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Abstract
The objective of this study was to describe the frequency and management of complications of clandestine induced abortions at
Kabondo Reference General Hospital in Kisangani City from January 1, 2014 to December 31, 2018. The study variables are age,
obstetrical history, age of abortion, occupation, marital status, reason for admission, observed complication, treatment
administered, length of hospital stay and discharge modality. Our sample is 138 cases and this study is descriptive transverse.
The following results were obtained: the annual case average is 34 cases; the prevalence is 17.1%; the most exposed case age is
between 15 and 24 years (71.2%); housewives and students are more exposed with respectively 38.4% and 34.1%; singles are
more exposed with 69.6%; in relation to gestations, the primigest are the majority (31.9%) and the parity, the multiparas with
34.8%; the majority age of interrupted pregnancy (66.6%) is between 4 to 12 weeks; the reason for seeking consultation is genital
hemorrhage (85.5%), the major complication of abortion is placental retention (72.5%); the type of treatment is utero tonic and
antibiotics respectively 100% and 100%; the duration of hospitalization (91.3%) is 1 to 14 days and the mortality was 6.5%.
The study recommends women's education in contraception and family planning, and especially a social policy to reduce the
number of clandestine abortions.
Keywords: single woman, unplanned pregnancy, illegal abortion, Kisangani
1. Introduction
Clandestine induced abortion is a public health problem in
developing countries; in 2005 WHO estimated that 97% of
unsafe abortions were in developing countries [1, 4]. And 48%
of these induced clandestine abortions (20 million) are
performed in poor conditions: unskilled staff, poor hygiene
and pregnancy too advanced. These abortions result in the
deaths of nearly 70,000 women and serious complications for
millions of others who are often young [2].
According to a recent WHO report, 910,000 births are
registered every day, among these births, 50% are unplanned
births and 25% are unwanted births. This is why 53,000,000
pregnancies are interrupted each year and 1/3 of these
abortions are performed in a bad or hostile climate that causes
about 50,000 to 100,000 deaths per year [5].
Around 72% of the world's population lives in countries
where abortion is allowed in the case of rape or incest and also
to safeguard the lives of women in French-speaking subSaharan Africa [6]. According to a 2001 publication by the
Center for Reproductive Health Law and Policy, about 26% of
the world's population lives in countries where abortion is
prohibited, such as Mali; and 62% in countries where abortion
is allowed with or without particular restrictions [6].
Abortion rates decrease when the population increases the use
of contraceptive methods. Cases of: Kazakhstan from 1988 to
1995 when the use of oral contraceptives and IUDs increased

by 32% the abortion rate decreased by 15% [6]. In Mali, from
1990 to 2000, the maternal mortality rate ranged from 500 to
600 deaths per 100,000 live births [7]; in other words, one in
24 women is at risk of dying because of maternity during the
procreation ages. Clandestine induced abortion leads to
dramatic complications that are often incurable or even fatal
and accounts for 13% of the causes of maternal mortality [6].
The high frequency of complications leads women to seek
care after an induced abortion.
Hospital stays of women who have performed induced
abortions are very expensive for developing countries, not
only by the cost of drugs, but also by the number of days of
hospitalization [6]. And several reasons may explain why
induced abortion rates are high; these include rape, non-use of
contraception, celibacy, abandonment of a partner, marital
instability, financial or religious problems, misinformation
about sexuality, socio-demographic character, customs, nonrecognition of paternity and adultery [6]. Today, clandestine
abortion remains a major reproductive health problem, mainly
in developing countries such as the Democratic Republic of
Congo.
Only hospital studies cannot assess the extent of clandestine
abortion in our communities, since they exclude clandestine
induced abortions that have not been operated on in hospitals
because of cost, distance, modesty or fear; in addition to
women who have had an induced abortion and who have died
25

