
23Guttmacher Institute/IUSSPGuttmacher Institute 23

Acknowledgments: The authors gratefully acknowledge Susheela 
Singh for her guidance in the conceptualization of this chapter. 

Induced abortion is closely linked to many aspects of 

women’s health. Accurate information on its incidence is 

vital to understanding the level of unwanted pregnancy in 

a population and the role that abortion plays in maternal 

morbidity and mortality. In countries with highly restrictive 

abortion laws, it is extremely difficult to obtain reliable 

counts of the numbers of procedures performed. But in 

many countries with liberal laws, some sort of abortion 

data collection system or means of estimation is in place 

(Sedgh et al. 2007); however, the quality and complete-

ness of the information generated by these systems vary 

greatly. 

Fundamentally, not all countries’ data collection 

systems have the same objective: Some are in place to 

identify all induced abortions that occur, regardless of 

who pays for the procedure or why it is obtained. In other 

countries, the data collection system identifies numbers 

of publicly funded abortions. Some collect information on 

the characteristics of women who obtain abortions and 

of the procedures they undergo. In still other countries, 

comprehensive abortion data collection efforts are not in 

place, and the best estimates come from administrative 

records of payments made or services provided. 

The quality and completeness of abortion data also 

depend on whether abortion reporting is voluntary or 

required by law and, in countries where estimates come 

from payment records, whether reimbursements depend 

on the reporting of services rendered. In a small number 

of countries with liberal abortion laws, nationally represen-

tative surveys of women serve as the best or only basis 

for estimating abortion incidence. Survey estimates and 

official government statistics may both be available, and 

in these cases the findings from the two sources can be 

compared to assess the quality of each. 

Abortion statistics also differ with respect to the group 

or agency responsible for data collection and the source 

of information used. Many reporting systems are led by 

a central government agency; in some countries, data 

collection occurs at the state or provincial level, and may 

or may not be compiled by a central government agency. 

In a few countries, private organizations have taken the 

lead in compiling abortion incidence data. The data collec-

tion forms also vary across settings: Most collect at least 

some information on the characteristics of women having 

abortions (e.g., age, marital status) and of the procedures 

themselves (e.g., gestational age, type of procedure 

performed). 

The most recent comprehensive review of abortion 

incidence worldwide in countries with liberal abortion laws 

was made for 2003 and was limited to countries or terri-

tories with populations of at least one million (Sedgh et al. 

2007). At that time, government abortion statistics were 

available from most of the 66 countries and territories 

meeting these criteria, and abortion statistics were consid-

ered complete (i.e., they included at least 80% of the true 

number of legal abortions) in 29 countries. 

This chapter reviews and discusses quality issues for 

a range of sources of legal abortion counts and esti-

mates—central government agencies; surveys of abortion 

providers; surveys of women; and insurance reimburse-

ment reports and hospital statistics. We examine eight 

countries in some detail; three of these—China, India 

and Vietnam—account for a sizable proportion of all legal 

abortions performed worldwide (Sedgh et al. 2007). Some 

countries have more than one large-scale data collection 

effort in place; for two of these (United States and India), 

we review more than one system. No matter what type 

of data collection system is in place, numbers of abortions 

need to be converted to rates and ratios to yield compa-

rable, uniform measures of incidence. (See Appendix A for 

a discussion of additional data requirements to estimate 

rates and ratios.)

Some of the issues we note are specific to the coun-

try described, but many are relevant to data collection 

systems in general. Our review is intended to inform data 

collection efforts worldwide, especially in countries where 

abortion laws have been newly liberalized and where sys-

tems are still being put into place and in countries working 

to improve established data collection procedures. 
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assessment of trends in abortion. In most of the former 

Soviet-bloc countries (see example of Russian Federation 

below), statistics are primarily comprised of abortions 

performed at public facilities, and the extent to which 

abortions performed at private facilities are reported is 

unknown.

Finland
In Finland, the law requires physicians performing abor-

tions to fill out a form for each procedure and send it to 

the health authorities within four weeks (Gissler et al. 

1996). This national register has been in place since 1950 

and was updated significantly in 1977. According to a 

1995 study that assessed completeness of the register 

by validating official reports against medical records in a 

sample of hospitals, coverage approached 99% (Gissler 

et al. 1996). The study used medical records as the gold 

standard, and the authors did not note any reasons why 

those records would be incomplete. 

Reporting appeared to be poorer for some indications 

for abortion than for others, which biased the estimates 

of incidence by type of abortion. Specifically, only 78% 

of abortions for fetal abnormalities were reported in the 

register. The underreporting of such abortions was at-

tributed to the legal requirement that such procedures be 

reported in two registration systems. However, abortions 

performed for fetal abnormalities seem to represent a 

very small proportion of the total number of abortions. The 

data on gestational age at the time of the abortion were 

also weaker than other data in the register, apparently due 

to errors in establishing the conception date. 

