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ABSTRACT
Purpose: Health care professionals’ attitudes and behaviours play a fundamental role in the provi-
sion of timely comprehensive abortion care as a maternal health intervention and save hundreds
of thousands of women’s lives, annually. This study explores underlying factors influencing
Tanzanian and Ethiopian health care professionals’ attitudes and behaviours towards comprehen-
sive abortion care between 2015 and 2020.
Materials and methods: The study inductively explored Ethiopian and Tanzanian health care pro-
fessionals’ behaviours using a comparative case study design and a textual analytical approach.
Published and unpublished literature, documents and newspapers were used as data sources. The
two cases were selected because of their different approaches towards the governance of abortion
care, one gradually legalising while the other persistently restricting.
Results: Results demonstrated that there are both subjective (beliefs, attitudes, images, pre-dispo-
sitions) and objective (institutional incapacity) factors that impact the actions of health care profes-
sionals in the work environment.
Conclusions: The study concluded that the intervention of subjective factors results from the insti-
tutional failure to effectively bridge the divide between governance and accessibility of safe abor-
tion care.
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Introduction

As a maternal health intervention, comprehensive abortion
care (CAC) is critical for reducing avoidable maternal morbi-
mortality. Between 2015 and 2019, WHO [1] estimated that
73.3 million combined incidences of safe and unsafe abor-
tions were recorded globally, and 97% were recorded in
low-to-medium-income countries (LMIC). However, evi-
dence shows that these occurrences are significantly higher
in restrictive settings which leads to inaccessibility and wid-
ening of the CAC unmet need gap [2]. Health care profes-
sionals’ unacceptance of CAC as a critical maternal health
intervention also exacerbates the inaccessibility problem
facing women globally [3–6].On the other hand, accept-
ance substantially increases the timeliness of provision and
is as equally important as institutional and legislative
efforts to increase accessibility [3,5,6].

Studies show that neither restrictive nor liberalised abor-
tion policies can reduce the occurrences of unsafe abor-
tions alone due to the interference of human subjective
factors [3,7]. On the one hand, restrictive policies do not
stop abortions from happening but only pushes them to
unsafe environments [3]. On the other hand, care centres
and professionals invoke conscientious objections even
when women are allowed to receive abortion care [3,5].
The above two issues point to the divide between policy
principles and the practical problems these policies intend
to address. Keogh et al. [3] and MacFarlane et al.’s [5]
argue that policy measures and the political climate in a

given context either facilitate or hinder provision.
Subsequently, at the juncture where accessibility meets
acceptability, overlapping professional responsibilities and
personal characteristics lead to dilemmas and unnecessary
delays [5].

Though previous research identifies a relationship
between health care professionals’ predispositions and
their subsequent behaviours, there is not enough discus-
sion on why some professionals tend to deviate from cer-
tain socio-cultural norms and their own affirmed beliefs or
why some display double-standards. Hence, this study aims
to describe and interpret factors influencing health care
professionals’ attitudes and behaviours towards CAC and
find out how they facilitate or inhibit provision in two
countries from the same region.

Material and methods

The study used an adapted version of the methodology for
scoping reviews [8] to carry out a comparative case study
[9] of Ethiopia and Tanzania. By taking this methodological
approach, the study cannot be classified as a literature
review because of the way it compares two cases [9], inte-
grates other bodies of evidence [10] and the in-depth inter-
pretive textual analysis [11,12].

The chosen approach allowed the study to explore and
describe factors influencing health care professionals’ atti-
tudes and behaviours towards abortion care. The WHO’s
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Expanding health worker roles for safe abortion in the first
trimester of pregnancy framework was used to guide the
review [13]. The framework identifies which type of health
personnel are in question (who), which type of abortion
care service is in question (what) and in which environ-
ment is the abortion care performed (where) [13].

Case selection

Two typical representatives of the abortion discourse in the
Eastern Africa region, one restrictive (Tanzania) [14] and the
other increasingly liberalising (Ethiopia) were chosen [9,15].
The two cases present a unique opportunity for academia
to understand patterns, similarities, and differences across
countries from the same region, with somewhat similar cul-
tures and beliefs [16].

