
WOMEN'S HEALTH

Abortion and Maternal Mortality in the
Developing World
Friday Okonofua, MB ChB, PhD, FMCOG, FWACS, FICS
Professor, Department of Obstetrics and Gynecology, Provost, College of Medical Sciences, University of Benin, Benin City, Nigeria
Executive Director, International Federation of Gynecology and Obstetrics, London UK

Abstract

Unsafe abortion is an important public health problem, accounting
for 13% of maternal mortality in developing countries. Of an
estimated annual 70 000 deaths from unsafe abortion worldwide,
over 99% occur in the developing countries of sub-Saharan Africa,
Central and Southeast Asia, and Latin America and the Caribbean.
Factors associated with increased maternal mortality from unsafe
abortion in developing countries include inadequate delivery
systems for contraception needed to prevent unwanted
pregnancies, restrictive abortion laws, pervading negative cultural
and religious attitudes towards induced abortion, and poor health
infrastructures for the management of abortion complications. The
application of a public health approach based on primary,
secondary, and tertiary prevention can reduce morbidity and
mortality associated with unsafe abortion in developing countries.
Primary prevention includes the promotion of increased use of
contraception by women (and by men) at risk for unwanted
pregnancy; secondary prevention involves the liberalization of
abortion laws and the development of programs to increase access
to safe abortion care in developing countries. In contrast, tertiary
prevention includes the integration and institutionalization of
post-abortion care for incomplete abortion and the early and
appropriate treatment of more severe complications of abortion.
Efforts to address these problems will contribute both to reducing
maternal mortality associated with induced abortion and to
achieving the Millennium Development Goals in developing
countries.

Résumé

L’avortement insalubre représente un important problème sur le
plan de la santé publique; en effet, il est à l’origine de 13 % des
décès maternels dans les pays en développement. Plus de 99 %
des quelque 70 000 décès attribuables à la pratique d’avortements
insalubres chaque année dans le monde sont constatés dans les
pays en développement de l’Afrique subsaharienne, de l’Asie
centrale et du Sud-Est, de l’Amérique latine et des Caraïbes.
Parmi les facteurs associés au taux de mortalité maternelle
croissant des suites de la pratique d’avortements insalubres dans
les pays en développement, mentionnons des systèmes déficients
d’offre de modes de contraception nécessaires à la prévention des
grossesses non désirées, l’application de lois contraignantes sur
l’avortement, des attitudes culturelles et religieuses négatives

persistantes à l’égard des avortements provoqués, et une piètre
infrastructure sanitaire en ce qui a trait à la prise en charge des
complications liées à l’avortement. La mise en œuvre d’une
approche en matière de santé publique fondée sur les soins
préventifs primaires, secondaires et tertiaires peut aider à réduire
la morbidité et la mortalité découlant de la pratique d’avortements
insalubres dans les pays en développement. Les soins préventifs
primaires comprennent, entre autres, la promotion d’une utilisation
accrue de modes de contraception par les femmes (et par les
hommes) afin de réduire les risques de grossesse non désirée.
Les soins préventifs secondaires, quant à eux, touchent la
libéralisation des lois sur l’avortement et l’élaboration de
programmes visant à améliorer l’accès à des soins sûrs en cas
d’avortement dans les pays en développement. Les soins
préventifs tertiaires, enfin, comprennent l’intégration et
l’institutionnalisation des soins post-abortum dans le cas d’un
avortement incomplet, ainsi que l’offre de soins précoces et
appropriés dans le cas de complications plus graves suivant un
avortement. Le déploiement d’efforts en vue d’aborder ces
problèmes aidera à réduire la mortalité maternelle découlant de la
pratique d’avortements provoqués, ainsi qu’à atteindre les objectifs
du Millénaire pour le développement dans les pays en
développement.
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INTRODUCTION

Induced and unsafe abortion is a critical public health

problem and an important cause of maternal mortality in

developing countries. Worldwide, of the 600 000 mater-

nal deaths from pregnancy-related causes each year, an esti-

mated 13% are attributable to complications of induced and

unsafe abortion.1 Many of these deaths occur in developing

countries where abortion laws are often restrictive and

access to safe abortion is largely denied to women with

unwanted pregnancies. Abortion-related deaths are

hundreds of times more common in Latin America, sub-

Saharan Africa, and Southeast and south Central Asia than

in more developed regions of the world, where women have

better access to safe abortion practices and procedures. The

World Health Organization (WHO) estimates that in devel-

oping countries, 67 500 women die from abortion compli-

cations each year; in developed countries, 300 die each

year.1 In a country such as Ethiopia, abortion-related deaths
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account for up to 50% of maternal mortality2 and are a sig-

nificant cause of maternal morbidity.

