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Executive Summary

T
92% of the
region’s women
of reproductive
age live in countries with highly
or moderately
restrictive
abortion laws.

his report on induced abortion in Sub-Saharan
Africa offers an overview of the legality of
abortion and describes how often and how safely
abortions occur in the region’s 48 countries. It also
examines the underlying context of abortion—
namely, unintended pregnancy and its causes.
The following are among its principal findings.
Legality of abortion
● The legality of abortion in Sub-Saharan Africa falls
along a continuum from prohibited to allowed
without restriction as to reason. As of 2019,
92% of the region’s women of reproductive age
live in the 43 countries with highly or moderately restrictive laws. These laws either prohibit
abortion altogether or restrict it to cases where a
woman’s life or health are threatened.
●

●

The African Union’s Maputo Protocol is the only
human rights instrument with prescriptive language on abortion criteria. It likely contributed to
reform in all countries that added legal grounds
since the protocol’s adoption in 2003.
Since the protocol was passed, seven countries
reformed their laws to meet—and in one case,
exceed—the African Union’s legal criteria for safe
abortion of allowing abortion when the woman’s
life or physical or mental health is threatened and
in cases of rape, incest and grave fetal anomaly.

Incidence of abortion
● As of 2015–2019, an estimated 33 abortions occur
each year per 1,000 women aged 15–49, with
little variation across the four subregions of SubSaharan Africa. Overall and subregional rates have
been relatively stable over the past 25 years.
●
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However, given Sub-Saharan Africa’s high rate
of population growth, an unchanging abortion
rate still means increasing numbers of abortions
each year. The annual number of abortions nearly
doubled between 1995–1999 and 2015–2019,
from 4.3 million to 8.0 million.

●

●

Abortion rates in the most populous cities are
typically higher than rates in countries as a whole.
Moreover, sexually active adolescents have far
higher rates of abortion than do all women of
reproductive age.
Global data show that restricting abortion makes
no difference in how often it occurs: The annual
abortion rate is identical, at 40 per 1,000 women,
where abortion is prohibited and where it is
broadly legal.

Safety of abortion
● Abortion is riskier in Sub-Saharan Africa than in
any other world region: As of 2010–2014, 77%
of abortions in the region are unsafe, compared
with the global average of 45%. The resulting
incidence of unsafe abortion—6.2 million per
year—exacts a heavy toll on the region’s women
and families.
●

●

Unsafe abortions are the sum of those that are
less safe (done by either an untrained person or
with a nonrecommended method) and least safe
(done by an untrained person using a nonrecommended method). Roughly half of all abortions
in the region qualify as least safe; at 69%, this
proportion is highest in Middle Africa.
As of 2019, Sub-Saharan Africa has the highest
abortion case-fatality rate of any world region,
at roughly 185 deaths per 100,000 abortions, for
a total of 15,000 preventable deaths every year.
Ongoing efforts to both improve the safety of
abortion and expand access to quality postabortion care have likely contributed to a two-fifths
decline in this rate since 2000, when an estimated
315 women died per every 100,000 abortions.

Abortion practice and postabortion care
● Several countries that have expanded the legal
grounds for abortion have adopted guidelines
modeled on international medical standards and
now offer safe, facility-based abortions. However,

in most Sub-Saharan countries, legal restrictions
and stigma still compel women to undergo
clandestine abortions, the safety of which cannot
be ensured.
●

●

●

The growing use of misoprostol alone to induce
abortion is probably making clandestine abortions safer. This scenario has been documented
in Latin America, a region with highly restrictive
abortion laws, where use of misoprostol became
widespread decades ago.
Another strategy that can improve outcomes
in low-resource settings is to shift postabortion
care to midlevel personnel such as nurses and
midwives, who are much more numerous than
physicians. Postabortion care is always legal,
and medical personnel have an ethical duty to
provide it.
Much remains to be done to transition away
from dilation and curettage, a highly invasive
and costly method of postabortion care, toward
the use of misoprostol and vacuum aspiration—
methods that meet international guidelines.

The way toward legal and safer abortion is clear—
by reducing stigma and expanding legality. But
these are only first steps. Reform must be accompanied by political will and full implementation of
the law, so that all women—despite inability to pay
or fear of stigma—can seek and receive a legal, safe
abortion.
In countries with few or no legal grounds for
abortion, mitigating the harm of unsafe abortion
becomes the priority. The declines in abortionrelated deaths demonstrate the benefits of expanding the reach and quality of postabortion care. The
increasing use of misoprostol to induce abortion
is likely also saving lives. Clandestine abortion can
be made safer through harm reduction initiatives
that have worked elsewhere, such as disseminating
accurate information on how to use misoprostol.
In every Sub-Saharan African country, expanding modern contraceptive use will go a long way
toward reducing unintended pregnancies and
subsequent unsafe abortions.

In countries
with few or no
legal grounds
for abortion,
mitigating
the harm of
unsafe abortion
becomes the
priority.

Unintended pregnancy and abortion
● Nearly all abortions result from unintended
pregnancies. Sub-Saharan Africa has the highest
unintended pregnancy rate of any world region,
at 91 per 1,000 women—primarily because the
region has the highest pregnancy rate overall
(218 per 1,000). The proportion of pregnancies
reported as unintended is actually lowest in
Sub-Saharan Africa, at 42%.
●

●

Once women become pregnant without intending to be, an estimated 37% interrupt such pregnancies. This proportion has risen significantly
over the past three decades. Such an increase
could seriously affect the well-being of women
who face barriers to safe abortion. At the regional
level, social stigma remains a persistent barrier;
at the national level, barriers can include highly
restrictive laws or the inadequate implementation of liberal laws.
The desire for smaller families is increasing, but
in order to have smaller families, women need
access to modern contraceptives to limit and
space their pregnancies. Should this not occur,
many will have unintended pregnancies that
they then resolve through abortion. Many of
these abortions will be clandestine, and thus
likely unsafe, unless the strong stigma attached
to abortion—which is reflected in the region’s
restrictive laws—is addressed.
ABORTION IN SUB-SAHARAN AFRICA
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Introduction

M

any of the 48 nations of Sub-Saharan Africa
are undergoing broad societal transformation. Progress is being made on many fronts,1
including improvements in the standard of
living, political stability, Internet connectivity and
educational attainment. As the economies of the
subcontinent continue to grow, so do expectations
for parallel positive developments in women’s
health. However, one of the major contributors to
poor health among women is the continuing high
prevalence of unsafe abortion in the region. Of all
world regions, Sub-Saharan Africa has the highest
estimated proportion of abortions classified as
least safe (i.e., done by an untrained provider using
a nonrecommended method).2 Such abortions
have the highest likelihood of being incomplete
or leading to medical complications, either of
which can result in the need for immediate medical
treatment. Yet this risk to the health and survival of
women of all ages is largely preventable.
There is no medical reason why abortion should be
unsafe. Indeed, when abortions are done following
internationally accepted standards, they very rarely
result in complications.3 They only become unsafe
when the lack of access to safe services—often,
though not always, determined by legal restrictions— leads women to end a pregnancy under
conditions that pose a risk to their health. Most SubSaharan countries that highly restrict abortion have
penal codes dating from the colonial era.4 But even
in the few countries in the region that allow abortion
on broad grounds, access to safe and legal services
is often limited, for a range of reasons. Foremost
among these reasons are poor implementation
of the law, religious and social stigma, and lack of
health care resources and of trained personnel.

a) Because the six Northern
African countries differ considerably in the contextual factors
that underlie and explain unsafe
abortion, this report focuses
solely on the 48 Sub-Saharan
countries.
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The safety of abortion is closely related to its legal
status.5,6 Abortion incidence, however, is not related
to legality. For example, the global abortion rate
is identical—at 40 abortions each year per 1,000
women aged 15–49—where abortion is broadly

legal and where it is prohibited.7 By comparison,
the prevalence of the least-safe abortions increases
dramatically with legal restrictiveness: Fewer
than 1% of abortions are classified as least safe
in countries with the least-restrictive laws, compared with 31% of those in countries with the
most-restrictive laws.5 Because the vast majority
of Sub-Saharan African countries have restrictive
abortion laws, the region bears a disproportionate
burden of unsafe abortion: Whereas 45% of the
world’s abortions in 2010–2014 were estimated to
be unsafe, that proportion reached 77% in SubSaharan Africa.2
When women cannot openly and legally obtain
an abortion, they have whatever type of abortion
is available to them. Such informal services often
lead to complications and an immediate need for
facility-based care. Not receiving this care in time,
or receiving inadequate care, can result in avoidable injury and death. Among all of the world’s
women, Sub-Saharan African women are the most
likely to die from abortion: As of 2019, the region
has the highest abortion-related case-fatality rate
of any world region.8 Unless Sub-Saharan governments act to prevent avoidable maternal deaths
from unsafe abortion, they will be hard pressed to
meet the United Nations Sustainable Development
Goal target (in Goal 3) of reducing the maternal
mortality ratio to fewer than 70 maternal deaths
per 100,000 live births by 2030.9 As of this writing,
the precise impact of the COVID-19 virus on reproductive health is unknown, but it is likely to further
complicate meeting that goal.
All Sub-Saharan African countries are member states
of the African Union.a That organization’s Protocol
to the African Charter on Human and Peoples’ Rights
on the Rights of Women in Africa is the main legal
instrument for protecting women’s rights in Africa.
It was also the first official human rights document
to recognize abortion “under certain conditions”
as women’s human right.10 Known as the Maputo

FIGURE

1.1 Sub-Saharan African subregions and countries
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Note: Countries are organized by subregion according to the United Nations Statistics Division. Source: reference 13.

Protocol, it stipulates in Article 14(2)c that to protect
women’s health and reproductive rights, safe
abortion should be authorized when continuing the
pregnancy endangers the woman’s life; when her
physical or mental health is threatened; when the
pregnancy results from sexual assault, rape or incest;
and when the fetus has a grave anomaly (Box 1.1,
page 8).11
This report in part responds to the call in the
Maputo Plan of Action to reduce the incidence
of unsafe abortion by “compil[ing] and disseminat[ing] data on the magnitude and consequences

of unsafe abortion.”12 Such data are hard to come
by, given that both abortion seekers and abortion
providers are understandably reluctant to disclose
information about a procedure that is often legally
restricted and highly stigmatized. To fill this important data gap, researchers have been continually
innovating to better measure deliberately hidden
behaviors. We draw from a few of these methodologies (see Data and Methods Appendix, page
39) to present information on how often women
in Sub-Saharan Africa resort to abortion and the
extent to which those abortions lead to the need
for and receipt of postabortion care.
ABORTION IN SUB-SAHARAN AFRICA
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BOX

1.1

Excerpts from the Protocol to the African Charter on Human and
Peoples’ Rights on the Rights of Women in Africa
Article 14: Health and Reproductive Rights
1. States Parties shall ensure that the right to health of women, including
sexual and reproductive health is respected and promoted. . . .
2. States Parties shall take all appropriate measures to: . . .
c) protect the reproductive rights of women by authorising medical
abortion in cases of sexual assault, rape, incest, and where the continued pregnancy endangers the mental and physical health of the
mother or the life of the mother or the foetus.
Note: In this context, “medical abortion” denotes safe abortion. Source: reference 11.

