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obtained by women in any region is similar to the propor-
tion of women living there.

It is estimated that the number of legal abortions out-
numbers that of illegal abortions (26million vs. 20 million),
with Asia, Africa and Latin America. providing the ~ulk
of illegal abortions (50%, 25% and 20% respectively).

The annual abortion rate (a measure of the number
induced abortions each year per 100Owomen aged 15-44)
is about 35 in 1000. The rate is similar between developed
and developing regions of the world (39/1000 vs34/1oooro

Abortion rates are highest among women aged be-
tween 20 and 24 and lowest among those younger than20
and those over 40. This implies that women in their early
twenties are therefore most likely to be sexually active,
the most fecund and the most likely to be pregnant. How-
ever, data puts it that the proportion of pregnancies ended
by abortion is greatest at the beginning and at the end of
women's childbearing lives. This pattern reflects the rea-
sons for abortions: marital status, readiness for a family,11 .family size e.t.c.

ABORTION IN PRACTICE
Whereas the practice of abortion is common and

widespread, the conditions in which they are performed
vary between regions and among nations. Information
about such conditions are abundant in countries with lib-
eral abortion laws but incomplete in countries where it is
prohibited or severely restricted. Legality and safety usu-
ally coincide but are most times not synonymous. In coun-
tries where abortion is legal, not all procedures are safe
and in some countries where abortion is illegal, "safe" ser-

. b b . a."Vlces can e 0 tame .
Making abortion legal therefore does not guarantee

services to be easily accessible, of good quality or safe. Nor
do conditions of illegality imply poor quality or unsafe
abortions.13 Consequently the World Health Organisation
(WHO) notes, "The legality or illegality of... services may

14not be the defining factor of their safety.

An estimate of twenty million unsafe abortions is
performed each year of which 19 million occur in the de-
veloping world. The 20 million unsafe abortions account
for 13% of all maternal mortality .15Around 25% of mater-
nal deaths in Asia and 30-50% in Africa and Latin America
occur as a result of induced abortion.

The safest abortions are those. performed early in
pregnancy by well-trained practitioner, who work in hy-
gieruc conditions under a legal set-up with appropriate

17legal protections, using medical or surgical methods. In
such conditions, there is a low maternal mortality and
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The term" ABORTION", commonly used in misrep-
resented terms, refers to "the premature or untimely ex-
pulsion of the foetus: in law, at any period; in obstetrics,
before the 28th week- whether natural or induced by some
means, medical or otherwise."!

Abortion is as ancient as mankind, being one of the
oldest, and most widely practiced methods of preventing
unwanted births.ilt is also, one of the most harzardous
when practiced in unsafe conditions. Unsafe abortion,
therefore, refers tothe 'procedure for terminating an un-
wanted pregnancy either by persons loacking the neces-
sary skills or in an environment lacking the minimal medi-
cal standards or both(WHO,1992)3.

Most often times, abortions result from a failure of
the complex, often tricky, balancing act engaged in by most
women (and men) to reconcile two aspects of their lives -
sexual intercourse and the wish or reluctance to have chil-
dren.' Factors important in the circumstances leading to
an unwanted pregnancy and induced abortion include:
sodoeconomic, cultural, psychological and societal.'

. Sometimes, the satiety disapproves of child bearing
(especially, when otside wedlock) or the resources (finan-
cial, maternal, psychological) are unavailable to cater
forbabies born from unwanted pregnandes. Fear of single
parenthood, involuntary/coerced sexual intercourse, the
desire for small family size, wrongly timed pregnancies,
religious/cultural bias against contraceptive use and con-
traceptive failure have been some leading contributors to
unsafe abortions.

The fact that mistimed or unwanted pregnancies
occur in large proportionsboth in developed and devel-
oping countriesmake it a-global concern. Most of them end
in induced abortionswith a great percentage of the
proceduresbeing unsafe. Induced abortionis synonymous
with unsafe abortion. 6Also, induced abortion appear to be
the lot of a particular class of women worldwide- younger
women, more often not married, with fewer children alive
and have experienced one or moreprevious induced abor-
tion.71t is in tune with the global inddence and sequelae
of unsafe abortions that thuis article attempts to discuss
the bare factsand practice of abortions with particular
reference to the local experience.

