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burden for developing countries
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Summary
More than ten years after the launch of the Safe Motherhood Initiative in 1987,
abortion is certainly the ‘poor relation’ in the debate concerning ways to reduce the
number of deaths from maternity-related causes, even though abortion complications
account for about 15% of all maternal deaths, and up to 30% in some countries.
Worldwide, 46 million pregnancies (20% to 25% of all pregnancies) each year end in
abortion, 36 million of these abortions occur in developing countries and 10 million
in developed countries. The WHO estimates that, worldwide, almost 20 million unsafe abortions take place each year, with 95% of these (19 million) performed in developing countries. The risk of death from unsafe abortion is about 1 in 150 procedures in Africa, and 1 in 150,000 in the USA and Europe. The number of maternal
deaths is estimated to be about 80,000; this accounts for about 13% of all maternal
deaths in the world, one in eight pregnancy-related deaths.
In this review, we then analyze the several major concerns accounting for abortion
being such a huge maternal mortality risk factor in developing countries: abortion
laws and regulations, abortion techniques, unplanned pregnancy and family planning.
In conclusion, the gap between between developing and developed countries in the risk
of death from unsafe abortion have never been so high : 1/150 000 in developing
countries versus 1/150 in developed countries. According to that enormous disparity,
the international community and organizations from within the United Nations system must play a key role encouraging governments to modify their abortion legislation’
and to improve their health system to take more account of women’s health rights.
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Introduction
Since the launch of the Safe Motherhood Initiative in 1987 at an international conference in Nairobi, numerous meetings, workshops and programs
have been organized by international, governmental and non-governmental
agencies, to reduce the burden of maternal mortality throughout the world,
particularly in developing countries.
More than ten years later, evaluations contrast (Maine & Rosenfield
1999, Weil & Fernandez 1999, Ronsmans et al. 1997, Le Coeur et al. 1998).
Substantial progress has been made in the investigation and documentation
of maternal deaths, in both developing and developed countries. More exhaustive and valid data have been obtained (and regularly updated) by international agencies, via demographic surveys in particular (United Nations
1997, WHO 1998, AGI 1999). Numerous hospital-based and case-control
studies have well identified the principal direct and indirect causes of maternal death. Several interesting studies have also generated relevant, but often
conflicting, results concerning the role in maternal mortality of traditional
birth attendants (TBA), obstetric transfers, prenatal care programs, professional health training, emergency obstetric care, family planning and resource allocation (WHO & UNICEF 1996).
Unfortunately, the reality of the situation with regard to maternal health
is still tragic in the vast majority of developing countries. According to the
most recent estimates of the World Health Organization (WHO), 600,000
women now die each year of pregnancy-related causes, versus 500,000 in
1980. Obstetric disorders are still the leading cause of deaths among women
of child-bearing age (killing far more of these women than tuberculosis, traffic accidents or AIDS (Murray & Lopez 1997)). This figure also reflects the
enormous disparity, known as the« health disadvantage », between rich and
poor nations: it is thus estimated that 1 West African woman in 12 dies of
maternity-related causes, versus 1 woman in 4000 in northern Europe.
Abortion is certainly the ‘poor relation’ in the debate concerning ways to
reduce the number of deaths from maternity-related causes, even though
abortion complications account for about 15% of all maternal deaths, and
up to 30% in some countries. The recognition by international agencies and
the UN system that abortion complications are a major public health problem in developing countries is relatively recent. This issue was addressed
principally in 1994, at Cairo, during the International Conference on Population and Development, « to deal with the health impact of unsafe abortion
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as a major public health concern and to reduce the recourse to abortion
through expanded and improved family-planning services ».
THE MAGNITUDE OF ABORTION
About 210 million pregnancies occur each year throughout the world, 182
million of which occur in developing countries.
It has been estimated from many different sources (official statistics, hospital and population-based studies (United Nations 1997, Henshaw SK et al.
1999)) that, worldwide, 46 million pregnancies (20% to 25% of all pregnancies) each year end in abortion; 36 million of these abortions occur in developing countries and 10 million in developed countries (with a margin of error of a few million, essentially due to possible underreporting in China,
India and in the states of the former Soviet Union).
As shown in Figure 1 about 11% of all women undergoing abortions live
in Africa, 58% in Asia, 9% in Latin America and the Caribbean, 17% in
Europe, and 5% in other developed countries (USA, Canada, Japan, Australia).
Figure 1. Distribution of abortions throughout the world
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Of the 46 million abortions performed annually, 26 million are legal
and 20 million illegal. Almost half the legal abortions occur in Asia, one fifth
in the states of the former Soviet Union and 15% in Europe and other de-
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veloped countries. Almost all illegal abortions are performed in developing
countries, with 5 million such abortions in Africa, 4 million in Latin America and 10 million in Asia.
Figure 2. Legal and illegal abortions in the different parts of the world
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Using abortion rates (i.e. number of abortions each year per 1,000 women
aged 15-44) to compare countries or regions regardless of relative population
size, we observed an annual worldwide abortion rate of about 35 abortions
per 1,000 women aged 15-44, 20 of which were legal and 15 illegal (Figure
3). Global annual abortion rates are very not so different in developed (39
per 1,000 women aged 15-44) than in developing (34 per 1,000 women)
countries. The slightly higher level founded in the developed world is definitely linked to the current rates observed in Eastern Europe, the region with
the highest level of abortion. Europe include the subregions with the highest
and the lowest abortion rates. The states of the former Soviet Union have
the highest annual abortion rates, whereas the Netherlands and France have
the lowest abortion rates, all countries with liberal abortion laws.
The calculated current worldwide annual abortion rate (35 per 1,000
women) implies a lifetime average of about one abortion per woman. A
lower abortion rate (for example of 22 per 1,000 women, as in Australia, the
United States and Turkey) implies that the mean number of abortions per
woman is less than one (0.7 abortions for the examples given). A higher
abortion rate, for example of 50 per 1,000 women (as in Bulgaria or in some
West African countries) implies that the mean number of abortions per
woman during her reproductive years is greater than one.
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Figure 3. Annual abortions per 1,000 women aged 15-44
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If the abortion rate is evaluated as a function of the woman’s age, we observe that adolescents (less than 20 years old) and women aged 40 or older
are the most likely to have an abortion if they become pregnant. Thus, the
proportion of pregnancies ended by abortion is greatest at the beginning and
end of the woman’s reproductive life.
Figure 4. Annual abortion per 1,000 women aged 15-44