Structure of the report
This first broad summary report on abortion
in Sub-Saharan Africa presents an overview of
abortion safety and consequences in the region
and describes how abortion fits into the broader
context of fertility preferences and unintended
pregnancy. Its goal is to synthesize what is known
and to provide an evidence base for improving
health services and policies throughout the region.
We present data for the region overall and for each
of its four subregions:b Eastern Africa (18 countries),
Middle Africa (nine countries), Southern Africa (five
countries) and Western Africa (16 countries; Figure

b) As defined by the United
Nations Statistics Division.
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1.1, page 7).13 These are the most recent data available on abortion levels and trends in these subregions, along with their diverse legal contexts, the
nature of abortion practices and service provision,
and factors contributing to unintended pregnancy.
Chapter 2 categorizes countries by legal status
of abortion. In general, the law provides a useful
indicator of whether women will have access to
safe, legal abortion or will be compelled to seek out
clandestine abortions, which are far more likely to
be unsafe. Chapter 3 presents estimates of abortion
incidence for the region and for each subregion
and discusses trends in abortion incidence over
the past few decades. That chapter also covers evidence on abortion incidence for countries where
national incidence studies have been conducted.
Chapter 4 outlines the current practice of abortion
and details the consequences of unsafe abortion.
Such consequences are visible in the need for and
use of postabortion care, which the chapter also
quantifies and describes. Chapter 5 provides information on the interplay between fertility preferences and contraception that drives the incidence
of unintended pregnancy. Specifically, that chapter
examines regional and subregional variations in
modern contraceptive use and in unmet need for
modern contraception. Chapter 6 summarizes the
report’s main findings and proposes recommendations and ways to address unsafe abortion to
improve women’s health throughout the region.

2

Legality of Abortion

T

he safety of abortion depends in part on the
extent to which it is legal. In highly or moderately restrictive settings, the general lack of formal
abortion services, together with the desire to
avoid judgment and arrest, drives women to seek
clandestine services, which often do not follow
best practices. In addition, the gap between what
the law says and what actually occurs is often large:
On the one hand, restrictive abortion laws may be
minimally applied; on the other hand, barriers can
obstruct access to safe abortion in countries with
broadly liberal laws. Because we cannot report on
how the implementation of the law differs from
its wording in 48 countries, we are limited to what
is readily available—the letter of the laws—and a
literal reading of them.
Much of Sub-Saharan Africa follows a common
paradigm in which penal or criminal codes dictate
the circumstances (if any) under which abortion is
legal.14 The codes for countries with absolute bans
simply specify the punishments for those seeking
or providing abortions; for nearly all remaining
countries that criminalize abortion, penal codes
word the legal grounds as exceptions to when
abortion is punishable. However, as of 2019, one
Sub-Saharan country, Zambia, allows abortion on
any health or socioeconomic ground,15 and four
(Cabo Verde,16 Guinea-Bissau,17 Sao Tome and
Principe18 and South Africa19) have decriminalized
abortion, allowing it without restriction as to
reason, with procedural requirements.
In addition, legal instruments with the force of
national law—such as constitutions, judicial
decisions, health codes and reproductive health
laws—can contain provisions concerning abortion.
Complementary sources of criteria, such as ministerial guidelines or codes of medical ethics, can also
guide implementation of the law. Indeed, at times
they may conflict with it; should this happen, laws
will always take precedence over guidelines or
ethics codes in establishing legal criteria. We

provide here a broad overview of abortion legality
as of 2019 for all 48 Sub-Saharan countries. We
describe notable legal changes since 2000 and
discuss a few strategies that have—or have not—
worked to bring about such changes.
Legal grounds for abortion as of 2019
We classify abortion laws according to a widely
used rubric of six mutually exclusive categories (see
Data and Methods Appendix, page 39) that range
along a continuum from the most restrictive to the
least restrictive.20 Laws that completely prohibit
abortion fall into Category 1. After Category 2,
which permits abortion to save a woman’s life,
each subsequent category includes the grounds in
prior categories and adds another legal ground, up
to Category 6, in which abortion is legal without
restriction as to reason. For expedience, we have
collapsed these six categories into three overarching groupings of countries by the nature of their
abortion law: countries with highly restrictive laws
(in Categories 1 and 2), those with moderately
restrictive laws (in Categories 3 and 4) and those
with broadly liberal laws (in Categories 5 and 6).
Because the 48 nations differ dramatically in
population size, we distribute both the region’s
number of countries and its number of women of
reproductive age (15–49) into these six mutually
exclusive categories of legality. Many countries
have other grounds under which abortion is
allowed—including, but not limited to: rape, incest
and grave fetal anomaly—that do not contribute to
a country’s placement along this continuum.

Since the turn of
the millennium,
21 Sub-Saharan
countries have
reformed their
penal codes or
passed laws
to expand the
legal grounds
for abortion.

In terms of the six continuum categories of legality,
of the region’s 48 countries, 16 (or 33%) have highly
restrictive abortion laws (Table 2.1, page 10).20–23
Six of these countries prohibit abortion altogether
(Category 1), and 10 permit it when a woman’s life
is in danger (Category 2). Another 27 countries
(56% of countries in Sub-Saharan Africa) have moderately restrictive abortion laws—15 allowing the
procedure when continuing the pregnancy would
ABORTION IN SUB-SAHARAN AFRICA
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TABLE

2.1 Sub-Saharan African countries, by subregion, according to legal status of abortion

Legal continuum grounds for abortion

Eastern Africa
(N=18)

Middle Africa
(N=9)

Southern Africa
(N=5)

Western Africa
(N=16)

Madagascar

Angola

Mauritania

Republic of Congo

Senegal

HIGHLY RESTRICTIVE LAWS
Category 1
None

Sierra Leone
Category 2
To save woman’s life

Malawi

Gabon (R,I,F)*

Côte d’Ivoire (R)

Somalia

Gambia (F)

South Sudan

Mali (R,I)

Tanzania

Nigeria

Uganda
MODERATELY RESTRICTIVE LAWS
Category 3
To save woman’s life and to preserve
her health (but with no explicit mention of
mental health)

Burundi

Cameroon (R)

Lesotho (R,I,F)

Benin (R,I,F)*

Comoros

Central African Rep.
(R,I,F)*

Burkina Faso (R,I,F)

Djibouti
Ethiopia (R,I,F)*

Equatorial Guinea†,‡

Niger (F)

Guinea (R,I,F)*

Kenya

Togo (R,I,F)

Zimbabwe (R,I,F)
Category 4
To save woman’s life and to preserve her
health, with explicit mention of mental health

Eritrea (R,I)*

Chad (R,I,F)

Botswana (R,I,F)

Ghana (R,I,F)

Mauritius (R,I,F)‡

DRC (R,I,F)

Eswatini (R,I,F)

Liberia (R,I,F)

Mozambique (R,I,F)*

Namibia (R,I,F)

Rwanda (R,I,F)*
Seychelles (R,I,F)
BROADLY LIBERAL LAWS
Category 5
To save woman’s life and to preserve
her physical/mental health, plus
socioeconomic grounds
Category 6
No restriction as to reason
(with gestational and other requirements)

Zambia (F)

Sao Tome and
Principe§

South Africa§

Cabo Verde§
Guinea-Bissau**

Most common additional legal grounds:
R=rape
I=incest
F=grave fetal anomaly
*Minors qualify for legal abortions. †Spousal authorization required. ‡Parental authorization/notification required. §Gestational limit of 12 weeks for on-request abortions. **No gestational limit specified for on-request abortions. Notes: Many laws providing grounds for legal abortion are independent from a country’s categorization on the legal continuum. Most
common are those permitting abortion in the cases of rape, incest and grave fetal anomaly; these are indicated here for the four categories where these additional grounds logically
apply. DRC=Democratic Republic of the Congo. Sources: references 20, 22, 23 and 90.

10

GUTTMACHER INSTITUTE

1861 Offences Against the Person Act,25 but it is the
only one where that code is still in effect.

endanger a woman’s general health (but with no
explicit mention of mental health; Category 3) and
12 also allowing it when her mental health, in particular, would be compromised (Category 4; see the
Data and Methods Appendix, for a full discussion
of both health categories). Finally, five Sub-Saharan
African countries (10%) permit abortion on broad
legal grounds: One allows abortion on survival,
health and socioeconomic grounds (Category 5);
and four permit abortion without restriction as
to reason, within specified gestational limits
that often correspond to specific legal grounds
(Category 6).

The enormous range in populations across
these 48 countries (from just 23,000 women of
reproductive age in Seychelles to 46 million in
Nigeria24) means that nations with especially large
populations exert outsized influence within their
subregion. For example, 71% of women aged
15–49 in Western Africa live where abortion is
highly restricted because one Category 2 country,
Nigeria, accounts for most of that subregion’s total
population. Similarly, 77% of women in Middle
Africa live where abortion is moderately restricted
because the populous Democratic Republic of the
Congo (DRC) is in Category 4. Finally, Southern
Africa presents the most unequal distribution by
legality: Since this subregion’s relatively small population is overwhelmingly dominated by South
Africa, a very large majority of reproductive-age
women (88%) live where abortion is broadly legal.
South Africa, and thus by extension, the subregion of Southern Africa, also stands out on many
other measures; see Appendix Table 1 (page 43)
for a range of indicators that were available for 37
countries.

Of the 255 million women of reproductive age
in Sub-Saharan Africa,24 45% live under highly
restrictive laws, 47% live where laws are moderately
restrictive and 8% live where abortion is broadly
legal (Figure 2.1).20–23 The combined total of 92%
living under highly or moderately restrictive abortion laws is in part a legacy of colonialism, although
each of the former colonial powers has since fully
decriminalized abortion.20 Indeed, a few SubSaharan countries still have—or have only recently
reformed—penal codes dating from the 19th
century. For example, Sierra Leone is one of several
former British colonies that inherited England’s
FIGURE

FIGURE 2.1

2.1 The vast majority of women of reproductive age live where abortion is highly or moderately restricted.
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broadly liberal laws. Sources: references 20–24.
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As previously mentioned, countries may permit
abortion on a number of grounds that do not affect
their overall placement along the legal continuum but that can meaningfully expand access to
legal abortion in otherwise highly or moderately
restrictive settings. The three most common of
these are also specifically mentioned in Article 14
of the Maputo Protocol: rape, incest and grave fetal
anomaly.11 These additional grounds for abortion
apply only to countries in Categories 2–5, as they
logically do not involve countries with absolute
bans or those that already allow abortion without restriction as to reason. Of the 38 countries
in Categories 2–5, 20 (53%) allow abortion for all
three of the most common additional criteria.
These 20 countries are home to some 90 million
women of reproductive age. All of the relevant
countries in Southern Africa and half of those in
Western Africa allow abortion on these three
additional grounds.
Actual access to safe abortion on any of these three
additional grounds is by no means guaranteed,
however. For example, in the case of pregnancies
resulting from rape, several countries require onerous burdens of proof, such as submitting an affidavit to a magistrate (in the case of Zimbabwe26) or
requiring that a magistrate attest to the materiality
of the facts (in Cameroon27 and Burkina Faso28). It is
also worth noting in this context that Middle Africa
and Southern Africa have the highest prevalence of
nonpartner sexual violencec of any world subregions (21% and 17%, respectively, compared with a
global average of 7%).29 Furthermore, rape is often
wielded as a weapon of war in the long-running
civil conflicts in the region.30–32

c) Nonpartner sexual violence is
measured as the proportion of
women aged 15 and older who
have ever been forced to perform any sexual act by someone
other than a husband or partner.
The specific countries that contributed data were the DRC for
Middle Africa and Namibia and
South Africa for Southern Africa.
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Nearly all Sub-Saharan countries link specific legal
grounds to gestational limits. For example, in
Mozambique (Category 4), abortions needed to
ensure a woman’s survival or health are allowed
through 12 weeks of pregnancy; the limit then
extends to 16 weeks for pregnancies resulting
from rape or incest and to 24 weeks for severe
fetal anomalies.21 For South Africa (Category 6), a
woman does not have to cite a specific reason for
seeking an abortion in the first 12 weeks of pregnancy; she is entitled to a legal abortion through 20
weeks if she satisfies one of the health or socioeconomic criteria and beyond 20 weeks if continuing
the pregnancy threatens her life or if the fetus has
severe anomalies.19

