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“Unsafe Abortion: a global pandemic”
• Unsafe Abortion recognized as a public health imperative for 

more than 5 decades (WHO, 1967)

• “Provided it’s legality” safety of Abortion affirmed in human 
rights treaties (ICPD 1994, Beijing 1995, UN General 
assembly 1999)

• WHO Guidelines for the provision of safe abortion published 
in 2003

Ø Unsafe Abortion remains a “persistent, preventable 
pandemic” and one of the most neglected SRH concerns 
(David Grimes, Lancet 2006) 
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Global Burden of disease

Estimates 2010-2014
• 56	million	Abortions
• 1	in	4	pregnancies ends	in	Abortion
• Incidence	rate	of	35/1000	women 15-44
• 88%	of	Abortion	occur	in	developing	

countries.

25	million	Abortions	are	unsafe
• 6.9	million	women treated for		abortion	complications	(60%	

of	abortion	complications	who receive treatment)	
• 8	to	11%	Maternalmortality:	28000–31,000 deaths

Singh	S	et	al.,	Abortion	Worldwide	2017:	Uneven	Progress	and	Unequal	Access,	New	York:	
Guttmacher	Institute,	2018;	
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Legal status does not predict 
overall abortion incidence

Sedgh J	et	al.,	Lancet		2016
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Legal status significantly affects 
the incidence of unsafe abortion

Deaths due to abortion / 100,000 live births, 
by legal grounds for abortion

Courtesy	of	P	Van	Look
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A revised framework to assess the safety 
of Abortion



Source:	Guttmacher	 Institute	(2017).	Abortion	worldwide	2017:	Uneven	progress	 and	unequal	access
Ganatra	et	al.	Lancet,	2017,	390(10110):2372–2381
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Abortion: a social justice issue at 
the intersection of law & poverty
In both high- and low-income countries, poor women face the 
most significant burdens of disease, and are more likely to 
lack resources to prevent and terminate unwanted 
pregnancies.
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Case Study 1: Romania
Ø 1966: Ban on abortion led to increased maternal mortality, 87% 

attributed to unsafe abortion
Ø 1989: Abortion restrictions abolished up to 12 weeks, family 

planning programs improved
Ø 2001: Romanian Family Health Initiative increases family 

planning and SRH services

Abortion mortality ratio:
1989: 148/100,000 

live births
1990: 58/100,000

Abortion 
complications:
1989: 87% of 
maternal deaths
1990: 69%

Ø 2014: Abortion rate:  20/1000 
Abortion mortality ratio: 5/100,000

Ø 2015: MMR: 31/100,000
Benson	et	al.	Reproductive	Health	2011
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Case Study 2: South Africa 
Ø 1975: Abortion ban, 120-250,000 annual unsafe abortions 

(1975-1996)
Ø 1996: Choice on Termination of Pregnancy Act: abortion on 

request up to 12 weeks
Ø 1998: National Abortion Care Programme (NACP)
Ø 2004: Amendment to improve access

family planning in Bangladesh. Beginning in 1993, the
MOHFW and UNFPA upgraded emergency obstetric
care in all 64 maternal and child welfare centers, leading
to marked increases in utilization of services [64].
Equipment upgrades and training of medical officers
and nurses in treatment of obstetric complications took
place from 2000 to 2004 in all 59 district hospitals and
120 of the 400 sub-district hospitals nationally [65].
However, investment in obstetric care remains relatively
low in Bangladesh; the maternal mortality ratio at the
national level was most recently estimated at 338 per
100,000 in 2008, down from 570 per 100,000 in 2000
[66,67].
Since independence, Bangladesh has also implemented

strong FP/RH programs to improve access to and utili-
zation of contraceptive methods. As a result, the total
contraceptive prevalence rate for Bangladesh married
women of reproductive age increased from 8% in the
mid-1970’s to 56% in 2007 (48% modern methods)
[68-70]. Consequently, the total fertility rate in the same

period dropped from 6.3 births per women in 1970-75
to 2.7 births per woman in 2006 [68,70].
In addition to national improvements in reproductive

health and maternal care, the International Centre for
Diarrhoeal Disease Research, Bangladesh (ICCDR, B)
supported rigorous maternal health and obstetric care
upgrades and family planning interventions in one-half
of the Matlab sub-district of Bangladesh since 1977 [71].
At a comparison research site, the other half of the
Matlab sub-district received standard interventions sup-
ported by the government and made available nationally
[71]. Both the intervention and non-intervention areas
have access to regular government-provided MR
services.
In the Matlab intervention area, obstetric services

include posting of two midwives in each health center, a
specialized obstetric clinic and expanded referral and
transport for obstetric emergencies [70]. These provi-
sions were made in addition to pre-existing or upgraded
national services in maternal health care, as mentioned
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Figure 3 Abortion-Related Maternal Deaths per 1,000 abortions in South Africa, 1994- 2007: This figure describes the change in
abortion-related maternal deaths following the change in South Africa’s abortion law in 1996 using a rate of deaths per 1,000
abortions. The data for this figure were obtained as follows: 1994 data from [38]; 1997 data from [83]; 1999-2001 data from [84,85]; 2002-2004
data from [52] 2005-2007 data from [57] The abortion statistics used for the denominator were retrieved from Health Systems Trust http://www.
hst.org.za/healthstats/47/data. It should be noted that some of the abortion statistics for 2005-2007 are incomplete.

Benson et al. Reproductive Health 2011, 8:39
http://www.reproductive-health-journal.com/content/8/1/39
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1994: 32.69 deaths /1,000 abortions.
1998: 0.80 deaths /1,000 abortions

91% drop in deaths due to unsafe abortion 
from 1998-2001 compared to 1994

2005-2007: abortion-related deaths = 
3.3% of all maternal deaths. 

Benson et al. Reproductive Health 2011
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Case Study 3: United States
• Despite abortion being available on request, US 

state regulations restrict access in myriad ways
• 2011 – 2017: 401 abortion restrictions 

enacted:
• Reducing gestational age limits
• Regulating providers
• Ultrasounds and mandated provision of non-evidence 

based information
• Waiting periods

Grossman et al, Contraception. 2014. Grossman et al, Contraception. 2014.
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Do we need abortion laws?
• Yes – abortion laws are important for expanding and 

protecting access to safe, accessible services

• But they are insufficient on their own.
• Stigma	prevents	women	from	accessing	safe	services
• Infrastructure	is	needed	to	support	timely	access	to	high	

quality	abortion	care
• Women,	providers,	health	and	legal	professionals,	and	

community	members	must	know	under	which	circumstances	
abortion	is	legal



Thank	you!
For	further	questions	or	comments:	

cmoreau2@jhu.edu