Russian Federation
In the Russian Federation, legal induced abortions can be 

performed in hospitals only. Statistics from hospital re-

cords are collected by the Ministry of Health. About 5% of 

legal abortions are recorded separately by other ministries 

that have their own hospitals (Philipov et al. 2004).

Until 1988, early vacuum aspiration abortions (i.e., 

during the first three weeks of pregnancy), known as 

“mini-abortions,” were not counted in Soviet abortion 

statistics. Starting in 1988, they were tabulated separately, 

and have been included in abortion statistics since then.* 

These changes affect not only levels of reporting, but also 

the trends in abortion incidence that can be inferred from 

official reporting. 

Demographers have reviewed the Federation’s sta-

tistical registration system, which has been in place for 

Reporting of Abortions to a Central  
Government Agency
Case Studies from Northern and Eastern Europe
In many countries, in Europe particularly, systems are in 

place for providers to report all procedures to a central 

government agency. The agency issues annual reports on 

the numbers of abortions performed and the character-

istics of women who obtain them. These systems yield 

complete and accurate abortion information where the 

systems are fully implemented and enforced, and where 

all providers are required to report the abortions they 

perform. Such reporting is considered virtually complete 

in the Scandinavian countries, Scotland, and England and 

Wales. In some northern European countries, all abortions 

are provided under the countries’ national health systems, 

which keep statistics on the services provided. In Scotland 

and England and Wales, each abortion must be approved 

by two physicians; this requirement may encourage com-

plete recordkeeping.

The abortion data collection system for England and 

Wales is not reviewed here in full, but the data collection 

instrument, revised in 2002, is similar in content to the 

typical U.S. state form. The UK Department of Health 

strives to obtain a full report of all procedures by following 

up with practitioners who submit incomplete and incor-

rectly completed forms; using imputation to fill in missing 

data; and incorporating assumptions where imputation is 

not possible (UK Department of Health 2008).  

Even in such settings, however, some abortion provid-

ers might not report the procedures they perform, even if 

they are legally required to do so, and others might report 

only some of the abortions they perform. The validation 

of abortion statistics using small samples is a helpful tool 

for estimating the true number of abortions in a coun-

try. Reporting systems appear to be reliable in several 

European countries, including Germany, Belgium and Italy. 

However, statistical validations have been conducted in 

very few countries; one of those few is Finland (see below). 

For many years, France used an extremely detailed 

reporting form that permitted complex statistical analyses. 

For example, data were available to calculate the propor-

tion of women in a given age-group who had a second 

abortion within a set number of years after a first. But the 

complexity of the form affected the completeness of re-

porting; recent simplification of the form reduced the time 

needed to fill it out and has encouraged more complete 

reporting.

It is often more difficult to achieve complete reporting 

from private facilities than from public clinics and hospi-

tals. Medication abortions and early surgical procedures 

may also be underreported in some countries. Moreover, 

changes in reporting systems over time can affect the 

*As a point of contrast, in Cuba, early vacuum aspiration abor-
tions are considered menstrual regulations and are not counted in 
that country’s abortion statistics.



25Guttmacher Institute/IUSSP

Canada
The Canadian Institute for Health Information (CIHI) at-

tempts to obtain counts of all legally induced abortions in 

Canada (CIHI 2003). The Institute also collects information 

on the demographic characteristics of women who obtain 

induced abortions and medical aspects of the abortions. 

Until 2004, some data were also collected on Canadian 

residents who obtained an abortion in selected American 

states.

CIHI obtains most of the data from provincial and 

territorial departments of health, but also receives data 

directly from hospitals and clinics. Depending on the 

department of health, the data collection instrument varies 

from a single sheet of paper with aggregate counts to 

detailed records submitted to CIHI electronically. When 

health departments report incomplete data, CIHI adminis-

ters a one-page questionnaire to private clinics to obtain 

aggregate counts of the total number of induced abortions 

among Canadian residents, by province of residence. 

CIHI undertakes data-quality checks, including checks for 

internal consistency and comparisons of the most recent 

data with data from prior years to detect any unusual or 

unexpected changes that might indicate data error. 

Abortion reporting was required by law until 1988 and 

up to that year, the system was considered to cover 100% 

of all legally induced abortions performed in Canada, 

although it omitted clinics that were operating openly but 

were considered by the national government to be illegal. 

CIHI estimated that as of 2000, the database represents 

approximately 90% of all abortions performed in Canada 

on Canadian residents (CIHI 2003). The statistics include 

abortions performed at hospitals and licensed clinics, but 

do not include procedures performed in doctors’ offices or 

privately paid abortions that are not covered by provincial 

health insurance (Statistics Canada 2008). Procedures 

from providers who fail to report are denoted as missing 

data or are imputed on the basis of available information. 