Recent legal reform
Since the turn of the millennium, 21 Sub-Saharan
countries have reformed their penal codes or
passed laws to expand the legal grounds for
abortion (Figure 2.2, page 13). This total is made
up of 14 that both changed categories and began
allowing abortion on grounds of rape, incest
or fetal anomaly; four that changed categories
only; and three that did not change categories
but enacted an additional ground. Notably, 13
countries moved away from absolute bans since
2000. Seven countries—Chad, DRC, Eswatini,
Mauritius, Mozambique, Rwanda and Sao Tome
and Principe—moved to comply with the grounds
set out in the Maputo Protocol’s Article 14. In other
words, they are in Category 4 (with all three additional grounds of rape, incest and grave fetal anomaly) or higher. Sao Tome and Principe’s 2012 penal
code reform moved the country across the entire
legality continuum,18 something no other country
in the world has done except Nepal.6
The lengthy process of legal reform
Efforts to expand the legal criteria for abortion
are arduous and are characterized by incremental,
painstaking progress and setbacks. Advocacy that
unites a broad coalition of national actors from
the legal, medical and rights perspectives is often
a prerequisite for influencing politicians to reform
national laws.
South Africa offers an example of how coalition
building, together with seizing a historic moment,
led to decriminalization in 1996. The African
National Congress, which shepherded the country’s
transition to democracy after apartheid, highlighted the unequal impact of unsafe abortion
on Black South African women when pressing for
legal reform.33 Advocacy by highly placed national
politicians or dignitaries can also help to overcome
the difficulties inherent in reforming abortion laws.
For example, the Eastern African island nation of
Mauritius reformed its law in 2012, in part due to
the involvement of a Mauritian-born member of
the monitoring body that is tasked with ensuring
compliance with the Convention on the Elimination
of All Forms of Discrimination against Women, the
CEDAW Committee.34,35
National-level laws
Penalties for abortion and the grounds under
which it is and is not punishable are most commonly established in penal codes. Many SubSaharan African countries also define legal grounds

FIGURE

2.2 A total of 21 Sub-Saharan countries expanded legal grounds for abortion between 2000 and 2019.
Legal continuum grounds for abortion
1

None

2

3

To save woman's
life and to preserve
her health (but
with no explicit
mention of mental
health)

To save
woman's life

Eritrea

5

6

To save woman’s
life and to preserve
her health, with
explicit mention of
mental health

To save woman’s
life and to preserve
her physical/
mental health, plus
socioeconomic
grounds

No restriction
as to reason

R I

Ethiopia
EASTERN Mauritius
AFRICA

4

R I F

Kenya
R I F

Mozambique
Rwanda

R I F
R I F

Somalia
Central African Republic
Chad
MIDDLE
DRC
AFRICA
Gabon

R I F
F

R I
R I F

R I F

Sao Tome and Principe
SOUTHERN Eswatini
AFRICA Lesotho

R I F
R I F

Benin

R I F

Côte d’Ivoire
WESTERN
AFRICA

R

Gambia
Guinea
Mali

F
R I F
R I

Niger

F

Togo

R I F

Most common additional legal grounds:
R Rape
I Incest
F Grave fetal anomaly
Notes: Many laws providing grounds for legal abortion are independent from a country’s categorization on the legal continuum. Most common are those permitting abortion in the cases of
rape, incest and grave fetal anomaly; these are indicated here for the four categories where these additional grounds logically apply. The symbols for these additional grounds are placed
above so as to correspond with a country’s continuum category at the time the additional ground was enacted. DRC=Democratic Republic of the Congo. Sources: references 20 and 226;
national laws not covered in these two secondary sources are available from the authors.
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for abortion in national reproductive health laws.
These tend to follow a single template. The writing
and passage of these laws likely grew out of an
international effort to harmonize reproductive
health policies and services with international
conventions and agreements.36 Eleven SubSaharan countries have passed reproductive
health laws, and nine of them specify grounds for
legal abortiond (the exceptions are Senegal37 and
Madagascar38). A few of these laws have—or, at the
time they were enacted, had—more legal grounds
for abortion than were specified in penal codes.
Several countries have included abortion language
in laws meant to strengthen women’s rights and
address gender inequality. For example, Gambia
passed its first Women’s Act in 2010. That act promises to protect women’s “reproductive health rights”
by authorizing safe abortion when continuation of
pregnancy threatens the woman’s life or when the
fetus has a grave anomaly, and by paying for the
abortion if the woman cannot.39
Constitutional amendments present yet another
national-level pathway to abortion reform. Kenya
and Somalia exemplify change achieved as part of
a broad package of constitutional reforms. Kenya’s
2010 constitutional reform, which was put to a
popular referendum, included language permitting abortion when “there is a need for emergency
treatment, or the life or health of the woman is in
danger, or if permitted by any other written law.”40
In 2012, Somalia’s new constitution authorized
abortion in cases of necessity, especially to save
the life of the pregnant woman.41

d) Benin, Burkina Faso, Central
African Republic, Chad, Guinea,
Guinea-Bissau, Mali, Niger and
Togo.
e) Burundi, Central African
Republic, Chad, Eritrea,
Madagascar, Niger, Somalia and
South Sudan.
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International treaties and protocols
The impact of Article 14 of the African Union’s
2003 Maputo Protocol cannot be overstated. As
of October 2019, 39 Sub-Saharan countries had
ratified the protocol.42 Of the remaining nine countries in the region, one has not signed the protocol
(Botswana), and eight have signed but not ratified
it.e The women’s rights protocol contains many positive provisions for empowering women, including
directing member states to ensure women’s rights
in the spheres of marriage, fertility and contraceptive use, harmful traditional practices and prevention of HIV infection and sexual violence, among
others.11 The African Union is unique in setting
conditions for legal abortion in a rights charter.
According to the African Union’s General Comment
on Article 14, to ensure that the legal abortions
required by the protocol are widely accessible,
countries must provide the necessary infrastructure

for safe services and mechanisms for disseminating
information about their availability.10
The 2018 reform in the DRC is the latest example of how Article 14 can be leveraged to effect
change. That country, which accounts for nearly
half of Middle Africa’s population,24 made Article
14 provisions into domestic law by publishing the
protocol and invoking an article in the constitution
that elevates international treaties over national
law.43 A 2018 circular issued by the president of
the Constitutional Court stipulates that medical
facilities are obligated to safely provide abortions
sought on the grounds established by the Maputo
Protocol. Further, criminal or judicial authorities cannot prosecute the providers or women involved.44
Rwanda provides another notable example: That
country first had to remove its reservation to the
protocol before adding rape, incest and fetal anomaly as legal grounds for abortion in 2012.45,46 Seven
years later, the Ministry of Health issued an order
to regulate safe abortion that, in its preamble,
affirms that the World Health Organization (WHO)
definition of health applies. Since WHO’s constitution defines health as a “state of complete physical,
mental and social well-being,”47 the country now
complies with all Article 14 grounds.23
Widening the interpretation of
existing laws
Rather than extending access through the law
per se, several relatively restrictive countries have
implemented the law expansively by issuing and
enforcing medical guidelines modeled on the
WHO publication Safe Abortion: Technical and Policy
Guidance for Health Systems (Box 2.1, page 16).
Those guidelines lay out internationally recognized best practices for safe abortion provision.3
Ethiopia’s use of the approach of broadly interpreting a restrictive law is noteworthy. So is Ghana’s:
That Western African country updated its standards
and protocols in 2012 to clarify that no evidence is
needed for legal abortions in cases of rape or threat
to the woman’s mental health.48 That no proof
of the crime of rape is needed is also specified in
African Union guidance on enacting this ground.10
Obstacles to ensuring access to legal
abortion
Successful reform is sometimes achieved only after
decades of unsuccessful attempts. Malawi and
Sierra Leone are examples of countries currently
in the long process of marshalling domestic
advocacy, international influence, evidence of

harm to public health and political will to achieve
legal reform. In July 2015, the Malawi Law
Reform Commission proposed the Termination
of Pregnancy Bill to the Malawian Parliament; this
bill—the culmination of many years of effort
by an array of stakeholders—would have aligned
Malawian law with the Maputo Protocol.49
However, the bill stalled, and lawmakers have not
yet debated it. Similarly, in Sierra Leone, the Safe
Abortion Act, which would have allowed abortion
without restriction as to reason, was passed by the
parliament twice (in 2015 and 2016).50 However,
the president at the time refused to sign it, leaving
in place an outright ban that dates from the
Victorian era.25
Law reform alone far from guarantees that women
will get the safe procedures that they are legally
entitled to. Implementation of a law matters far
more than its wording, and many obstacles prevent
new laws from changing entrenched behaviors.
Failure to inform the public, health care providers
and government officials about what a new law
entails is a common barrier to implementation. The
experience of Zambia shows how, in the absence
of public information campaigns and the newly
legal services being out in the open, decades may
pass before this information reaches all interested parties.51 For example, in 2014, only 16%
of Zambian women in three provinces knew the
legal criteria for abortion that had been in place
since 1972.52 Research from 2005 indicates that a
generalized lack of knowledge about the South
African abortion law contributed substantially to
the high proportion of abortions obtained outside
of formal facilities there, despite nearly a decade
since decriminalization.53 In Ghana, only 11% of
women of reproductive age who had heard of
abortion knew the grounds on which it was legal in
the country in 2017,54 up from just 4% in 2007.55
Laws that require authorization from multiple physicians can block women’s access to safe abortions
where severe shortages of physicians make such
requirements impractical or effectively impossible;
this is the case throughout Sub-Saharan Africa.56 A
solid majority (60%) of Sub-Saharan Africans reside
in rural areas,57 which have few medical professionals of any type. The relatively liberal Zambian
law, for example, requires three physicians—one
of whom must be a specialist—to sign off on a
nonemergency legal abortion.15 This requirement
remains in effect58 despite the country’s having
fewer than 12 physicians per 10,000 inhabitants as
of 2018.56 Women’s care is delayed while obtaining

triple authorization; many women do not even try
to obtain it, and others try, give up and then end
up having a potentially unsafe abortion.59 Delays
in abortion care can lead to increases in the risk
of complications and in costs, as well as greater
difficulties in finding a provider, since comparatively few specialists are trained in later abortions.
Moreover, very lengthy delays can place women
outside the legal gestational limit, forcing them to
have an unwanted birth.
Given the general scarcity of trained medical
professionals, actions that further deplete their
availability are especially damaging. This is the case
with conscientious objection, in which a provider’s
right to refuse to provide abortion on moral and
religious grounds has to be balanced with a
woman’s right to a legal service. Where conscientious objection is unregulated, its overuse can
shrink the pool of personnel who are available to
perform a legal service. In South Africa, for example, the law specifies that only the person who
would be performing the abortion is allowed to opt
out of doing so. Yet public-sector health units often
have to hire private nurses to replace staff who
illegally opt out of participating in an abortion.60

Successful
reform is
sometimes
achieved only
after decades
of unsuccessful
attempts.