International Journal of Medical Science and Clinical Research

in communities or who have not been treated [8]. However, a
better knowledge of contraceptive methods can prevent
clandestine abortions.
Abortion is the termination of pregnancy before the fetus is
viable, that is to say able to lead an independent life
extrauterine [6]. It is theoretically the expulsion of the fetus
before the 180th day of pregnancy, the date from which the
living born child is presumed to be able to continue to live and
develop [6]. This criterion lacks a practical basis since it is
generally impossible to fix with certainty the day of
fertilization. So it is important to remember that the definition
of abortion varies according to the country and according to
their degree of progress in neonatology.
So, abortion can be defined as [6]
 Spontaneous abortion is abortion that occurs on its own
without any local or voluntary enterprise. It is also the
involuntary interruption of pregnancy before fetal
viability.
 Induced abortion is the voluntary termination of
pregnancy without medical necessity; following
instrumental maneuvers, drug or traumatic actions.
 A therapeutic abortion is the termination of pregnancy
decided by the doctor for a medical reason; it can be
eugenic: it is when there is a recognized or suspected fetal
malformation and, also, it can be done for maternal
rescue: if the evolution of the pregnancy will generate a
major risk for the health or the life of the mother.
 Unsafe abortion is defined as: "an intervention aimed at
interrupting an unwanted pregnancy by people who do
not have the necessary skills, in a context" [9].
 Repeat abortion is the occurrence of two or more
spontaneous abortions; consecutive in the same patient.
The most common complications are incomplete abortion,
sepsis, hemorrhage and intra-abdominal lesions [10, 6]. If they
are not treated, they can lead to death [10, 6]. On the other hand,
women who survive the complications of an abortion often
have a permanent inability to procreate or are at increased risk
of complications during future pregnancies [11, 10, 6].
Complications can be classified into immediate complications,
late complications, psychic sequelae, intoxication and
neurological accidents.
In the Democratic Republic of Congo, the Congolese Penal
Code stipulates in article l66 that "every woman who
voluntarily has an abortion shall be punished by a penal
servitude of five to ten years". And in article 165, it is said
that "Whoever, by food, drink, medicine, violence or by any
other means has had a woman aborted, shall be punished with
a penal servitude of five to fifteen years" [12].
Although this law is very repressive, the number of
complications of clandestine induced abortions collected in
hospital structures is increasing. Lack of knowledge of
reproductive health and poor contraceptive practices favor the
occurrence of unwanted pregnancies among women who use
unsafe abortions [13].
And, statistical data on clandestine induced abortions are not
well known in Kisangani because clandestine abortions are

illegal by its social perception and are forbidden by many
religions [14]. This reflection motivated us to investigate this
issue of illegal abortion. The purpose of this study is to
describe the frequency and management of complications of
clandestine induced abortions at Kabondo Reference General
Hospital in Kisangani City.
2. Study Area and Method
2.1. Study area
The present study was organized at the Kabondo Reference
General Hospital, located in Makiso Commune, Kisangani
City, Democratic Republic of Congo. This medical institution
has among its services, the gynecological-obstetrical
department where this study is taking place. This obstetrics
and gynecology department has 26 beds. And before we began
our investigation, we received a letter from the Head of Health
Division of the Tshopo Province authorizing us to work with
this hospital. This survey was conducted from February 1 to
March 30, 2019.

Fig 1: Location of Kabondo General Hospital of Reference,
Kisangani city, DRC

2.2 Methodology
We used the documentary technique to collect our data. The
study of curative registers of gynecological obstetrics service
allowed us to identify 806 women admitted to the obstetrics
and gynecology department of the General Reference Hospital
of Kabondo and treated for complications related to an
abortion in the period from 1 January 2014 to 31 December
2018. From this population of 806 cases, after using the
selection criteria, we obtained sample of 138 cases of women
who performed an induced abortion. This equates to a
prevalence of 17.1%. The inclusion criterion is any woman
admitted to the gynecological obstetric service for reasons of
complication of induced abortion and was kept in hospital.
The criterion of non-inclusion is any woman admitted to the
gynecological obstetric service for complication of nonclandestine abortions (spontaneous abortions).
2.3 Type of survey
Our study is descriptive transversal
2.4 Parameters of survey
Our study exploited the following variables:
 Age,
 Obstetrical history,
 Age of pregnancy aborted,
 Occupation,
 Civil status,
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Reason for admission,
Complication observed,
Treatment administered,
Hospital stay,
State of exit.

Table 2 gives the distribution of abortion cases by year of
hospitalization. The year 2014 had a high number of cases of
clandestine induced abortion (30.4%) and the lowest is the
year 2015 with 15.9% of cases.
Table 2: Distribution of abortion cases by year of hospitalization.

