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ABSTRACT
Objectives: In Zambia, despite a relatively liberal legal
framework, there remains a substantial burden of
unsafe abortion. Many women do not use skilled
providers in a well-equipped setting, even where these
are available. The aim of this study was to describe
women’s knowledge of the law relating to abortion and
attitudes towards abortion in Zambia.
Setting: Community-based survey in Central,
Copperbelt and Lusaka provinces.
Participants: 1484 women of reproductive age
(15–44 years).
Primary and secondary outcome measures:
Correct knowledge of the legal grounds for abortion,
attitudes towards abortion services and the previous
abortions of friends, family or other confidants.
Descriptive statistics and multivariable logistic
regression were used to analyse how knowledge and
attitudes varied according to sociodemographic
characteristics.
Results: Overall, just 16% (95% CI 11% to 21%) of
women of reproductive age correctly identified the
grounds for which abortion is legal. Only 40% (95% CI
32% to 45% of women of reproductive age knew that
abortion was legally permitted in the extreme situation
where the pregnancy threatens the life of the mother.
Even in urban areas of Lusaka province, only 55%
(95% CI 41% to 67%) of women knew that an
abortion could legally take place to save the mother’s
life. Attitudes remain conservative. Women with correct
knowledge of abortion law in Zambia tended to have
more liberal attitudes towards abortion and access to
safe abortion services. Neither correct knowledge of
the law nor attitudes towards abortion were associated
with knowing someone who previously had an induced
abortion.
Conclusions: Poor knowledge and conservative
attitudes are important obstacles to accessing safe
abortion services. Changing knowledge and attitudes
can be challenging for policymakers and public health
practitioners alike. Zambia could draw on its previous
experience in dealing with its large HIV epidemic to
learn cross-cutting lessons in effective mass
communication on what is a difficult and sensitive
issue.

INTRODUCTION
Abortion is a sensitive and frequently stigma-
tised topic, both politically and socially. The
issue is frequently surrounded by secrecy,
shame and misconceptions, which can lead
to negative health and social consequences.1 2

Women are more likely to attempt a clandes-
tine, unsafe procedure if they are unaware
that they could legally visit a trained health
provider to obtain a safe abortion3 4 and may
well attempt an abortion regardless of the
law.5 Knowledge of the legal framework, in
addition to community attitudes and stigma,
can pose important barriers to accessing
reproductive health services. For women
themselves, even an abortion taking place in
a well-equipped facility with a trained pro-
vider may not be considered as ‘safe’ if she is
at risk from negative social consequences
due to the procedure.6

In Zambia, the maternal mortality ratio in
Zambia is currently estimated at 398 mater-
nal deaths per 100 000 live births,7 with
around 30% of maternal deaths thought to

Strengths and limitations of this study

▪ The study was a population-representative,
community-based survey with a good sample
size, carried out across three provinces in
Zambia.

▪ We were able to collect data on a large number
of variables relating to reproductive health,
including information on induced abortions
among the participant’s confidants, which are
not frequently collected.

▪ However, our study also had some limitations:
measuring attitudes and beliefs quantitatively is
complex, and may be seen to be over-simplifying
complex phenomena.

▪ Social desirability bias may have conceivably
affected the responses to the questionnaire.
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be due to unsafe abortion.8 Serious morbidity due to
unsafe abortion is also high (Owolabi O, et al. The inci-
dence of abortion-related near-miss complications in
Zambia: a cross-sectional study in Central, Copperbelt
and Lusaka provinces. (Forthcoming)).9 At first glance,
this might seem surprising since the legal framework
surrounding abortion is relatively liberal. However,
health system and human resource constraints mean
that, in practice, many Zambian women cannot access
safe abortion services.10 The Termination of Pregnancy
Act of 1972 states that an abortion may legally take place
if the continuation of the pregnancy involves a risk to
the pregnant woman’s life, physical or mental health; a
risk to the physical or mental health of any existing chil-
dren; or if there is a substantial risk that the child will be
born with birth abnormalities.11 The Act further speci-
fies that the pregnant woman’s actual or reasonably fore-
seeable environment may be taken into account. The
signatures of three doctors are needed, although this
requirement is waived if one doctor believes that the
abortion is immediately necessary to protect the
woman’s health. The Penal Code was amended in 2005
to explicitly state that abortion is permitted in cases of
child rape.8 In May 2009, the Ministry of Health pub-
lished a set of standards and guidelines for reducing
unsafe abortion; these clarified that a wide range of
factors including age, economic situation, social and cul-
tural environment, religion and marital status should be
considered in determining whether continuing a preg-
nancy poses a risk to the woman’s health, including her
subjective well-being. If one or more of these conditions
are met, then a trained health provider may carry out an
abortion based on the woman’s free consent.8 The
guidelines also state that mid-level providers can provide
first trimester abortions, which allow services to be
decentralised and reduce the distance women need to
travel in rural areas.8