At the national level, the numbers of abortions ob-

tained by Canadian residents in the United States and of 

those performed on nonresidents in Canada are unknown. 

Both are considered to be small. 

There is a possibility of some overcounting in Canada’s 

abortion database. If a patient is released but later realizes 

her abortion is incomplete and requires another procedure 

at the same or a different facility, she could be counted 

twice. This issue is particularly relevant with the growing 

popularity of medication abortions in Canada, as these pro-

cedures are more likely to be incomplete than are surgical 

abortions. 

several decades and was revised significantly in 1992–

1993 (Philipov et al. 2004). Before 1992, abortions were 

categorized as spontaneous (miscarriages), induced upon 

request, therapeutic and performed “out of clinic.” This 

last category includes all induced abortions performed 

outside a clinic for which women subsequently came to a 

public clinic for follow-up care (i.e., for treatment of medi-

cal complications). Many of these were initially performed 

in the private sector. 

In 1992, the category “without clearly stated grounds” 

was added to the Russian Federation’s classification sys-

tem. Abortions performed outside of a registered facility 

began to be placed in this category, unless the woman 

had serious medical complications. Abortions “without 

clearly stated grounds” are not counted as induced 

abortions in official statistics. Another major change that 

seems to have affected the completeness of reporting is 

the growing practice of induced abortions performed out-

side the public sector (Philipov et al. 2004). The number 

of private facilities performing early abortions increased 

substantially in the 1990s (Philipov et al. 2004); moreover, 

if private-sector abortions are disproportionately obtained 

by some subgroups of women—for example, by urban 

or older women—then estimates of overall incidence in 

these subgroups will be skewed. Some induced abortions 

are also performed after hours in public hospitals because 

physicians can charge higher fees and women receive 

better care (Philipov et al. 2004). 

To assess the quality of abortion reporting, researchers 

compared official statistics with findings from reproduc-

tive health surveys (Philipov et al. 2004). The survey-based 

estimates of abortion rates were very close to estimates 

from provider statistics for about two years preceding 

each survey. Although researchers interpreted the results 

to mean that official statistics are relatively complete, an 

alternative explanation is that both the official statistics 

and survey results underestimated the number of abor-

tions by about the same amount. The survey estimates 

were progressively more prone to underreporting when 

moving further back in time.

Case Studies from North America
In several countries, including Canada, Switzerland and 

the United States, abortion statistics are collected by 

states or provinces under their laws. In the United States 

and Canada, national government agencies compile the 

state and provincial statistics (see examples discussed be-

low). In Canada, the national agency attempts to fill in the 

gaps left by incomplete provincial reporting requirements. 

Several years ago, the U.S. Centers for Disease Control 

and Prevention (CDC) gave up making estimates for states 

without reporting systems.
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China
Local health departments keep records of all medical 

procedures they perform, including induced abortions. The 

number of procedures is compiled at the national level 

by the Chinese Ministry of Health. These records are the 

basis for government reimbursements to the health de-

partments, and the departments are therefore motivated 

to report all abortions. In fact, health departments have 

been known to report more abortions than are actually 

performed. Furthermore, health departments used to have 

incentives to underreport births and overreport abortions 

to gain political favor. However, as of the 1990s, when 

abortions came to indicate birth planning failure instead 

of success, overreporting may have given way to under-

reporting (Wei and Jinju 2007).

The Chinese Ministry of Health’s number of hospital 

surgical procedures may omit some medication abortions 

and some abortions performed in private family planning 

clinics. China’s Family Planning Commission also reports 

abortion statistics, which include abortions performed in 

family planning clinics but miss those performed in some 

hospitals. The Commission’s estimates have become 

increasingly less reliable over the years.

India
Abortion is legal under broad grounds in India, but regula-

tions require that abortions be performed by registered 

physicians in certified facilities. According to a recent, large-

scale study, however, only 24% of private abortion facilities 

in the country are certified (Duggal and Ramacharan 2004a). 

The large numbers of abortions procured outside of certi-

fied facilities are not counted in official statistics. Moreover, 

many abortions that are performed by registered providers 

in certified facilities are not reported because accountability 

is not in place and the reporting system is widely known 

to be deficient. According to findings from a facility-based 

study conducted in six states (discussed in Surveys of 

Abortion Providers section), the total number of abortions 

performed in the country is nearly nine times higher than 

was indicated by official numbers reported to the Ministry 

of Health in 2003 (Duggal and Ramachandran 2004b). 