Abortion rate per 1,000 women aged 15-44

90
80
70
60
50
40
30
20
10
0
Remaining
Developed
countries

Rest of
Europe

Eastern
Europe

Latin America Rest of Asia
& Caribbean

Legal

East Asia

Africa

Illegal

Studies in HSO&P,17,2001

153

THE BURDEN OF UNSAFE ABORTION
The World Health Organization has defined unsafe abortion as an
« abortion not provided through approved facilities and/or persons », specifying that this definition « does not take into consideration differences in
quality, services available or the other substantial differences between health
systems ». Legality and safety usually coincide, although in some countries in
which abortion is legal, not all procedures are safe, and in countries in which
abortion is illegal, a few women may have abortions carried out by safe procedures.
The WHO, based on information from several sources (hospital admissions, community surveys, abortion provider’s surveys, mortality studies) and
taking into account the difficulties involved in obtaining exhaustive and
valid information on this subject, has published recent data on unsafe abortion and related maternal deaths, according to United Nations regions.
The WHO estimates that, worldwide, almost 20 million unsafe abortions
take place each year, with 95% of these (19 million) performed in developing
countries. In Africa, 5 million unsafe abortions are performed annually, resulting in an estimated 34,000 deaths, a total number of maternal deaths
very similar to that reported for Asia (38,500 deaths), but a much larger
number of unsafe abortions are performed each year in Asia (9.9 million).
Thus, the mortality ratio (number of deaths due to unsafe abortion per 100,000
live births during the same period), which represents the risk of death due to
unsafe abortion, exceeds 100 deaths due to unsafe abortion per 100,000 live
births in Africa (and may be up to 150 in many West and East African countries), whereas it is less than 50 per 100,000 in Asia or Latin America and
the Caribbean.
In other words, the risk of death from unsafe abortion is about 1 in 150
procedures in Africa, and 1 in 150,000 in the USA and Europe !
The relative burden of abortion-related maternal mortality depends on the
total maternal mortality rate. It also emphasizes the reduction of other causes
of maternal mortality in some regions. The debate is still open concerning
the number of maternal deaths resulting annually from unsafe abortion. An
estimated 84,000 maternal deaths per year were thought to be due to abortion complications in the late 1970s according to the International Planned
Parenthood Federation. This figure was revised upwards to 115,000 in 1988
(WHO), decreasing to 70,000 in 1993 (WHO), and was estimated to be
about 80,000 by the Division of Reproductive Health of the WHO in 1997.
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This accounts for about 13% of all maternal deaths in the world, one in
eight pregnancy-related deaths (Table 1).

