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Morbidity from Unsafe Abortion: Summary
Introduction: Morbidity from unsafe abortion is a persistent and extremely neglected issue.  At least 20 million unsafe abortions occur each year, almost all in developing countries with restrictive abortion laws.  Experts estimate that about 66,500 women die as a result, and at least 5 million more suffer complications serious enough that they seek medical attention in hospitals.  Unsafe abortion also commonly results in long-term and chronic health problems, including reproductive tract infections and infertility. 

These deaths and injuries are particularly tragic because they are entirely preventable and because they contrast so sharply with experience in industrialized countries with liberal laws, where both morbidity and mortality from unsafe abortion are negligible.  Worldwide, women most at risk of suffering serious complications or dying from unsafe abortion are young, poor, and reside in rural areas in countries with restrictive abortion laws.  Women in sub-Saharan Africa are at greatest risk.

Growing body of evidence: While hard data are still limited, new evidence of the magnitude of morbidity from unsafe abortion is available from a number of countries, including Cambodia, Guatemala, Kenya, Nigeria, the Philippines and Uganda.  These data reveal that a high proportion of women seeking treatment at hospitals have serious complications and that many attempt to induce abortion in the second trimester of pregnancy, when clinical risks are particularly high.  
Research is also helping to clarify the tremendous costs associated with treating complications of unsafe abortion, which impose significant economic burdens on already over-burdened developing-country health systems.  Providing high-quality decentralized postabortion care (treatment for abortion complications and postabortion family planning counseling and services) can significantly decrease these costs.  The cost of providing postabortion care is much higher than that of providing safe elective abortion under a liberal law, however.  

Global response: Beginning with the International Conference on Population and Development (ICPD) in 1994 and continuing in subsequent global conferences, the international community has also responded to the maternal health consequences of unsafe abortion by pledging to make safe abortion more available.  Increasingly, governments and other actors are recognizing women’s lack of access to abortion as a denial of their basic human rights.  
 
Actions being taken in some countries include changes in laws and new governmental commitments to make safe abortion available through public health systems to the fullest extent of existing laws.  Ethiopia and Nepal recently liberalized laws governing provision of abortion, for example, and are implementing comprehensive plans for training and equipping health-care providers to offer safe abortion care.  
Global organizations such as the World Health Organization (WHO), the International Federation of Obstetricians and Gynaecologists (FIGO), the International Planned Parenthood Federation (IPPF), Marie Stopes International and Ipas are addressing the issue through research, advocacy, training, service delivery and other activities.  Several European governments, notably the United Kingdom’s Department for International Development, are providing much-needed financial support.  Overall, however, the global response to unsafe abortion is still far from commensurate to the scale of the problem.
Actions needed:  In addition to liberalizing abortion laws, actions still needed to prevent both deaths and injuries from unsafe abortion include improving overall use of contraception, promoting the use of safe abortion techniques, strengthening the skills of health-care providers (especially midwives), and ensuring that women know where and how to obtain safe abortions. 
Morbidity from Unsafe Abortion
Introduction  

Reliable data on the incidence and impact of complications from unsafe abortion are limited, reflecting the stigma that surrounds abortion even in countries where it is legally permitted.  Fearing legal prosecution and social persecution, many women are understandably reluctant to share with researchers, government officials or health-care providers their experiences resolving unwanted pregnancies.  Also, purposely or not, abortion complications are often hidden in or omitted from other health statistics.

Still, available evidence leaves no room for doubt:  In addition to causing the deaths of at least 66,500 women every year, unsafe abortion – termination of pregnancy either by persons lacking the necessary skills or in conditions that do not conform to minimal medical standards, or both (WHO 2007) – affects millions of women, families and communities around the world.  Effective strategies for reducing unsafe abortion and minimizing its health, economic and other consequences are well-known and affordable but, tragically, inadequately implemented.  
Unsafe abortion methods and incidence

When performed by qualified personnel in clean, appropriately equipped facilities, abortion is one of the safest of all medical procedures.  But when safe abortion is not available or accessible, women or those to whom they turn for help use a wide variety of methods to end unwanted pregnancies, many of which are very dangerous.  

