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Abstract

Objective: This review aims to provide the latest global and regional
estimates of the incidence and trends in induced abortion, both
safe and unsafe. A related objective is to document maternal
mortality due to unsafe abortion. The legal context of abortion and
the international discourse on preventing unsafe abortion are
reviewed to highlight policy implications and challenges in
preventing unsafe abortion.

Methods and Data Sources: This review is based on estimates of
unsafe abortion and maternal mortality ratios. These estimates are
arrived at using the database on unsafe abortion maintained by
the World Health Organization. Additional data from the
Demographic and Health Surveys and the United Nations
Population Division are used for further analysis of abortion and
mortality estimates.

Results: Each year 42 million abortions are estimated to take place,
22 million safely and 20 million unsafely. Unsafe abortion accounts
for 70 000 maternal deaths each year and causes a further 5
million women to suffer temporary or permanent disability.
Maternal mortality ratios (number of maternal deaths per 100 000
live births) due to complications of unsafe abortion are higher in
regions with restricted abortion laws than in regions with no or few
restrictions on access to safe and legal abortion.

Conclusion: Legal restrictions on safe abortion do not reduce the
incidence of abortion. A woman’s likelihood to have an abortion is
about the same whether she lives in a region where abortion is
available on request or where it is highly restricted. While legal
and safe abortions have declined recently, unsafe abortions show
no decline in numbers and rates despite their being entirely
preventable. Providing information and services for modern
contraception is the primary prevention strategy to eliminate
unplanned pregnancy. Providing safe abortion will prevent unsafe
abortion. In all cases, women should have access to post-abortion
care, including services for family planning. The Millennium
Development Goal to improve maternal health is unlikely to be
achieved without addressing unsafe abortion and associated
mortality and morbidity.

Résumé

Objectif : Cette analyse vise à fournir les dernières estimations
mondiales et régionales quant à l’incidence et aux tendances en
matière d’avortement provoqué, tant dans des conditions salubres
qu’insalubres. Un des objectifs connexes est de documenter la
mortalité maternelle attribuable aux avortements pratiqués dans
des conditions insalubres. Le contexte légal de l’avortement et le
discours international sur la prévention des avortements pratiqués
dans des conditions insalubres sont analysés en vue de souligner
les implications pour ce qui est des politiques et les défis à
surmonter pour assurer la prévention des avortements pratiqués
dans des conditions insalubres.

Méthodes et sources de données : Cette analyse est fondée sur
des estimations quant aux taux d’avortement pratiqué dans des
conditions insalubres et de mortalité maternelle. Ces estimations
sont élaborées en fonction de la base de données sur les
avortements pratiqués dans des conditions insalubres qui est
maintenue par l’Organisation mondiale de la santé. Des données
additionnelles issues des enquêtes démographiques et sanitaires
et de la United Nations Population Division sont utilisées pour
approfondir l’analyse des estimations quant à l’avortement et à la
mortalité.

Résultats : Chaque année, on estime que 42 millions d’avortements
sont pratiqués : 22 millions, dans des conditions salubres, et
20 millions, dans des conditions insalubres. L’avortement pratiqué
dans des conditions insalubres est à l’origine de 70 000 décès
maternels chaque année et fait également en sorte que
cinq millions d’autres femmes connaissent une invalidité
temporaire ou permanente. Les taux de mortalité maternelle
(nombre de décès maternels par 100 000 naissances vivantes)
attribuables aux complications de l’avortement pratiqué dans des
conditions insalubres sont plus élevés dans les régions pourvues
de lois restrictives quant à l’avortement que dans les régions ne
présentant que peu ou pas de restrictions pour ce qui est de
l’accès à l’avortement en toute sécurité et légalité.