It is worrisome that despite the huge problem caused by
unsafe abortion for women in developing countries, noth-
ing substantial is being done locally or internationally to
address the related issues. In 1994, unsafe abortion gained
prominence at the International Conference on Population
and Development (ICPD) in Cairo3 as an important public
health problem, for which nations were urged to seek
appropriate and relevant solutions within the shortest
possible period of time. However, since the ICPD, nearly
3/4 million women have died from unsafe abortion in
developing countries, with no clear evidence of a definable
pathway yet available for resolving the problem in these
countries. In 2000, the United Nations (UN) promulgated
the Millennium Development Goals (MDGs) and set tar-
gets for reducing poverty and achieving gender equality and
sustainable development.4 One of the eight MDGs is to
reduce maternal mortality by 75% by the year 2015. Because
abortion is a major cause of maternal mortality in develop-
ing countries, it is unclear how these countries can achieve
all components of the MDGs without addressing the
problem of unsafe abortion.

Abortion is a largely preventable source cause of maternal
mortality. Technologies and skills to prevent unwanted
pregnancies and unsafe abortion are generally available in
both developed and some developing countries. A recent
World Bank analysis indicates that 90% of abortion-related
mortality could be reduced simply by providing safe abor-
tion care.5 However, lack of political will and lack of
resources to apply these technologies are responsible for
the high rate of maternal mortality associated with induced
abortion in developing countries. Abortion mortality
almost exclusively affects women in developing countries,
and it is the disadvantaged, poor, and rural women in these
countries who are most affected.

It is no longer morally or ethically acceptable that women
are denied the benefits of safe abortion care in developing
countries. Since safe abortion care benefits women exclu-
sively, the continued poor access to safe abortion care in
developing countries is a form of social injustice. Women’s
equal access to the benefits of scientific progress is a right
protected by several international human rights treaties.6

The denial of information and service delivery options
relating to abortion care in developing countries is a form of
discrimination against women and violates women’s rights
to autonomy and security.

DATA ON ABORTION MORTALITY
IN DEVELOPING COUNTRIES

The WHO has provided global and regional estimates for
the annual incidence of and mortality from unsafe abor-
tion.7 The data show that developing countries have signifi-
cantly higher absolute numbers of abortion-related deaths
than developed countries (67 500 vs. 300). When used to
calculate the ratio of abortion deaths per 100 000 abortions,
the data indicate an estimated 330 abortion-related deaths
per 100 000 abortions in developing countries as a whole,
compared with a ratio of only 0.7 per 100 000 abortions in
developed countries.8 Africa has the highest ratio of 680 per
100 000 abortions, followed by South and Southeast Asia
with a ratio of 283 per 100 000 abortions, and Latin Amer-
ica with a ratio of 119 per 100 000 abortions.8 Data from
WHO7 indicate that the risk of dying from unsafe abortion
is highest in Africa, with a rate of 1 in 150, compared with
rates of 1 in 250 in Asia and 1 in 900 in Latin America and
the Caribbean. The rate in Europe is as low as 1 in 1 900.

Women die as a result of complications including hemor-
rhage, genital tract sepsis, trauma to the cervix, uterine per-
forations, and trauma to surrounding organs, such as the
urinary bladder or the intestines.9 When women suffer
these complications, the lack of appropriate information,
negative attitudes towards abortion, and the fragile health
and social infrastructures in many countries often prevent
women from receiving quality post-abortion care that could
save their lives. These negative factors operate most
intensely in the developing countries of Africa, Southeast
Asia, and Latin America and the Caribbean.

Overall, the case fatality associated with unsafe abortion is
0.4% in both developed and developing countries; how-
ever, Africa has the highest case fatality of 0.7% compared
with rates of 0.3% in Asia, 0.1% in Latin America and the
Caribbean, and less than 0.1% in Europe.7 Clearly, Africa
has the highest burden of unsafe abortion and its complica-
tions, followed by Asia, and Latin America and the Carib-
bean. Unsafe abortion is also a significant cause of
long-term morbidity, including chronic pelvic pain, second-
ary infertility, ectopic pregnancy, and recurrent pregnancy
loss10,11 in women in developing countries.