Religiously affiliated nongovernmental organizations (NGOs) are an important source of care in
many places, but they can be much more likely
than other facilities to refuse to provide legal
abortion care. In Northern Ghana,61 conscientious
objection by workers at religious NGOs creates a
patchwork of availability, depending on which type
of facility women happen to live closest to and are
able to afford. Evidence from Zambia demonstrates
that practitioners who refuse to provide abortion
sometimes base their decision to refer a woman to
a willing provider—which the law requires—on a
subjective assessment of the merits of her request
for a legal abortion.62 Such mandated referrals
often are so poorly or cryptically worded that they
end up being useless, turning the legal guarantee
that a colleague has to perform the abortion into
an empty promise.
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BOX

2.1 Expanding abortion access: country examples
Although the laws regulating abortion in Sub-Saharan Africa are
generally restrictive, there are notable examples of progress toward
expanding access to safe abortion. Several countries interpret their
laws expansively, or have issued comprehensive safe abortion
guidelines, to safeguard women’s health. Below, we describe how
three countries have enhanced the safety of abortion provision.
Ethiopia—Category 3
(plus all three most common additional grounds)
Ethiopia stands out for having reformed its penal code to enable
women to obtain legal abortion on the basis of their own assertion
that their pregnancy has resulted from rape or incest. Further, its
Technical and Procedural Guidelines for Safe Abortion Services (first
issued in 200663 and updated in 201364) set evidence-based procedure and counseling guidelines for abortion and postabortion care.
These guidelines mandate that to prevent repeat abortion, contraceptive services and counseling must be provided as an essential
component of both types of care.
From the provider side, Ethiopia’s guidelines authorize nurses and
midwives to be trained in and provide first-trimester abortions using
vacuum aspiration and the combination medication protocol (mifepristone plus misoprostol). As a result, the proportion of procedures
done by such midlevel practitioners rose considerably between
2008 and 2014, from 48% to 83%.65 The guidelines further specify
that minors who qualify for an abortion by virtue of their age do not
have to present proof of age.
As a result of the Ministry of Health’s firm commitment to improving
access to all medical services, including abortion, the number of
public health centers increased by 250% between 2008 and 2014.66
The overall impact of these reforms—a trend toward safer
procedures—likely contributed to the decline in obstetric admissions for complications of unsafe abortions, which fell from 47% of
all such admissions in 2008 to 39% by 2014.
Ghana—Category 4
(plus all three most common additional grounds)
Ghana’s expansion of legal grounds occurred relatively early, with
a 1985 amendment to the penal code.67 The third edition of its
Comprehensive Abortion Care Services Standards and Protocols (from
2012) meaningfully expanded access to safe services by not requiring a psychiatric assessment for women who would jeopardize their
mental health by continuing their pregnancy.48 These guidelines
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also assert that providers cannot impose their beliefs and values
on clients. The guidelines reinforce the notion of “comprehensive”
abortion care as encompassing all aspects of safe abortion and
mandate compassionate counseling for women receiving both legal
abortions and postabortion care.11
Ghana’s updated guidelines also prioritize use of the more effective
combination medication regimen over misoprostol alone. Nationally
representative data confirm that as of 2017, one-fifth of recent abortions were carried out through the combination regimen.54 Recent
data from Komfo Anokye Teaching Hospital hint that improvements
in safety are affecting the severity of treated complications, as the
proportion of postabortion care admissions for septic abortions fell
by 80–90% between 201068 and 2019.69
Zambia—Category 5
(with the additional legal ground of grave fetal anomaly)
Zambia is the only Sub-Saharan country in Category 5, meaning that
abortion is legally permitted on all survival, health and socioeconomic grounds. While this has been the law since 1972,15 it has
tended to be a “paper law” rather than one that ensures widespread
access. The continued high prevalence of unsafe abortion despite
such a liberal law70 shows how hard it is to overcome the stigma that
prevents women from openly seeking—or even talking about—
legal abortions.52,59,71 The country’s 2017 Standards and Guidelines
for Comprehensive Abortion Care contains many positive elements.58
After acknowledging the scarcity of high-level medical personnel,
the guidelines extend authorization to provide abortions to trained
midlevel practitioners. The guidelines are unusual in asserting that
women must be informed about the range of abortion methods to
choose from and that counseling must be empathetic, nonjudgmental and respectful.
Zambian providers cannot claim conscientious objection in an
emergency. Should they do so under normal circumstances, they
must “respectfully” refer the woman to a willing provider. Further,
the guidelines mandate that precautions be taken to ensure
women’s confidentiality and that the best interests of a minor take
precedence over the interests of her parents or guardian. However,
women cannot benefit from these standards if they remain unaware
of when they qualify for an abortion: Four decades after reform, only
a small minority of women know the specifics of Zambia’s abortion
law.⁵1

3

Abortion Incidence and Trends

A

ccurately measuring the incidence of induced
abortion poses serious challenges (as can be
the case with any deliberately hidden behavior).
Over the past decade, researchers have developed
several methodologies to improve the estimation
of abortion incidence at the country and city levels.
Moreover, recent statistical modeling approaches
have yielded updated global, regional and subregional estimates (see Data and Methods Appendix,
page 39).6 This chapter summarizes the most up-todate information available on abortion incidence in
Sub-Saharan Africa produced by these efforts.

persistent high fertility in several Sub-Saharan
countries,73 combined with decreased child mortality,74 this region has the highest rate of population
growth. When abortion rates remain stable but the
population size increases, the absolute number of
abortions will also increase. In fact, the absolute
number of abortions per year in Sub-Saharan Africa
almost doubled from 1995–1999 to 2015–2019,
from 4.3 million to 8.0 million.7 The subregion with
the smallest increase in the number of abortions
was Southern Africa, the area with the lowest rate of
population growth.75

Current abortion incidence and trends
As of 2015–2019, an estimated eight million
abortions occur each year in Sub-Saharan Africa.7
Because Eastern and Western Africa contain the
region’s two most populous countries (Ethiopia and
Nigeria), these two subregions account for the highest numbers of annual abortions—3.5 million and
2.7 million, respectively (Appendix Table 2, page
44). The total translates to an annual rate for SubSaharan Africa of 33 abortions per 1,000 women
aged 15–49, a rate far lower than that seen in Asia
(45), roughly the same as that in Latin America and
the Caribbean (32), and much higher than the rates
in Europe (20) and Northern America (12).72

Overall, abortion rates in Sub-Saharan Africa vary
little by subregion (30–35 per 1,000 women).
Middle and Southern Africa share virtually the
same abortion rate (30–32 per 1,000), even though
abortion is legal without restriction as to reason
for 88% of women aged 15–49 in Southern Africa
and for fewer than 1% of those in Middle Africa. (In
Middle Africa, abortion is broadly legal only in Sao
Tome and Principe,18 where just 52,000 women of
reproductive age live.24) This finding affirms the
worldwide finding that abortion incidence is by
and large unrelated to legality.7

The world’s annual abortion rate remained
basically unchanged between 1990–1994 and
2015–2019 when it was estimated at 39–40 per
1,000 women aged 15–49.7 The same is true for
Sub-Saharan Africa over this broad time frame:
Despite an initial increase between 1990–1994
and 1995–1999, the regional abortion rate has
remained virtually the same over the past 25
years (at 31–33 abortions per 1,000 women;
Figure 3.1, page 18, and the Supplementary Table
online at https://www.guttmacher.org/report/
from-unsafe-to-safe-abortion-in-subsaharan-africa).
But this apparent stability in rates does not necessarily mean stability in numbers. Because of

The data reveal
a mismatch
between legal
grounds on
which abortion
is offered and
women’s needs.

Nonetheless, subregional rates mask wide variations
in incidence at the country level. Studies using the
same indirect estimation methodology, the abortion incidence complications method (AICM), were
conducted between 2008 and 2016 in seven countries in Eastern Africa and three countries in Western
Africa. The most recent AICM data show annual
abortion rates ranging from lows of 16–17 abortions
per 1,000 women in Senegal and Zimbabwe to a
high of 48 per 1,000 in Kenya.6,76 In between are
Burkina Faso, Ethiopia and Rwanda, with rates in the
20s, and Malawi, Nigeria, Tanzania and Uganda, with
rates in the 30s.⁶ Noncomparable data for Ghana
from a different methodology combining several
approaches found a rate of 44 abortions per 1,000
women of reproductive age in 2017.77
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FIGURE

3.1 Population growth in Sub-Saharan Africa has led to substantial increases in the annual number
of abortions, even as the annual abortion rate remained fairly steady.

FIGURE 3.1
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Abortion incidence by characteristics
Because childbearing before marriage is strongly
stigmatized throughout Sub-Saharan Africa, many
unmarried women who become pregnant likely
want to avoid carrying an unintended pregnancy
to term. Since most women in the region eventually marryf (those in Southern Africa being
the notable exception78), the bulk of unmarried
women tend to be young. Abortion rates usually
are lowest among the women at both extremes
of reproductive age (i.e., among 15–19-year-olds
and 45–49-year-olds) and peak among women in
their mid- to late-20s.6 However, because many
adolescent women (defined throughout this
analysis as those aged 15–19) have not yet had sex,
uncovering the true level of abortion among these
youngest women requires limiting the data to only
those who are at risk of pregnancy—sexually active
adolescents (defined as those who have had sex in
the past year).

f ) In this report, the term “marriage” refers to both informal
(consensual) and formal (legal)
unions.
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Sexually active adolescent women in Sub-Saharan
Africa have abortions at far higher rates than do all
women of reproductive age. These rates, which are
available for only a handful of countries, range from
75–76 abortions per 1,000 in Burkina Faso79 and

Uganda80 to 123 per 1,000 in Kenya.81 To understand the extent to which basing abortion rates
on all adolescents underestimates the true level of
abortion in that age-group, removing adolescents
who are not yet sexually active increases the abortion rate nearly threefold in Uganda (from 28 to 76
per 1,000)80 and almost fivefold in Ethiopia (from 20
to 91 per 1,000; Box 3.1, page 19).82
The preceding abortion data cover sexually active
adolescents in these countries, no matter where
they live. Yet urban or rural residence can be
associated with many of the important factors
that influence levels of unintended pregnancy
and the decisions women of all ages make about
continuing or ending such pregnancies. Although
urban women’s higher modern contraceptive use
means they have lower unintended pregnancy
rates than rural women, urban women may be far
more motivated than rural women to resolve an
unintended pregnancy through abortion,113 and
abortion services and providers tend to be concentrated in urban areas. Further, highly educated and
wealthier women often settle in urban areas; these
women tend to want fewer children and have a
smaller ideal family size,114 and they may have more

resources to act on these preferences. In addition,
urban women usually have higher levels of agency
in reproductive decision making; such higher levels
of empowerment are also associated with desires
for fewer children.115
Abortion rates in large cities are indeed higher than
comparable national rates (Figure 3.2, page 20).
For example, in Ethiopia, the national rate is 28 and
the rate in its largest city and capital, Addis Ababa,
is 92.116 The difference is far smaller in Senegal,
where the national rate is 16, compared with a rate
of 20 in Dakar.117 For the Democratic Republic of
the Congo, data are available only for its capital
city, Kinshasa; that city’s rate of 56 (not shown) falls
roughly at the midpoint for the five countries for
which data are available for their largest cities.118

Who has an abortion and why
The limited information available from women
who disclose having had an abortion or who seek
care for abortion complications (as opposed to
those seeking postabortion care for a miscarriage)
shows that Sub-Saharan Africa follows a general
pattern: Women seeking abortions are mostly
young, unmarried, still in school, not yet a mother,
living in an urban area and—compared with the
general population of women—better educated
and wealthier. For example, in Northern Ghana,
the proportion of women who had an abortion is
twice as high in urban as in rural areas.119 Similarly,
a national-level study in Côte d’Ivoire in 2007 found
that wealthier women and urban residents sought
abortions more frequently than poorer women and
rural residents.120