Types of sources
Quantitative, qualitative, mixed methods and other bodies
of evidence were considered for inclusion, except for
reviews due to methodological reasons which are incon-
gruent with this study. Other textual material often
excluded from orthodox systematic reviews were consid-
ered because all forms of texts are discourses, not written
in isolation, but are in a relationship and communicate
with each other [12]. Taking this unorthodox approach
reveals the world beyond words, symbols, and texts and
facilitates an understanding of the broader picture these
textual discourses are painting concerning the research
problem [12].

Inclusion and exclusion criteria. The Population,
Intervention, Comparators, Outcomes and Study Design
(PICOS) framework was used to define the inclusion, exclu-
sion criteria, and derive keywords [17]. Studies that
included abortion care provided by qualified health care
providers between 2015 and 2020 were included using the
WHO Framework on expanding health worker roles for safe
abortion in the first trimester of pregnancy [13] (Appendix
1) and only professionals, recipients and informants work-
ing with the abortion topic were included.

Information sources. The search was conducted by the
first author between February and April 2021 from online
databases and platforms such as PubMed, Google Scholar,
Taylor and Francis, cross-references, and hand-search.
Attempts to request for transcripts of interviews and other
primary data sources yielded no results.

The search strategy aimed to locate both published,
unpublished studies and newspaper articles on the topic. An
initial limited search of PubMed, Google Scholar was under-
taken to identify articles on the topic using adapted search
strategy for each database (Appendix 2). Words contained in
the titles and abstracts of relevant articles, and the index
terms used to describe the articles were used to develop a
full search strategy. The search strategy, including all identi-
fied keywords and index terms, were adapted for each
included information source. The reference list of all included
sources of evidence was screened for additional studies and
provided. Studies published in languages other than English
were excluded because of language limitations.

Data extraction
Data was extracted by first author using an adapted ver-
sion of the JBI data extraction tool [18] (Appendix 3). The
JBI Critical Appraisal Tool (Appendix 4) was also used for
quality control and to ensure they met their discipline’s
standards before integration.

Analysis and presentation. Data were descriptively
extracted, entered in the Nvivo [19] and coded. Coded data
were then compared [20], first within each case and then
across cases to identify patterns, similarities, and differen-
ces [9,16]. Data were then reduced by extracting codes
into categories and subcategories (Table 1). Descriptive
components of quantitative studies were, integrated with
quotes and summaries from newspaper articles, qualitative
and mixed-methods materials.

Factors influencing health care professionals’ behaviours
and attitudes were at the centre of the analysis supported
by the WHO’s Expanding health worker roles for safe abor-
tion in the first trimester of pregnancy framework [13]. In
addition, the analysis adopted an in-depth interpretive and
textual analytical approach [12] congruent with and justify-
ing the departure from orthodox literature reviews [8,10].
Finally, the results were descriptively presented and sup-
ported by tables and figures.

Ethical considerations

The study used already published material that did not
require the researchers to seek ethical approvals. Authors
ensured that all included material were ethical and com-
plied with standards of the domain they were sourced
from. No ethical concerns were identified, and all materials
included were accurately and fairly treated (Appendix 4).

Results

All searches yielded 3978 hits. Identified citations were col-
lated, uploaded into Mendeley [21] and duplicates
removed. A pilot test was conducted, titles and abstracts
were then screened by first author for assessment against
the inclusion criteria. Full texts of selected citations were
assessed against the inclusion criteria by first author in dis-
cussion with second author. Reasons for exclusion were
reported (Figure 1 and Appendix 1). Disagreements that
arose between the authors at each stage of the process
were resolved through discussion. The results of the search
and the study inclusion process was reported in full and
presented in a Preferred Reporting Items for Systematic
Reviews and Meta-analyses extension for scoping review
(PRISMA-ScR) flow diagram (Figure 1) [22].