2.5 Analysis and data processing
The following statistical formulas were used:
Percentage calculation (P)
P = n / N x 100
With n = number of observed cases
N = total number of cases
Average arithmetic calculation: X = Σ n / N
Legend:
n = observed frequency;
N = sum of frequencies or total frequency;
100 = conversion factor in percentage;
P = percentage;
X = arithmetic mean

Year of hospitalization
2014
2015
2016
2018
Total

Effective
42
22
36
38
138

%
30.4
15.9
26.1
27.5
100.0

The data in Table 3 show the distribution of abortion cases by
age of birth. The age most at risk for clandestine abortions
(73.2%) is between 15 and 24 years of age.
Table 3: Distribution of abortion cases by age of birth.

3. Results
From January 1st, 2014 to December 31st, 2018, we identified
806 cases having been hospitalized for reasons of abortion.
According to the selection criteria 138 cases of abortion were
selected for our study, this equates to 17.1%.

Age of birth (years)
15 - 19
20 - 24
25 - 29
30 -34
35 - 39
40 - 44
Total

Effective
47
54
25
5
4
3
138

%
34.1
39.1
18.1
3.6
2.9
2.2
100,0

Table 1: Distribution of abortion cases by selection criteria
Case of abortion
Selected cases
Unselected cases
Total

Effective
138
668
806

%
17.1
82.9
100.0

Figure 2 shows the distribution of abortion cases by
occupation. The occupation most exposed to induced abortion
is housewives (38.4%), followed by students with (34.1%) and
female students with (16.6%).

Fig 2: Distribution of Abortion Cases by Occupation.

Table 4 gives the distribution of abortion cases by marital
status. Single women are the most exposed to clandestine
induced abortions (69.6%), compared with 2.2% of widowed
women.

The data in Table 5 show the distribution of abortion cases
according to their obstetrical history. Primigestans are more
exposed to clandestine induced abortions (31.9%), followed
by multitest (26.1%) and paucigest (24.6%).

Table 4: Distribution of Abortion Cases by Marital Status.

Table 5: Distribution of Abortion Cases by gravidity

Marital Status
Single
Married
Divorced
Widowed
Total

Effective
96
34
5
3
138

%
69.6
24.6
3.6
2.2
100.0

Gravidity
Gravida
Paucigeste
Multigravida
Grandmultigeste
Total

Effective
44
34
36
24
138

%
31.9
24.6
26,1
17.4
100.0
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The data in Figure 3 show the distribution of abortion cases by
parity. Nulliparous women are more exposed to induced
abortion (34.8%); followed by Primiparous (31.9%);

Pauciparous (18.8%);
multiparous (4.4%).

Multiparous

(10.1%)

and

large

Fig 3: Distribution of Abortion Cases by parity

Table 6 data indicate the distribution of cases by age of
pregnancy interrupted. The majority of cases of clandestine
induced abortions (66.6%) occur between 4 to 12 weeks. And
24.6% of cases to more than 12 weeks.

cases of clandestine induced abortions is genital hemorrhage
(85.5%) followed by pelvic pain (73.9%), fever (55.1%) and
abdominal bloating (28.9%).
Table 7: Distribution of Abortion Cases by reason of consultation

Table 6: Distribution of Abortion Cases by age of interrupted
pregnancy
Age of pregnancy (weeks)
˂à4
4 à 12
˃ à 12
Total

Effective
12
92
34
138

%
8.8
66.6
24.6
100,0

Table 7 gives the distribution of abortion cases by reason of
the consultation. The most frequent reason for consulting

Reason of consultation
Hémorragie génitale
Algie pelvienne
Fièvre
Ballonnement abdominal

Effective
118
102
76
40

Frequency (%)
85.5
73.9
55.1
28.9

The data in Table 8 show the distribution of cases according to
the complication of abortion. The highest frequency of
complication was placental retention (72.5%) followed by
anemia (31.8%) and uterine perforation (14.5%).

Table 8: Distribution of Abortion Cases by complication of abortion
Complication of abortion
Placental retention
Anemia
Uterine perforation

Figure 4 shows the distribution of abortion cases by type of
treatment. All cases of clandestine induced abortions are
treated with antibiotics (100%) and utero tonic (100%), 72.5%

Effective
100
44
20

Frequency (%)
72.5
31.8
14.5

of cases are treated by uterine revision, 55.1% by anti-pyretic,
24.6% by blood transfusion. and 14.4% by laparotomy.