World total
More developed regions
Less developed regions
Africa
Eastern Africa
Middle Africa
Northern Africa
Southern Africa
Western Africa
Asia
Eastern Asia
South-central Asia
South-eastern Asia
Western Asia
Europe
Eastern Europe
Northern Europe
Southern Europe
Western Europe
Latin America &
Caribbean
Caribbean
Central America
South America
Northern America
Oceania

Proportion of maternal
deaths (% of maternal deaths
due to unsafe abortion)

Mortality ratio (deaths due to
unsafe abortion per 100,000
live births)

Estimated number of deaths
due to unsafe abortion

Incidence rate (unsafe abortions per 1,000 women aged
15-49)

Estimated number of unsafe
abortions

Table 1. Global and regional annual estimates of incidence and mortality, unsafe abortions,
United Nations regions;1995-2000
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5,000,000
1,900,000
600,000
600,000
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/
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< 30,000
< 90,000
/
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27
36
28
15
16
31
11
/
19
21
12
5
10
1
2
/
30

34,000
16,000
4,000
1,200
800
12,000
38,500
/
29,000
8,100
1,100
500
500
< 20
< 20
/
5,000

110
153
98
24
49
121
48
/
72
66
20
6
15
0.2
1
/
41

13
14
10
7
19
12
12
/
13
15
6
17
24
2
10
/
21

200,000
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3,000,000
/
30,000

17
26
34
/
15
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/
150
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47
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24
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8
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However, this global picture masks large differences between regions and
countries. In a recent multicenter study we performed in West Africa from
1998 to 1999, we observed that the risk of dying for a woman having a complication during her pregnancy is 10 higher if this complication have happened during the first trimester of the pregnancy (and multiplicate by 14 in
case of abortion complication) (not yet published data).
In countries in which overall maternal mortality is high (up to 100 maternal deaths/100,000 live births: Africa, Asia), the proportion of abortionrelated deaths is relatively low, at about 12%. In contrast, in Latin American
countries, where the level of maternal mortality is much lower (30 to
80/100,000) the relative burden of unsafe abortion is higher, at about 21%.
The situation in Eastern European countries is somewhat surprising,
with these countries having the highest proportion of maternal deaths due to
unsafe abortion in the world. Although almost all the states of the former
Soviet Union have liberal abortion legislation, illegal abortions (i.e. those
performed outside the ‘official’ health care system or within the public
health care system but unregistered) account for a substantial proportion of
all abortions in these countries (20 to 50%). The official statistics of the
USSR Ministry of Public Health reported 536 illegal abortion-related maternal deaths among the total of 2,312 maternal deaths registered in 1988
(27%) (Popov 1991). In a recent study we performed in Kazakhstan (1998),
we found that half of all maternal deaths due to abortion complications occurred after illegal abortions, with 20% of maternal deaths due to abortion
complications (Kaupova et al. 1998).
These maternal deaths are no more than the tip of the iceberg, the underlying rates of morbidity linked to unsafe abortions being very much higher.
There is a lack of relevant, regularly collected hospital data in most developing countries, so little has been published on this subject. However, it is clear
that in countries in which abortion is illegal, many women (between 20 and
30%) are likely to experience non-lethal complications related to unsafe
abortion practices, including major psychological stress, fistulas and chronic
pelvic infection resulting in ectopic pregnancy and infertility (Benson et al.
1996, Diadhio et al. 1999).
The cost to health care systems in developing countries of treating women
suffering from abortion-related complications may be substantial, in terms of
the number of maternity beds taken up and gynecology budgets (Johnson et
al. 1993, Sjöstrand et al. 1995, Kay et al. 1997, Figa-Talamenca et al. 1986).
In Egypt, in 1996, about one fifth of all admissions to obstetrics and gyne-
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cology wards were abortion-related (Huntington et al. 1998).
STRATEGIES TO RESOLVE THE DILEMMA OF UNSAFE ABORTION
Worldwide, more than two in ten maternal deaths are due to abortion complications, in most cases in developing countries, where almost all abortions
are unsafe.
Around the world, the debate about abortion is heated and passionate,
involving both emotional and moral issues. In terms of the mortality and
morbidity related to abortion complications, there is a stark division between
developed and developing countries. In countries in which abortion is legal,
safe and available (mostly developed countries), abortion-related mortality
rates are very low, at less than 1 death per 100,000 abortions. In the United
States, the risk of dying due to childbirth is 15 times higher than that of dying due to an abortion (9.1 per 100,000 versus 0.6 per 100,000) (Lawson
1994). It could almost be said that abortion is no longer a public health
problem in most developed and industrialized countries. In contrast, in most
developing countries, it is clear that it will be impossible to achieve low maternal mortality rates without access to safe abortion. In developing countries, several major concerns account for abortion being such a huge maternal mortality risk factor.
ABORTION LAWS AND REGULATIONS
There is no doubt that one of the most significant considerations for a
woman contemplating having an abortion is whether the law permits or
prohibits abortion where she lives (Kunins & Rosenfield 1991, Singh &
Ratnam 1998). About one in four women in the world live in countries with