Conclusion : Les restrictions juridiques visant l’avortement pratiqué
dans des conditions salubres n’entraînent pas de baisse de
l’incidence de l’avortement. La probabilité qu’une femme subisse
un avortement est pratiquement la même, qu’elle vive dans une
région où l’avortement est disponible sur demande ou dans une
région où l’avortement fait l’objet d’un grand nombre de
restrictions. Bien que le nombre d’avortements pratiqués en toute
sûreté et légalité ait récemment connu une baisse, les taux et le
nombre des avortements pratiqués dans des conditions insalubres
ne connaissent aucune baisse, et ce, malgré le fait qu’ils soient
entièrement évitables. L’offre de renseignements et de services
quant à la contraception moderne constitue la principale stratégie
de prévention en vue d’éliminer les grossesses non voulues.
L’offre d’avortements pratiqués dans des conditions salubres
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permettra de prévenir la pratique d’avortements dans des
conditions insalubres. Dans tous les cas, les femmes devraient
avoir accès à des soins post-avortements, y compris des services
de planification familiale. L’atteinte de l’objectif du Millénaire pour
le développement visant l’amélioration de la santé maternelle est
peu probable, si l’on ne parvient pas à traiter de la question des
avortements pratiqués dans des conditions insalubres et de leurs
taux connexes de mortalité et de morbidité.

J Obstet Gynaecol Can 2009;31(12):1149–1158

INTRODUCTION

Induced abortion, safe or unsafe, is a universal phenome-
non and has existed throughout recorded history.1 Yet it

continues to be a highly charged, controversial issue, raising
extreme passions among lay people, as well as politicians,
religious leaders, and health and rights advocates. Induced
abortion is generally stigmatized and potentially life-
threatening, both for women seeking abortion and for those
providing it. An estimated 70 000 women die each year
because of complications of unsafe abortion; the recent kill-
ing of Dr George Tiller is a stark reminder that providers of
abortion also suffer grave consequences.2 This trend per-
sists against the backdrop of major advances in the medical
profession, especially in terms of the availability of safe and
effective technologies and skills for induced abortion.
Unsafe abortion presents one of the most critical global
public health and human rights challenges of the present
times.

Each day 192 women die because of complications arising
from unsafe abortion; that is one woman every eight min-
utes, nearly all of them in developing countries. These
women are likely to have had little or no money to procure
safe services; many of them are young, perhaps in their
teens, living in rural areas and having little social support to
deal with their unplanned pregnancy. Some of them have
been raped, and some have experienced an accidental preg-
nancy due to the failure of the contraceptive method they
were using or the incorrect or inconsistent way they used it.
Some of them lacked knowledge of methods to prevent
unintended pregnancy or did not have the means to obtain
them. Some may have found contraceptive services hard to
reach, while others may have been turned away by
judgemental or insensitive providers. A large percentage of
them may have first attempted to self-induce the abortion
and failing that, they may have turned to an unskilled, but
relatively inexpensive and affordable provider.

Induced abortion can be provided safely on request or on
broad grounds or it can be provided unsafely, especially
when it is clandestine. The World Health Organization
(WHO) defines “unsafe abortion” as a procedure for termi-
nating an unintended pregnancy either by individuals with-
out the necessary skills or in an environment that does not

conform to minimal medical standards or both.3 Induced
abortions may be performed within or outside the prevail-
ing legal framework. When performed within the legal
framework, the safety of the procedure depends on the
requirements of the law and on the resources and medical
knowledge and skills available. In countries that lack human
and technical resources, abortions may not be sufficiently
safe by international standards even though they may meet
the legal and medical requirements of the country. Legal
authorization is, nevertheless, a necessary step to eliminate
unsafe abortion.

Induced abortions outside the legal framework are fre-
quently performed by unqualified and unskilled providers
or are self-induced; such abortions often take place in unhy-
gienic conditions and involve dangerous methods or incor-
rect administration of medications. Even when performed
by a medical practitioner, but outside the conditions of the
law, a clandestine abortion generally carries additional risk:
medical back-up is not immediately available in an emer-
gency, the woman may not receive appropriate post-
abortion attention and care, and, if complications occur, the
woman may hesitate to seek medical care. The risk of unsafe
abortion differs with the skills of the provider and the
method used, but is also linked to the de facto application of
the law.4,5

The primary objective of this review is to provide the latest
global and regional estimates of the incidence and trends in
induced abortion, safe or unsafe, and to describe the conse-
quences of unsafe abortion.