Despite this relatively liberal legal framework, social
attitudes towards abortion remain conservative, and
knowledge of safe abortion services remains poor.12–14 A
household survey carried out in four communities in
the Copperbelt and Lusaka provinces in 2010 found that
people had strong beliefs regarding the immorality of
abortion.15 A health ranking exercise conducted in
urban focus groups identified unwanted pregnancy as
the most common sexual and reproductive health
problem among young people.16 Within this mixed-
methods study, self-induced abortion and traditional
healers were considered common methods of abortion,
with few participants considering going to a public
health facility unless something went wrong.16 This sug-
gests that many women may not use a trained provider
even where they are available. Women may also visit a
pharmacist to obtain a medical abortion,17 particularly
in urban areas.
Knowledge and attitudes towards abortion services are

important factors in decision-making processes for
access to reproductive healthcare among Zambian

women. The aim of this study was to describe women’s
knowledge of the law relating to abortion and attitudes
towards abortion in three provinces of Zambia (Central,
Copperbelt and Lusaka).

METHODS
Survey design
We conducted a community-based household survey
among women of reproductive age (15–44 years)
between 10 March and 6 May 2014 across Central,
Copperbelt and Lusaka provinces. A multistage sampling
design was used, with wards selected with probability
proportional to size using the 2010 census as a sampling
frame; each ward was subdivided into zones based on
estimated population density and sampling took place as
evenly as possible across these zones. The response rate
for the survey was 86%.
A structured questionnaire containing questions relat-

ing to sociodemographic characteristics, reproductive
and contraceptive history and fertility preferences was
administered; women were interviewed verbally with the
fieldworker entering her response onto a tablet com-
puter. Fieldworkers were females of reproductive age
able to communicate fluently in English and one or
more local languages; most had previous survey experi-
ence. The wording used in the Demographic and
Health Surveys (DHS) was maintained wherever possible
in order to facilitate comparisons. We also included a set
of questions adapted from a previous study on knowl-
edge and attitudes towards abortion conducted by Geary
et al15 to allow us to explore whether attitudes towards
abortion are changing over time. In addition, we
included questions based on the anonymous third party
reporting (ATPR), or ‘confidant’, method,18 19 which
collects data on abortions carried out by the woman’s
close friends, family or other confidants. The incidence
findings from the ATPR will be described in a forthcom-
ing, separate paper. Women were not asked whether
they themselves had ever had an induced abortion. The
questionnaire was pretested in purposively selected areas
of Lusaka, varying in population density and wealth,
prior to use.
All women aged 15–44 years living in selected house-

holds were invited to participate in the main survey
(sociodemographic questions; questions on knowledge
and attitudes, etc); however, only one woman per house-
hold was randomly selected to participate in the ATPR
module. We took this decision to maintain confidential-
ity between household members, who otherwise could
have been asked to report on each other, potentially
leading to recriminations.
All women gave written informed consent to partici-

pate in the study.

Statistical analysis
Our initial analysis focused on describing the proportion
of women who (1) believe abortion is legal in Zambia,
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and (2) believe abortion should be legal in Zambia,
according to the reason for the abortion.
Sociodemographic factors associated with better knowl-
edge of the abortion law were investigated using multi-
variable logistic regression.
In addition, we used multivariable logistic regression

to investigate whether women were more likely to agree
or strongly agree with the statement ‘abortion is
immoral’ according to age group, urban/rural resi-
dence, province of residence, highest education level
attended, religion and whether the woman knew of at
least one confidant who had an induced abortion
during the 5 years preceding the survey. This analysis
was repeated with women who agreed or strongly agreed
with the statement ‘women should have access to safe
abortion services’ as the outcome. Data on whether the
woman knew of at least one confidant who had an
induced abortion during the 5 years preceding the
survey came from the ATPR module, and therefore this
analysis is restricted to the subgroup which was selected
for this component.
All analyses were conducted using Stata V.14.0 and

took the survey design (clustering and sample weights)
into account.

