
https://doi.org/10.1371/journal.pone.0191412
https://www.prb.org/insight/how-social-norms-relate-to-gender-inequality-in-ethiopia/
https://www.prb.org/insight/how-social-norms-relate-to-gender-inequality-in-ethiopia/
https://www.prb.org/insight/how-social-norms-relate-to-gender-inequality-in-ethiopia/
https://ipas.azureedge.net/files/ACYTKE14-AbortionCareForYoungWomen.pdf
https://ipas.azureedge.net/files/ACYTKE14-AbortionCareForYoungWomen.pdf

	Signs of a turning tide in social norms and attitudes toward abortion in Ethiopia: Findings from a qualitative study in four regions
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusion: 

	Background
	Methods
	Instrument
	Study setting
	Participants and recruitment
	Focus group discussions
	Data collection
	Analysis

	Results
	Norms of stigma, shame, and rejection
	Prevailing negative attitudes around unplanned pregnancy
	Persisting stigma around abortion

	Turning tides and mixed views on abortion
	Perception of support around abortion
	Acceptability of abortion in case of health risk or rape
	Increase in unqualified support for abortion

	Variable knowledge of Ethiopian abortion law
	Diverging views on abortion providers

	Discussion
	Conclusion
	Acknowledgements
	References


