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Eliminating unsafe abortion worldwide

In today’s Lancet, Gilda Sedgh and colleagues report 

new fi ndings about abortion that are both good and 

bad news.1 The absolute number and rate of abortions 

globally have slightly declined since 1995. Yet these 

fi ndings mask increases in much of the developing world 

and virtually no change in the rate of unsafe abortion. 

Each year, millions of women and girls risk their lives, 

health, and dignity to terminate their pregnancy where 

abortion is not safe and legal. Governments, donors, 

health practitioners, and civil society have the capacity to 

substantially reduce maternal mortality and morbidity 

related to unsafe abortion.

The continuing high incidence of unsafe abortion in 

developing countries represents a public-health crisis 

and a human-rights atrocity. In such places, the need for 

contraceptive services and supplies to prevent unwanted 

pregnancies is far from being met2 and abortions are 

done in dangerous conditions—even where legal. 

This year, tens of thousands of women will die, more 

than 5 million will be admitted to hospital, and a 

substantial number will become infertile as a result of 

unsafe abortion. Preliminary estimates suggest that 

more than US$1 billion yearly could be needed to treat 

complications from abortion.3

In 1994, governments declared for the fi rst time 

that addressing unsafe abortion was a public-health 

imperative.4 Since then, many countries have broadened 

the circumstances under which abortion is legal,5 

by the conspicuous absence of family planning from the 

Millennium Devel opment Goals.13

Unsafe abortion is a major cause of maternal mortal ity,14 

and every year, 5 million disability-adjusted life-years are 

lost by women of reproductive age as a result of unsafe 

abortion.15 Abortion is illegal in Burkina Faso, except to 

save the mother’s life or in cases of rape or incest, which 

suggests that nearly all abortions are unsafe. In Filippi and 

colleagues’ study, 4·7% of women who had had severe 

obstetric complications and 25% of women who had 

had an early pregnancy loss were suspected or confi rmed 

to have undergone an induced abortion. Women who 

died before arriving at hospital or during their hospital 

stay were not included, which prevents inferences about 

abortion-related maternal mortality. In this context, 

unsafe abortion and its maternal consequences are 

probably under-reported or misclassifi ed. Provision 

of safe abortions can have a substantial eff ect on the 

primary prevention of maternal morbidity and mortality. 

A broad focus on the prevention of maternal morbidity 

and its short-term and long-term physical and mental 

health consequences is needed. Better health care during 

pregnancy and at delivery should go hand-in-hand with 

eff orts to prevent unwanted pregnancies.
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and medical care for postabortion complications has 

improved.6 Only last year, African governments set a 

bold plan of action to address unsafe abortion explicitly 

among a comprehensive set of goals to promote and 

protect sexual and reproductive rights and health.7 The 

path to progress is clear.

Legal and policy reform is required. The legal status of 

abortion has never dissuaded women and couples who, 

for whatever reason, seek to end pregnancy, and research 

shows that the more restrictive a country’s abortion law, 

the higher are the rates of unsafe abortions and related 

mortality.6 Conversely, Guyana saw a 41% reduction in 

hospital admissions for septic and incomplete abortion 

in the fi rst 6 months after making abortion legally 

available in 1995.8 Governments should also consider 

following the example of Nepal, which banned child 

marriage and polygamy, and granted women some 

property rights, at the same time as abortion was 

legalised.9

Donor governments, such as that of the USA, 

exacerbate legal restrictions on abortion with policies 

like the global gag rule, which mandates that foreign 

organisations receiving US governmental assistance 

for family planning must deny information to women 

about the option of legal abortion or where safe services 

can be obtained. This policy has very real detrimental 

eff ects on public health10 and should be unanimously 

rejected. Repealing harmful policies is not suffi  cient, 

however—donors and national governments must also 

ensure access to reproductive health services, including 

contraception.