laws that restrict their access to abortion. More than half the women living
in developing countries live in countries in which abortion is permitted on
general health grounds or for socioeconomic reasons. This relatively optimistic view is counterbalanced by the fact that China, India and Vietnam are in
the developing world and all have laws that permit abortion on broad
grounds. In countries with liberal laws, restrictions and conditions often
limit the woman’s access to abortion (gestational limits, facilities and practitioners, consent requirements, counseling and waiting period requirements).
The specific limitations of each country may result in an « abortion travel
practice », as for example in Europe, where Irish, Polish and French women
may be forced to go to England, Germany or the Netherlands to obtain an
abortion.
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Several recent examples have clearly demonstrated that any sharp modification in abortion law or policy has major consequences for abortion practice, but often also for maternal mortality and morbidity.
One such example is the steep rise registered in Romanian abortionrelated mortality just after the Ceausescu decree declaring abortion and
modern contraceptive methods illegal: from 30 abortion-related deaths per
100,000 live births in 1965 to 142 per 100,000 in 1989; followed by a drastic
fall in abortion-related mortality, to 50 per 100,000, after the restrictions
were removed (Stephenson et al. 1992, Serbanescu et al. 1995).
In Guyana, hospital admissions for septic and incomplete abortions decreased by 41% in the six months following the legalization of abortion
complication treatments, in 1995 (Nunes & Delph 1997).
The political changes in South Africa have been followed by a range of legislation placing high priority on sexual equality and reproductive rights. In
February 1997, the Choice on Termination of Pregnancy Act was passed.
This act permits the ‘termination of pregnancy upon the request of the
woman up to and including 12 weeks of pregnancy, under certain defined
circumstances from the 13th to the 20th week, and after the 20th week in more
limited circumstances’. In 1995, 44,686 women were admitted to South Africa’s public hospitals with incomplete abortions (one third of which resulted
from unsafe abortion) and 425 women died due to abortion-related procedures. To resolve the problems of the lack of health care professionals
trained to perform abortions and disparities in geographic accessibility, the
National Abortion Care Program was initiated in 1998, providing training in
the manual vacuum aspiration (MVA) technique for physicians and midwives. One year after legalization, the frequency of abortion complications
had fallen from 51 % to 29% in one reference hospital in Pretoria. Conversely, when this same hospital stopped doing second-trimester abortions,
the abortion-related complications rate rose to 36%, demonstrating the importance of accessibility to safe abortion services for all women (Rees et al.
1997, De Jonge et al. 1999, Dickson-Tetteh & Rees 1999).
In an interesting review of international developments in abortion law
from 1988 to 1999, Rebecca Cook observed that since 1987, 26 jurisdictions
have extended the grounds for lawful abortion, 4 countries have restricted
grounds, and numerous additional limits have restricted access to legal abortion services (service funds, counseling and reflection delay requirements,
third-party authorization) (Cook et al. 1999).
As stated by Mervyn Susser « the policy changes and the outcome of abor-
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tion-related mortality are so sharp and so closely coincident in time that they
stand as a persuasive if appalling natural experiment » (Susser 1992).
The question is how can laws and regulation policy be used to lessen the
negative effects of unsafe abortion. Faced with the difficulties of a rapid
change in the law concerning abortion, several authors have suggested intermediate steps that could lead to the legalization of abortion.
in countries in which abortion laws are restrictive, the abortion-related
health services should agree to treat women presenting abortion complications. Women should not be deterred from seeking proper medical
treatment because they fear punishment, and health workers should not
be reluctant to proceed with treatment because they think it is illegal or
because they are biased against the women needing treatment for abortion complications.
the indications for legal abortion (even if restrictive) should be interpreted in the broadest sense possible (particularly in the medical environment (Rahman et al. 1998)), providing a larger number of women
with access to abortion services.
criminal penalties should not be applied to women who seek abortion
because, in the face of such penalties, women tend to postpone seeking
medical attention if they suffer complications.
In addition to legal restrictions, two others factors must be considered:
accessibility and acceptability. Accessibility to abortion facilities may be limited by several factors, which may be geographic (such as the low availability
of services in rural areas, as is currently the case in South Africa (Varkey
2000)) or financial nature. In the United States, one in every four women
has no health insurance and some private health insurance plans will not pay
for abortions, forcing women, especially those who are poor, to pay out of
their own pocket (increasing the length of the pregnancy and therefore the
risk of complications) (Gober 1997). This financial aspect is a particular
problem in all the states of the former Soviet Union, in which abortion is
legal and available but only on payment of a surcharge. This excludes a large
and increasing proportion of the population, obliged to use clandestine ‘babouskas’ for unsafe abortion practices.
Another point concerns the acceptability to the scientific community and
health professionals of providing abortion procedures. In many countries,
