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Summary 

The highest rates of unsafe abortion worldwide are in Africa and Latin America, and especially East, Middle and West Africa and South America. Eastern, Middle and West Africa carry the greatest burden by far with respect to maternal mortality from unsafe abortion, and no other region approaches these three in this respect. Maternal mortality from unsafe abortion is relatively low in Latin America, and it seems that most women in that region receive hospital care for the complications they experience. 
Case studies of unsafe abortion in Nigeria, the Philippines and Guatemala demonstrate that some women in these countries are far more likely than others to undergo unsafe procedures and experience complications, and access to treatment is inequitable. The available research highlights disparities in women’s exposure to unsafe abortion related to their poverty status and place of residence. Of the two, poverty status seems to play a greater role in women’s access to safe abortion and post-abortion care.  

Proposed steps to reduce unsafe abortion and its consequences include making safe abortion available by training providers about safe and aseptic abortion practice, ensuring the availability of needed equipment and supplies, and promoting the use of the safest methods for first trimester abortions; improving access to emergency postabortion care; and targeting services to women who are most likely to suffer from unsafe abortions. 

Introduction

Unintended pregnancies play a major role in maternal morbidity and mortality worldwide, and especially in developing countries.
 If the UN Millennium Development Goal target of reducing the maternal mortality ratio by three-quarters between 1990 and 2015
  is to be accomplished, the health risks posed by unintended pregnancies must be dramatically reduced. 

It has been estimated that nearly 700,000 women died from unintended pregnancies between 1995 and 2000.
 Taken together with estimates of the annual number of maternal deaths produced by the World Health Organization,
 this means that unintended pregnancies account for 21% of all maternal deaths.
 The majority of these deaths - over 400,000 - were due to complications resulting from abortions carried out in unsafe conditions. 
 While unintended pregnancy and unsafe abortion are prevalent in all regions of the developing world, there are wide disparities in the level and severity of their consequences. These disparities carry implications for resource allocation for programs and services across regions and sub-regions and to sub-groups within countries.    
This report focuses on levels of unsafe abortion and its consequences, namely complications, hospitalizations, and maternal death, and how these vary across regions and subregions of the developing world. We also consider the conditions under which unsafe abortion occur, and how these differ across populations within countries, by drawing from findings from a few countries in which relevant research has been conducted. 

Where are unsafe abortions taking place? 

The incidence of induced abortion, whether safe or unsafe, is an indicator of the incidence of unintended pregnancy, and data on abortion levels can inform the allocation of resources by donor nations and international agencies for contraceptive services and supplies. Further, while safe abortion has minimal health consequences, unsafe abortions are a threat to women's health and survival.
 
 
 Unsafe abortion carries other consequences as well, including economic costs to health systems and families, stigmatization and psychosocial effects on women.
  

Worldwide, there were 29 abortions for every 1,000 women aged 15-44 in 2003 (the most recent year for which such estimates are available) (Table 1).
 This represents a 17% decline since 1995, when the abortion rate was 35 per 1,000 women. The decline has been more pronounced in developed countries, where it fell by about a third, from 39 to 26 abortions per 1,000 women between 1995 and 2003. In the developing world, the absolute number of abortions changed very little, but the rate fell from 34 to 29 (about 15%).  

Almost half of all abortions in 2003 were unsafe. In developed regions, the vast majority of abortions performed were safe, but in developing countries, more than half (55%) were unsafe, including 38% of abortions in Asia and over 95% in the Latin America region and Africa. Overall, 98% of all unsafe abortions in 2003 occurred in developing countries.

There are 29 unsafe abortions for every 1,000 women aged 15-44 in Africa and Latin America. The rate is much lower, at 11 per 1,000 women, in Asia. This is because abortion is considered generally safe in many parts of Asia; if only countries with evidence of unsafe abortion are considered, the rate in Asia is 20 per 1,000 women.
 

At the subregional level, the unsafe abortion rate is highest in Eastern Africa, at 39 per 1000 women aged 15–44. Within Africa it is also notably high in the Middle and Western regions, at 26-28 abortions per 1,000 women. In the Latin America region, the highest subregional unsafe abortion rate is in South America, where there are 33 unsafe procedures for every 1,000 women. Among Asia’s subregions, Southeastern Asia has the highest rate of unsafe abortion, at 23 per 1,000 women (the rate in this subregion is 27 among countries with evidence of unsafe abortion). 

South-central Asia has the highest absolute number of unsafe abortions of any subregion, owing to the sheer size of its population; in 2003, there were 6.3 million unsafe abortions. But the unsafe abortion rate there is moderate at 18 per 1000 women of reproductive age.