METHODS AND DATA SOURCES

Induced abortion may be the most difficult indicator of
women’s health to measure. Where induced abortion is
restricted and largely inaccessible, or legal but difficult to
obtain, it is hard to quantify and classify. The available
information is, therefore, not completely reliable, because
of legal, ethical, and moral considerations that hinder
reporting. Occurrence tends to be under-reported in sur-
veys and unreported or under-reported in hospital records.
Of course, there are no records for women who do not seek
post-abortion care in hospitals or other facilities, including
private clinics and pharmacies. Only the tip of the iceberg,
therefore, is visible in the number of deaths and the number
of women who suffer severe trauma, infection, or severe
blood loss and seek medical care.

Whether legal or illegal, induced abortion is generally stig-
matized and frequently censured by religious teaching or
ideologies. Women are often reluctant to admit to an
induced abortion, especially when it is illegal, and
under-reporting occurs even where abortion is legal.6–9

When abortions are clandestine, they may not be reported
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at all or they may be reported as spontaneous (miscar-
riage).10–12 The language used to describe induced abortion
reflects this ambivalence: terms include “induced miscar-
riage” (fausse couche provoquée),13 “menstrual regulation,” and
“regulation of a delayed or suspended menstruation.”14

For the past 25 years, the WHO has maintained a database
on unsafe abortion and associated mortality, which today
has over 3000 articles, mainly related to developing coun-
tries. The database contains both quantitative and qualita-
tive reports. Information relevant to understanding and
measuring unsafe abortion covers data from hospital
records, surveys, and studies on abortion providers, unsafe
abortion methods, abortion-seeking behaviour, post-
abortion care, and legal developments. Using corroborating
data mainly from the Demographic and Health Surveys and
from the United Nations Population Division tabulations
of contraceptive use and number of live births, the WHO
has developed regional and global estimates of unsafe
abortion and related maternal mortality.

This review draws upon the estimates recently developed by
the WHO and provides new information on maternal
mortality related to unsafe abortion. Published reports and
databases are the main sources. A detailed account of the
methodology of estimating unsafe abortion and related
mortality is provided in the WHO’s global and regional esti-
mates of the incidence of unsafe abortion and associated
mortality in 2003 (published 2007).5

INCIDENCE AND TRENDS IN INDUCED ABORTION

The worldwide number of induced abortions, both safe and
unsafe, declined from nearly 46 million in 1995 to approxi-
mately 42 million in 2003 (Table 1).15 This corresponds to a
decline in the abortion rate from 35 abortions per 1000
women aged 15 to 44 in 1995 to 29 in 2003. In developed
countries, where nearly all abortions are safe and legal, abor-
tion rates fell from 39 to 26 per 1000 women aged 15 to 44,
compared with a decline from 34 to 29 per 1000 women
aged 15 to 44 in developing countries, where abortion is by
and large restricted and 55% of all abortions in 2003 were
estimated to be unsafe. More abortions take place in devel-
oping countries than in developed countries (35 million and
7 million respectively in 2003), largely reflecting relative
population sizes. However, a woman’s chance of having an
abortion is similar whether she lives in a developed or a
developing region: in 2003 the rates were 26 abortions per
1000 women aged 15 to 44 in developed areas and 29 per
1000 in developing areas. The main difference is in safety,
with abortion being safe and easily accessible in developed
countries and generally restricted and unsafe in most
developing countries.