even those in which abortion is legal, many doctors refuse to perform abor-
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tion for religious, personal or ethical reasons. In developing countries in
which abortion is illegal, attitudes are often negative (rejection) and the
treatment of abortion complications is delayed, providing evidence of a nonacceptability to health professionals of treating women admitted for abortion
complications (Makinwa-Adebusoye et al. 1997, Singh et al. 1997).
ABORTION TECHNIQUES
Epidemiological studies and mortality data have shown that the risk of maternal mortality and morbidity is very low for the endouterine vacuum aspiration (suction curettage) method (WHO 1995). For abortions in the first
three months of pregnancy, the incidence of minor complications is estimated to be 2 to 3%, with one major complication per 1,000 abortion procedures. In the United States, the fatality rate is 0.4 deaths per 100,000 abortion procedures, mainly linked to complications of general anesthesia
(Council on Scientific Affairs 1992, Hakim-Elahi et al. 1990, Henshaw &
Van Vort 1994). We reported a low incidence of immediate complications (<
1.7%) in a prospective study conducted in France on abortions performed
under local anesthesia (Thonneau et al. 1998).
Techniques for second-trimester abortions are much more difficult and
harmful than those used in the first three months. They require highly
skilled staff and well-equipped facilities. For example, the US case fatality
rate for abortions performed between 16 to 20 weeks is 6.9 deaths per
100,000 live births, versus 0.4 per 100,000 at 8 weeks.
In developing countries in which abortion is legal and performed by
health professionals, dilatation and curettage with metal instruments are often used in preference to vacuum aspiration or MVA, increasing iatrogenic
morbidity.
In developing countries in which abortion is illegal or very restricted,
various methods are used to induce abortion (Rogo 1993, Paxman et al.
1993, Faundes & Hardy 1997). In a recent study we performed in women
admitted to an obstetrics department in Abidjan (Ivory Coast) for abortion
complications, we found that ‘introduction of plant stems into the uterus’,
‘use of vaginal preparations’ and ‘ingestion of plants’ were the most common
abortion methods. Seventeen abortion-related deaths were registered, giving
a hospital case fatality rate as high as 3.6%. The ingestion of plants was the
major death risk factor (probably due to neurological disorders linked to
plant effects) (Goyaux et al. 1999).
In many cases, the ‘abortionist’ is an unskilled health worker or, less fre-
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quently, the woman herself (Madebo & Tsadic 1993). Bergström compared
women who had undergone induced legal and illegal abortion and who were
patients at Maputo Central Hospital, Mozambique. He found that more
than one third of illegal abortions were carried out by health workers (similar
results have been reported in Nigeria, Bolivia, and Mexico). One third of the
women admitted for illegal abortion complications had initially undergone
curettage, strongly suggesting a professional approach to the intervention,
providing a way for these health workers to top up the low wages they receive
(Machungo et al. 1997).
At the dawn of the twenty-first Century, the technique of abortion by
vacuum aspiration during the first three months of pregnancy is perfectly
well known and mastered. This technique is easy to perform and the vacuum
required may be generated by an electric pump or a hand-held syringe (manual vacuum aspiration, MVA; an outpatient procedure with potential for use
in developing countries). Menstrual regulation, MVA, done within a few
weeks of amenorrhea without confirmation that the woman is pregnant, is
used in Bangladesh, Indonesia, and in some other developing countries in
which abortion is not allowed.
We should also mention the recent development of the antiprogestagen
Mifepristone* (in association with prostaglandin) which has been shown to
be effective and safe for the induction of abortions until 12 weeks of
amenorrhea (Silvestre et al. 1990, Misago et al. 1998).
In an interesting and recent review done by Blanchard et al. in the use of
Misoprostol alone, the authors concluded that this regimen could be a safe
and effective method for early pregnancy termination. Misoprostol is widely
marketed in the world, really inexpensive (especially comparing with
Mifepristone) simple to administer, and stable in tropical climates. Thus,
Misoprostol-alone regimen could be a real alternative for medical abortion
for women living in developing countries (Blanchard et al. 1999).
Emergency contraception could also be used to prevent pregnancy after
unprotected sexual intercourse (when no contraceptive method was used or
after a fail of the method). The Yuzpe regimen (two pills comprising 100 microg. ethinylestradiol + 500 microg. Levonorgestrel, or 1 mg dl-norgestrel,
initial dose followed by a similar dose 12 hours later) developed 25 years ago,
have been now frequently replace by the levonorgestrel regimen, (two 0.75
mg dosed 12 hours apart). A recent publication (1998) have reported significant lower pregnancy rate among women assigned to levonorgestrel regimen
(1.1%) comparing to those with Yuzpe regimen (3.2 %) (Programme’s task
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force on postovulatory methods of fertility regulation 1998). Recently,
Mifepristone have been also tested for emergency contraception. Comparison in effectiveness have been also performed between Yuzpe regimen,
levonorgestrel, and Mifepristone, without any clear advantage between the
three methods (delayed menstruation in mifepristone group; levonorgestrel
must be taken two doses 12 hours apart)(Webb AMC et al. 1992, Glasier et
al. 1992). Nevertheless, it is important to mention that these emergency contraception methods have been able to prevent 85 % of expected pregnancies.