BOX

3.1 Sub-Saharan adolescents and abortion
Throughout the subcontinent, the gap between the age at which
women initiate sex and the age at which they marry is growing.83
During this period of premarital sexual activity, adolescents may be
exposed to heightened risk of unintended pregnancy. Among adolescents who become pregnant when they do not want to be (46%
of all pregnancies among adolescents in Sub-Saharan Africa are
unintended84), many seek abortion—usually clandestinely, because
of the region’s predominantly restrictive legal settings.20 Some 46%
of unintended pregnancies among adolescents end in abortion,84
even though 90% of Sub-Saharan countries have restrictive abortion
laws.
National laws (e.g., ministerial decrees, and penal and child codes)
in eight Sub-Saharan countries—Benin, Central African Republic,
Eritrea, Ethiopia, Gabon, Guinea, Mozambique and Rwanda—
permit minors to obtain an abortion (Table 2.1).22,23,85–90 Minor status
as a ground for legal abortion is barely mentioned in the academic
literature on abortion, and it is likely not widely known and rarely
implemented. Very few countries have data on abortion rates
among only those adolescents who are at risk for pregnancy. These
limited data show that sexually active adolescents have the highest
abortion rates of all women of reproductive age.79–82
The very large majority of unintended pregnancies among SubSaharan adolescents (86%) occur among the 6.5 million who have an
unmet need for modern contraception.84 These are the women who
are exposed to the risk of pregnancy (because they are married, or
are unmarried and sexually active) and do not want to have a child
in the next two years, but are not using any contraceptive method

or are using a traditional method. When sexually active adolescents
are considered separately by marital status, levels of unmet need for
modern methods are nearly always higher among those who are
unmarried.91 In countries where traditional method use is relatively
common (i.e., at a level of at least 5%), use is far higher among sexually active unmarried adolescents than among married adolescents.
Modern contraception is beyond many adolescents’ financial reach,
and some hesitate to use contraceptive services out of fear that
providers will judge them for having sex before marriage.92,93 Indeed,
some adolescents cite not being married as a reason for their not
practicing contraception; many also mention concerns about
side effects, infrequent sex and others’ opposition to their using
contraceptives.94
Abortion generally incurs far higher social and health costs for
adolescents than for older women. For example, because of strong
stigma against abortion, which can damage marriage prospects,95,96
many adolescents feel compelled to seek out a clandestine and
potentially unsafe abortion.97–100 Adolescents generally recognize
pregnancy later than older women, take longer to decide on an
abortion and need more time to get the money to pay for one.101,102
All of these factors may push adolescents’ abortions later into
pregnancy, which increases the likelihood (relative to that of older
women) that they will need postabortion care.103–107 Adolescents’
treated abortion complications tend to be more severe than those of
older women, and the reasons that lead adolescents to delay having
an abortion—i.e., their reluctance to risk being recognized—also
contribute to delays in seeking lifesaving postabortion care.107–112
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FIGURE

FIGURE 3.2

3.2 Abortion rates range widely, but rates in the largest cities are typically higher than national rates.
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Women have varied—and often multiple—reasons
for interrupting a pregnancy. A 2016 study of
postabortion care patients in Kinshasa found that
the top two reasons women gave for having had an
abortion were related to avoiding stigma: Fortytwo percent mentioned that they sought an abortion because they were unmarried (affirming the
belief that abortion is common among unmarried
women, whose marriage prospects may be hurt if
word gets out95–97,121), and 23% said they wanted
to protect family honor.122 Financial pressures were
mentioned next most often. Being unmarried
and wanting to continue studying were the most
common reasons for abortion given by women
who were treated after an unsafe abortion at three
hospitals in Chad in 2015–2016.123
Although information is lacking on reasons for
abortion by women’s age, many reasons listed
above reflect where women are in their life cycle.
According to nationally representative surveys in
Gabon, Ghana and the Republic of Congo, many
women’s main reason for abortion was related to
their being young: not being ready to become a
mother or wanting to delay it, wanting to continue
schooling and fearing parents’ negative reaction.124
Feeling unready or too young to start a family
was a frequently reported reason in small-scale
studies of women presenting for treatment of
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complications in Ghana.125,126 Relatively few women
said that the main reason they turned to abortion
was to limit their family size—a reason cited by
just 3–5% of women in Gabon,127 Ghana128 and
the Republic of Congo.129 This finding is consistent
with the assumption that older women’s desires to
avoid higher parity births are not strong enough to
123
motivate them to seek abortion.
Nationally representative trend data from Ghana,
where abortion is broadly accessible despite a
moderately restrictive law (Box 2.1, page 16), show
that about one-third of women in both 2007 and
2017 sought an abortion for reasons mentioned
above related to just starting out in life.54,55 Notably,
the data reveal a mismatch between legal grounds
on which abortion is offered67 and women’s needs:
Just 4–7% of Ghanaian women said that they had
had an abortion because their physical or mental
health was threatened or because the fetus they
were carrying had a severe anomaly.

4

Abortion Practice and Consequences
of Unsafe Abortion

L

egal abortions conforming to recommended
clinical standards rarely result in incomplete abortion or medical complications.130,131
Furthermore, a first-trimester abortion induced by
a trained provider with a recommended method
is far safer than a pregnancy taken to term:
According to the only available data, the risk of
dying of complications from a first-trimester legal
abortion in the United States is just 7% that associated with childbirth.132 Yet in Sub-Saharan Africa,
many abortions still lead to preventable health
consequences for women. This situation calls for
urgent action, since the path to avoiding such
preventable outcomes is clear.
Among the factors that determine the level of
harm posed by unsafe abortion is whether a
woman seeks out an untrained provider (or induces
abortion on her own) and the risk posed by the
method or methods used. Both are closely linked to
desire for secrecy, cost and availability.5
Abortion practice throughout the region
As is true for women around the globe, women in
Sub-Saharan Africa resort to an extensive array of
safe and unsafe methods of abortion; these can be
effective methods meeting the strictest international standards or they can be folk methods, which
often do nothing but harm. It should be possible to
describe the methods used for abortion in at least
the few countries that allow abortion on broad legal
grounds or that interpret their law expansively.
However, this is not the case, as even countries
where abortion is legal rarely publish such data.
According to study data from Ethiopia and Zambia,
roughly two-thirds are done using the combination
medication protocol and one-third using manual
vacuum aspiration (MVA).133,134 South Africa, the only
sizable country in Sub-Saharan Africa that allows
abortion without restriction as to reason, collects
data only on the numbers of abortions that occur,
not on the specific methods used.135

Even less is known about the methods that women
use clandestinely. Much of the available information on the methods that women use comes from
postabortion care records, which are themselves
often patchy and of low quality. (Such unclear
recordkeeping can be deliberate, to shield women
from prosecution.) By definition, postabortion care
records do not reflect women who do not need
care or those who need care and do not obtain it,
including those who die before reaching a source
of care.33
Women themselves often do not know what medicines or concoctions they took or what abortion
providers did and can only vaguely describe the
process.136 Because inexpensive, readily available
methods often fail, many women end up making
more than one attempt—starting with home
remedies, out of a desire for privacy, and eventually seeking facility-based care when those initial
methods fail.102,136 Indeed, many studies refer to
the “final method used” to denote the method that
actually worked. Because seeking out providers
and waiting to see if a method worked takes time,
making multiple attempts may push abortions later
into pregnancy, when procedures are riskier, when
fewer trained professionals are available to perform
them and after some legal gestational limits have
expired.137

In Sub-Saharan
Africa, many
abortions still
lead to preventable health
consequences
for women.

The extent to which male partners are involved
in these often difficult decisions about what
method to use is barely known. Studies on male
involvement—a factor that varies widely by the
nature of the romantic relationship—use such
different measures that results cannot reliably be
summarized.138,139 We know that men often provide
financial support, which may help women afford a
safer abortion.140,141 Positive emotional support also
means that the household decision to seek timely
and appropriate treatment of complications from
unsafe abortion is likely to be made quickly.141 Yet
men are not always involved in or supportive of
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BOX

4.1 Traditional abortion methods used in Sub-Saharan Africa
SUBSTANCES INGESTED/INSERTED
Plants/plant-based infusions
■ Aloe vera142 / burnt bean ashes142 / cassava
leaves136 / garlic136 / gourd142 / honey123 / lime tree
root136 / mango tree seeds136 / plectranthus
(spurflower)136 / papaya-leaf poultice121 / boiled
henna root136 / sisal leaves143
Store-bought nonpharmaceutical items, usually
consumed in large quantities
■ Ammonia-based cleaning products (Handy
Andy, Jeyes Fluid)136,144 / baking soda142 / beer102 /
blood tonics68 / brandy144 / chalk136 / Coca-Cola102
/ Maggi cube (concentrated bouillon)145 / fish
poison143 / Nescafé102,146 / steel wool mixed with
Oro-Crush (soft-drink syrup)144 / toothpaste142
Combinations of store-bought and plant-based
substances
■ Bark steeped in alcohol68 / lemon juice on
a vaginal suppository143 / plants soaked in
alcohol68 / strong black tea plus chloroquine
(antimalarial)136

their partner’s abortion. Factors that typically militate against men’s involvement or support include
their denial of responsibility for the pregnancy,
suspicion of infidelity, or the woman’s decision to
not inform her partner about the pregnancy or
the abortion decision, for fear that he would not
support such a decision.139

g) We use the term “medication
abortion” to refer to both the
combined and misoprostol-only
regimens. Although the term
“medical” is often used, its multiple meanings in medicine can
create confusion, and the term
was also used to denote “safe”
before the advent of medication
abortion, as in the Englishlanguage criteria of the Maputo
Protocol to “authorize medical
abortion.”11
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Once a decision is made, a woman often proceeds
with the abortion in secret, telling as few people
as possible. Avoiding formal channels by using folk
and traditional remedies can ensure privacy. These
methods encompass a range of longstanding folk
remedies mixed with newer, commercial products
and substances (Box 4.1). Overall, ineffective abortion methods can roughly be organized into five
categories: caustic substances, herbal remedies,
pharmaceuticals or products erroneously believed
to be abortifacients or to work as abortifacients
if taken at high doses, sharp objects and intense
physical exertion.
According to data from a 2007 nationwide household survey in Côte d’Ivoire, women most commonly reported having used herbal remedies
(50%) to terminate a pregnancy; 39% underwent
dilation and curettage (D&C) and 11% received
injections of unknown substances.120 Unrelated

PHARMACEUTICALS
Over-the-counter, usually in large quantities
■ Aspirin142 / Cafemol (caffeine plus paracetamol)59 /
folic acid145 / laxatives (castor oil and Epsom
salt)144 / paracetamol142 / potassium permanganate (wound cleaner)123 / snake antidote142
Antibiotics142,143
Antimalarials123,143
Deworming agents121,145
Vasodilators145
Uterotonics68
Hormonal contraception68,102
OBJECTS INSERTED INTO CERVIX
Cassava sticks143 / metal rods or wires142 /
scissors142 / tree roots142

nationwide research done in Côte d’Ivoire in 2018
showed that about 42% of women who had had
an abortion used traditional remedies; misoprostol,
which was just starting to be used at that time, was
mentioned by only 4% of women.147 In Ghana, the
proportion of abortions induced using misoprostol
more than tripled from 2007 to 2017 (from 5% to
18%). In 2017, another one-fifth were induced by
the combination protocol, which had not been
available in the country long enough to be covered
in the 2007 questionnaire.54,55 The more recent
Ghanaian survey also shows progress away from
the use of D&C, as the proportion of women who
had had such an abortion dropped from 40% to
24% over the decade.
Medication abortion—most often
misoprostol alone
The use of medication abortion has transformed
the landscape of reproductive health the world
over. Of the method’s many advantages, perhaps
the most important for Sub-Saharan Africa is that
it is far safer than the still-used (but no longer
recommended) invasive surgical technique of D&C.
The combination protocol of mifepristone (which
stops the pregnancy) followed by misoprostol
(which causes uterine contractions) is significantly
more effective than misoprostol alone.g148 The