The World Health Organization estimates that about half of the approximately 40 million abortions performed each year are unsafe (WHO 2007).  As the global abortion rate has declined slightly in recent years, the proportion that are unsafe has increased (Sedgh et al. 2007).  The vast majority (98%) of unsafe abortions occur in developing countries with restrictive abortion laws, and 90% of abortion-related deaths are concentrated in South Central Asia and Sub-Saharan Africa (WHO 2007).  Women in these countries, who are among the world’s most marginalized people, accordingly suffer the brunt of injuries, illness and death related to unsafe abortion. 
Health consequences of unsafe abortion

Types of complications. Complications of unsafe abortion range from relatively benign to life-threatening.  The most common are haemorrhage; sepsis (infection); trauma to the vagina, uterus and abdominal organs; peritonitis; reproductive tract infection; and shock.  If not treated appropriately and promptly, any of these complications can lead to more serious health repercussions, including death.  The WHO estimates that complications from unsafe abortion account for 13% of all deaths of women related to pregnancy and childbirth (WHO 2007). 
Incidence and severity of complications.  A recent comprehensive analysis suggests that about 5 million women are hospitalized each year in developing countries for complications of unsafe abortion, accounting for the largest proportion of admissions for gynaecological services (Singh 2006).  We also know that many more women who experience complications never reach hospitals for treatment or decide not to seek it, because they fear prosecution, stigmatization or poor treatment from health-care provider, because the cost of reaching a hospital is too prohibitive or the distance too long, or for other reasons. 

In addition, long-term and chronic health problems, such as infertility, can result from unsafe abortion.  Of the estimated 5 million women who experience temporary or permanent disability from unsafe abortion each year, more than three-fifths suffer from reproductive tract infections, and more than half of those women develop secondary infertility as a result.  Researchers calculate that about 24 million women currently living are infertile because of unsafe abortion (WHO 2007).  

Methodologies for estimating abortion incidence and impact using available data are becoming increasingly sophisticated.  In addition, improvements in hospital-based monitoring and evaluation in numerous countries and new nationwide studies are contributing to greater understanding of the true scale of unsafe abortion and its consequences.  For example:

· In Kenya, which permits abortion only to save the life of the pregnant woman, the first national study of abortion-related complications estimated that more than 20,000 Kenyan women are admitted to public hospitals with abortion complications each year (Gebreselassie et al. 2005); the estimate does not include women who seek care at health centers, mission hospitals or private clinics.  Researchers found that 28% of women treated in public hospitals for abortion complications had serious complications, and more than a third of those identified as having tried to induce abortion were in the second trimester of pregnancy, when abortions by any method carry significantly more risks than those performed earlier.  
· A similar study (also the first of its kind) in Cambodia, where abortion is legally permitted but not broadly available, found that 40% of the nearly 32,000 women who sought care in government facilities for complications of miscarriage or induced abortion in 2005 reported or showed strong signs of having attempted an abortion (Fetters et al. 2008).  About 17% of those women were in the second trimester of pregnancy, and 42% had complications classified as high-severity.  More than a third of the women seeking care for abortion complications had to be referred to another facility, thus delaying their care.  


Similar findings have also emerged from national surveys by the Guttmacher Institute in Nigeria, Uganda, the Philippines and Guatemala (Bankole et al. 2008, Henshaw et al. 2008, Juarez et al. 2005, Singh et al. 2006, Singh et al. 2005), and a national study using the same methods as the Kenya and Cambodia studies is nearing completion in Ethiopia.  