The complex relationship between abortion, unplanned
pregnancy, and family planning
Attitudes concerning ideal family size and the best time to have children are
the complex product of social expectations, cultural values and politicoeconomical circumstances. The desire to have a small family (between 2 and
3 children) has clearly become more common, even in developing countries.
A study based on Demographic and Health Surveys and Contraceptive
Prevalence Surveys in 41 developing countries showed that the demand for
family limitation is increasing throughout the developing world. The women
of Asia, North Africa, Latin America, and the Caribbean tend to want to
limit the number of births and family size, whereas those from Sub-Saharan
Africa wish simply to space births (Westoff & Bankole 2000).
Unfortunately there is a wide gap between these fertility aspirations and
reality, and there are therefore many unwanted or unplanned pregnancies
(Bankole et al. 1998).
Worldwide, an estimated 38% of the 210 million pregnancies each year
are unplanned, and 22% end in abortion. In Africa, 30% of the 40 million
pregnancies each year are unplanned, and 12% end in abortion. in Eastern
Europe, 63% of the 11 million pregnancies are unplanned, and 57% end in
abortion. By analyzing data from the National Survey of Family Growth,
Henshaw found that 49% of the pregnancies that ended in 1994 in the
United States were unintended, and that 54% of these ended in abortion
(Henshaw 1998).
It therefore appears obvious that reducing the number of ‘unplanned
pregnancies’ by family planing methods would reduce the total number of
pregnancies and the number of abortions. Unfortunately, things are not that
simple.
Firstly, exposure to the risk of an unwanted pregnancy is as high as the