World Health Organization (WHO) recommends the
combination protocol and advises that misoprostol
alone be used when mifepristone is unavailable.149
Since mifepristone is far more expensive than
misoprostol and has one major indication (to end
a pregnancy) whereas misoprostol has several, it is
generally unavailable throughout the areas of SubSaharan Africa with highly or moderately restrictive
abortion laws.150 As a result, in this region, “medication abortion” in effect overwhelmingly means use
of misoprostol alone.
Misoprostol was originally marketed as an ulcer
medication (and is an active ingredient in arthritis
drugs that some women use as abortifacients151);
it is also used for treating both incomplete
abortion152 and postpartum hemorrhage.153 In all
likelihood, misoprostol first became available in the
region sometime around 2005, when it was added
to WHO’s list of essential medicines, a source many
Sub-Saharan countries rely on when drawing up
their national essential medicines list.154 The introduction of misoprostol as an abortion method may
coincide with an initial spike in women unnecessarily seeking medical care at facilities, both because
correct use of the method causes heavy bleeding,
which women may not expect and may find alarming,6 and because pharmacists and other providers
may tell women to seek care at a facility as soon
as bleeding starts. This was often the case in Latin
America, the first region where misoprostol alone
was widely used to induce abortion.155
The clandestine nature of misoprostol use means
that unscrupulous actors can sell adulterated,
expired or otherwise ineffective pills. Samples
of the drug from 15 countries, two of them in
Sub-Saharan Africa (Kenya and Nigeria), revealed
that 40% had less than the labeled content of
misoprostol.156 Similarly, a recent analysis testing
the composition of tablets from a range of outlets
throughout Nigeria found that one-third of misoprostol pills did not contain enough of the drug’s
active ingredient to work.157 Moreover, the pills
normally are protected by foil blister packaging;
should the packaging seal be broken, exposure to
heat and humidity quickly degrades misoprostol’s
potency, decreasing the method’s effectiveness
and thus its safety.158
Use of misoprostol clearly is becoming more common, with the drug now widely available in cities
in several countries, including Ghana,159 Nigeria160
and Tanzania.161 However, nationally representative
information on where women get misoprostol and

on how or whether they learn to use it correctly is
scarce. The conventional wisdom is that women—
or their partners, friends or family members—
purchase misoprostol without a prescription from
a pharmacy or informal source. Pharmacies’ accessibility and affordability make them the preferred
first source for medication, and often for health
care overall.162
Results of research on the use of misoprostol
vary broadly, implying that countries are likely at
different stages in the drug’s introduction: In Kenya
in 2013, about one-quarter of pharmacies visited
offered to sell misoprostol to mystery clients,h and
3% offered them both mifepristone and misoprostol.163 In Zambia in 2009, 46% of pharmacy
workers offered women information about where
they could obtain misoprostol or actually sold it to
them, whereas just two years later 66% did so.164
Although such an increase is notable, information
is lacking on the quality of the instructions that
women received. The experience of Latin America
suggests that it can take years for information on
misoprostol’s optimal timing, dosage and route of
administration to spread.155 Until then, women
who lack accurate instructions may end up unnecessarily risking incomplete abortion or medical
complications from using a usually safe and effective method.3
For many—but not all—methods of abortion,
providers either supply women with the means to
abort or carry out the abortion. However, data on
the methods used by each provider type are lacking. We have data from nine countries on health
professionals’ estimates of the distribution of methods used. Moreover, misoprostol use was not yet
widespread in most of the study countries at the
time of data collection. As of the period 2009–2016,
health professionals estimated that in eight of
the nine countries with data, more abortions
involved nonclinicians (i.e., traditional providers,
pharmacists and the woman herself ) than midlevel
practitioners (nurses and midwives) or physicians.
For example, the proportion of abortions involving nonclinicians ranges from 41–45% in Kenya,
Nigeria and Uganda to 72–74% in Burkina Faso and
Malawi (Figure 4.1, page 24).165
The continuum of safety
During the mid-2010s, WHO responded to the
growing use of misoprostol for clandestine
abortion by shifting their classification of abortion
safety from binary categories (safe and unsafe) to
more of a continuum.166,167 The revised classification

h) In legally restrictive settings,
misoprostol sales can often be
studied only through the use of
“mystery clients,” as women who
pose as clients are called.
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FIGURE

4.1 In six of nine countries with national-level data, the majority of abortions are estimated to be carried out
by a provider who is not a clinician.
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system divides abortions into three mutually exclusive gradations: Safe procedures are those that
use a WHO-recommended method appropriate to
the pregnancy duration and are done by a trained
provider; less-safe abortions meet just one of these
criteria; and least-safe abortions meet neither
criterion.5
According to WHO, as of 2010–2014, about
three-quarters (77%) of abortions in Sub-Saharan
Africa are considered unsafe (the sum of less
safe and least safe).2 Applying this proportion to
the annual average of abortions estimated for
2015–20197 means that some 6.2 million women
each year contend with the possible health consequences of unsafe abortions—consequences
that would be avoided with safe procedures that
adhere to WHO standards. Roughly half (49%) of
abortions in Sub-Saharan Africa qualify as least
safe (Appendix Table 2, page 44).2 Other regions’
levels of least-safe abortions are far lower, ranging
from an undetectable level in Europe and Northern
America to 8% in Asia and 17% in Latin America.5
i) The Eastern African nation of
Seychelles is high-income, but it
accounts for less than 0.001% of
women of reproductive age in
the region.24
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Throughout most of the world, wealthier regions
tend to have more liberal abortion laws, and thus
abortions are safer there. For example, least-safe

47%

abortions account for a slight majority of abortions in low-income countries (54%) but for fewer
than 1% in high-income countries.5 However, the
absence of a sizable high-income countryi in SubSaharan Africa prevents any testing for the usual
association between national wealth and abortion 19%
law—and thus safety. By subregion, the prevalence
of least-safe abortions is highest in Middle Africa, at
69% (Figure 4.2, page 25). At the other extreme is
Southern Africa, where just 7% of abortions qualify
as least safe. It is unsurprising that least-safe abortions are so uncommon in Southern Africa, given
that South Africa, which decriminalized abortion
in 1996, accounts for nearly 90% of the subregion’s
population.
Treatment needed after abortion
In Sub-Saharan Africa, as in other world regions,
restrictive abortion laws do not prevent women
from seeking abortion but can make their abortions unsafe, leading to the need for urgent care.
Incomplete abortion is the most common reason
for such care,3 and the incomplete abortion rate
varies by the specific method used and when in
pregnancy it is used. Women experiencing incomplete abortion risk developing severe, and even
life-threatening, medical complications.

FIGURE

Such medical complications require immediate
attention, and much of the mortality associated
with unsafe abortion can be traced to late168 (or
deficient) postabortion care. In 2012, an estimated
1.3 million women received treatment following
an induced abortion in Sub-Saharan Africa, for an
annual rate of 6.7 treated cases per 1,000 women
aged 15–44.169 Among the 10 countries in the
region for which these rates could be estimated,
annual treatment rates ranged from lows of 3–4
cases per 1,000 women in Ethiopia and Mauritius to
highs of 12–13 per 1,000 in Kenya and Uganda.
According to indirect incidence studies conducted
in 10 countries with restrictive abortion laws, some
44% of all abortions require facility-based care to
complete the abortion or address medical complications (Figure 4.3, page 26).165 This proportion
rises with women’s relative disadvantage, going
from 27% among nonpoor urban women to 52%
among poor rural women. Overall, some 43% of
women who need treatment do not get it, and this
burden of mostly avoidable suffering falls disproportionately on the most disadvantaged women.
Half of poor rural women do not receive needed
care following an abortion, whereas just one-fifth
of nonpoor urban women are in this situation of
needing but not getting care.
Regarding the potentially safe and effective selfuse of misoprostol, many women do not get correct information on what to expect or how to use
it.170 The number of women who present for postabortion care because of heavy bleeding when in
fact they are experiencing the expected signs of a
misoprostol abortion cannot be quantified. A study
in Kinshasa, Democratic Republic of the Congo,
found that 5% of women seeking postabortion care
(after an abortion or miscarriage) did not require
treatment;111 all of these women had used misoprostol and were discharged in good health in less
than 24 hours. However, ongoing evidence collection on the severity of complications in the region
implies that a trend toward more informed self-use
of misoprostol has begun in a few countries.
Severity of complications
The severity of complications is closely related to
the abortion method used and when in pregnancy
the abortion occurs. Postabortion care records (for
treatment following abortion or miscarriagej) show
a substantial burden of severe medical complications from unsafely induced abortion: The proportion of complications estimated to be severek

FIGURE 4.1

Southern Africa, where abortion is broadly legal, is the only subregion
4.2 in which safe abortions are far more prevalent than unsafe abortions.
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Note: Safe abortions are those that use a WHO-recommended method appropriate to the pregnancy
duration and are done by a trained provider. Less-safe abortions meet only one of these criteria, and
least-safe abortions meet neither criterion. Sources: references 2 and 5.

ranges from 20% in Uganda to 37% in Kenya.172
According to 2016 data from Kinshasa, among
postabortion care patients who needed treatment
(after the removal of the misoprostol patients who
did not), 17% of abortion-related complications
were severe.111 More-severe complications not only
mean higher personal and health costs to women
and their families, but also higher financial costs to
national health systems: In Malawi in 2009, the cost
of treating complications that were severe but did
not require serious surgical repair was nearly five
times the cost of treating a simple complication.173
Similarly, in Sierra Leone in 2011, the cost for treating severe complications averaged nearly eight
times that of a simple case.174
Delays in getting care can worsen the severity of
complications. Many women postpone postabortion care because they hope that the problem will

j) Postabortion care refers to
treatment needed after abortion
or miscarriage. Because the symptoms of complicated miscarriages
and complicated abortions are
similar (especially in the case of
medication abortion), women
understandably seek to evade
stigma or censure by reporting
that they had a miscarriage rather
than an abortion.171 Although
some studies differentiate
between cases of abortion and
miscarriage, many do not (or are
unable to); thus, complicated
miscarriages are often included
with abortions in postabortion
care data.
k) In Ethiopia, Kenya, Malawi and
Zimbabwe, severe cases refer
to the diagnosis of one or more
of the following: pelvic abscess,
uterine perforation, peritonitis,
sepsis (and septic shock), need for
surgery and an unknown cause
that results in the woman’s death.
In Uganda, severe complications
refer to one or more of these last
three, plus receipt of a blood
transfusion.
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resolve on its own. Other reasons for delaying postabortion care overlap with why many women put
off getting an abortion in the first place: wanting to
avoid being recognized or discriminated against,
% of abortions resulting in each outcome
needing time to get the money together or arrange
for transportation, and fearing arrest.103 That fear is
100
well-founded, as most arrests of women for abortion are initiated by the medical personnel whom
they go to for help; in addition, some providers
demand bribes or even refuse to provide care.175–177
The fear of being shamed, and possibly arrested,
75
also figures in decisions to seek care instead from
traditional healers178 or to forgo it altogether.179
Treatment delays can also occur once a woman
seeks care. Local health centers often lack trained
staff or equipment, requiring time-consuming
referrals to higher-level facilities. In Kenya in 2012,
not getting care within the first six hours after the
onset of symptoms was found to double the odds
that complications would be moderate or severe
(as opposed to mild).109 In Gabon, providers were
shown to make women who had had an abortion
wait longer for care than other women, potentially
worsening their health outcomes.180
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abortions than with earlier abortions.109 For
example, 2016 data on complications of abortion
and miscarriage in Kinshasa indicate that severe
complications (as opposed to mild or moderate
complications) were nearly four times as likely to
occur among women whose pregnancy ended after
the first trimester as among those whose pregnancy
Untreated complicat
ended in the first trimester.111 The same pattern was
seen in Malawi and Zimbabwe (though to a lesser
degree), as women seeking postabortion careTreated
after complication
the first trimester had 30% higher odds of experiencing increasingly severe complications, compared
with those whose pregnancy ended in the first
No12
complications
weeks of gestation.108,110 As mentioned earlier, complicated miscarriages are included in these data—
indeed,
29 postabortion patients are broadly admitted
as miscarriage patients in settings where abortion
is not broadly legal181—which means that the data
underestimate the severity of complications from
26 alone.
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Mortality from abortion
If treated too late or not at all, severe complications
from unsafe abortions can lead to death. Many
45
Sub-Saharan African studies present the percentage of women who died in health facilities from
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Global average (for comparison)
The timing in pregnancy of the abortion also
abortion-related complications. However, these
contributes, as severe complications are signifivalues fluctuate widely, both over time and across
cantly more likely to occur with second-trimester
countries. The annual abortion case-fatality rate,