Vietnam
Official abortion statistics for Vietnam are based on data 

collected by the public health system. The data in official 

health statistics yearbooks seem to include both sponta-

neous and induced abortions (Dzung and Xuan 2007). The 

government requires that public abortion providers report 

procedures to district ministries of health. These statistics 

are, in turn, funneled up to the provincial ministries and 

the national Ministry of Health. Completeness and ac-

curacy of the system therefore depends on the quality of 

United States
For the last four decades, the CDC has collected abortion 

statistics from state agencies, which collect information 

from abortion providers. In 1978, the CDC proposed that 

a standard data collection form, which was last updated 

in 1997 (CDC 1998), be used by all states (see Appendix 

B for sample form). This form has not become a universal 

standard, however, and the data collection instruments 

continue to vary by state. Even so, many states follow the 

model closely by requesting identifying information about 

the facility and provider; demographic characteristics of 

the patient (age, marital status, education, race/ethnic-

ity, pregnancy history); gestational age at time of abor-

tion; and procedure used. The agencies from two states 

(Florida and Massachusetts) and the District of Columbia 

collect only summary statistics from providers. Many now 

allow for electronic reporting (Guttmacher Institute 2009; 

Nash 2009).  

As an example of one U.S. state’s form (which 

happens to be publicly available), the data collected in 

Michigan (Appendix C) include the typical set of ques-

tions and additionally asks about abortion complications, 

method of payment and other aspects of the procedure. 

However, the CDC does not recommend that complica-

tions be reported on the form, which is usually completed 

on the day of the procedure before many complications 

become apparent.

As of 2009, 46 states require hospitals, facilities and 

physicians providing abortions to submit regular and 

confidential reports to the state; statistics from these 46 

states nevertheless vary in the completeness of their cov-

erage (Nash 2009). Voluntary reporting, which yields only 

partial counts of abortions performed, takes place in two 

states (New Jersey and New Hampshire) and the District 

of Columbia. The two remaining states, California and 

Maryland, have no reporting systems to the federal level. 

Thus, the federal abortion surveillance reports based on 

collated health department data from the states provide 

incomplete abortion statistics. A private research organiza-

tion provides more reliable estimates of national abortion 

incidence by periodically surveying abortion providers 

(discussed in Surveys of Abortion Providers section).

Case Studies from Asia
An estimated fifth of all abortions worldwide take place 

in China, and large numbers also take place in India and 

Vietnam (see three cases below). The abortion data col-

lection systems in these countries therefore warrant close 

consideration. Available information on the data collection 

system in China is limited. Some—but not all—of the fac-

tors that compromise the accuracy of reports in China are 

unique to settings with stringent family planning policies. 



27Guttmacher Institute/IUSSP

sified telephone directories and online provider listings. 

Data from state agencies are also used where available. 

The most recent effort obtained information on abor-

tions performed in 2004 and 2005 (Jones et al. 2008). The 

questionnaire asked providers for the number of induced 

abortions they performed by year, the minimum and maxi-

mum gestations at which they will perform abortions, and 

fees charged for services. Clinics and physician providers 

were also asked about medication abortions. 

For facilities that did not respond after extensive 

follow-up efforts, the Institute used a range of alterna-

tive estimation procedures: projecting from information 

available for earlier years or from state health department 

data, where these were deemed complete; obtaining 

estimates from knowledgeable sources in the communi-

ties of the nonresponding clinics; and drawing inferences 

on the basis of the numbers of procedures performed in 

similar responding facilities. Of the 1.21 million abortions 

reported for 2005, 76% were reported by providers; 12% 

came from health department data; 9% were estimated 

by knowledgeable sources; and 3% were projections or 

other estimates. 

Past surveys of random samples of physicians and 

hospitals suggest that the true number of abortions is 

3–4% greater than the number Guttmacher estimates 

(Henshaw and Van Vort 1994; Henshaw 1998). Abortion 

researchers have noted that underreporting might have 

become more pronounced after mifepristone was ap-

proved for early medication abortion in 2000, because 

facilities that only started offering abortion services with 

mifepristone might not have been identified and others 

might have been reluctant to report medication abortions 

(Jones et al. 2008). However, such facilities likely treated 

small numbers of women. In addition, providers that do 

not keep records of abortion services may have reported 

estimates rather than actual numbers, which can intro-

duce random error in the resulting national estimate.

India
A research team in India estimated abortion incidence in 

the country in 2002 on the basis of a survey of providers 

working in 380 public- and private-sector facilities in six 

of the country’s 28 states. The states were selected to 

represent the country’s geographic, economic and health 

spectrum. Researchers used survey results to estimate 

the average number of abortions performed per year in 

each facility, and they used the ratio of providers to popu-

lation in the sample areas to infer the number of providers 

in the country. 