ABORTION IN FACf
Worldwide, about 46million women have induced

abortions annually, 78% of these in the developing coun-
tries. While 58% live in Asia, 9% in Latin America and
The Caribbean, 17% in Europe and 5% in Australia,
Canada, Japan, New Zealand and the USA, Africa con-
tributes 11% of the figure.' The proportion of abortions

w·JairiMM.M.WmG'M"". 42



UNSAFE ABORTION
morbidity rate. However, the probability of complications
and death increases with gestation.

The safety of a procedure is dependent on the tech-
nique used to induce abornon." This, in turn, depends
largely on the gestational age of the pregnancy. Vacuum
aspiration has replaced dilatation and curettage as the
most commonly used method within the first 12 weeks of
gestation. The equipment is relatively inexpensive, easy
to operate and maintain and the procedure can be per-
formed under local anaesthesia with a low likelihood of
complications. In the developed countries the use of phar-
macological methods is becoming more prominent.
Antiprogestins (e.g. mifepristone) to halt the growth of
the foetus, in combination with prostaglandin (e.g.
misoprostol) to stimulate uterine contractions, can be
safely used before nine weeks of gestation.

At gestation of 13 weeks or more, dilatation and
evacuation is commonly used. Medical induction oflabour
is also used for second trimester abortions in most
developing and some developed countries. Instillation
methods and hysterotomy are rarely used in most
developed countries, except for the small proportion
performed very late in pregnancy.

Safety is also dependent on non-medical
considerations," including legal requirements and legal
restrictions, which cause a woman to delay obtaining an
abortion and therefore increase the chance of ad verse
health consequences. Menstrual regulation- the practice
of manual vacuum aspiration at an early gestational age
«10 weeks) without a test to confirm that the woman is
pregnant is permitted in a few countries. But, the
availability of manual vacuum aspiration is uneven in
these countries, especially in rural areas, and many
women may not know that the procedure is legal and may
not understand how to comply with the legal;
requirements.

The cost of abortion services is another determinant
20of safety. A high cost relative to average family income

can increase the health risks associated with the procedure.
This is not so for most developed countries where abortion
services are publicly financed or subsidised by private or
government health insurance systems.

Each year, millions of women living in countries with
- severe restrictions on abortion ignore the law and attempt

to end their pregnancies by unauthorised means, many of
which are not safe, resulting in high morbidity and
mortality rates. Developing countries (excluding China)
have a rate of about 330 deaths per 100 000. This is highest
in Africa; 680 deaths per 100,000.21According to WHO, of
the approximately 600,000 pregnancy related deaths
around the world, 13 % (78,000) are related to
complications of unsafe abortion especially in the
developing countries.22 Most of these women are unable
to obtain the medical attention or care needed due to
inaccessibility of the hospital emergency services. Those
living in urban areas have fairly easy access both to safe
abortion methods and practitioners and to emergency
hospital care. The technique in rural areas is, by contrast,
less likely to be safe, and emergency care services less

/

readily available. Some women, also, do not seek
treatment because of fear, embarrassment, shame or
poverty.

Though several women with severe complications
do not receive the required treatment, large numbers still
find their way to hospitals. The cost of treating these
women is quite substantial. In some countries where
abortion is illegal, as many as 2 out of3 maternity beds
in large urban public hospitals are taken up by women
with abortion complications, and up to one half of
obstetric and gynaecology budgets are spent on these
problems.f Women when faced with unwanted
pregnancy will res,ort to ille&~l abortion whatever the
costs are to therr health. The management of
complications of unsafe abortion require significant
public sector expenditure. It is believed that the overall
rate of complications due to unsafe abortion practices is
declining in some places because of increased use of non-
invasive abortion techniques and the growing use of
antibiotics. Antibiotics are being prescribed
prophylactically by many professionals and lay
practitioners who now recognise that infection
contributes a great deal to the likelihood of illness or
death from unsafe abortion.25

Legalising abortion reduces or eliminates the need
for unsafe procedures," thus increasing women's
chances of survivil}~ the procedure and improving their
subsequent health. The incidence of complication from
unsafe abortion is lessened and there is a drop in abortion
related mortality and by extension overall maternal
mortality rates. The case of Romania, Guyana and South
Africa, where the rates of abortion related mortality, and
septic and incomplete abortions declined after the
effection of legislation are good reference points. A
permissive legislation is an important pre-requisite for
medically safe and early abortion. With restrictive
legislation, abortion is difficult to obtain, costly and
possibly unsafe, in particular to the least affluent women, th 28
ill e SOciety.