Fig 4: Distribution of abortion cases by type of treatment.
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Table 9 gives the distribution of Abortion Cases by hospital
stay. The majority of cases of clandestine induced abortions
(91.3%) remain in hospital between 1 to 14 days. Against
2.9% of cases who stay in the hospital 22 to 28 days.

Table 9: Distribution of Abortion Cases by hospital stay
Stay (days)
1-7
8 - 14
15 - 21
22 - 28
Total

Effective
67
59
8
4
138

%
48.6
42.7
5.8
2.9
100.0

Figure 5 shows the distribution of abortion cases by exit of the
hospital. The majority of cases of clandestine induced
abortions leave the hospital: healed (93.5%) and deceased
(6.5%).

Fig 5: Distribution of Abortion Cases by exit of the hospital

4. Discussion
The results of our study show that clandestine abortion is a
major public health problem, given its prevalence (17.1%) in
Kisangani City. Despite the application of penal provisions,
the number of women who perform clandestine abortions is
increasing due to sexual violence, non-use of contraception,
celibacy, abandonment of a partner, conjugal instability,
financial or religious problems, poor information on sexuality,
socio-demographic, customs, no recognition of paternity and
adultery [6].
The analysis of the different tables shows the need to promote
family planning and the use of contraceptive techniques to
reduce the incidence of illegal abortion in the city of
Kisangani. And the description of the victims of this abortion
will help us to direct our fight against this scourge. In detail,
we will interpret the results obtained from our investigation:
 The results obtained in Table III show that age, the most
exposed to clandestine induced abortions (73.2%) is
between 15 to 24 years old. These results are similar to
those of Guillaume and Okpani who, in their surveys
organized respectively in Cote d'Ivoire and Nigeria,
confirm that: "Clandestine abortion is often practiced by
young women at the beginning of their sexual life [15, 16].
Respectively, in 1998 and 1997, Leke and Meekers









separately organized two surveys in Cameroon and all
pointed to the high prevalence of abortion among young,
adolescent, single children without children and educated
or undergoing schooling [17, 18].
Regarding the marital status, the results of our study
indicate that single women practice more induced
abortion (69.6%) in Kisangani / Democratic Republic of
Congo. In 2002, the same observation was made by
Gastineau, in Tunisia where abortion is legal; his survey
results have shown that single young women, although
premarital sex are socially condemned, frequently
practice clandestine abortion [19]. An investigation into
illegal abortion was organized in Mali in 2010, by Cheick
Tidiane TRAORE, its marital status results are close to
ours: singles (68%) and brides (32%) [20]. Also, in 2014, a
survey on illegal abortion was organized in Abidjan, the
Kouamé team obtained 69% of cases were single women
[21]
.
The results of this study show that, for the profession, the
majority of perpetrators of clandestine abortions are
housewives (39.1%) and students (34.1%). But, on the
contrary, the study conducted by Kouamé on 1982
women admitted to intensive care during the period of
this study, 38 cases were related to complications after
induced abortion and the majority of these cases (42%)
were students or students [21]. In Lomé, Togo, the
Adjanoto study indicated that the 37.1% of cases of
clandestine abortion were practiced by apprentices [22].
For reasons of family planning, housewives can give
themselves to this practice. But we can confirm in all our