Eastern Europe, where abortion is largely legal and safe, has
experienced the most rapid fall in abortion rate, from 90
abortions per 1000 women aged 15 to 44 in 1995 to 44 in
2003. This contributed to an overall rate for Europe that fell
from 48 to 28 abortions per 1000 women aged 15 to 44.
However, the abortion rate continues to remain higher in
Eastern Europe than in any other region. In contrast, the
lowest abortion rate of 12 per 1000 women aged 15 to 44 is
noted for Western Europe, where contraceptive prevalence
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Table 1. Global and regional estimates of induced abortion, 1995 and 2003

Number of abortions (millions) Abortion rate*

Region and Sub-region 2003 1995 2003 1995 2003

World 45.6 41.6 35 29

Developed countries 10.0 6.6 39 26

Excluding Eastern Europe 3.8 3.5 20 19

Developing countries 35.5 35.0 34 29

Excluding China 24.9 26.4 33 30

Estimates by region

Africa 5.0 5.6 33 29

Asia 26.8 25.9 33 29

Europe 7.7 4.3 48 28

Latin America and the Caribbean 4.2 4.1 37 31

North America 1.5 1.5 22 21

Oceania 0.1 0.1 21 17

*Abortions per 1000 women aged 15–44 years.



is high (75%) and abortion is easily accessible on request.
Abortion rates are also low in other regions with similar
characteristics. For example, the rates are 17 per 1000 in
Northern Europe and 21 in North America (Canada and
the United States).

Modest declines were noted in Africa, Asia, and Latin
America and the Caribbean, but abortion rates remain
higher in these regions than in developed regions. In 2003,
abortion rates in Africa and Asia were the same (29 per
1000), while the rate was slightly higher in Latin America
and the Caribbean (31 per 1000 women aged 15–44 years).

In Oceania, the rate was low in 1995 (21) and dropped fur-
ther (to 17 per 1000 women aged 15–44 years) in 2003.

INCIDENCE AND RATES OF SAFE
AND UNSAFE ABORTION IN 2003

Overall regional estimates mask sub-regional variations.
Also, overall abortion incidence or rates do not reveal the
relative distribution of safe and unsafe abortion. Further
analysis of 2003 estimates indicate that of the total 42 mil-
lion abortions, 22 million were within the national legal sys-
tem and safe, and 20 million were outside the legal system
and unsafe (Table 2). Worldwide, 48% of all induced
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Table 2. Estimated number of safe and unsafe induced abortions and abortion rates by
region and sub-region, 2003

Number of abortions (millions) Abortion rate*

Region and Sub-region Total Safe Unsafe Total Safe Unsafe

World 41.6 21.9 19.7 29 15 14

Developed countries† 6.6 6.1 0.5 26 24 2

Developing countries 35.0 15.8 19.2 29 13 16

Developing countries
excl. China

26.4 7.2 19.2 30 na na

Africa 5.6 0.1 5.5 29 ‡ 29

Eastern 2.3 § 2.3 39 ‡ 39

Middle 0.6 § 0.6 26 ‡ 26

Northern 1.0 § 1.0 22 ‡ 22

Southern 0.3 0.1 0.2 24 5 18

Western 1.5 § 1.5 27 ‡ 28

Asia† 25.6 15.8 9.8 29 18 11

Eastern† 9.7 9.7 § 29 29 ‡

South-central 9.6 3.3 6.3 27 9 18

South-eastern 5.2 2.1 3.1 39 16 23

Western 1.2 0.8 0.4 24 16 8

Latin America and the
Caribbean

4.1 0.2 3.9 31 1 29

Caribbean 0.3 0.2 0.1 35 19 16

Central America 0.9 § 0.9 25 ‡ 25

South America 2.9 § 2.9 33 ‡ 33

North America 1.5 1.5 § 21 21 ‡

Europe 4.3 3.9 0.5 28 25 3

Oceania† 0.02 § 0.02 11 ‡ 11

*Abortions per 1000 women aged 15–44.

†Japan, Australia, and New Zealand have been excluded from the regional estimates, but are included in the total for
developed countries.