Perhaps, the most important factor in decreasing
the trend of unsafe abortions and its attendant
consequence is the post-abortion services available.
29

This, not only includes the treatment of abortion
complications but also offering family planning advice
including sex education and contraceptive services and
referrals or actual services by physicians and non-
physicians. These services save women's lives, help to
prevent the long -term health problems of untreated
complications, and help women who have had an unsafe
abortion avoid repeating the experience. Nigeria, Egypt,
Ethiopia, Kenya, Mexico, Zimbabwe, Nepal etc currently
have pilot projects to introduce the use of manual
vacuum aspiration, which can reduce post-abortion care
costs and free up resources for other obstetric and
gynaecology services. Limited attempts are also being
made to expand and improve treatment protocols and
contraceptive counselling for women who are
hospitalised with complications from unsafe abortion.

The consequences of unsafe abortion on women's
health need to be acknowledged by everybody in tJ:terl']aiUMR.@Ii.mm.tg.J.I.i.

43



1
UNSAFE ABOR.TIONS

society in order to improve abortion care. It is necessary
to adjust legal and other barriers to medically safe
abortion in order to follow the declaration at the UN
conference on population (ICPD) in Cairo, 1994, which
stated that abortion, wherever legal, should be safe.30

. COMPLICATIONS OF UNSAFE ABORTION
Following an unsafe abortion, some women experience no
side effect or only mild complications. Others however
experience severe trauma, such as tears in the cervix and
perforation of the uterus. Fever, infection (sepsis), septic
shock and severe haemorrhage are other complications
that may occur. Infertility isa common sequelae of unsafe
abortion.

In a study conducted in Pakistan involving 83 cases
of induced abortion, the commonest complication de-
tected was haemorrhage, occurring in 31 (43.25%)patients,
followed by sepsis in 24 (33.33%) and trauma in 13(18%)
cases. If health-care services are immediately available,
the women may fully recuperate, but often there are last-
ing consq9uences, including compromised reproductive
function.
THE LOCAL EXPERIENCE
In Nigeria, where about half of illegal abortions are be-
lieved to be performed by doctors or nurses, many para-
medics use prostaglandins and many women go to chem-
ists (pharmacies) to obtain abortifacients, experts believe
that about 4 in 10 women having induced abortion expe-
rience severe complications and that the majority of these
(about 60%) do not receive treatment. These findings are
similar in Latin America and in South and Southeast Asia,
and reflect the illegality of abortion, the unavailability of
safe services and the absence of emergency health services
in urban and rural areas, thus explaining the high levels
of morbidity and mortality often associated with unsafe
abortion in developing countries.32

.33

Being a developing nation, the experience in Nigeria is
similar to what obtains in the other developing countries.
It is noteworthy that 30% of the 40 million pregnancies
occurring each year in Africa are unwanted and 12% end
in abortion.

The major factors accounting for high incidences
include:

"Lack of adequate legislation and policies to regulate their
procedure

"Financial constraints. This can be for any of the follow-
ing:

· To raise children
· To seek adequate contraceptive means
· To acquire appropriate education

- . To seek such procedures under safe conditions
· To seek proper medical care - for the purpose of
counseling or managing complications from unsafe
abortion.

"Low literacy levels

"Unstable family set-ups - because of illegal methods some-
times employed in starting families

"Societal outlooks and taboos on
· Single parenthood
· Student pregnancies
· Marital zones of choices

"Religious condemnation of pregnancies even in such un-
avoidable circumstances

"Inadequate supervision of health facilities especially the
non goverrunental firms

"Lack of information about:
· Prevalence rates of unsafe abortions and as

sociated complications
· Appropriate measure to be taken before car
rying out such procedures

· Possible complications of various options
· Preventive measures
· Legal measures taken before this procedure

"Residence- with a significant proportion of the popula-
tion based mainly in the rural areas, they are removed
away from appropriate health care and thus seek tradi-
tional methods to induce abortion.