communities that students, both single, are recognized as
true subjects of illegal abortion. In Kisangani, housewives
abort more because they use the pregnancy test as their
family planning tool.
From a gynecological-obstetric history, analysis of the
data shows that 31.9% of abortion cases are of primigest
and 34.8% of abortion cases are made in nulliparas. A
study conducted in Burkina Faso, in 2014, by Fatoumata
Ouattara showed that the primigest predominate (56%) [23]
and in Mali, in 2010, the results of Cheick Tidiane
indicate 48% of primigest and 34.7% of cases. abortion in
nulliparas [20]. Socio-cultural barriers may hinder young
women from applying family planning techniques
because sexuality is not discussed in the family setting.
Regarding the age of pregnancy, we find that the majority
of abortions occur between 4 and 12 weeks (66.6%). This
result is opposite to that of Kouamé, in 2014, who worked
on 1982 women admitted to resuscitation in Abidjan, 38
of which were related to post-abortion induced
clandestine complications; he found that 31.5% of the
cases who underwent the induced abortion had a
gestational age of more than 12 weeks of amenorrhea [21].
In 2010, in Cameroon, Takongmo and his team conducted
a survey in two health facilities and found that 25.5% of
cases of clandestine abortion occurred after 14 weeks of
amenorrhea [24]. In Kisangani, several women have
pregnancy tests at home. This may explain the high
percentage (66.6%) of women practicing illegal abortion.
The main reason for the consultation selected in this study
is hemorrhage (85.5%), which is the main reason for
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requesting a consultation. In Mali, a survey was
conducted by Cheick Tidiane TRAORE, its results are
similar to ours, 71. 2% of cases require consultation
because of haemorrhage and acute pelvic algia [20].
These two results are close and seem to reflect the reality
of the field.
Our results show that placental retention is the most
observed complication with 72.5%. Our results are
similar to those of Cheick Tidiane TRAORE who finds
the complications of placental retention with 75%
frequency [20]. And, in 2007, in the city of Bukavu, in the
Democratic Republic of Congo, was organized an
investigation into clandestine induced abortion, this study
by Chabo Byaene Alain found that the complication of
abortion most observed is the retention of placenta (85%).
We notice the late or bad management often leads the
complication of illegal abortion to certain mortality.
On treatment, the most important results are: application
of utero tonic (100%), antibiotic (100%) and uterine
revision (72.5%). The results observed lead us to consider
that the protocol for the management of abortion
complications is implemented. But Ramatou Ouedraogo
emphasizes that the treatment plan for complications is
not standard, it varies according to the authors, the
caregivers and the clinical condition of the patient [25].
From hospital stay and discharge type, this study shows
that the majority of cases had a hospital stay (91.3%)
ranging from 1 to 14 days. This result is similar to that of
Cheick Tidiane TRAORE who finds the duration of
hospitalization of cases (94.7%) were 1 to 14 days [20].
We have noticed that good case management reduces the
length of hospital stay. In addition, in relation to the exit
modality, the results of this study are: cured cases
(93.5%) and cases of death (6.5%). In Botswana, abortion
accounts for at least 14% of hospital maternal deaths, in
Tanzania 10% to 12%, Nairobi 35% and Ethiopia 25% to
35% [26, 28].