FIGURE

4.3 Poor women in rural areas risk the most by having an abortion, as more than half of their abortions are estimated
to need treatment.
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or the number of maternal deaths per 100,000
abortions, is a more useful and comparable measure. This value also includes the deaths of women
who never received treatment. (See the Data and
Methods Appendix for how case-fatality rates were
calculated.) As of 2019, Sub-Saharan Africa has
the highest annual case-fatality rate of any world
region, at roughly 185 maternal deaths per 100,000
abortions.8 Rates for other regions of primarily lowand middle-income countries, such as Asia and
Latin America and the Caribbean, are just 14 and 16
deaths per 100,000 abortions, respectively.
Sub-Saharan Africa’s rate translates to nearly
15,000 preventable and untimely maternal deaths
each year.84 The subregion of Middle Africa has
the highest case-fatality rate (about 260 deaths
per 100,000 abortions), with Western Africa close
behind (roughly 225 per 100,000). Fewer women
die for every 100,000 abortions in Eastern Africa
(about 160), and unsafe abortion leads to the
lowest case-fatality rate in Southern Africa, the
sole subregion where legal abortion predominates
(roughly 30 deaths per 100,000 abortions each
year). Trend data are encouraging: From 2000 to
2019, as the quality and coverage of postabortion
care improved, and as clandestine use of misoprostol likely increased, fewer women died from severe
consequences of unsafe abortion. At the regional
level, the case-fatality rate declined by about twofifths, from roughly 315 to 185 per 100,000 (see
Supplementary Table online), which marks meaningful progress toward saving women’s lives.
The percentage decline since 2000 in case-fatality
rates was largest in the one subregion where a
sizable country expanded access to legal abortions
over the period: The rate fell by 53% in Eastern
Africa, probably as a result of improvements in
access to safe abortion services in Ethiopia, where
more than one-quarter of the subregion’s population lives.24 A study that compiled mortality data
from several sources estimated that the proportion
of maternal deaths that were linked to abortion in
that country declined from 31% in 1980–1999 to
10% in 2000–2012.182
Quality and methods of postabortion care
Treatment for incomplete abortion (which accounts
for the large majority of postabortion care cases)
involves a procedure similar to that used to provide
legal abortion services. WHO’s evidence-based clinical standards for treating incomplete first-trimester
abortions3,131,183 recommend the use of vacuum
aspirationl or misoprostol. Using misoprostol for

postabortion care has multiple, interrelated advantages in low-resource settings such as Sub-Saharan
Africa, including that the drug can be purchased
cheaply and stored easily, no extensive training or
equipment is required, plentiful midlevel personnel
can administer misoprostol and it can be made
available in primary care settings in remote rural
areas.152 Indeed, results of interventions to introduce misoprostol for postabortion care152,184,185 and
of interviews with postabortion patients treated
with misoprostol show high levels of satisfaction
with this treatment method, which is perceived as
safe and natural.186
However, the transition away from use of D&C (an
invasive surgical method not recommended by
WHO) is far from complete. Use of D&C to treat
women needing care following an abortion or
miscarriage was still fairly common, as of 2016, in
Zimbabwe (63% of such cases)108 and in Kinshasa
(49%).111 And as of 2011, this method was being
used to treat the large majority (85%) of women
needing postabortion care in Sierra Leone.174

If treated too
late or not at
all, severe
complications
from unsafe
abortions can
lead to death.

Several reasons may explain the predominance
of D&C for postabortion care in some countries.
Among these are inadequate supplies of misoprostol commodities and vacuum aspiration kits.
Indeed, donated MVA equipment often wears out
and is not replaced, and many facilities lack the
ability to sterilize MVA equipment.112,187–189 Another
likely reason for the ongoing use of D&C is that
medical doctors, who were trained in D&C and who
disproportionately occupy senior positions, often
resist having postabortion care procedures done by
more junior personnel, who may have been trained
in safer modalities.1⁸⁸
The case of Malawi demonstrates the danger
of moving away from recommended practices.
According to a small-scale study in three Malawian
public hospitals, MVA was used in more than half
of first-trimester postabortion care cases in 2010.
After funding for training and equipment stopped,
this proportion dropped to one-quarter in 2011
and to one-tenth in 2012.189 This drop in MVA use
was made up for by increased reliance on D&C,
which was used for 90% of first-trimester postabortion care patients in 2012.
The ability to provide good-quality, comprehensive postabortion care depends not only on the
availability of trained personnel, but also on having
the medical supplies and equipment needed to
carry out the essential components of postabortion

l) Although vacuum aspiration
can be manual or electric—they
are equally safe and effective—
we refer primarily to the manual
variant going forward because
it is overwhelmingly what providers in the region are trained
in and use.
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Treating abortion
complications
costs far more
than paying for a
safe abortion to
begin with.

care, often referred to as “signal functions.” Roughly
one-quarter of referral hospitals in Uganda and
Namibia and one-third in Kenya, Rwanda and
Senegal had such requisite signal functions to
provide comprehensive postabortion care in
2007–2015.190 In Zimbabwe as of 2016, 100% of
tertiary-level facilities providing acute care in urban
areas had stockouts of misoprostol—the most
cost-efficient method for treating incomplete
abortion—and 49% of all facilities at all levels
lacked functional kits to perform MVA.76 Lack of
equipment and commodities likely explains the
use of forceps and fingers for uterine evacuation
in Kinshasa (27% of postabortion care cases),111
Kenya (19%)109 and Zimbabwe (12%).108
Discussing and providing contraception as part of
postabortion care is an essential link in the chain
of preventing future unintended pregnancy and
unsafe abortion. Data from public hospitals in
Ethiopia, Ghana, Nigeria, South Africa and Zambia
over the period 2011–2013 document that from
42% (in South Africa) to 86% (in Ethiopia) of legal
abortion and postabortion care clients adopted a
contraceptive method.191 In Kenya, young women
were significantly less likely than older women
to leave their source of care with a contraceptive
method.192 According to most studies of postabortion contraceptive care, including pilot projects, women commonly leave their source of postabortion care with the injectable.193 Indeed, this
is the most frequently used method in the region,
and its predominance is unique among developing
regions. The predominance of the injectable suggests that women in Sub-Saharan Africa may not
always be offered the full range of contraceptive
methods.194
Impact of postabortion care costs
Where abortion is legal, ensuring the availability
and affordability of safe services is not only critical
to women’s health and well-being, it is also costeffective. As of 2019, an estimated $228 million is
spent in Sub-Saharan Africa each year on treatment
for complications from unsafe abortion.84 Given the
subregion-specific proportions of abortions that
are unsafe and the relative sizes of the populations
of reproductive-age women, Eastern Africa and
Western Africa make up the bulk of this amount
($88 million and $87 million, respectively), followed by Middle Africa ($43 million) and Southern
Africa ($10 million). The magnitude of the costs
for individual countries’ health systems to treat
abortion complications likely varies depending on
the incidence of unsafe abortion, the population
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size and the protocols for maximizing the use of
midlevel practitioners and for decentralizing care
to primary-level facilities.
These national-level costs do not fully reflect the
costs borne by individuals. The women who can
afford only the least expensive—and thus often
unsafe—abortions are the ones who end up having
to shoulder the highest postabortion care costs in
all legal settings. In broadly legal settings specifically, elevated (sometimes illegal⁵⁹) charges for
legal abortions perpetuate unsafe abortions, and
thus the need to also pay for postabortion care.171
Apart from these direct costs of care, women pay
in other ways: Among Ugandan women who had
been treated for unsafe abortion, three-quarters
mentioned a resulting loss in productivity and
one-third a deterioration in their economic
circumstances.195
Studies consistently show that treating abortion
complications costs far more than paying for a safe
abortion to begin with. In Sierra Leone, which bans
abortion outright, health system costs to treat an
unsafe abortion are twice as high as the costs of a
safe procedure;174 similar research in Zambia shows
that treating complications costs 2.5 times as
much as providing a safe procedure.133 Moreover,
in Burkina Faso, postabortion care costs at two
referral hospitals are 7.3 times the cost of safe
abortion services.196 Overall, the most cost-effective
facility-based abortion method for a given country
depends on a country’s specific medical system
costs and funding levels. The bottom line is that
increasing access to abortion services that use any
safe method will always save lives and costs relative
to clandestine, unsafe abortions.197

Unintended Pregnancy, the Underlying
Cause of Abortion

5
A

bortions overwhelmingly involve pregnancies that start out as unintended. It is likely
that only a very small proportion are interrupted
for medical reasons or because of unanticipated
changes in relationship or financial circumstances.
To have just two or three children and maintain the
medically recommended birthspacing of at least 33
months,m198 women and couples would need to be
protected from unintended pregnancy for most of
their reproductive lives.199 Although wanted fertility
is currently higher in Sub-Saharan Africa than in
any other world region,200 it has started to decline
in all subregions except Middle Africa, where
fourn of the five countries with data show no real
change in the measure over time.114 According to
recent data from the two countries with the largest
ideal family size, Chad and Niger, a generational
shift is evident: In Chad, 45–49-year-old women
consider just over nine children to be ideal, while

15–19-year-olds view slightly more than seven as
ideal;201 in Niger, ideal family size among these two
age-groups averages nearly 11 and just over eight,
respectively.202
Incidence of unintended pregnancy
As might be expected given their preferences
for large families, women in Sub-Saharan Africa
have the highest pregnancy rate among all world
regions: Each year, 218 of every 1,000 women in
the region become pregnant (Appendix Table 2),
compared with 129 per 1,000 in Asia, 110 in
Latin America, 75 in Europe and 77 in Northern
America.72 Because the region’s pregnancy rate is
so high, its unintended pregnancy rate is also very
high, despite the region having the lowest proportion of pregnancies that are unintended: Some 91
unintended pregnancies occur annually for every
1,000 women in Sub-Saharan Africa (Figure 5.1).

m) This birthspacing interval
results from adding the nine
months of pregnancy to the
World Health Organization
recommendation to wait at least
24 months before attempting
pregnancy after giving birth.198
n) Chad, Democratic Republic
of the Congo, Gabon and the
Republic of Congo.
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5.1

The rate of unintended pregnancy is highest, and the proportion of unintended pregnancies that end in abortion is lowest, in
Middle Africa.
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Women
interrupt a significantly higher
proportion of
unintended
pregnancies
now than
they did three
decades ago.