"Inability / refusal to seek post abortions services and thus
increasing possibilities of future procedures

CONCLUSIONS AND RECOMMENDATIONS
From the foregoing it is clear that unsafe abortion is a
health-care concern. The underlying reasons for the ex-
istence of high levels of unplanned pregnancies and hence
induced abortion are similar in many parts of the world.
They include:
"Many women, who do not want to get pregnant are ei-
ther not using a contraceptive method or they are using a
method that provides insufficient protection against preg-
nancy.
• Some women using contraceptives nevertheless get
pregnant. This could be due to either a user failure or a
method failure.
" Economic reasons: Cou pIes struggling to make ends meet
many times cannot afford the.extra burden of an un-
wanted birth.
" Many societies frown at an unmarried woman having a
child.
" In response to pregnancies resulting from rape, incest or
other kinds of sexual violence.

It is important to note that early adolescent sexual
activity accounts for much of unplanned pregnancies.
These teenagers not being ready to be parents want to de-
lay child bearing at all costs, therefore resort to abortion
as a way out. Although young women and their male coun-
terparts are at the center of a transition in sexual behav-
ior, parents are too silent about sexuality and contracep-
tive practice. The absence of adequate contraceptive ser-
vices in most parts of the country as well as negligible gov-
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ernment input to this aspect of reproductive health. It is
in the light of this that the following recommendations
are made.
1.Societal responsibility:
Sodety has a large role to play in the eradication! reduc-
tion of unsafe abortion. The first step in achieving this goal
is to acknowledge the magnitude of the problem. Increased
political will with respect to provision of affordable con-
traceptive services and education will go a long way to
ameliorate the problem .However, public and private sec-
tor collaboration is required to achieve this.

2.Reproductive health education:
Incorrect information on human reproduction by both

sexes espedally women of the risk age group is a root care
of the burden of unplanned pregnancy in our society. It is
essential to produce accurate, understandable and rel-
evant information on sexuality and contraception. Using
a variety of acceptable approaches (culturally and reli-
giously) to enable sexuality active men and women of
whatever age to come to terms with the risks attendant to
sexuality and human reproduction and the means by
which they can avoid them. Parents ought to be the first
line source of information on sexuality for the adolescent.
However, an adolescent sexuality survey conducted in Ni-
geria showed that parents rank low as a source of accu-
rate information.2 The larger sodety should be involved
in its entirety in the education of its youth in this regard.
Contraceptive counseling should exist and both formal
and informal systems must be adopted to convey accu-
rate ipformation to the target population. Myths such as
"condoms will get lost inside a woman and cause infertil-
ity" must be dispelled.
3.Access to Contraceptive Services
Early access to contraceptive services that are cheap and
appropriate for the need of the people will reduce the num-
ber of unwanted pregnancies. Government must as a
matter of urgency establish facilities for contraceptive
services all the way to the local government areas. Care-
fully trained personnel should be used and efforts should
be geared towards helping each individual find the ap-
propriate contraception for her based on her reproduc-
tive status, religious and cultural beliefs.
4.Legalized Abortion.
This is a controversial area of discourse. The arguments
for and against legalized abortion are usually beclouded
by sentiments, social taboos and religions predilections. It
is said that even the best practice of contraception will
not eliminate the need for abortion. In W.~urope, where
couples want very small families and the use of both mod-
ern and traditional birth control methods is extremely
high, the average annual abortion rate is 11 per 1, 000
women of childbearing age, a low but significant level.34

This is because all forms of contraceptive currently in use
have some risk of failure. Therefore the argument for the
legalisation of abortion to provide for this eventuality.

However, it should be noted that legalising abor-
tion services does not-necessanly make it safe.1Where

healthcare services are still prohibitive in cost and lack-
ing in skilled manpower as is evident in most developing
countries including Nigeria, abortion will to a large ex-
tent remain in the domain of quacks and semi-skilled
health care providers working in the most.unhygieruc con-
ditions. This negates the belief that removal of restrictions
will guarantee safety.

At the International Conference on Population and
Development (ICPD) in Cairo, 1994 the programme of ac-
tion declared: "In no case should abortion be promoted as
a method of family planning." Government efforts should
be geared towards health awareness and increasing the
contraceptive knowledge and use of its people. This would
help reduce the levels of unwanted pregnancies. Until
health care services improve, with adequate funding of
all tiers of healthcare delivery and services are affordable
by the populace, legalising abortion ~ill not confer safety
to abortion procedures in our country.