5. Conclusion
Surgical complications of clandestine abortions are common
in Kisangani City. They remain a major cause of preventable
death among women. Their late diagnosis and clandestinity of
their practice are responsible for unforeseeable severe
secondary complications. The risk of these complications
requires an intensification of the policy of limiting abortions
to therapeutic pregnancy interventions. An intensification of
education of women and couples on the benefits of
contraception and family planning is needed to combat
clandestine induced abortion.
6. References
1. Buambo-Bamanga SF, Ekoundzola JR, Massengo R.
complications chirurgicales des avortements provoqués
clandestins au CHU de Brazzaville. Med Afr Noire. 2005;
52:139-144.
2. Chevrant-Breton O, Toquet-Mace M, Tekam S, Chenede
D, Chasseray V. Contraception un an après une
interruption volontaire de grossesse. Rev. Fr Gynécol.
Obstét. 1986; 81:67-9.
3. Diarra I, Tall S, Sogoba S, Dolo A. l’avortement

4.

5.

6.

7.

8.

9.
10.

11.
12.

13.

14.

15.

16.

17.

18.

19.

20.

provoqué à propos de 180 cas à l’hôpital Gabriel Touré.
Mali médical. 2008; 23:1-4.
Locko-Mafouta C, Silou J, Milonga G, Massossa-Telo M,
Angoula D, Hedon B. l’avortement clandestin à
Brazzaville. Med Afr Noire. 1986; 33:203-15.
Traoré AK. Les avortements à risques au centre de santé
de référence de la commune V de Bamako de mai 2001 à
Mai 2003 à propos de 134 cas. Thèse, Med, Bamako.
2004; 8:77
Tall S. Les facteurs de risque de l’avortement provoqué
au service de gynécologie obstétrique du CHU Gabriel
Touré à propos de 180 cas. Thèse, Med, Bamako, 2005.
Belek Ngwanza Raymond Didier: Soins après avortement
au CS Réf CV à propos de 242 cas. Thèse, Med, Bamako,
2006, 458.
Agnès Guillaume, L’avortement provoqué en Afrique, un
problème mal connu, lourd de conséquences, Document
de recherche no 7, Paris, Campus du Jardin Tropical,
2005, 8.
Oms, Fnuap, Unicef, Banque mondiale : Réduire la
mortalité maternelle. OMS et col, Genève, 1999, p.45
Samaké A. Les avortements à risques au service de
gynécologie obstétrique du CHU Gabriel Touré à propos
de 216 cas. Thèse, Med, Bamako, 2000, 49:107.
Dembélé F. Les avortements provoqués à L’HGT à
propos de 149 cas. Thèse, Med, Bamako, 1997, 41:60
République Démocratique du Congo, Présidence de la
République Décret du 30 janvier 1940 tel que modifié et
complété à ce jour Code Pénal Livre premier des
infractions et de la répression en général. Journal Officiel
no Spécial, 2004.
Quélin Marie. Evaluation des connaissances en
contraception des femmes en cours d’interruption
volontaire de grossesse, Mémoire, 2014. URL,
http://dune.univangers.fr/fichiers/20080622/2014MDNSF
1758/fichier/1758F.pdf
Etienne Ilunga Kabululu, Etude de facteurs de risque de
faible poids de naissance à Lubumbashi in Médicine et
Santé Tropicale, 2016; 26(4). www. sle. com. revue˃
mst˃ e-docs˃ article.
Guillaume A, Desgrées du Loû A. Fertility regulation
among women in Abidjan, Côte d'Ivoire: Contraception,
abortion, or both? International Family Planning
Perspectives. 2002; 28(3):159-166.
Okpani A, Okpani J. "Sexual activity and contraceptive
use among female adolescents-a report from Port
Harcourt, Nigeria." African Journal of Reproductive
Health. 2000; 4(1):40-48.
Leke RJ. Les adolescents et l'avortement. In Sexualité et
santé reproductive durant l'adolescence en Afrique. B.
Kuate-Defo. Montréal, Ed conseil Inc, 1998, 297-306.
Meekers D, Calves AE. "Gender differentials in
adolescent sexual activity and reproductive health risks in
Cameroon, 1997.
Gatineau B. Légalisation de l'avortement et planification
familiale: l'expérience tunisienne In Guillaume, Desgrees
du Loû, Zanou, Koffi (Ed.) In Santé de la Reproduction
en Afrique, Côte d'Ivoire, 2002, 243264.
Cheick Tidiane Traore. Avortement provoqué clandestin:
complications colligées au Centre de Santé de Référence
30

International Journal of Medical Science and Clinical Research

21.

22.

23.

24.

25.

26.

27.
28.

de la commune V du District de Bamako, Faculté de
Médecine, de Pharmacie et d’Odonto – Stomatologie du
Mali, Bamako, Thèse, 2010, p. 71.
Kouamé K. Edmond ii. Complications des avortements
provoqués clandestins admises en réanimation à Abidjan
(Côte d’Ivoire), janvier, 2014. https://saranf.net›
Complications-des-avortements.
Adjanoto EO ii. Contraception et avortement provoqué
clandestin en milieu africain in Médecine d’Afrique
Noire, Lomé, Togo, 1999; 46:8-9.
Fatoumata Ouattara et Kalerini Tagmatarchi Storeng,
L’avortement volontaire au Burkina Faso : quand les
réponses techniques permettront d’éviter de traiter un
problème social, in Revue de Sciences Sociales au Sud.
2014; 2(NO 70):109-123.
Takongmo S ii. Complications chirurgicales des
avortements clandestins: à propos de 51 cas observés dans
deux hôpitaux de Yaoundé, in Clincs in Mother and Child
Health, 2010; 7(1). ISSN 2010 – 7214.
Ramatou Ouédraogo, Ses pratiques et soins : une
anthropologie des jeunes au prisme des normes sociales et
politiques publiques de santé au Burkina Faso,
Anthropologie sociale et ethnologie, Université de
Bordeaux, 2015, p. 288.
Ramalefo C, Modisaotsile IM. "The state of unsafe
abortion in Botswana: evidence from proxy indicators.
Draft, 1994.
Temba P, Nkya A "In dark corners: illegal abortion in
Tanzania, 1994, p. 21-32 177-8.
Gebreselassie H, Fetters T. The Estimated Incidence of
Induced Abortion In Ethiopia, in International
Perspectives on Sexual and Reproductive Health. 2008;
36(1):16-s25.

31