FINDINGS
A total of 1484 women participated in this study, with
641 women providing data for the ATPR module. Our
sample was predominantly urban (68%; table 1). Most
women had attended school (94%) with over half the
sample having attended secondary education or higher.
Of those selected to respond to the ATPR module, 21%
knew of at least one person who had had an induced
abortion over the past 5 years.
Accurate knowledge of the legal framework surround-

ing induced abortion in Zambia was very low (figure 1).
Overall, just 16% of women of reproductive age correctly
identified the grounds for which abortion is legal in
Zambia. Correct knowledge was higher in urban areas
than in rural areas (19% vs 9%; p=0.0020). There was
no evidence of an association between age group and
correct knowledge (p=0.3974). The data disaggregated
by province are presented in online supplementary
figure S1A. Only 40% of women of reproductive age
knew that the extreme situation where the pregnancy
threatens the life of the mother was grounds for a legal
abortion. Even in urban areas of Lusaka province, only
55% of women knew that an abortion could legally take
place to save the mother’s life.
Figure 2 describes women’s opinions on whether they

believe abortion should be legal in Zambia for various
grounds, stratified by whether or not they think abortion
is currently legal for that reason. The proportion of
women who knew that abortion was legal for a given
grounds, but believed that it should not be, remained
relatively constant at just under 10%, regardless of the
reason for the abortion. A similar proportion of women

(around 10%) did not know that abortion was legal for
a given grounds, yet believed that it should be permit-
ted. However, an increasing proportion of women were
more likely to both think abortion was legal for a given
grounds and believe that it should be legal for that
reason as the severity of grounds for the procedure
increased.
Overall, 15% of women said that they thought abor-

tion should be legal regardless of reason, while 39% of
women thought that a pregnancy that threatened the
woman’s life should be grounds for a legal abortion.
Women’s attitudes towards abortion were generally

very conservative (figure 3). More than 90% of women
either agreed or strongly agreed with the statement
‘abortion is immoral’. Conversely, the majority of women
either disagreed or strongly disagreed with the state-
ments ‘women should have access to safe abortion ser-
vices’ (71%); and ‘unmarried women should have access
to safe abortion services’ (79%). The prompt ‘a woman
has the right to decide whether to continue with a preg-
nancy’ elicited more mixed responses.
The accuracy of women’s knowledge regarding the

abortion law was strongly associated with their level of
education (table 2). After adjusting for other sociodemo-
graphic characteristics, the odds of a woman correctly
knowing the legal grounds for abortion in Zambia were
over four times higher among women who had attended
higher (tertiary) education compared to those with

Table 1 Characteristics of the sample (N=1484)

N Per cent

Knows ≥1 person who has induced an

abortion in the past 5 years

No 505 79

Yes 136 21

Did not provide data for the ATPR

module

843 –

Age group (years)

15–24 726 49

25–34 486 33

35–44 273 18

Area of residence

Urban 1014 68

Rural 470 32

Province of residence

Central 345 23

Copperbelt 533 36

Lusaka 606 41

Highest level of education attended

None 58 4

Primary 485 33

Secondary 842 57

Higher education 99 7

Religion

Catholic 249 17

Other Christian 1224 82

Other 10 1

ATPR, anonymous third party reporting.
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Figure 1 Abortion knowledge: legal grounds for which women of reproductive age think abortion is permitted in Central,

Copperbelt and Lusaka provinces, stratified urban/rural (N=1484).

Figure 2 Women’s beliefs regarding whether abortion should be legal in Zambia, stratified by grounds for the procedure, and

whether she thinks abortion is currently legal or not (N=1484).