Increasing availability of misoprostol -- a medication that can induce abortion but is also used to treat ulcers and for a range of obstetric and gynecological indications -- seems to be reducing both the incidence and severity of abortion complications in some regions.  To date, this phenomenon is most notable in Latin America, where the drug has been available since the early 1990s.  In both Peru and Brazil, for example, hospital admissions for treatment of abortion complications fell by about one-third over a period of nine and 13 years, respectively, as use of misoprostol increased (Grimes et al. 2006, Lafaurie et al. 2005).  It appears that fewer women are resorting to crude methods such as inserting sharp objects into the cervix to provoke abortion, thus avoiding some of the most serious complications such as uterine perforation that commonly lead to infection.  More women are taking misoprostol tablets obtained from chemists or on the black market to begin an abortion, then reporting to hospitals for treatment of incomplete abortions.  Although reduction of the most severe complications of unsafe abortion is encouraging, unsupervised use of misoprostol carries its own risks.  
Risk factors for severe complications.  Worldwide, the women most at risk of suffering serious complications or dying from unsafe abortion share several characteristics: they overwhelmingly live in countries with restrictive abortion laws, they are poor, they reside in rural areas, and they are young.  

Women have abortions just as frequently where abortion is legally restricted as where it is broadly permitted by law, but the health consequences of abortion clearly vary with legal status.  Both mortality and morbidity from unsafe abortion are highest in countries with restrictive abortion laws.  For example, about 120 women die from unsafe abortion for every 100,000 live births in sub-Saharan Africa, where abortion laws generally are very restrictive, compared to a negligible number in developed countries, which typically have more liberal laws (WHO 2007).  
Studies strongly suggest that liberalizing abortion laws can have an immediate impact in diminishing incidence and impact of unsafe abortion.  After South Africa made first-trimester abortion available on broad grounds, in 1997, the incidence of infection resulting from abortion decreased by 52% and the maternal mortality rate declined by 91% (Jewkes et al. 2005).  It is important to note, however, that liberalizing laws alone is not sufficient to achieve such improvements.  India and Cambodia are but two examples of countries that legally permit abortion on broad grounds but where unsafe abortion remains rampant.  Governments, health systems and others must also invest in training and equipping providers and facilities, among other key steps to ensure effective implementation of a liberalized law. 
In addition to those who live under restrictive abortion laws, women who are poor are more likely to resort to the most dangerous methods of unsafe abortion and to suffer serious health consequences.  For instance, a study in Nigeria found that only 44% of poor women had an abortion performed by a medical professional in a medical facility, compared to 66% of those who were not poor (Guttmacher 2006).  Poor women were more than twice as likely to seek help from a traditional healer or to attempt to induce abortion themselves.  They were also more likely to have had an abortion at later gestations and to have experienced serious complications.  

Finally, researchers estimate that more than two-thirds of unsafe abortions occur among girls and women between the ages of 15 and 30 and that almost 14% of those in developing countries are among women under 20 (WHO 2007).  These statistics indicate an urgent need for prevention, education and health-service outreach designed specifically for adolescents and younger women. 

Economic consequences
Complications from unsafe abortion pose a significant economic burden on developing-country health systems already struggling with inadequate resources to address other urgent health problems, particularly in the area of maternal health.  Costs of caring for women suffering from complications of unsafe abortion include staff time, overnight hospitalization, medications, blood and medical supplies.  Women and their families typically bear a substantial portion of costs for treatment of abortion complications – 71% of costs incurred by the hospital, according to one study in Nigeria (Bankole 2008) -- in addition to lost time and productivity.  
Improving the quality and accessibility of postabortion care can have a substantial impact in decreasing the economic as well as health burden of with unsafe abortion.  For example, application of a costing tool to data from Uganda (where abortion is legally restricted) showed that by using recommended interventions for postabortion care, the health system could reduce the mean per case cost of abortion care from US $45 to $25 (Johnston et al. 2007).  Such savings could be applied to any number of other critical health problems. 

At the same time, the cost of providing postabortion care is significantly higher than that of offering women safe elective abortions under a liberal law.  Using the same costing model, researchers projected that provision of decentralized elective abortion by midwives in Uganda, using recommended techniques, would result in cost savings of 86% from the current model of treating abortion complications at tertiary-level hospitals -- for a total per-case cost of only US $5 (Johnston et al. 2007).  Similarly, a study of the costs of unsafe abortion in Mexico City, before legal abortion became available there, estimated that making abortion safe, legal and accessible could save the government more than US $600,000 a year (PATH, Ibis Reproductive Health, Population Council 2007). 