Maternal mortality from unsafe abortion 

Overall, it is estimated that 66,500 maternal deaths were due to unsafe abortion in 2003,
 down from an estimated 67,900 in 2000. The difference is considered to be commensurate with a slow decline in maternal deaths in general as a result of improved maternity services and better cared. Globally, the proportion of maternal deaths due to unsafe abortion has remained close to 13% over time; that is, one in eight pregnancy-related deaths result from unsafe abortions. Leading causes of abortion deaths worldwide are hemorrhage, infection, and poisoning from substances used to induce abortion.

Worldwide, it is estimated that there are 50 maternal deaths from unsafe abortion for every 100,000 live births. The maternal mortality ratio in Africa is more than double that in Asia, where it is estimated at 40 per 100,000 live births. The ratio in Latin America (20) is half again that in Asia. 

At the subregional level, the maternal mortality ratio is especially high in Eastern Africa (160) and also high in Western and Central Africa (110 and 100, respectively). In no other subregion does death from unsafe abortion even approach this level, and the region that carries the next highest burden in this respect is Southcentral Asia, where there are 60 maternal deaths per 100,000 births. 

Almost 2,000 deaths from unsafe abortion occur in Latin America, approximately 20 per 100,000 births; this is the lowest among the developing regions, and is attributed to the relatively well functioning health services in Latin America.

In developed regions as a whole, maternal death from abortion is virtually nonexistent. In developed countries with evidence of unsafe abortion, the maternal mortality ratio from the procedure is 2 per 100,000 births. 

Maternal morbidity from unsafe abortion

Maternal morbidity from unsafe abortion is known to be far more common than maternal deaths. Complications from unsafe abortion are believed to account for the largest proportion of hospital admissions for gynecological services in developing countries.
 But the incidence of maternal morbidity is difficult to measure. Evidence of the regional burden of abortion complications is limited to estimates of hospitalizations from unsafe abortions, which represent just a fraction of all the cases of abortion-related complications.
 
In the developing world as a whole, it is estimated that five million women are admitted to hospital for treatment of complications from induced abortions each year.
 Taken together with the finding that about 20 million unsafe abortions occur annually, this means that roughly 1 in 4 women who undergo an unsafe abortion are admitted to a hospital for treatment of complications. 

The incidence of hospitalizations translates to an average rate of 5.7 per 1,000 women per year in all developing regions, excluding China (where abortion is legal, safe, and widely available). By comparison, complications from abortion procedures or hospitalization are considered to be extremely rare in developed countries. 

The regional complication rate is estimated to be highest in Africa (8.8 per 1,000 women, a total of 1.7 million women), followed closely by Latin America and the Caribbean, with an estimated rate of 7.7 (1 million women), and a much lower rate of 4.1 in Asia (2.3 million, excluding Eastern Asia).

If current rates of complication persisted throughout a woman’s reproductive years, about one in five women would be admitted to hospital for treatment of complications from unsafe abortion at some point in her life.
Case studies: unsafe abortion in Guatemala, Nigeria and the Philippines

Research on the incidence, conditions and consequences of unsafe abortion in a small number of countries demonstrates that some groups of women are more likely than others to face the risks associated with unsafe abortion. The findings presented here focus on Guatemala in Central America, Nigeria in Sub-Saharan Africa and the Philippines in Asia. 

Abortion Incidence

Abortion incidence is similar and moderately high in all three countries: 24 per 1,000 women aged 15-44 in Guatemala (based on data for 2003), 
 25 in Nigeria (1996) 
 and 27 in the Philippines (2000). 
 
Within each of these countries, abortion rates vary by region. For example in Nigeria, the rate is highest in the relatively developed Southwest region (46 per 1,000 women).
 Similarly in the Philippines, abortion is most prevalent in urban Manila (52 per 1,000 women).
 

Conditions of abortion services

The extent to which abortions are safe can be gauged by the types of providers women turn to and the types of methods used. There is evidence of differentials on both these counts, as well on women’s access to post-abortion care, between sub-groups of women in all these countries.
Abortion Providers: In Nigeria, many abortions are sought from qualified providers: 58% of women who admitted to having an abortion had the procedures in private or public hospitals or clinics; the remaining women went to chemists or native doctors or induced abortions on their own (possibly with the help of someone close to them). But poor women were less likely to seek professional care than women who were relatively well off, or “nonpoor.” While 66% of nonpoor women obtained their abortions from trained providers less than 45% of poor women did so. (Figure 1). 
In the Philippines, only about 25% of women who attempted an abortion saw a doctor, nurse or trained midwife. Others turned to a pharmacist or a traditional healer, or induced their abortions on their own. Findings suggest that abortion is far less safe in the Philippines than in Nigeria overall. However, the disparities in access to safe abortion observed in Nigeria are also evident in the Philippines: while 55% of nonpoor women saw a trained professional for their last abortion attempt, only 19% of poor women did so.
 
In Guatemala, health care providers were asked their opinions regarding where Guatemalan women go for an abortion. The respondents’ opinions suggest a gradation in women’s access to safe abortion by both residence and poverty status, such that about 68% of nonpoor urban women turn to a trained professional, compared to only 32% of nonpoor, rural women, 26% of poor urban women and 18% of poor rural women. Thus, being poor and living in rural area implies a double disadvantage and the greatest risk of exposure to abortion related complications.