4 Cresswell JA, et al. BMJ Open 2016;6:e010076. doi:10.1136/bmjopen-2015-010076

Open Access



primary education only. Women’s knowledge of the law
was not associated with whether or not they knew of
someone who had had an induced abortion (p=0.7111).
Women with correct knowledge of abortion law in

Zambia tended to have more liberal attitudes towards
abortion (tables 3 and 4). There was some evidence that
older women aged 35–44 years were more likely to
believe abortion to be immoral than younger women
(table 3). We found evidence of a crude relationship
between level of education and whether a woman

believed ‘women should have access to safe abortion ser-
vices’, with more educated women being more likely to
agree with the statement. However, after adjusting for
confounders, this relationship was no longer statistically
significant (table 4).

DISCUSSION
Our findings show very low knowledge of the legal status
of abortion among women of reproductive age in

Figure 3 Women’s attitudes towards abortion in Central, Copperbelt and Lusaka provinces (N=1484).

Table 2 Association between whether a woman has correct knowledge of the legal status of abortion and whether the

woman knows at least one person who has terminated a pregnancy in the past 5 years adjusted for sociodemographic

characteristics (N=641)

Unadjusted Adjusted*

OR (95% CI) p Value OR (95% CI) p Value

Knows ≥1 person who has induced an abortion in the past 5 years

No 1.00 0.5055 1.00 0.7111

Yes 1.27 (0.62 to 2.57) 1.17 (0.50 to 2.72)

Age group (years)

15–24 1.00 0.7018 1.00 0.1392

25–34 0.84 (0.55 to 1.27) 0.53 (0.28 to 0.99)

35–44 0.80 (0.33 to 1.96) 0.77 (0.25 to 2.30)

Area of residence

Urban 1.00 0.4216 1.00 0.1598

Rural 0.71 (0.31 to 1.64) 0.54 (0.22 to 1.29)

Province of residence

Central 1.00 0.2045 1.00 0.4421

Copperbelt 0.71 (0.30 to 1.68) 0.63 (0.21 to 1.84)

Lusaka 1.37 (0.49 to 3.81) 1.03 (0.33 to 3.25)

Highest level of education attended

None 3.11 (1.70 to 5.69) <0.0001 0.85 (0.07 to 10.28) 0.0063

Primary 1.00 1.00

Secondary 2.06 (1.17 to 3.64) 1.29 (0.38 to 4.43)

Higher education 4.90 (2.12 to 11.29) 4.68 (1.52 to 14.37)

Religion

Catholic 1.00 0.8361 1.00 0.1287

Other Christian 1.19 (0.64 to 2.22) 2.16 (0.87 to 5.34)

Other 0.95 (0.10 to 9.30) 0.17 (0.01 to 3.58)

*Adjusted for all other variables in the model.
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Zambia and high levels of conservative attitudes. Across
the three provinces, less than one-fifth of women cor-
rectly knew the legal status of abortion in Zambia, with
only two-fifths knowing that abortion was allowed in the
most extreme situation to save the life of a pregnant
woman. This is lower than the prevalence of correct
knowledge that is reported in studies in South Africa
(32%),20 Mexico (45%)21 and Ethiopia (48%).22

Correct knowledge of abortion law among women was
very low even in urban Lusaka (23%). This is despite living
in close proximity to University Teaching Hospital (UTH),
a very large referral facility which provides abortions on
request as long as women comply with the broad legal
framework.23 Our findings may explain why, even at UTH,
only around 8% of all abortion-related admissions seen at
the facility are safe, legal procedures.23 Women who are
considering terminating an unwanted pregnancy but who
are unaware of the legal framework are much less likely to
approach a trained health provider24 and may instead seek
assistance through other means. Self-induced abortions
and abortions performed by untrained providers are less
safe and also illegal in Zambia.
Some previous studies in Zambia have suggested that

the burden of unsafe abortion is greatest among

adolescents and younger women.9 16 In our study, we
found no evidence of any association between age and
knowledge, and limited evidence between age and atti-
tudes towards abortion, similar to a previous study in
Zambia.15 Proving information on reproductive health
in school is sensitive in Zambia.25 26 Nevertheless, a
school-based programme such as the Comprehensive
Sexuality Education curriculum for senior secondary
school students may be a good channel for an
information-delivery intervention,27 28 given that schools
are one of the few institutions in regular contact with a
sizeable proportion of adolescents. According to the
most recent DHS, 55% of women aged 15–19 years had
at least some secondary education.7 A community-based
survey in Western province found that girls attending
secondary school were not well informed about repro-
ductive and sexual health issues, as schools had no
formal sex education programme and few girls discussed
such matters with their parents.9 Similar themes have
been observed among adolescent girls admitted to UTH
for incomplete abortions.29 Initiatives that combine edu-
cational and contraceptive interventions have been
shown to reduce unintended pregnancies among adoles-
cents.30 In addition, providing medical staff with