Reform must also be supplemented by technical 

assistance to health systems and health-care providers, 

which is especially important in settings such as 

Colombia, Portugal, and Mexico City, where laws 

that allow increased access to abortion have recently 

been enacted. Examples such as Guyana, India, South 

Africa, and even the USA prove that legalisation 

is not suffi  cient to ensure women’s access to safe 

services.8,11–13, In each setting, players must carefully con-

sider women’s preferences and ensure access to services 

accordingly, including through mid-level pro viders and 

an appropriate mix of medical and surgical technologies 

(eg, manual vacuum aspiration). Outreach and support 

to providers in countries where abortion remains highly 

restricted is also necessary to ensure access to family-

planning services and postabortion care, as well as 

provision of abortion to the full extent allowed by law. 

WHO’s technical guidance, available in several languages, 

is key to designing eff ective policies and programmes.14

Investment in developing and sustaining robust 

advocacy for access to safe abortion is the fi nal priority. 

Broad coalitions of advocates at local and national levels 

can help to change, implement, and protect laws. They 

can also document and expose consequences of unsafe 

abortion, reach women with crucial information, and 

work to address the additional and underlying challenge 

of gender and socioeconomic inequality that can 

compromise women’s right to make decisions about 

their health, even after abortion is legalised.15

In all the available data, one fact stands out: safe and 

legal abortion saves women’s lives and protects their 

health.16 There is no acceptable reason to allow women 

to die, fall ill, or become infertile as a result of unsafe 

abortion when the world community has both the 

knowledge and the means to prevent these deaths.
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“The abortion problem is not solved with jail, vote Yes”

Poster in Portugal before February, 2007, referendum on legalising abortion.
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A better future for women and children

Over the past century, the risk of maternal and infant 

death and of injury associated with childbirth has 

decreased substantially in developed countries.1 Sadly, 

the benefi ts of these advances are not accessible to all 

throughout the world.

Why does one woman die every minute from 

complications related to pregnancy and childbirth? 

99% of such deaths occur in developing countries, 

and the reasons are basic. Women haemorrhage to 

death; they do not have access to antibiotics to prevent 

infection; or they do not have the option of a caesarean 

section.2,3 Why do nearly 10 million children die each 

year before their fi fth birthday (more than the number 

of adults who die from AIDS, malaria, and tuberculosis 

combined), if most of these deaths are preventable?4,5 

Why, when contraception is cheap and eff ective, do 

200 million women still have an unmet need for family 

planning?6

The answers are known: poverty and poor health 

go hand-in-hand. Poor health is closely related to in-

equities in resources and power. The health status of 

individuals and communities is linked to lack of access 

to clean water, nutritious food, secure shelter, economic 

opportunity, education, and health care. These 

determinants of wellbeing are mostly denied to poor 

people, and women and girls typically have least access 

to resources and power. That nine out of ten women 

in sub-Saharan Africa will lose a child during their life-

times,7 or that the highest mortality rates for children 

aged under 5 years are concentrated in countries in or 

emerging from confl ict is no coincidence.7

With eff ort and resources, large-scale improvements 

in public health are achievable. Sri Lanka’s long-term 

commitment to safe motherhood services has, over four 

decades, decreased maternal mortality from 486 deaths 

per 100 000 livebirths to 24 per 100 000.8 In Egypt, a 

national campaign promoting oral rehydration therapy 

helped to reduce infant diarrhoeal deaths by 82% 

between 1982 and 1987.8 China’s national tuberculosis 

programme helped to reduce prevalence of that disease 

by 40% between 1990 and 2000, and translated directly 

into social and economic benefi ts: for each US dollar 

invested in the Chinese programme, $60 was generated 

in savings from treatment costs and the increased 

earning power of healthy people.8

But, too often funding for health interventions fl ows 

ineffi  ciently through independent and issue-specifi c 

chan nels. Today’s health threats almost never occur in iso-

lation. The same communities in which individuals live 

with AIDS are also those in which women are at very high 

risk of dying during childbirth from lack of family plan-

ning and basic obstetric care. The same young children 

who sleep under bednets to guard against malaria are 

no less likely to die from diarrhoea or pneumonia. The 

laudable objective of fi ghting specifi c diseases has become 

confused with the fundamental goal of saving and 

bettering lives, and crucial invest ments are undermined 

by an excessively narrow perspective.
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