‡ < 0.5

§ < 0.05

na: not available



abortions are unsafe. However, in developed regions, nearly
all abortions (92%) are safe, whereas in developing coun-
tries, more than half (55%) are unsafe. When China is
excluded from the estimate, unsafe abortions amount to
73% of all abortions in developing regions. More than 95%
of abortions in Africa and Latin America are performed
under unsafe circumstances, as are almost 60% of abortions
in Asia, excluding China.

UNSAFE ABORTION BY AGE

Unsafe abortion poses serious health risks to all women.
However, young women are especially vulnerable to imme-
diate and long-term disability and death. In 2003, about
40%, or two in five, of all unsafe abortions in developing
regions were among young women under 25 (Table 3). In
Africa, 25% of all unsafe abortions are among adolescents
aged 15 to 19 and about 60% among young women under
25. No other region shows such a high percentage of ado-
lescent and young women exposed to the risk of unsafe
abortion. The age pattern of unsafe abortion differs by
developing region: in Africa, abortion is sought primarily to
terminate pregnancy in young women, probably premarital
or a result of non-consensual sex; in Asia it is often sought
to terminate childbearing after the desired number of chil-
dren is achieved. One in two unsafe abortions in Asia is in
women in age groups 25 to 29 and 30 to 34. The limited
access to contraception among young women, especially in
Africa, seems to expose them to unsafe abortion and the
resultant high risk of death and disability.

ABORTION LAW AND UNSAFE ABORTION

While the legal status of abortion does not completely pre-
dict its incidence, there is however an important distinction
between developed and developing regions in the circum-
stances and the safety of induced abortion. Abortion laws
are largely restrictive in developing regions (Table 4), with
the exception of Eastern Asia and a few countries in other

developing regions.16 Where abortion is legally available on
request or under broad conditions, it is generally safe, and
where it is highly restricted, it is often unsafe. As a result,
three out of four induced abortions in developing countries,
excluding China, are carried out in unsafe conditions. In
these countries, few women meet the legal conditions, or
know their right, to receive safe abortion services to the full
extent of the law.

Nearly all countries allow abortion to save the woman’s life,
while other reasons are variable. There may also be discrep-
ancies between the wording of the law (de jure) and its appli-
cation (de facto). This means that common practice can help
or hinder the procurement of legal abortion, or the law may
be interpreted to hinder any induced abortion, pushing
women towards more clandestine providers and increasing
the risks associated with unsafe abortion.

Whether legally restricted or not, a woman’s chance of hav-
ing an abortion is about the same. The legal restrictions,
however, force women to seek abortion from unskilled pro-
viders, or under unhygienic conditions, or both, exposing
them to a high risk of death or disability. The maternal mor-
tality ratio (MMR) per 100 000 live births due to unsafe
abortion is higher in countries with major restrictions and
lower in countries where abortion is available on request or
under broad conditions. The scatter plot of countries by
level of MMR and legal restrictions on abortion shows lower
MMRs associated with fewer legal restrictions (Figure 1)17. The
accumulated evidence shows that the removal of restric-
tions on abortion results in the reduction of maternal mor-
tality due to unsafe abortion and, thus, in the reduction of
the overall level of maternal mortality.18,19

CONSEQUENCES OF UNSAFE ABORTION

Twenty years after the Nairobi Safe Motherhood Confer-
ence, unsafe abortion continues to kill or cause serious
adverse health consequences. Among women who have
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Table 3. Percent of all unsafe abortions, by age of women
and region, 2003

Age, years Africa Asia
Latin America and

the Caribbean All regions

15–19 25.3 8.5 14.3 13.5

20–24 32.0 22.5 28.6 25.9

25–29 20.0 27.5 24.9 25.3

30–34 12.3 22.0 15.7 18.5

35–39 7.8 12.9 10.5 11.2

40–44 2.6 6.6 6.0 5.5

All ages 100 100 100 100



had an unsafe abortion, over 5 million, approximately one
in four, are likely to face severe complications, and they will
seek hospital care.20 This contrasts starkly with the fact that
induced abortion is one of the safest procedures in contem-
porary medical practice, and the availability of manual vac-
uum aspiration and medical (non-surgical) abortion can fur-
ther reduce abortion-related complications.