Table 3 Association between whether a woman agrees or strongly agrees with the statement ‘abortion is immoral’ and

whether the woman knows at least one person who has terminated a pregnancy in the past 5 years adjusted for

sociodemographic characteristics (N=641)

Unadjusted Adjusted*

OR (95% CI) p Value OR (95% CI) p Value

Knows ≥1 person who has induced an abortion in the past 5 years

No 1.00 0.2091 1.00 0.3690

Yes 0.67 (0.36 to 1.26) 0.74 (0.38 to 1.44)

Has correct knowledge of the abortion law in Zambia

No 1.00 <0.0001 1.00 0.0335

Yes 0.28 (0.17 to 0.44) 0.23 (0.06 to 0.89)

Age group (years)

15–24 1.00 0.7197 1.00 0.0481

25–34 0.84 (0.55 to 1.29) 0.60 (0.18 to 2.02)

35–44 1.01 (0.45 to 2.28) 2.92 (0.98 to 8.72)

Area of residence

Urban 1.00 0.3651 1.00 0.5019

Rural 1.33 (0.71 to 2.49) 1.38 (0.53 to 3.59)

Province of residence

Central 1.00 0.0095 1.00 0.2338

Copperbelt 1.86 (0.92 to 3.80) 1.51 (0.53 to 4.29)

Lusaka 0.63 (0.33 to 1.21) 0.88 (0.32 to 2.43)

Highest level of education attended

None 1.64 (0.34 to 7.79) 0.3841 4.14 (0.42 to 41.09) 0.5532

Primary 1.00 1.00

Secondary 1.39 (0.84 to 2.31) 1.33 (0.42 to 4.29)

Higher education 0.69 (0.29 to 1.64) 0.83 (0.25 to 2.78)

Religion

Catholic 1.00 0.1608 1.00 0.4465

Other Christian 0.56 (0.24 to 1.27) 0.56 (0.12 to 2.59)

Other ∞ ∞
*Adjusted for all other variables in the model.
†All women within this category agreed with the statement ‘abortion is immoral’; thus, the OR is not calculable.
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continuing education related to adolescent sexual and
reproductive health and legality of abortion in Zambia
may well improve service provision for this age group.31

Changing community knowledge and attitudes can be
challenging, particularly when the topic is stigmatised.
Additional interventions are needed to increase access to
reproductive health services, including safe abortion ser-
vices, among older age groups who are no longer at
school. Mass media interventions are one option; 51% of
women of reproductive age in Zambia listen to radio at
least once a week, and 40% watch television at least once
a week.7 There is some evidence that radio campaigns
have been successful in increasing condom use in
Zambia.32 However, interventions focused on increasing
knowledge of safe abortion services in other settings,
such as India, have found interpersonal communication
with family and existing community health workers to be
a promising approach.4 33 Ultimately, it is not just women
but the entire community which needs to be targeted.
Moving forward, it is essential to ensure that safe services
exist and to widely communicate where and when such
services are available, should women wish to access them.
Since 2010, when Geary et al15 conducted their survey,

attitudes towards abortion have generally remained

conservative. Their study found that 88% of people
strongly agreed that abortion is immoral, compared to
75% of women in our study. However, they found that
41% of people strongly agreed that women should have
access to safe abortion services.15 In our study, this was
just 11%, with a further 14% being in agreement. It
should be noted that there were differences in design
between the two studies: our study took place across a
much wider geographical area, whereas the Geary et al
study combined both men and women. These findings
are of particular concern to those arguing for the provi-
sion of safe abortion services, given that a draft revision
of Zambia’s constitution defined the right to life as begin-
ning at conception.34 At the time of writing, although the
Zambian President signed into law the Constitution of
Zambia Amendment Bill of 2015 on 5 January 2016, the
enacted constitutional amendments do not include the
Article in the draft Zambian Constitution which defines
life as beginning at conception. The enactment of this
Article and other constitutional amendments, deemed
‘contentious’, has been deferred until consensus is
reached among the different stakeholders.
Our study was a population-representative survey with

a good sample size, carried out across three provinces.