The findings indicate that about 4.8 million induced 

abortions are performed annually in formal facilities and 

another 1.6 million abortions are performed by informal 

reporting at each ministry level. An evaluation of the data 

collection system in the early 1990s revealed inconsistent 

reporting quality, with several provincial ministries failing 

to submit reports (Goodkind 1994). In addition, data collec-

tion instruments were not uniform across provinces. For 

example, some provincial ministries required that records 

be kept on each patient and others requested only sum-

mary information. Before 2000, pressure to meet annual 

public service targets might have resulted in some over-

reporting of induced abortions. However, abortion was 

dropped from the list of targeted services in 2000. 

As of 1989, the government of Vietnam officially per-

mitted health workers to engage in private practice. Since 

then, abortion procedures have increasingly shifted to the 

private sector, which is not covered by the public health 

reporting system. Many abortions are also performed in 

the “semi-private sector,” meaning in public health facili-

ties but after working hours; such procedures are missing 

from official counts. The dramatic declines in officially 

reported procedures from the mid-1990s to the early 

2000s are attributed at least in part to the shift in abortion 

practice away from the public sector.

Surveys of Abortion Providers 
In the absence of reliable government-sponsored report-

ing systems, private organizations in some countries 

compile information from individual abortion providers. 

This approach works well in the Netherlands, where 

good hospital statistics are available and abortions are 

performed in only a few nonhospital clinics. It works less 

well in the United States, where there are close to 2,000 

providers, including private physicians and hospitals, many 

of whom perform only a few abortions. A survey of provid-

ers in India is unique in that inferences are made for the 

whole country on the basis of information obtained from 

a sample of providers in six states. We discuss these two 

countries’ cases below. 

United States
The Guttmacher Institute, a private research organization, 

has estimated abortion incidence by conducting periodic 

surveys of all known abortion providers in the United 

States since 1974, the year after abortion was legalized 

(Jones et al. 2008). The purpose of the surveys is to col-

lect incidence data as well as information about abortion 

providers and the availability of services.

The survey attempts to reach every abortion provider 

in the country and thus can be considered a census. 

Facilities in which abortions are performed are identified 

using a variety of sources, including the membership di-

rectory of the National Abortion Federation, listings in clas-
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induced abortions in 1988 (Toulemon and Leridon 1992). 

In Estonia, 70% of women selected from hospital records 

for having had an abortion in 1991 reported having had an 

induced abortion in a 1992 survey (Anderson et al. 1994). 

In the Czech Republic, the reporting rate for abortion in a 

1993 survey was found to be 45–50% complete (Czech 

Statistical Office et al. 1995).

Nevertheless, in some countries with incomplete 

national statistics, such as former Soviet-bloc nations, 

surveys of women provide better estimates of abortion 

incidence than national data systems. For example, in 

Ukraine, the abortion rate derived from national statistics 

was 28% lower than the rate estimated from the 1999 

DHS (Kiev International Institute of Sociology et al. 2001). 

A variety of factors can explain the relatively strong perfor-

mance of surveys of women in these countries, including 

low levels of stigma associated with abortion and the fact 

that national statistics cover public-sector abortions only. 

Survey estimates can be useful even if there is some 

underreporting, particularly where abortion rates are high, 

because the surveys provide a minimum estimate of 

abortion incidence. For example, the highest legal abortion 

rate found for any country in the 2003 worldwide compila-

tion of abortion statistics—Georgia’s, with 135 abortions 

per 1,000 women aged 15–44—was based on a fertility 

survey. Even if this estimate understates the true rate in 

the country, it indicates an extremely high incidence of 

abortion there. 

Insurance Claims and Hospital Statistics
In countries without comprehensive national reporting 

systems, the number of abortions can sometimes be 

estimated from a combination of other data sources, 

specifically insurance reimbursement reports and hospital 

service statistics. In France, for example, the mandated 

reporting system has become increasingly unreliable, but 

insurance reimbursement data provide more complete 

abortion numbers, though these records provide no infor-

mation on the characteristics of women having abortions. 

In Australia (see below), a national abortion data collection 

system is not in place and researchers have had to piece 

together data from private- and public-sector sources to 

develop estimates for 1985–2003. Abortion statistics are 

collected for one state, South Australia, and these data 

were used to make adjustments for errors in the private 

and public data sources.  

Australia 
Researchers have taken advantage of insurance claims 

(i.e., abortions paid for by the universal health insurance 

system, Medicare) and hospital records to estimate the 

incidence of abortion in the country (Chan and Sage 2005).  

abortion providers, totaling roughly 6.4 million abortions 

annually in India.

This estimate is probably the most complete that is 

available so far for this country. However, the estimate 

should be taken with a few caveats. Perhaps foremost 

among these is that it is not clear whether the states 

and sites included in the study are representative of the 

providers in the country. 