Unsafe abortion, an entirely preventable cause of maternal
deaths and ill health, continues to account for 13% of
maternal deaths and 20% of the overall burden of maternal
death and long-term disability as measured in disability
adjusted life-years. Compared with developed countries,
the burden per 1000 unsafe abortions is more than six times
as high in sub-Saharan Africa and four times as high in Asia.

Unsafe abortions are estimated to have accounted for
approximately 70 500 maternal deaths in 2005 (Table 5).
Almost all of these occurred in developing countries: over
half of these are in Africa and 34% in the least developed
countries. Unsafe abortions are also estimated to have
accounted for 30 100 maternal deaths in Asia in 2005. The

number of deaths due to unsafe abortion and the maternal
mortality ratios do not always correspond perfectly to the
incidence of unsafe abortion because of mediating factors
such as health care seeking in the case of complications,
health infrastructure, transport, quality of care, the type of
abortion method used, or the degree of risk. Maternal
deaths due to unsafe abortion in developing countries fall
within a narrow range from 9% to 17% of all maternal
deaths. Both the lowest and the highest figures are found in
Africa (9% in Southern Africa and 17% in Eastern Africa),
reflecting the combined impact of the legal and health sys-
tems, with more liberal access to abortion and better
equipped health systems in the former than in the latter
sub-region.

The relatively high risk associated with unsafe abortion in
Africa is also manifested in Africa’s estimated 650 deaths
per 100 000 unsafe abortions in 2003, compared with 10 per
100 000 in developed regions.5 Additional consequences of
unsafe abortion include loss of productivity, economic bur-
den on public health systems, stigma, and long-term health
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Table 4. Grounds on which abortion is permitted (% of countries) by UN regions and sub-regions, 200716

Region and
Sub-region

To save the
woman’s

life

To preserve
physical
health

To preserve
mental
health

Rape or
incest

Fetal
impairment

Economic or
social reasons On request

Number of
countries

All countries 97 67 64 48 45 34 28 194*

Developed countries 96 88 86 84 84 78 67 49

Developing countries 97 60 57 37 32 19 15 145*

Africa 100 58 55 30 30 8 6 53

Eastern 100 71 65 18 24 6 0 17

Middle 100 33 22 11 11 0 0 9

Northern 100 50 50 33 17 17 17 6

Southern 100 80 80 60 80 20 20 5

Western 100 56 56 44 38 6 6 16

Asia† 100 67 62 49 56 40 38 45*

Eastern 100 100 100 100 100 75 75 4

South-central 100 64 57 50 57 50 43 14

South-eastern 100 60 50 40 30 30 30 10*

Western 100 65 65 41 59 29 29 17

Latin America and
the Caribbean

91 58 58 42 18 15 6 33

Caribbean 100 69 69 38 23 23 8 13

Central America 75 38 38 25 13 13 0 8

South America 92 58 58 58 17 8 8 12

Oceania† 100 50 50 7 0 7 0 14

*Status of the law in Timor-Leste is not known and is therefore not included in the table

†Japan, Australia and New Zealand have been excluded from the regional count, but are included in the total for developed countries



problems, such as infertility. Among the 5 million women
who are estimated to suffer temporary or permanent dis-
ability each year because of unsafe abortion, more than
three million are likely to suffer from the effects of repro-
ductive tract infections and 1.7 million are estimated to
develop secondary infertility.5 Overall, some 24 million
women are estimated to be currently suffering from
secondary infertility due to an unsafe abortion.