162

Studies in HSO&P,17,2001

number of children desired is small. As shown in Figure 5, a women who
aims to limit her family to two children without requiring an abortion, must
successfully practice birth control for 25 of her 30 child-bearing years.
Figure 5. Number of months a women should use a birth control method if she wishes to have
only two children
Wanting a pregnancy:
24 months
Postpartum or
infertile: 12 months
Pregnant: 18 months

Not wanting
pregnancy: 306
months

Regarding exposure to the risk of becoming pregnant, sexual relations
are beginning increasingly early in adolescents (Görgen et al. 1993, Berglund
et al. 1997)(with frequent ambivalence towards the question of pregnancy at
this age)(Manning et al. 2000), and extra-marital sexual relation frequently
occur phenomenom in married couples (information brought to light by
studies on AIDS).
Family planning methods are certainly the most efficient way, to avoid
‘unplanned’ pregnancy during this long period of exposure to the risk of
pregnancy.
Nevertheless, the failure rates of the various family planning methods are
non-negligible, associated with methods themselves or with their discontinuation (Skeldjestad 1997). These failures in family planning methods result in a large number of unplanned and unwanted pregnancies, and consequently in numerous abortions (Fu et al. 1999). In France, where more than
1 million women use the IUD, the frequency of unplanned pregnancies
linked to IUD failure is estimated at 15 to 20,000 (giving an IUD failure rate
of about 1.5%). Around two thirds of these IUD failure end in abortion,
accounting for more than 5% of the 200,000 abortions registered annually
in France. In Denmark, where the abortion rate has been constant since the
early 1980s, half the women undergoing abortions became pregnant despite
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contraceptive use (Knudsen 1997). In USA, 58% of women having abortions
had experienced contraceptive failure, 31% had used a method in the past
but were not using contraception during the month in which they conceived,
and 11% had never used any method. The proportion of abortion patients
whose pregnancy resulted from condom failure increased from 15% in 1987
to 32% in 1994! (Henshaw & Krost 1996)
Although improvements have been made in delivery systems, widespread
availability and the broad acceptability of methods remain elusive goals in
many developing countries (especially in countries with disorganized and
inefficient health systems), contributing to discontinuous use, and resulting
in substantial numbers of unplanned pregnancies (Ali & Cleland 1995). In
the countries of Central and Eastern Europe, the high cost and poor availability of modern methods of contraception almost certainly account for the
high frequency of abortion.
Finally, of course, a large number of men, women and couples not wishing to have children have sexual relations with no contraception, thereby
exposing themselves to the risk of unwanted pregnancy and abortion. It is
clear that these populations “at risk of unwanted pregnancies” account for a
large proportion of the total number of abortions. In the US, women using
contraception are only 15% as likely as women using no method to have an
abortion.
Considering the consequences of unplanned pregnancy (particularly in
developing countries) it is surprising that couples take so high risk by neglecting or refusing to use a family planning method. However, the decision as to
whether or not to use a fertility regulation method is associated with numerous complex factors such as the perceived risk of pregnancy, the openness of
communications between partners, the support of parents and peers, desensitization society towards of sex as a taboo topic, the community’s attitude
towards sex education and the influence of specific guidance by health staff
(Shapiro & Tambashe 1994, Renne 1996).
In industrialized countries in which family planning has long been available and accessible, abortions still take place, the rate depending on the
country (low in the Netherlands and Scandinavian countries, higher in
France, Great Britain and the USA) with no clear tendency to decrease observed. In developing countries, several different patterns are observed simultaneously. In some developing countries (South America and South-East
Asia (Singh & Sedgh 1997)), the desire to have small families is leading to
the extensive use of contraceptive methods and abortion. In countries in
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which access to modern methods of contraception is limited (as in Central
and Eastern Europe (Johnson et al. 1993, Kulczycki 1995)) and in countries
in which the acceptability of modern methods of contraception is low (SubSaharan African countries (Shapiro & Tambashe 1994)) many families use
abortion as a means of regulating their fertility.
As stated by Henri David, ‘the evidence is persuasive that people can be
motivated to prevent unwanted pregnancies when they perceive themselves
as playing an active role in determining their own future and in improving
their own and their family’s quality of life’ (David 1992).
So, could family planning decrease the number of unwanted pregnancies?
The answer is of course “yes” but is almost certainly also “not completely”.
No matter how effective family planning services and practices become, unwanted pregnancies will still occur and there will therefore always be a need
for access to safe abortion services.

Conclusion
Abortion, due to its frequency worldwide, its often illegal nature, its major
contribution to maternal mortality and its social implications, is a major
public health issues in most developing countries. The gap between between
developing and developed countries in the risk of death from unsafe abortion have never been so high: 1/150 000 in developing countries versus
1/150 in developed countries.
Ways of reducing the burden of unsafe abortion are well known, although their implantation is rather difficult, as has recently been illustrated
by the situation in South Africa.
The international community and organizations from within the United
Nations system must play a key role encouraging governments to modify
their abortion legislation’ and to improve their health system to take more
account of women’s health rights.
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