Table 4 Association between whether a woman agrees or strongly agrees with the statement ‘women should have access to

safe abortion services’ and whether the woman knows at least one person who has terminated a pregnancy in the past

5 years adjusted for sociodemographic characteristics (N=641)

Unadjusted Adjusted*

OR (95% CI) p Value OR (95% CI) p Value

Knows ≥1 person who has induced an abortion in the past 5 years

No 1.00 0.1672 1.00 0.4588

Yes 1.40 (0.86 to 2.29) 1.26 (0.68 to 2.35)

Has correct knowledge of the abortion law in Zambia

No 1.00 <0.0001 1.00 0.0384

Yes 1.94 (1.45 to 2.59) 1.86 (1.04 to 3.36)

Age group (years)

15–24 1.00 0.4016 1.00 0.3256

25–34 0.91 (0.67 to 1.23) 0.84 (0.50 to 1.41)

35–44 0.70 (0.40 to 1.20) 1.37 (0.64 to 2.92)

Area of residence

Urban 1.00 0.5932 1.00 0.0868

Rural 0.86 (0.50 to 1.49) 0.60 (0.34 to 1.08)

Province of residence

Central 1.00 0.5111 1.00 0.9109

Copperbelt 0.74 (0.44 to 1.25) 0.89 (0.51 to 1.56)

Lusaka 0.77 (0.42 to 1.41) 1.02 (0.51 to 2.04)

Highest level of education attended

None 2.06 (0.95 to 4.47) 0.0021 2.89 (0.77 to 10.82) 0.4711

Primary 1.00 1.00

Secondary 2.24 (1.42 to 3.54) 1.30 (0.60 to 2.80)

Higher education 3.37 (1.46 to 7.77) 1.33 (0.37 to 4.70)

Religion

Catholic 1.00 0.1952 1.00 0.0765

Other Christian 0.73 (0.45 to 1.18) 0.57 (0.30 to 1.06)

Other † †

*Adjusted for all other variables in the model.
†All women within this category agreed with the statement ‘abortion is immoral’; thus the OR is not calculable.
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We were able to collect data on a large number of vari-
ables, including information on induced abortions
among the participant’s confidants. However, our study
also had some limitations. Measuring attitudes and
beliefs quantitatively is complex, and a group of
researchers have recently developed a scale to measure
stigmatising beliefs about abortion.35 This scale was not
available at the time of our data collection, but we await
future findings with interest. Past methodological
research has demonstrated that question sequence can
influence the proportion of women who agree that abor-
tion should be legal for a given reason;36 this study found
that more respondents agree that abortion should be
legal ‘for any reason’ when the question is asked first,
compared to when it is asked after a sequence of alterna-
tive grounds. In our study, this question was ordered first
in the questionnaire; nonetheless, less than one in five
women agreed that abortion should be legal for any
reason. The specific phrasing of the questions themselves
may also have influenced the responses in ways it is diffi-
cult to determine. Finally, it is possible that women may
exaggerate their views on the immorality of abortion
because they want to fit in with existing social norms.1 We
did not consider it feasible for our respondent’s to self-
administer the questionnaire; thus, the interviewer was
privy to the information disclosed and respondents may
have been influenced into making more conservative
statements through social desirability bias.
Zambia currently has one of the more liberal abortion

legal frameworks in sub-Saharan Africa. However, in
practice, poor knowledge and conservative attitudes are
important obstacles to reproductive health access, which
should be acknowledged alongside more frequently
emphasised barriers, including a lack of trained provi-
ders, and distance to health facilities. Changing commu-
nity knowledge and attitudes in stigmatised areas can be
challenging for policymakers and public health practi-
tioners alike. Zambia could draw on its previous experi-
ence in dealing with its large HIV epidemic to learn
cross-cutting lessons in effective mass communication on
what is a difficult and sensitive and ultimately a very per-
sonal issue.
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