In conclusion, to ignore the problem of unsafe abor-
tion is to our peril. Scarce resources will continue to be
spent on treating complications of unsafe abortion. Valu-
able man-hours will be lost at great consequence to the
Nation. For a preventable condition, this is appalling. It is
important for medical personnel to adopt advocacy us-
ing government as well as non- governmental agendes as
a means of ensuring appropriate response to the menace
of unsafe abortions. Unsafe Abortion is a product often
times of poverty, ignorance and the absence of relevant
healthcare fadlities at affordable prices as well as the pres-
ence of restrictive legislation. The ICPD plan of action is
as shown in figure 1.
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Liberalisation of abortion laws with regards rape and

incest might be acceptable to most sodeties. In the absence
of abortion legalisation, efforts should be doubled to in-
crease contraceptive awareness and use our society.

45

/
/



UNSAFE ABOR.TIONS

REFERENCES
l.Critchely, M.(ed): Butterworth's Medical Dictionary. 2nd ed ELBS/

Butterworths, Kent, Britain.1978, pg 4.
2.Ladipo, O.A: Preventing and Managing Complications of induced

abortion in Thoird World Countries. Int. J ofGynaecoI.Obste!.1989,
Suppl3: 21-28

3.World Health Organisation: The Prevention and Management of
Unsafe Abortion Report of a Technical Report Working Group.
WHO/MSM/92.5, Geneva: World Health Organisation,1992.

4.The Alan Guttmacher Institute: Sharing Responsibility: Women
Society & Abortion Worldwide. 1999

5.Maforah, F. et al: Back street abortion: Women's
experiences.Curationis.20 (2):78-82,1997 July.

6.Adewole, I.F: The Role of Abortion and Miscarriage in Maternal Mor
tality and Morbidity. In Aimakhu, V.E(ed): Promoting Safe Mother
hood at the Primary HealthCare level; The proceedings of a work
shop. UNICEF, 1995, 81-92.

7.Misago, C. et al : Determinants of Abortion Among women admitted
to Hospitals in Fortaleza, North Eastern Brazil.lnt. J of Epid. 27(5):
833-9,1998 Oct.

8.The Alan Guttmacher Institute, 1999. op. cit. (see ref 4)
9.Ibid.
10 Ibid.
11.Ibid.
12.Ibid
13. Ibid
14.World Health Organisation, 1992. Op. cit. (see ref 3)
15.German, A and Kim, T: Expanding Access to safe Abortion strate

gies for Action. I~ternational Women's Health coalition. 1998.
16.0dlind, V.: Induced Abortion - A Global Health Problem. Acta

Obstetricia at Gynecologica Scandinavica Suppl. 164: 43-5, 1997
17.The Alan Guttmacher Insitute, 199. Op. cit (see ref 4)
18.Ibid
19.Ibid
20.Ibid
21.Hensahaw, S.K.: Unintended Pregnancy Abortion; A Public health

Perspective. In Paul, M et al (eds): A Clinician's Guide to medical
and Surgical Abortion, New York: 1999, Churchill Livingstone.

22.World Health Organisation, Division of Reproductive Health; Un
safe Abortion: Global and Regional estimates of Incidence of and
Mortality due to Abortion, with a listing of Available Country Data.
3'" edition Geneva: WHO, 1998.

23.Makinwa- Adebusoye, P et al: Nigerian Health Professionals' per
cepttons about Abortion. Int. Fam. PI Pers., 1997, 23 (4): 148-54

24.The Alan Guttmacher Institute, 1999. Op. cit. (see ref 4)
25.Ibid.
26.Costa,S.H.: Commercial Availability of Misoprostol and Induced

Abortion in Brazil. Int. J. of Gynaecol. Obstet. 63 suppl l: 5131-9,
1998 Dee.

27.The Alan Guttmacher Institute, 1999. Op cit (see Ref 4).
28.Ralunan, A. et al: A Global Review of Laws on induced Abortion,

1985 - 1997. Int. Fam. PI. Pers.,24 (2): 56-64. 1998 June.
29.The Alan Guttmacher Institute, 1999. Op. At (see ref 4).
30.0dlind, V., 1997. Op cit. (See ref 16).
31.The Alan Guttmacher Institute, 1999 Op. At (see ref 4).
32.0dlind, V., 1997. Op cit. (see ref 16)
33.Najimi RS. Complications attributed to illicit abortions. Journal of

the Pakistan Medical Association 1998 Feb. 48 (2): 42-5
34.AGT, 1998, Op cit (see ref 4).

46