FACTORS ASSOCIATED
WITH ABORTION MORTALITY

The major determinants of the high rate of mortality associ-
ated with induced abortion in developing countries include
restrictive abortion laws, which deny access to safe abortion
practices to women; adverse socio-economic, cultural, and
religious factors, which limit access to abortion and
post-abortion care to women even when laws are more lib-
eral; and unfavourable service delivery systems, which
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restrict access to post-abortion care for women suffering
complications of unsafe and induced abortion.

Effects of Abortion Laws

Abortion is highly restricted in many parts of the develop-
ing world. Of the 107 countries around the world that either
prohibit or strongly restrict access to legal abortion services,
the only industrialized countries are Poland and the
Republic of Ireland.12 The rest are developing and
low-income countries in Africa, Southeast and Central Asia,
and South America and the Caribbean. Abortion laws in
developing countries were derived from laws of European
colonizers; however, although these European countries
(notably Britain, France, Portugal, and Spain) have modern-
ized their laws, many of the colonized countries have
continued to maintain the old laws despite years of inde-
pendence. Contrary to their intended purpose, however,
restrictive laws have not prevented abortion in these coun-
tries; instead the laws have criminalized women and driven
the practice of abortion underground, making it unsafe for
women.

The WHO has defined unsafe abortion as “the termination
of an unintended pregnancy either by persons lacking the
necessary skills or in an environment lacking the minimal
medical standards or both.”13 In many developing coun-
tries, because of restrictive abortion laws, termination of
pregnancy is undertaken either by women themselves, using
highly dangerous methods, or by “backstreet” abortionists
lacking minimal training, skills, and experience.14,15 The
consequence is a high rate of associated complications that
result in mortality. Data indicate that more than 30% of
women seeking termination of pregnancy in countries with
restrictive abortion laws may experience moderate to severe
complications.16

Effects of Socio-Economic, Cultural,
and Religious Factors

In countries with restrictive abortion laws, abortion services
by skilled providers are often too expensive to be affordable
and accessible to women of low socio-economic status.
Even when abortion laws are more liberal, adverse
socio-economic, cultural, and religious factors may prevent
women from seeking services. As a result of pervading reli-
gious and cultural views, women with unwanted pregnan-
cies may fail to seek services in public health institutions
even when the law allows the provision of such services. In
India, for example, religious and social sentiments prevent
women from seeking legal and safe abortion services in
public health institutions. Instead, despite the law that per-
mits abortion on broad social grounds, women with
unwanted pregnancy in India continue to patronize illegal

abortionists.17,18 This situation results in India’s continuing
high rate of abortion-related maternal mortality.

Social, cultural, and religious factors in developing coun-
tries also prevent women who suffer complications of
induced and unsafe abortion from seeking medical treat-
ment in time. Women with complications are likely to be
adolescent or poor, since youth and poverty increase the
likelihood that women will seek inexperienced backstreet
abortionists or use dangerous methods to procure an abor-
tion. When these women suffer complications, they are less
likely to seek treatment by skilled providers in public health
institutions because they believe such treatment is prohibi-
tively expensive. Data soon to be published indicate that
women in sub-Saharan Africa seeking treatment for com-
plications following abortion tend to seek the same inexpe-
rienced provider who procured their unsafe abortion,
resulting in delayed appropriate treatment and high mortal-
ity. These women often fear religious or social stigma
should they attend formal health institutions and be discov-
ered to have had induced abortion. Such personal and social
fears further reduce women’s access to effective and
high-quality post-abortion care following unsafe abortion
in the developing world.

Service Delivery Factors

Whether abortion laws are restrictive or liberal, strong,
compassionate service delivery systems with clear and
effective policies related to abortion care are always needed
to reduce morbidity and mortality from induced abortion.
Unfortunately, developing countries often lack service
delivery systems that integrate the prevention and manage-
ment of abortion complications. Particularly lacking are sys-
tems that improve women’s access to safe abortion services;
that offer quality services and appropriate technologies and
procedures; that address issues related to costs, confidenti-
ality, and the training of skilled providers; and that provide
accurate information and contraceptive services to prevent
future unwanted pregnancies and unsafe abortions.