Details of included studies

Ten sources were included, one was a newspaper, and one
was a cross-national study including Ethiopia and Tanzania.
The latter was treated as a double-entry resulting in a total of
11 sources. Populations used in the sources were assessed
according to the inclusion criteria (Appendix 1). Finally, source
criticism was carried out qualitatively using the data appraisal
tool (Appendix 4) to ensure that all included sources met
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acceptable standards from their respective domains and
included material is reported (Appendix 5).

Results have shown that the way health care professio-
nals behave towards the provision of abortion care in the
workplace from both cases can be summed into two main
categories of intervening factors, see Table 1 above.

Ethiopia

Individual characteristics
Some professionals were aware of the constraints pre-
sented by their social and professional environments but

chose to forgo their predispositions to provide safe abor-
tion services.

I am a Muslim, but I am liberal. We need to save her life. I have
seen those who died because I rejected them. I prefer to
[perform abortion] because it is a matter of life and death. That
is how my logic works. – [23]

Though some professionals could reason away from
their religious predispositions and did not use social identi-
ties as primary frames informing their actions, they did not
attempt to vacate these religious convictions.

I reassure myself when I look at it from the angle of helping.
God had said help those who are in need. [23]

Table 1. Factors influencing individual attitudes and behaviours.

Main category Sub-category Generic category

Personal Factors Images and anchoring Use of personal experiences and personal preferences
Religious beliefs Invocation of faith to justify actions
Predispositions Interpretation of norms, rules, and laws
Fear of social exclusion Loss of family support, accommodation, social relationships
Stigma Name-calling in the workplace

Institutional Competence Training and knowledge
Interpersonal Interactions Professionals’ perceptions of others and their actions
Exposure Lived experiences, witness accounts, responsibility, accountability
Resource Scarcity Human capital, material resource shortages
Occupational support Counselling services, incentives, sustenance
Legal and Political Factors Fear of prosecution, political discourses, legal instruments, institutional policies

Figure 1. Material screening using PRISMA-ScR flow diagram.
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The health care worker did not perceive ‘self’ as a prod-
uct of the social world or permanently affected by profes-
sional and cultural factors but as an active agent constantly
reflecting on self-positionality, interpreting, and construct-
ing new realities in real-time.

However, some health care professionals demonstrated
an unwillingness to depart from the social and religious
normative baseline which they used as anchors for their
positions against provision.

A right to life begins already at conception or implantation:
[The embryo] is a proper person. That is the basis. It has a right
to live. It has a right from the moment it is conceived. [23]

Institutional factors
Competence. In-service training increased the knowledge
instrumental in increasing the timeliness of safe abortions
and professionals’ confidence.

On average, professionals could name 51% of the five
immediate complications of unsafe or incomplete abortion.
Training to perform MVA (manual vacuum aspiration) and
actual provision of MVA in the last three months significantly
protected against a lower summary score. [24]

Interpersonal interactions. Interactions were not limited
to passive mental processes of negotiating values at the
personal level but manifested psychologically through
workplace interpersonal interactions with colleagues who
held divergent views. Some of these interactions mani-
fested emotionally and some, verbally.

They would jokingly be called “antigeneration” or “child killer”
by colleagues who were not performing abortions. The
negative perceptions of health professionals providing abortion
services caused many to hide the nature of their work. [25]

Exposure. Constant exposure to abortion occurrences and
interpersonal factors over extended periods of time in the
absence of occupational support also resulted in the
change of attitudes.

Previously I was not affected, but now as I am growing older, I
sustain some feelings of guilt. Because this is a sin. Nowadays, I
do not tell [people] that I work in [the abortion clinic]. [23]

Occupational support. Data also showed that some indi-
viduals felt no support from their institutions despite the
constant exposure to trauma, emotional, and verbal abuse.

Many felt that they were standing alone with difficult decision-
making and missed a support network. [25]

Political and legal factors. Some felt that the legal frame-
work did not address practical issues presenting challenges
to health care professionals. Whereas some felt that they
had a political backing which subsequently minimised the
fear of persecution and prosecution.