Social consequences
In addition to suffering serious, often long-lasting health consequences from unsafe abortion, women may suffer psychologically and socially.  Knowingly breaking the law, as many women do in order to avoid having a child they are not prepared to care for, naturally results in stress.  Many women suffer social ostracism as well, particularly if complications of unsafe abortion render them infertile.  Families suffer consequences from women’s ill health, too:  Although the subject has not been well researched, abortion-related morbidity likely takes a significant toll on women’s ability to care and provide for their children.  Perhaps most strikingly, researchers estimate that every year about 220,000 children lose their mothers to complications of unsafe abortion (Grimes et al. 2006, Singh et al. 2003). 

Actions needed

Abortion occurs everywhere, regardless of legal restrictions; where it is legal, it is generally safe, and where it is illegal, it is generally unsafe.  The most effective way to prevent abortion-related morbidity and mortality, as well as reduce costs associated with treating related complications, is to make safe abortion widely accessible.  

In every legal context, there is much more that health systems can do to prevent unintended pregnancy and unsafe abortion, care for women suffering abortion complications, and ensure that safe abortion is available to the extent of the law.  Specific actions required include: 
· improving access to and overall use of modern contraception

· promoting the use of safer abortion techniques, such as vacuum aspiration and medical abortion (especially combined use of mifepristone and misoprostol)

· strengthening the abortion-related skills of health-care providers, especially midwives, who are many women’s primary health-care providers 
· ensuring that women know where and how to obtain safe abortions, and
· more effectively and consistently integrating family planning counseling and services into postabortion care, to help women break the cycle of repeat unintended pregnancy and abortion.

Other steps that health systems, governments, donors and others must take to decrease morbidity from unsafe abortion include reducing the stigma surrounding abortion, by promoting more open discussion of the realities of unintended pregnancy and unsafe abortion, and investing more resources in research to document the incidence and impact of unsafe abortion, as a tool for improving health services and policies.

Addressing unsafe abortion has been on the international community’s agenda since 1994, when governments represented at the International Conference on Population and Development (ICPD) agreed by consensus that it is a major public-health concern requiring immediate and sustained attention.  In subsequent global meetings, governments have further pledged to make safe abortion accessible to the extent of existing laws.  A number of international donors, multi- and bi-lateral organizations and NGOs are working toward these goals.  For example: 

· The World Health Organization has issued technical and policy guidance on safe abortion for health systems and continues to monitor the incidence and impact of unsafe abortion.  

· The International Federation of Obstetricians and Gynaecologists (FIGO) recently formed a working group through which national ob-gyn societies will be encouraged and supported to analyze and address the health consequences of unsafe abortion.

· International NGOs such as the International Planned Parenthood Federation (IPPF), Marie Stopes International (MSI) and Ipas are working to expand the availability of safe abortion services in both the public and private sectors by training health-care providers and other measures.  Such efforts are leading to measurable increases in the number of women being served with safe abortion services in countries such as Nepal and Ethiopia where abortion laws have recently been liberalized. 

· The International Union for the Scientific Study of Population (IUSSP) recently convened an expert seminar on measurement of abortion incidence and abortion-related morbidity and mortality.  

Several European governments are providing essential leadership in addressing abortion mortality and morbidity.  Notably, the United Kingdom’s Department for International Development (DFID) has funded programs globally and in a number of countries to advance access to safe abortion care.   
Conclusion 
Injuries and illness resulting from unsafe abortion occur on a very large scale globally, with particularly dire impact in developing countries.  Health consequences from unsafe abortion, including deaths, are especially tragic because they are entirely preventable.  There is much that the global community can and must do to relieve the suffering of millions of women and their families from unsafe abortion.
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