In Zambia and Ghana, two countries in Africa with liberal
abortion laws, the lack of strong service delivery systems
that integrate abortion and post-abortion care is the major
reason that women in those countries still suffer complica-
tions of unsafe abortion.19–21 Women, and many providers,
in these countries are not even familiar with opportunities
provided under the law to terminate unwanted pregnancies
safely, and policymakers do not regularly provide and dis-
seminate clear guidelines and procedures for abortion and
post-abortion care. In Indonesia, the negative attitudes of
providers often prevent women from seeking menstrual
regulation approved by the Ministry of Health.22 These neg-
ative attitudes by health providers are also carried over to
women who suffer complications of induced abortion and
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are referred to public hospitals for treatment. Ineffective
service delivery systems that do not properly address the
needs of women exacerbate the problem and increase expo-
sure to the risk of mortality from unsafe and induced
abortion in many developing countries.

OVERVIEW OF PUBLIC HEALTH
STRATEGIES TO ADDRESS ABORTION
MORTALITY IN DEVELOPING COUNTRIES

The problem of abortion mortality in developing countries
would be best addressed at the levels of primary prevention,
secondary prevention, and tertiary prevention. Primary pre-
vention includes the prevention of unwanted pregnancies
that lead to induced and unsafe abortion, secondary preven-
tion involves the use of safe and effective methods for the
termination of unwanted pregnancy, and tertiary preven-
tion encompasses the prompt and effective management of
complications that lead to mortality. All three types of
prevention must be made to work in concert before any
meaningful results can be obtained in reducing maternal
mortality associated with induced abortion in developing
countries.

Primary Prevention of Abortion Mortality

The continued low contraceptive prevalence rates in devel-
oping countries account for the high rate of unwanted preg-
nancies that lead to unsafe and induced abortion-related
mortality. Data from the United Nations Population Fund
(UNFPA) indicate that the prevalence of modern contra-
ceptive use is currently around 55% for Asia, 49% for Latin
America and the Caribbean, and only 15% for sub-Saharan
Africa, with large unmet needs for contraception in many of
these countries.23 Up to 27% of a cohort of sub-Saharan
African women report an unmet need for contraception,24

and there is evidence suggesting that the numbers may be
increasing.25 Barriers to the use of contraception in devel-
oping countries include the lack of access to information
and services about effective contraceptives23; social, cul-
tural, and religious norms and views that prevent women
and men from seeking available contraceptives26,27; and ser-
vice delivery systems that have limited capacity to manage
and sustain the delivery of effective contraceptive
methods.28

Existing data indicate that higher contraceptive prevalence
rates and greater use of effective contraceptive methods will
result in a reduced incidence of abortion and abortion-
related mortality.29 Efforts to reduce abortion-related mor-
tality in developing countries should include the promotion
of effective contraception for women at risk for unwanted
pregnancy and induced abortion, most especially unmarried
adolescents and highly parous married women. Such inter-
ventions must seek to provide appropriate information and

services for contraceptive delivery and to eliminate barriers
that currently limit women’s and men’s access to contracep-
tion in developing countries. Most importantly, public
health policies in these countries must seek to provide
women who have suffered complications of unsafe and
induced abortion with effective contraceptive services to
prevent another induced abortion with its unfavourable
sequelae.

Secondary Prevention of Abortion Mortality

Secondary prevention of abortion mortality involves the
safe termination of unwanted pregnancy and the develop-
ment of programs that increase women’s access to safe
abortion methods. Even when abortion laws are restrictive,
there are often provisions within the laws that allow health
providers to offer safe abortion services to save women’s
lives or for other broad social or health reasons. However,
health workers in developing countries are often ignorant
of the legal grounds on which abortion can be provided and
often adopt the view that abortion is illegal in all
circumstances.30,31

Clearly, there is a need to ensure that health workers in each
developing country understand the provisions of their
country’s abortion laws, with particular reference to the
specific grounds on which unwanted pregnancies may be
terminated.

Pregnancies can now be terminated using eminently safe
methods such as manual vacuum aspiration (MVA)15 and
mifepristone and misoprostol regimens.15,32 Programs that
aim to reduce abortion mortality must teach the appropriate
use of these methods to physicians and to mid-level provid-
ers such as nurses and midwives, as has been done in
Ghana33 and South Africa,34 to decentralize the use of these
methods for the effective secondary prevention of abortion
mortality. Programs to integrate the teaching of these meth-
ods into medical, midwifery, and nursing curricula are also
useful35 and should be pursued in developing countries.