Surveys of Women
Many countries have national fertility surveys, that is, 

population-based surveys of women that ask about their 

reproductive history, current contraceptive practices and 

fertility aspirations. Many studies have demonstrated that 

questions about abortion history often suffer from under-

reporting. Surveys are also subject to sampling error and 

random variation.

Survey data are probably more reliable in countries 

where abortion is not stigmatized and where the prac-

tice is accepted. Abortion estimates based on surveys 

of women are available for about a dozen countries with 

liberal abortion laws. For three (South Korea, Turkey 

and Turkmenistan), nationally representative surveys of 

women are the only available source of abortion es-

timates. Abortion rates are estimated on the basis of 

women’s reports of abortions within three or five years 

prior to the survey. Some of these surveys are limited by 

the exclusion of unmarried women. For example, the sur-

vey in South Korea was administered to currently married 

women only, and the survey in Turkey was administered 

to ever-married women only.

The Demographic and Health Surveys (DHS) and 

Reproductive Health Surveys, administered by Macro 

International and the CDC, respectively, are comprehen-

sive surveys that are conducted periodically in developing 

countries and Eastern Europe, including a few countries 

where abortion is broadly legal. The surveys obtain de-

tailed reproductive histories, including histories of induced 

abortion in a few countries. The survey questionnaire asks 

about women’s total number of pregnancies. For each 

pregnancy, the interviewer records the duration of gesta-

tion; the outcome of the pregnancy (live birth, induced 

abortion, miscarriage or stillbirth); and, for those ending in 

abortion, the month and year of termination. 

Researchers have attempted to assess the complete-

ness of abortion reporting in surveys by comparing the 

results with national abortion statistics where these exist, 

or by surveying women who are known to have had an 

abortion according to hospital records. The results of 

such validation studies have been described in a recent 

comprehensive review (Rossier 2003). In France, surveys 

of women were estimated to have identified 50–60% of 
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•  Persistent focus on public-sector abortions in countries 
where the incidence of private-sector abortions is grow-
ing. This has been described here for the Russian Fed-

eration and Vietnam, and there is evidence that it affects 

national statistics in several former Soviet countries and 

elsewhere.

•  Rise in medication abortions. Systems in place are not 

capturing the increasing use of misoprostol and mifepris-

tone for self-induced abortions. They are also missing 

the medication abortions provided at facilities that do not 

generally perform abortions and thus do not report these 

procedures.

•  Double counting of abortions. As we have documented 

in Canada, this occurs when a patient requires follow-up 

care for an incomplete abortion, and both the original 

procedure and treatment for its complications are 

counted. The problem could become more significant as 

medication abortions increasingly replace surgical proce-

dures, because women having medication abortions are 

more likely to seek care for incomplete procedures. 

•  Uneven quality of reporting across states or provinces in 
federated countries. This issue is known to apply to the 

United States, Switzerland and Canada. 

•  Inclusion of miscarriages in abortion reporting systems. 
We described this problem in Australia’s hospital re-

cords, and it is probably relevant in a number of coun-

tries, including a few former Soviet countries. 

•  Reporting of cross-border procedures. Ideally, a county’s 

abortion count should refer to procedures obtained by its 

residents only, rather than to the numbers of abortions 

that are performed within its borders. In most cases 

there is little difference between these two counts be-

cause few women cross national boundaries for abortion 

services. Among the exceptions are Belgium, England 

and Wales, and the Netherlands, where significant num-

bers of women from other countries obtain abortions. 

For example, abortions obtained by German women 

in the Netherlands and by Irish women in England and 

Wales should be included in Germany’s and Ireland’s 

counts, respectively.

•  Reporting linked to reimbursement. Linking abortions to 

government reimbursements seems to increase the like-

lihood of complete reporting in many European countries 

but has also probably led to the exaggeration of num-

bers in China and Vietnam.

•  Underreporting in population-based surveys of women. 
Evidence suggests that the level of underreporting in 

surveys varies by country. Thus, developing a uniform 

method of adjusting for such underreporting is difficult 

to do. 

For hospital data, it is necessary to determine which 

diagnosis codes will be taken to represent induced abor-

tions. Problems arise when the same code can apply to 

both induced and spontaneous abortions. Further prob-

lems occur when an incomplete abortion results in double 

reporting (once for the original procedure and again for 

completion of the abortion).  

Validation of the insurance-based estimates against 

statutory records in South Australia indicated that 

Medicare claims by private patients overestimated their 

abortions by about 19%. This overestimation is attributed 

to the Medicare classification system, which resulted in 

the inclusion of some spontaneous abortions in the count. 

However, not all private clinic patients submitted claims 

for Medicare reimbursement, and researchers need to 

also adjust the numbers to account for this underreporting 

(estimated at 14% of private patients). Validation of the 

numbers of public abortions found that the number was 

overestimated, albeit by a small margin (about 2.3%),  

arising primarily from readmissions. 