We don’t think about the limitation. It is allowed. If you talk against
abortion in Ethiopia, you are talking against the government. [26]

Tanzania

Personal characteristics
Health care professionals were aware of intersecting profes-
sional responsibilities, religious beliefs, social norms, values,

and laws which consequently affected their positionality
against ‘others’.

I know that it’s a sin, I’m Christian, and I know that. Secondly, I
know that it’s against the law. I feel sorry for them. Sometimes
I give them (the drug) because I wouldn’t want them to have
problems where they will go to terminate the pregnancy. [27]

Individuals weighed in the benefits of saving women’s
lives against breaking the law and ‘sinning.’ They under-
stood that without their service, women might resort to
unregulated abortion and harmful services. This behaviour
did not take away their cognisance of the legal restrictions
but motivated them to facilitate provision.

They have broken the law, yes, but at that point, what you
need is to provide services. Any aversive action can make them
run away from the health facilities that they should be running
towards saving their lives. [26]

Some were unwilling to provide family planning services
as part of CAC due to their socio-cultural and personal pre-
dispositions. Some believed that though abortion was
somewhat acceptable, family planning on young women
was ‘unfair and inappropriate’.

Emergency treatment is mandatory when the clients’ life is in
danger, but you can’t do long-term contraception to [a PAC
client] with a single child. This is unfair. So, it is to be advised
to use the appropriate method. [28]

Institutional factors
Competence. Training was not the only factor considered
when evaluating the ability to provide safe abortions.
Health care professionals were also constantly reflecting on
their confidence to provide CAC or refer clients to some-
one else with better skills. They felt the intervals between
in-service training affected their confidence regardless of
their willingness to provide the service.

In the long-time lapses before repeating the training, it is likely
for one to forget some things. If I cannot continue to provide
[MVA for PAC (Postabortion Care)], then I will send the client to
this hospital. [28]

Lack of training and adequate knowledge to handle
cases also led to health care professionals’ failure to pro-
vide sufficient information to clients to make
informed decisions.

I wished [the PAC professional] advised me between injection
and pills, which is the best… they told me to wait, that I
should not start taking family planning drugs now. [29]

Resource scarcity. Shortages in medical supplies affected
their ability to handle abortion cases, consequently influ-
encing their behaviours. Shortages in medical resources
vis-a-vis service demand resulted in corruption and the col-
lection of bribes.

Most of the time, most of the clients come and find the
medications are out of stock, so they have to give out their
money and buy these medications, If the items were available,
it would have helped to stop the idea of bribery. [28]

Though confidence, knowledge and skills to effectively
perform and provide CAC led to in delays and referrals, the
general human resource shortage also led to time con-
straints and the effectiveness of those who could provide.
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Time is very limited, you might have gone for performing MVA
at the same time the labour ward awaits you, and again you
are called to see the new patient in the ward. [time is limited]
especially during counselling, just some shallow explanations.
She will leave with little knowledge. [28]

Occupational support. Despite the harsh realities of health
care professionals’ working environment, which they were
constantly exposed to, there were claims of the absence of
institutional support mechanisms for those providing
the service.

You find that a clinician is working ’round the clock. There is
no time to rest, even for a few minutes. This means that there
is an acute shortage of staff. There is no motivation given to
the staff. [28]

Legal factors. Abortion discourses are politicised and
instrumentalised to spread fear in communities and work-
places, which hinder women’s access to timely CAC and
affected their framing of the abortion problem.

The Prime Minister ordered that the government would sack
practitioners implicated in abortion allegations. He noted that
he was informed about practitioners involved in inducing an
abortion to students and women within the maternal ward,
using government equipment/supplies against the public
service ethic. [30]

Regardless of the threats to their careers, health care
professionals still provided services even in their lim-
ited capacities.

The health professionals interviewed were all aware of the legal
restrictions against abortion but nonetheless considered it
unethical to deny the benefits of safe, modern abortion
methods to what was formulated as victims of unwanted
pregnancy. [30]

Providers’ behaviours and attitudes

The above results show that health care professionals
behaviours and attitudes in both cases can be classified
into two categories, facilitators and inhibitors as demon-
strated in Figure 2 below.