Experience from countries such as South Africa and
Romania indicates that when abortion laws are liberalized,
abortion-related maternal mortality can be significantly
reduced.36–38 Thus, in consonance with recommendations
at the Fourth Conference on Women, which called on gov-
ernments “to consider reviewing abortion laws containing
punitive measures against women,”39 advocacy efforts are
recommended in developing countries to liberalize laws
that restrict women’s access to safe abortion.40 Additionally,
countries should be encouraged to develop policies that
ensure that needed services are provided and that women
have the necessary information and means to use such
services.
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Tertiary Prevention of Abortion Mortality

When complications of unsafe induced abortion occur,
prompt and appropriate treatment in health institutions can
reduce the risk of progression to mortality. A major chal-
lenge in developing countries is persuading women with
complications of unsafe abortion to go to health facilities
where they can be treated. As a result of the stigma associ-
ated with abortion in several developing countries, many
women with complications will either refuse to seek treat-
ment or will seek treatment from the same clandestine and
unskilled provider who offered the induced abortion. A sec-
ond challenge lies in eliminating delays and improving the
quality of treatment in health institutions. Eliminating these
obstacles will contribute greatly to reducing maternal mor-
tality associated with unsafe abortion in developing
countries.

Evidence indicates that involving communities in finding
solutions to the problem of unsafe abortion can reduce
silence and shame and increase the chance that women will
use appropriate health facilities when they suffer complica-
tions of unsafe abortion.40 A community-based study in
Western Zambia showed that up to 69% of women
reported knowing one or more women who had died as a
result of an induced abortion.21 For such a community,
public education, dialogue, and mobilization to sensitize
individuals to the problems of unwanted pregnancy and
unsafe abortion have been shown to generate local action
promoting prompt treatment of complications.41,42 Such
community initiatives should involve the training and
re-orientation of private medical practitioners, mid-level
providers, and alternative providers to ensure that they
make early referrals of women suffering complications
from abortion to appropriate health facilities where they
can be treated.

The most common complication of unsafe abortion in
developing countries is incomplete abortion. There is now
incontrovertible evidence that MVA is more cost-effective
and safer than traditional dilatation and curettage (D&C) in
treating incomplete abortion in developing countries.15,43

MVA used as part of post-abortion care has found increas-
ing acceptability among health workers, health administra-
tors, and policymakers in developing countries.44,45 How-
ever, many countries are still grappling with several issues
relating to its provision, including key aspects of clinical
care, information, and counselling, the extent to which
MVA use can be decentralized to mid-level providers, the
cost of services, and the provision of post-abortion family
planning to women with incomplete abortion. The extent to
which these related issues are resolved in each country will
determine the extent to which post-abortion care can con-
tribute to reducing abortion-related maternal mortality in
developing countries in the coming years.

Other more severe complications of unsafe abortion that
lead to maternal mortality in developing countries include
septic shock, severe bowel injuries, acute renal failure, and
tetanus.46 These complications can be managed only in sec-
ondary or tertiary institutions with the right kinds of
material and human resources, which may not always be
available in many developing countries. However, proper
training of staff, a policy of regionalization of care, and early
recognition and referral of such cases can lead to better
treatment of these complications and ultimately to reduc-
tion in associated maternal mortality.

CONCLUSION

Induced and unsafe abortion is an important public health
problem and a significant cause of maternal mortality in
developing countries. The most important factors associ-
ated with mortality from induced abortion in developing
countries include inadequate delivery systems for contra-
ception needed to prevent unwanted pregnancies, restric-
tive abortion laws that limit women’s access to safe abortion
care, pervading negative cultural and religious attitudes to
abortion, poor health and social infrastructures for the
management of complications, and women’s low social sta-
tus. The application of a public health approach based on
primary, secondary, and tertiary prevention can reduce
morbidity and mortality associated with unsafe abortion in
developing countries. Primary prevention includes the pro-
motion of increased use of contraception by women at risk
of unwanted pregnancy. Secondary prevention involves the
liberalization of abortion laws and programs to increase
women’s access to safe abortion care in developing coun-
tries. Tertiary prevention includes the integration and
institutionalization of post-abortion care for incomplete
abortion and the early and appropriate treatment of more
severe complications of abortion. Efforts to address these
problems will contribute to reducing maternal mortality
associated with induced abortion and to achieving the
MDGs in developing countries.
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