BURDEN OF UNSAFE ABORTION AND RELATED
MORTALITY BY REGION

Regions with greater percentage of the overall population
of women in reproductive ages or with a higher percentage
of the total number of unsafe abortions are intuitively
expected to account for relatively more maternal deaths due
to unsafe abortion. However, this does not appear to be the
case. The burden of unsafe abortion deaths is dispropor-
tionately much higher in Africa than in other developing
regions. For example, while Africa accounts for 25% of all
births and 13% of all women of reproductive age in the
world, its share of all unsafe abortions was 28% (Figure 2).
More seriously, 54% of all unsafe abortion-related deaths
occur in Africa. The risk of death due to unsafe abortion is
much less in Latin America and the Caribbean as compared
with the number of unsafe abortions in the region. Asia
accounts for 50% of all unsafe abortions, but 43% of all
maternal deaths due to unsafe abortion.

INTERNATIONAL DISCOURSE AND RESPONSE

The public health impact of unsafe abortion has long been
recognized. As early as 1967, the World Health Assembly
identified unsafe abortion as a serious public health prob-
lem in many countries.21 Discussions that grew out of the
1968 International Conference on Human Rights in Tehran
culminated in the new concept of “reproductive rights,”
which was subsequently highlighted at the 1994 Interna-
tional Conference on Population and Development
(ICPD). ICPD established a number of goals and targets,
including universal access to reproductive health services by
2015. On induced abortion, the ICPD consensus statement
noted:

All Governments and relevant intergovernmental and
non-governmental organizations are urged to
strengthen their commitment to women’s health, to
deal with the health impact of unsafe abortion as a
major public health concern and to reduce the
recourse to abortion through expanded and improved
family-planning services. . . . In circumstances where
abortion is not against the law, such abortion should
be safe. In all cases, women should have access to
quality services for management of complications
arising from abortion. Post-abortion counselling,
education and family-planning services should be
offered promptly, which will also help to avoid repeat
abortion.22

Unsafe Abortion: Global and Regional Incidence, Trends, Consequences, and Challenges

DECEMBER JOGC DÉCEMBRE 2009 � 1155

Number of
deaths per
100 000 live
births

Figure 1. Distribution of countries by number of deaths attributable to unsafe abortion
per 100 000 live births and legal grounds for abortion17



The Special Session of the United Nations General Assem-
bly in June–July 1999 urged countries that “in circum-
stances where abortion is not against the law, health systems
should train and equip health-service providers and should
take other measures to ensure such abortion is safe and
accessible.”23 The Reproductive Health Strategy of the
WHO, approved in 2004, noted that “[a]s a preventable
cause of maternal mortality and morbidity, unsafe abortion
must be dealt with as part of the Millennium Development
Goal on improving maternal health and other international
development goals and targets.”24 More recently, the Spe-
cial Session of the African Union Conference of Ministers
of Health, held in Maputo in September 2006, agreed on
what is known as Maputo Plan of Action for the
Operationalization of the Continental Policy Framework
for Sexual and Reproductive Health and Rights

2007–2010.25 The following are among the strategic actions
included in the plan of action:
• Enact policies and legal framework to reduce incidence

of unsafe abortion.
• Prepare and implement national plans of action to

reduce incidence of unwanted pregnancies and unsafe
abortion.

• Provide safe abortion services to the fullest extent of
the law.

• Educate communities on available safe abortion
services as allowed by national laws.

• Train health providers in prevention and management
of unsafe abortion.

The international discourse and resolutions signed by coun-
tries show consensus that unsafe abortion is an important
and preventable cause of maternal death and that safe
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Table 5. Global and regional estimates of deaths due to unsafe abortion in 2005

Region and Sub-region

Number of maternal
deaths due to unsafe

abortion (rounded)

Deaths due to unsafe
abortion (as % of all

maternal deaths)

Deaths due to unsafe
abortion per 100 000
live births (rounded)

World 70 500 13 55

More developed regions � 60 4 *

Less developed regions 70 400 13 60

Least developed countries 24 000 10 85

Less developed regions,
excluding China

70 400 13 70

Africa 38 400 14 115

Eastern 14 800 17 130

Middle 6600 11 130

Northern 1200 11 25

Southern 500 9 40

Western 15 300 13 140

Asia† 30 100 12 40

Eastern† * * *

South-central 24 100 13 60

South-eastern 5000 14 45

Western 1000 12 20

Europe 60 6 °

Latin America and the Caribbean 1800 12 15

Caribbean 300 12 35

Central America 400 11 10

South America 1100 12 15

North America * * *

Oceania† 100 10 40

Australia/New Zealand * * *

*No estimates are shown for regions where the incidence is negligible.