Summary and Conclusions 
Since 1997, criteria for legal abortion have been substan-

tially broadened in 19 countries or administrative areas 

and about 70 countries now have liberal abortion laws 

(Boland and Katzive 2008). In countries with recently liber-

alized laws, it is now possible to collect information on the 

number of legal procedures performed. In other countries 

where abortion has been broadly legal for some time, reli-

able data collection systems are still not in place or current 

systems can be improved. As this review demonstrates, 

the accurate measurement of abortion incidence requires 

careful planning and administration. 

The countries with fairly complete reporting systems 

share several important characteristics: reporting is 

mandatory; responsible agencies take an active role in 

ensuring complete coverage; and these agencies identify 

and fill gaps in reporting through inference, imputation and 

follow-up with nonreporting providers. All these efforts 

require financial and human resource investments. 

This chapter represents an introduction to the issues 

that affect the quality of abortion reporting, rather than a 

comprehensive review of all such challenges. However, 

the detailed country case studies reveal many short-

comings in national abortion data collection procedures. 

Consultations between data collection agencies across 

countries can potentially improve national data collection 

efforts based on lessons learned. Efforts to assure com-

plete reporting will have to address the following issues:
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Despite the limitations of many current systems to 

count or estimate abortions in countries where the proce-

dure is broadly legal, these efforts and the resulting statis-

tics have proven useful. The incidence of induced abortion 

is generally a good indicator of the incidence of unwanted 

pregnancy, even if a very low proportion of abortions are 

performed to protect the health of the woman or because 

the fetus has severe abnormalities incompatible with life. 

Data on abortion levels and trends can inform policies and 

programs to satisfy unmet need for contraception and 

reduce unwanted pregnancy. Moreover, comparing legal 

abortion estimates with estimates of abortion in countries 

with highly restrictive laws allows us to better understand 

how the legal climate affects the incidence of abortion and 

its impact on women’s health. More generally, empirical 

evidence documenting abortion incidence brings attention 

to the reality of abortion in women’s lives.
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APPENDIX A.
Estimating Abortion Rates and Ratios

Reported or estimated numbers of abortions are usually 

used to calculate abortion rates and ratios. Specifying the 

denominators of these measures carries another set of 

challenges.

Briefly, abortion rates require data on the number of 

women of reproductive age in the country, that is, the 

number of women aged 15–44 or 15–49 in the popula-

tion at mid-year. The numerator is usually all abortions to 

all women in a given year, even though some may have 

occurred when the woman was younger than 15 or older 

than the maximum age in the denominator. With this in-

formation, abortion incidence can be measured as the an-

nual number of abortions per 1,000 women of the defined 

age-group in the population, and abortion levels can more 

easily be compared across populations.

To calculate abortion ratios—the number of annual 

abortions per 100 or 1,000 live births in the population— 

it is most appropriate to use births that were conceived 

during roughly the same time period as the pregnancies 

that ended in abortion. To accomplish this, some demog-

raphers use “lagged” birth estimates; that is, they use 

births occurring six months later than the date of the 

terminations. The ages of women having abortions or 

giving birth are either completed years at the time of the 

event or the age attained during the calendar year of the 

event. Population and live birth data can be obtained from 

country sources or the United Nations World Population 

Prospects database. 

Abortions can also be calculated as a proportion of 

all pregnancies. The denominator of this proportion is 

comprised of all abortions, live births, miscarriages and 

stillbirths in the population; mathematical models based 

on clinic studies have been used to estimate numbers of 

miscarriages and stillbirths for these purposes. 

Sources: United Nations Department of Economic and 

Social Affairs-Population Division, World Population 
Prospects: The 2008 Revision Population Database, UN, 

2009, <http://esa.un.org/unpp/>, accessed Mar. 1, 2010; 

and Singh S et al., Abortion Worldwide: A Decade of 
Uneven Progress, New York: Guttmacher Institute, 2009.
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Appendix B. 

APPENDIX B.  
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APPENDIX C.  