Discussion

Findings and interpretation

There were two categories of attitudes and behaviours of
health care professionals that are influenced by both per-
sonal (subjective) and institutional factors. These factors
shaped how individuals framed CAC and the subsequent
actions taken in the health care setting. However, the influ-
ences differed with each country context. Another key
observation was that, in both cases, perspectives varied
with the type of abortion care in question. For instance,
some had no objections to pregnancy termination but due
to sociocultural dispositions, objected to family planning as
PAC [28].

Personal characteristics
Individuals’ framing of CAC can be influenced by sociocul-
tural predispositions which form the basis for denying

provision or by the willingness to depart from these predis-
positions leading to acceptability of CAC as a maternal
health intervention. While accessibility of CAC services is
facilitated by institutional factors, the study showed that
acceptability of CAC as a maternal health intervention by
individual professionals was also pivotal. The Ethiopian
case demonstrated that regardless of policy efforts to
increase accessibility, ambiguous legal frameworks invite
subjective interpretations which hinder pathways to safe
abortions [31,32].

Exposure
With constant exposure to cases of morbimortality attrib-
uted to unsafe abortions, individuals’ perceptions shifted
towards framing termination as a maternal emergency and
consequently altered their attitudes and behaviours as
demonstrated in Figure 2 below. This behavioural shift
proved essential in bridging the divide between govern-
ance and accessibility in restrictive contexts and can facili-
tate timely provision (Figure 3).

The Tanzania case showed that in the absence of strong
institutions, health care professionals took advantage of
the divide between governance and access to sell abortion
medicines privately and subsequently making profits from
women’s needs. On the other hand, they perceived
‘themselves’ as the last resort in saving lives, whether clan-
destinely or legally. Therefore, selling misoprostol was not
perceived as deviant and ‘bad’ behaviour but as a responsi-
bility where the government has failed [27].

Occupational support
The absence of support mechanisms in the workplace
while exposed to workplace stigma, verbal, and emotional
abuse, can increase the risk of behavioural shift towards
objections. This shift is detrimental to the timeliness of pro-
vision and can lead to unnecessary delays, transfer or
denied service.

Competence
In-service training in Ethiopia was a critical factor in health
care professionals’ competences. On the contrary, the
Tanzanian case showed that the lack of adequate training
and knowledge affects the actions, decisions, and behav-
iours of professionals regardless of their level willingness to
provide services. Consequently, turning away clients or
transferring them to someone else with better competen-
ces which created unnecessary delays.

Resource scarcity
Cases of illicit sales of misoprostol by health care professio-
nals were a result of the high demand of misoprostol and
PAC contraceptives supply inconsistencies. The provision
and demand gap of CAC was not the only factor influenc-
ing these illicit sales in Tanzania, but the precariat employ-
ment situation resulted in the need to supplement
incomes and factored in their behaviours towards provi-
sion. Therefore, though individuals might act altruistically
to help women and girls, they also act in self-interest to
benefit from clients’ desperation and needs.
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Similarities and differences in relation to other studies

Scholars such as Keogh et al. [3] and Murdoch et al. [6]
claim that personal characteristics interfere with the acces-
sibility of CAC. Their findings conform with this study that
due to this interference, addressing the accessibility prob-
lem at material and policy level alone is insufficient if it
does not include interventions addressing subjective
restrictive concerns impacting the accessibility of CAC.

According to Roets et al. [33], involving restrictive health
care professionals in decision-making exposes them to the
realities of the consequences of their behaviours and shifts
their perceptions towards positive framing of the abortion
problem. The findings of this study agree with this claim
that exposure can be a vehicle for behavioural change.
However, exposure can also have negative effects on

individuals. The exposure to severe CAC cases in the
absence of occupational support can lead to trauma and
negative behaviours which inhibit provision. Zareba et al.
[34] also claimed that constant exposure to abortion scenes
and workplace stigma without counselling has adverse psy-
chological effects on health care professionals.