†Japan, Australia, and New Zealand have been excluded from the regional estimate, but are included in the total for developed
countries



abortion services should be available to the full extent of the
law. In addition, post-abortion care should be provided in
all cases. Expanding access to family planning for preven-
tion of unplanned pregnancy and unsafe abortion is also
universally accepted. However, removing legal restrictions
on access to safe abortion services remains a highly conten-
tious issue. To identify reducing maternal mortality as a
public health priority while failing to prevent unsafe abor-
tions that cause deaths and disability among many women is
inherently inconsistent. Similarly, much emphasis and sup-
port is given to providing post-abortion care, but relatively
little attention is accorded to preventing unplanned preg-
nancies and unsafe abortion. While the public health impact
of unsafe abortion has long been recognized, more needs to
be done to remove the strategic and policy barriers to saving
women’s lives.

DEALING WITH THE PROBLEM

From 1995 to 2003, overall abortion rates declined, but
much of the decline was in safe and legal abortion in devel-
oped regions. Unsafe abortions, however, 97% of which
occur in developing countries, continue to prevail largely
unabated. A woman’s chance to have an induced abortion is
about the same whether she lives in a region where abortion
is available on request or where it is highly restricted.

Unsafe abortions account for 13% of all maternal deaths
globally. Mortality due to unsafe abortion is disproportion-
ately much higher in Africa than in any other developing
region. In addition to the over 70 000 women who die from

unsafe abortion each year, 5 million women suffer
temporary or permanent disability due to complications of
unsafe abortion.

Unintended pregnancy is the root cause of induced abor-
tion, whether safe or unsafe. More than one third of the
approximately 205 million pregnancies that occur world-
wide annually are unintended, and about 22% of all preg-
nancies end in induced abortion.5,15,16 Two thirds of unin-
tended pregnancies in developing countries occur among
women who are not using any method of contraception. An
estimated 123 million married women in developing coun-
tries have an unmet need for contraception, that is, they do
not want to have another child or they want to have one
later, yet they are not using any method of contraception,
either modern or traditional.26 The use of contraceptives,
especially of less effective traditional methods, does not
entirely eliminate unplanned pregnancies. Each year an esti-
mated 27 million unintended pregnancies occur as a result
of method failure or ineffective use; of these, about 6 mil-
lion occur even though the contraceptive method has been
used correctly and consistently.27

Given the broad recognition of unsafe abortion as a serious
public health problem, it should be easy to agree on strate-
gies and policies for addressing it effectively. However, the
discourse is diverse, ranging from views of abortion as a
human right and a woman’s choice, to assertions that liber-
alizing abortion increases the incidence of abortion. Some-
times it is suggested that abortion is a taboo topic in certain
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cultural, social, or religious contexts or that there could be a
public backlash against liberalizing the restrictions. There-
fore, inaction is put forth as the best course of action. Much
of the discourse has continued to be devoid of scientific
evidence and informed discussion.

Prevention of unsafe abortion is key to achieving the Mil-
lennium Development Goal to improve maternal health.
The interventions to prevent unsafe abortion include
expanding access to modern contraceptive services, provid-
ing safe abortion to the full extent of the law, and tackling
the legal and programmatic barriers to access to safe abor-
tion. Countries experiencing shortage of physicians could
allow trained mid-level health care providers to perform
safe abortion during the first trimester.28 An informed and
objective discourse is also needed to prevent unsafe
abortion and manage its consequences.
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