MICHIGAN DEPARTMENT OF COMMUNITY HEALTH
ABORTION REPORT

             CORRECTION

             No.
1a. RESIDENCE OF PATIENT – CITY OR TOWNSHIP 1b.  COUNTY 1c. STATE 2. RACE OF PATIENT – American Indian, Asian, Black, White,

    Pacific Islander

3. AGE OF 
    PATIENT

4.  MARITAL STATUS

_  MARRIED

_  NOT MARRIED

5.  NUMBER OF 
     PREVIOUS
     PREGNANCIES
     CARRIED TO
     TERM
                        NONE

                __

6.  NUMBER OF PREVIOUS
     PREGNANCIES ENDING
     IN MISCARRIAGE OR
     SPONTANEOUS ABORTION

                                     NONE

                        __

7.  NUMBER OF PREVIOUS
     PREGNANCIES
     TERMINATED BY
     INDUCED ABORTION

  NONE

                        __

8.  FIRST DAY OF LAST
     NORMAL MENSTRUAL
     PERIOD
     (MONTH, DAY, YEAR)

9.  GESTATIONAL
     AGE IN WEEKS

10.  METHOD USED TO CONFIRM
       PREGNANCY

1 __ HOME URINE TEST

2 __  CLINICAL LAB URINE TEST

3 __ CLINICAL LAB BLOOD TEST

4 __ ULTRA SOUND

5 __  NOT TESTED

8 __   OTHER - *SPECIFY BELOW

  * 
 9 __   UNKNOWN

11.  SOURCE OF REFERRAL

1 __  PHYSICIAN

2 __  SELF (TV, RADIO, ETC.)

3 __  FRIEND OR FAMILY

4 __   CLERGY 

5 __   SOCIAL AGENCY

6 __   HEALTH DEPARTMENT

7 __ FAMILY PLANNING AGENCY

8 __   OTHER - *SPECIFY BELOW

*

12.  PROCEDURE (INDICATE ALL)

1 __  SUCTION CURETTAGE

2 __  MEDICAL (NONSURGICAL)

3 __  DILATION AND EVACUATION (D&E)

4 __  SALINE OR PROSTAGLANDIN

5 __ SHARP CURETTAGE (D&C)

6 __  HYSTEROTOMY/HYSTERECTOMY

8 __  OTHER - *SPECIFY BELOW

*

13.  IMMEDIATE COMPLICATIONS
       (INDICATE ALL)

0 __  NONE

1 __  SHOCK

2 __  UTERINE PERFORATION

3 __  CERVICAL LACERATION

4 __  HEMORRHAGE

5 __  ALLERGIC RESPONSE

6 __ INFECTION

7 __  DEATH

8 __  OTHER - *SPECIFY BELOW

    *
14.  DID FETUS SHOW EVIDENCE OF 
        LIFE WHEN SEPARATED, 
        EXPELLED OR REMOVED FROM 
        THE WOMAN?

1 __   YES           2 __   NO

15.  WEIGHT OF FETUS
       (IF DETERMINABLE)

__   GRAMS

__  NOT DETERMINABLE

16.  DATE ABORTION PREFORMED
       (MONTH, DAY, YEAR)

17.  SOURCE AND METHOD
       OF PAYMENT

1    ____     SELF PAY

2    ____     INSURANCE (SPECIFY)

19a.  FACILITY LOCATION – CITY, VILLAGE OR TOWNSHIP 19b.  COUNTY18.  FACILITY WHERE ABORTION PERFORMED –
       TYPE OF FACILITY

1 __  HOSPITAL

2 __  HOSPITAL SATELLITE CLINIC

3 __  FREE STAND. OUTPATIENT SURGICAL FACIL.

4 __   PHYSICIAN’S PRIVATE OFFICE

8 __  OTHER - *SPECIFY BELOW

    *

20a.  PHYSICIAN LICENSE NUMBER 20b.  SIGNATURE OF PHYSICIAN

Mail to: Vital Records and Health Data Development Section
                Attn: Nosology Unit
                P.O. Box 30691
                Lansing, MI 48909

INSTRUCTIONS
     A physician who performs an abortion, being the intentional use of an instrument, drug, or other substance or device to terminate a 
woman’s pregnancy for a purpose other than to increase the probability of a live birth, to preserve the life or health of the child after live 
birth, or to remove a dead fetus, is required by section 2835 Public Act 368 of 1978 to report the event to the Department of Community 
Health within 7 days.  Such reports are confidential statistical reports.  No information other than that called for by this form is to be 
reported.  Failure to provide the required information is a misdemeanor punishable by imprisonment of not more than 1 year or a fine of not 
more than $1,000.00 or both. 
     In completing this form enter the appropriate response in the space provided, or check the appropriate box.  For the purposes of 
completing this report the following definitions should be used:
Item 5 -- “pregnancies carried to term” describes pregnancies of 37 weeks gestational age or longer, regardless of outcome.
Item 6 -- “miscarriage or spontaneous abortion” is defined as non-induced terminations of pregnancy of less than 20 completed weeks
                 gestational age, regardless of outcome.
Item 14 -- “evidence of life is constituted by breathing, beating of the heart, pulsation of the umbilical or definite movement of muscles.

   (Note that the fetus showing such evidence of life is reportable as a live born.)
     Correction to previously forwarded reports can be made by checking the box marked “correction” indicating the information to be 
changed as it should be reported.
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