Methods used to induce abortion: Almost half (48%) of women in Nigeria who obtained an abortion received either dilation and curettage (D&C) or manual vacuum aspiration (MVA), the two methods considered safe for the majority of procedures. Other women resorted to a variety of other methods, including ingesting tablets or herbal remedies of unknown content, receiving injections or inserting objects into the vagina.
 Women who were well off were more than twice as likely to undergo a safe type of procedure as their poor counterparts: 59% of the former compared to 29% of the latter. 
In the Philippines only slightly more than 20% of who attempted to terminate their last pregnancy received D&C or MVA and close to 20% reported use of misoprostol to medically induce an abortion. Other women used herbs, other hormonal drugs or unspecified methods.
 About 55% of nonpoor Filippina women who obtained an abortion underwent D&C or MVA, compared to only 13% of poor women. 

Abortion-related complications and treatment

Evidence from community-based surveys in Nigeria and the Philippines provides insights on both the incidence and the severity of abortion complications, and how these vary between groups of women. In Nigeria, nearly one in four women who had obtained an abortion experienced moderate or serious complications. About 30% of poor women reported serious complications, compared with only 21% of their nonpoor counterparts (Figure 2).
 

In the Philippines, the overall level of complications observed was far greater than in Nigeria, probably as a result of greater hazards of unsafe abortion in the Philippines, as well as the use of a broader definition of complications. The rate of complications was similar among poor and nonpoor women in the Philippines (79-85%). However, among women who experienced complications, the likelihood of having a severe complication was twice was high for poor women. Women in urban areas were less likely to report complications of any kind from the procedure than women in rural areas. 

In Guatemala, health care professionals are of the opinion that complications from unsafe abortion are least common among urban nonpoor women (32%) and most common among the rural poor (62%). They also report that nonpoor women in rural areas fare better than the urban poor (47% compared to 62%).

Not all women who have complications from unsafe abortions receive treatment. In Nigeria, one in three women who have complications from unsafe abortion obtained treatment,
 including 43% of nonpoor women and 30% of poor women. However, there was no difference between the proportions of urban and rural women who received care from abortion complications. In Guatemala, according to the opinions of health care professionals, 60-88% of women who experience complications seek care, and the disparities by poverty status are greater than the disparities by place of residence.
 
Implications and recommendations 
The evidence on unsafe abortion points to a number of policy and program actions that would improve the maternal health of women in developing countries. Recommendations to reduce unsafe abortion and its consequences include: 

· Ensure that safe abortion is available to the extent allowed by law by training providers about safe and aseptic abortion practice, ensuring the availability of needed equipment and supplies, and promoting the use of the safest methods for first trimester abortions, including medical abortion and manual vacuum aspiration.

· Improve access to emergency postabortion care, so that women who experience complications from unsafe abortion receive prompt treatment. Such care should be comprehensive and include contraceptive counseling, services and supplies. 
· Target services toward women who are most likely to suffer from unsafe abortions, including poor women and women in rural areas. 
Preventing unintended pregnancy is the first step toward reducing the number of unsafe abortions. Indeed, of the 76 million unplanned pregnancies that occurred in developing countries in 2003, two thirds occurred to women who were not using any contraception.
 Programmatic strategies for reducing unplanned pregnancy by reducing the unmet need for contraception have been presented elsewhere.
 These include offering a range of contraceptive options to help women identify and use methods that are acceptable to them, and ensuring that counseling, education and mechanisms for periodic follow-up are in place to help women sustain contraceptive use and switch methods as their needs and preferences change. 

African women experience health consequences and death from unsafe abortion at higher levels than women in any other region of the world. Women in Eastern, Central and Western Africa pay a particularly high price for unsafe abortion, often with their lives. The unmet need for contraception is also greater by far in Africa than any other region.
 Substantial resources must be directed to supporting contraceptive use and making abortion safe in this region if African women are to safely achieve their fertility goals. 

A focus on Africa should not, however, be at the exclusion of women in need in other parts of the world. Even in developing regions where woman are faring better than women in sub-Saharan Africa, very large numbers of women are still at risk of an unintended pregnancy, and millions resort to unsafe abortion to avoid an unwanted birth. It can also be effective to focus national efforts on women who are most likely to resort to unsafe abortions and suffer the consequences within each country. 

Currently, millions of women worldwide become pregnant when they do not intend to. International family planning efforts so far have made important inroads in addressing the demand for contraception. Future interventions can have a tremendous impact on the health and well-being of women, their families and society as they pursue their fertility aspirations.

�  The definition of unintended pregnancy employed in these estimations does not include mistimed births. If it did, unintended pregnancies would account for a larger proportion of all maternal deaths.
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