Benson et al. [35] conceptualised retraining as an evi-
dence-based intervention which can build health care pro-
fessionals’ confidence in their competence to provide safe
abortion services and mitigate unnecessary delays. This
study agrees with the above claim and adds that retraining
improves professionals’ confidence in their knowledge and
skills. However, these initiatives should always be accompa-
nied by sustainable resource provision of material, human,
and emotional forms to mitigate effects of work overload
and burnout on competent individuals. Studies claim that
resource shortages affect the quality of services clients
receive, cause unnecessary delays and insufficient informa-
tion for clients to make informed decisions [36].

Strengths and weaknesses

The study’s strengths derive from its interpretive analytical
approach and its ability to integrate existing evidence from
mostly academic literature and non-academic sources—
also, the small number of sources included allowed an in-
depth exploration of underlying factors influencing atti-
tudes and behaviours. However, a retrospective analysis of
attitudes and behaviours might not account for changes
that occurred between the time data was collected and
the time of this study which weakened the analysis.
Moreso, the use of interpretive textual analysis on literature
intended to address specific questions and aims also pose
an over-interpretation risk. Though divergent in its

Figure 2. Categorisation of attitudes and behaviours.

Figure 3. An illustration of attitudes, behaviours and how they evolve when
exposed to workplace factors.
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methodological approach, the study was guided and
stayed close to established methodologies for scoping
review [8], comparative case study design [9], interpretive
textual analysis [12] and relied on health care definitions of
key terminologies [1,13,37]. Finally, the interpretive analysis
allowed the study to describe the phenomenon beyond
the extent of scoping reviews.

Relevance of the findings

The study provides a new ambitious and innovative
approach which forgoes the limitations of orthodox litera-
ture reviews. This approach allowed the study to add a
new perspective to the CAC discourse by describing and
interpreting factors influencing health care professionals’
attitudes and behaviours towards CAC, rather than identify-
ing and listing them as is the tradition in literature reviews.

Conclusion and future research

The study demonstrated that health care professionals’ atti-
tudes and behaviours play a significant role in bridging the
CAC unmet need gap. However, these attitudes and behav-
iours are vulnerable when exposed to social and institu-
tional factors. This exposure might lead to behavioural shift
which may widen the CAC unmet need gap, particularly in
restrictive settings. Therefore,

� Institutions should ensure the sustainability of behav-
iours and attitudes facilitating access to safe abortions
and CAC through continuous evaluation, in-service
training, and occupational support.

� There is a need for a cross-national collaboration
between regional states and actors to find pathways
towards convergencies in interventions aimed at
increasing access and provision.

� Institutions should integrate and couple accessibility
interventions with measures to increase acceptability
when designing CAC interventions.
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Appendix 1. Inclusion and exclusion criteria using the PICOS method

Appendix 2. Sample database search and results

Appendix 3. Data Appraisal tool

Inclusion Exclusion

Participants:
All qualified health care providers at any level of health care service

provision, women, and girls, informants working for organisations
involved in the abortion care topic

Non-health care professionals, men and other individuals not involved in
the abortion discourse either through employment or lived experience
(e.g., husbands, family members)

Intervention/comparator:
All types of abortion care services within the comprehensive abortion care

package. Types of abortion, gestational weeks. Includes behaviours and
attitudes of providers in first or third-person perspectives.

Clandestine and unsafe terminations by non-health care professionals.
Exclude behaviours and attitudes of non-providers, professionals,
or workers.

Outcomes: safety, respect, timeliness, site etc
Study design:
All published, grey, newspaper articles, English language, published

between 2015 and 2020, study setting should be Tanzania and
or Ethiopia

Any type of systematic reviews, published before or after the inclusion
time frame, includes other countries other than the two compared
cases, not published in English

Database Search terms Hits

PubMed (abortion) AND (Ethiopia) Filters: from 2015–2020 254
(abortion) AND (Tanzania) Filters: from 2015–2020 73

Google Scholar abortion in Tanzania, doctors, nurses, tba, pharmacists, midwives, health care providers 154
abortion in Ethiopia, doctors, nurses, tba, pharmacists, midwives, health care providers 3000

Study method and source type Quality Criteria Scoring

Qualitative Qualitative objective or question 1/6
Appropriate qualitative approach or design or method 1/6
Description of context 1/6
Description of participants and justification of sampling 1/6
Description of qualitative data collection and analysis 1/6
Discussion of researchers’ reflexivity 1/6

Quantitative Experimental Appropriate sequence generation and/or randomisation 1/3
Allocation concealment and/or blinding 1/3
Complete outcome data and/or low withdrawal/drop-out 1/3

Observational Appropriate sampling and sample 1/3
Justification of measurements (validity and standards) 1/3
Control of confounding variables 1/3

(continued)
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Appendix 4. Data Extraction Tool based on the in- and exclusion criteria (see Appendix 2)

Appendix 5. Summary of results

Continued.

Study method and source type Quality Criteria Scoring

Mixed Methods Justification of the mixed methods design 1/3
Combination of qualitative and quantitative data collection-analysis techniques

or procedures
1/3

Integration of qualitative and quantitative data or results 1/3 þ methodological
quality criteria of quantitative (x/3). and qualitative studies (x/6) (see listed
earlier in 1., 2. and 3.)

1/3

Text and Opinions (newspaper Is the source of the opinion clearly identified? 1/6
Does the source of opinion have standing in the field of expertise? 1/6
Are the interests of the relevant population the central focus of the opinion? 1/6
Is the stated position the result of an analytical process, and is there logic in the

opinion expressed?
1/6

Is there reference to the extant literature? 1/6
Is any incongruence with the literature/sources logically defended? 1/6

Inclusion/Exclusion Criteria
Population Women, girls, clients, informants, providers, professionals
Intervention/Comparator Abortion intervention?
Study Design Quantitative, qualitative, mixed methods, texts, and opinions (see Appendix 4)
Types of evidence source How was data gathered

Evidence source Details and Characteristics
Citation details Author/s, date, title, journal, volume, issue, pages
Country Tanzania or Ethiopia
Context Specific location, culture, socioeconomic
Participants age/sex and number

Details/Results extracted from source of evidence (in relation to the concept of the study)
Quality of Life Domains assessed
Number of items in tool

Parameter Results Sources

Numbers of publications 1. 10 sources of evidence, (of which 1 was a
cross-national study between the 2 cases
plus Zambia (data on Zambia was excluded
from study (Blystad, A. et al. (2019))
henceforth, (n¼ 10þ 1)

2. All publications were between 2015
and 2020

3. Number of publications by year: 2016
(n¼ 1), 2018 (n¼ 1), 2019 (n¼ 6),
2020 (n¼ 2)

Types of studies by methodology 1. Quantitative (n¼ 1): from Ethiopia 1) Taddele, T. et al. (2019)
1. Qualitative (n¼ 6): of which 1 was a cross-

national including Ethiopia and Tanzania)
henceforth, shall be counted as two
separate studies.

2) Blystad, A. et al. (2019),3) Ewnetu, D. B. et al.
(2020), 4) Kebede, M. T., Middelthon, A. L. and
Hilden, P. K. (2018), 5) McLean, E. et al. (2019),
6) Sambaiga, R. et al. (2019), 7) Solheim, I. H.
et al. (2020)

1. Mixed methods (n¼ 2): both from Tanzania 8) Baynes, C. et al. (2019), 9) Yegon, E.
et al. (2019)

1. Newspaper (n¼ 1): from Tanzania 10) Deutsche Welle (2016)
Population/s identified, and sources of
perspectives share in included materials
by population

1. Women and girls: Ethiopia (n¼ 2),
Tanzania (n¼ 3)

1. Informants: Ethiopia (n¼ 1),
Tanzania (n¼ 2)

1. Providers: Ethiopia (n¼ 3), Tanzania (n¼ 3)
Quality of life domains 1. Physical

2. Emotional
3. Social
4. Attitudes
5. Behaviour
6. Governance
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