Unintended pregnancies include those that are
mistimed (occurring before a woman wants to
become pregnant) and those that are unwanted
(occurring after she has completed her family).
Expressed as a proportion, 42% of pregnancies
occurring each year in Sub-Saharan Africa are
unintended, the lowest of any world region.7
By subregion, unintended pregnancy rates divide
into two main groupings: Eastern and Middle Africa
share relatively high rates (99 and 106 per 1,000,
respectively), and Western and Southern Africa have
lower rates (75 and 84 per 1,000). The somewhat
lower rates of unintended pregnancy in Western
and Southern Africa mask large differences in the
components that contribute to unintended pregnancy: Compared with women in Western Africa,
those in Southern Africa have a far lower annual
pregnancy rate (130 vs. 230 per 1,000) but are far
more likely to experience an unintended pregnancy
(65% of pregnancies among women in Southern
Africa are unintended vs. 33% of the pregnancies
among women in Western Africa).
Once faced with an unintended pregnancy, what
women do reflects their motivation—and their
ability—to resolve that pregnancy through abortion, as opposed to going on to have an unplanned
birth. Overall, 37% of unintended pregnancies end
in abortion in the region as of 2015–2019 (Figure
5.1).7 The proportion of unintended pregnancies
ending in abortion is lowest among women in
Middle Africa (30%), meaning that they likely
have the most unplanned births. This proportion
is somewhat higher among women in Eastern
and Southern Africa (35% and 36%, respectively).
Women in Western Africa resolve the highest
proportion of unintended pregnancies through
abortion (42%), suggesting that exposure to the
risks of unsafe abortion could be greater in that
subregion than in any other, especially since no
Western African country broadly allows abortion.20

o) Traditional method use
among married women is nearly
nonexistent (0.5%) in Southern
Africa and is at 3–4% in Eastern
and Western Africa.204
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In all four subregions—and indeed, the world
over—women interrupt a significantly higher
proportion of unintended pregnancies now than
they did three decades ago. From 1990–1994 to
2015–2019, the proportion of unintended pregnancies resolved through abortion rose by 41%
in Sub-Saharan Africa (see Supplementary Table
online at https://www.guttmacher.org/report/fromunsafe-to-safe-abortion-in-subsaharan-africa).⁷ By
subregion, these percentage increases were 26%
in Middle Africa, 44% in both Eastern and Western
Africa, and 72% in Southern Africa.

Use of modern contraceptives
Modern contraceptive use is a proven way of preventing unintended pregnancies. All contraceptive
methods have some rate of failure, but modern
methods fail significantly less often than traditional
methods.203 (See Data and Methods Appendix, page
39, for definitions of modern and traditional contraceptive methods.) As of 2019, an average of 29% of
married women in Sub-Saharan Africa use a modern
method of contraception (Figure 5.2, page 31).204
This prevalence ranges from 14% and 20% in Middle
and Western Africa to 57% in Southern Africa. Levels
of traditional method use are mostly low, at 4% for
the region, but Middle Africa has the highest rate of
traditional method use, at 10%.o As a result, married
women in Middle Africa have a higher risk of unintended pregnancy from contraceptive failure than
do married women in the three other subregions.
Relatively recent (2007 through 2018) country-level
data on modern method use among sexually active
unmarried women are available for 37 countries
(Appendix Table 1, page 43). These women—who
are at high risk for unintended pregnancy, and thus
unsafe abortion—tend to use a modern method
more than married women.205 The pattern holds for
a very large majority of countries with data (32 of
the 37). Modern contraceptive use among sexually
active unmarried women is 2–3 times that among
married women in 16 of these countries, and it is
five times that among married women in two countries. Yet the desire to avoid pregnancy among sexually active unmarried women is so strong that this
level of modern method use is still not high enough
to avoid high rates of unmet need, as discussed in
the next section.
Married Sub-Saharan women are far better able
to prevent unintended pregnancy now than they
were in the recent past: The proportion who use a
modern method more than tripled between 1990
and 2019,204 from 8% to 29% (Figure 5.2, page 31).
In the region’s most populous subregion, Eastern
Africa, the increase is particularly large: Modern
method prevalence has risen fivefold since 1990.
Increases have been more modest in Middle and
Western Africa, the two subregions with the lowest
current use. Southern Africa is an outlier, in both
having a far higher starting point as of 1990 and
plateauing at 54–58% as of 2000.
Unmet need for modern contraception
Despite the increases in contraceptive use noted
above, the rate at which women in Sub-Saharan
Africa adopt modern methods is not keeping

FIGURE

5.2 Use of modern contraceptives by married women is increasing throughout Sub-Saharan Africa.
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Note: Modern methods are female and male sterilization, oral contraceptives, IUDs, male and female condoms, injectables, implants, vaginal
barrier methods, emergency contraception and the lactational amenhorrea method. Source: reference 204.

pace with rising demand. Unmet need for modern
contraception refers to the proportion of women
who want to avoid having a pregnancy but are not
using a modern contraceptive method (i.e., those
who are using a traditional method or are not using
any method at all), and it measures the degree to
which women are able to act on preferences to
avoid pregnancy.p Eighty-nine percent of unintended pregnancies in Sub-Saharan Africa occur
among women with unmet need, and the remaining 11% occur among women whose modern
method failed.84
Overall, slightly more than one-quarter (27%)
of married women in Sub-Saharan Africa have
an unmet need for modern contraception, and
because women in the region still desire relatively large families, the majority of unmet need
is for methods to space births rather than to limit
them.204 Southern Africa has the lowest proportion
of women with unmet need in the region (15%),
because so many married women use a modern
method and have since 2000. Eastern Africa stands
out for having made the most progress: Unmet
need for modern contraception declined by nearly
one-third there since 2000. In contrast, there was
virtually no change in unmet need among married

women since 2000 in Middle Africa, the subregion
where unmet need is highest.
Sexually active unmarried women in the region
have higher levels of modern method use than do
married women, but their desire to avoid pregnancy
still outstrips their ability to act on that desire. For
example, in one-third of the 36 countries with data,
roughly one-half or more of sexually active unmarried women (48–64%) do not use a modern method
despite not wanting a pregnancy.91 What is more,
unmet need for modern contraception is nearly
always higher among sexually active unmarried
women than among married women, a pattern
found in all four subregions (see Figure 5.3, page
32, for nonrepresentative examples from three
countries in each subregion). This situation leaves
sexually active unmarried women highly vulnerable
to unintended pregnancy, and thus unsafe abortion,
given the high costs of nonmarital childbearing in
Sub-Saharan Africa.
Current levels of unmet need do not tell us
whether women recently stopped using a modern
method. In fact, many women discontinue use of
a method without switching to a new one, which
leaves them vulnerable to unintended pregnancy.

p) It is assumed that all women
categorized as having unmet
need would want to use contraception, but this may not be so.
In fact, some may be opposed to
it, but there is no way to quantify
this. The extent to which the risk
of unintended pregnancy and
its associated outcomes enter
into their decision not to use a
method is also unknown.
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FIGURE

5.3 In all subregions, unmet need for modern contraception is nearly always higher among sexually active unmarried women
than among married women.
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Discontinuation rates for short-acting methods are
relatively high in Sub-Saharan Africa. For a range
of reasons, nearly half (47%) of all modern method
users in the region use the injectable.194 This region
is unique in disproportionately relying on a single
method; the method mix in other major world
regions is made up of a much wider range of shortand long-acting modern methods.

q) Botswana, Ethiopia, Kenya,
Malawi, Rwanda, South Africa,
Tanzania and Zambia.
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The use of emergency contraception, which
prevents pregnancy after unprotected intercourse,
is often a one-time incident and thus is not
accurately reflected in measures of general
contraceptive use. The availability and use of this
method should be more widespread in a region
that has very high rates of sexual violence206 and in
which 52% of women live where there is no legal
exception for pregnancies resulting from rape.20,24
Emergency contraception is part of the United
Nations Minimum Initial Service Package (MISP) for
rape victims207 and should be the first therapeutic
opportunity offered to victims if no more than five
days have passed since the assault.31 (Although

eight Sub-Saharan countriesq include provision of
emergency contraception in their protocols for care
following rape,206 no study has documented how
often these protocols are followed.) The MISP for
rape victims also covers humanitarian emergencies
that uproot communities and disrupt norms of
care.208 The Democratic Republic of the Congo209
and Somalia210 are especially affected, and women
displaced by conflict remain highly vulnerable
to unintended pregnancy and thus to unsafe
abortion.
Who experiences unintended pregnancies
Because of longstanding cultural expectations that
childbearing should occur only within marriage,
the vast majority of pregnancies among unmarried women in Sub-Saharan Africa are likely to be
unintended. Data to back up this supposition are
lacking, however, because nonmarital pregnancies
are substantially underreported.179,211 Since most
women in Sub-Saharan Africa are married by their
early 20s (with the important exception of those in
Southern Africa),212 young women who have yet to
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marry account for the bulk of nonmarital pregnancies. The certainty of stigma against nonmarital
childbearing means that they often see abortion as
their only option to avoid a harsh (and possibly
violent) reaction from family and community.99,213,214
Positive economic and social changes are leading
adolescent women in the region to increasingly
postpone marriage—that is, when they have the
agency to do so. Many women below the age of
legal majority still have no say in this decision and
are married off by their parents. Marriage before
age 18 is fairly prevalent in Sub-Saharan Africa,
especially in Middle and Western Africa: According
to survey data from 2010–2016, roughly 40% of
20–24-year-old women were married before age 18
in Middle and Western Africa, a combined subregion
with both the highest prevalence of child marriage
and slowest progress toward eradicating it.215
Delaying marriage often coincides with growing
desires to stay in school and to be better prepared
for labor force participation. For example, the
proportion of young women enrolled in secondary
school in the region nearly doubled between 1998
and 2017 (although this proportion is still relatively
low, at about one-third).216 Evidence of this trend

toward later marriage is clear in the increasing proportion of adolescents who are unmarried,r which
rose from 68% in 1990 to 79% in 2019 (Figure 5.4).
A rising age at first marriage can extend the period
of risk for pregnancy outside of marriage, and
therefore the risk of an unsafe abortion if young
women happen to live where abortion is legally
restricted. However, the length of this exposure—
that is, the time between when a woman first has
sex and when she first marries—is highly variable.217
First sex and first marriage virtually coincide in
several countries (e.g., Chad, Comoros, Eritrea and
Niger). On the other hand, the gap between first
sex and first marriage—and thus the period of
especially high risk of unintended pregnancy—has
grown to between 3.5 and 5.0 years in five countries (Angola, Côte d’Ivoire, Gabon, Ghana and the
Republic of Congo).

r) The small numbers who are
separated, widowed or divorced
are included in this overall proportion of currently unmarried
15–19-year-olds.

ABORTION IN SUB-SAHARAN AFRICA

33

6

Conclusions and Recommendations

S
Restricting
abortion by
law does not
eliminate it or
make it rare.

ub-Saharan Africa has made great strides in
addressing unsafe abortion since 2000. As of
this writing, we simply do not know whether (or by
how much) the novel coronavirus has undone any
of this recent progress. Ideally, expansions of legal
grounds in 21 of the region’s countries will make
abortion safer and more accessible, at least under
the letter of the law. Reforming laws that regulate
a highly stigmatized action takes time and may
follow years of using multidisciplinary strategies
to highlight the public health consequences and
costs of unsafe abortion. The inclusion of abortion
in the African Union’s women’s rights protocol, the
Maputo Protocol, likely helped speed up the process. Sixty-one million Sub-Saharan African women
now live in countries that allow abortion on at
least the legal grounds prescribed in Article 14 of
the Maputo Protocol.11,20–24 Enforcing the protocol,
which is designed to save lives and protect the
rights of African women, would have a profound
impact.4
It is important to underline that legality does not
equal availability or access. Most of the 15 countries compliant with the Maputo Protocol (i.e.,
those in Category 4 or higher, which allow abortion
in cases of rape, incest and grave fetal anomaly)
still need to improve implementation and make
legal and safe abortion services fully accessible for
all women who need them. Although expanding
grounds to comply with the protocol is an undeniable step forward, it serves at best as a foundation
to build on. The “certain conditions” of abortion
provided for in Article 14 do not necessarily reflect
the actual grounds on which the vast majority of
women seek abortions.
Evidence collected over decades demonstrates
that women will seek abortions no matter the
grounds specified by law.6 Most often, this means
having to resort to clandestine abortions under
conditions that may not meet clinical standards.
According to the most recent regional estimates,
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which are for 2010–2014, Sub-Saharan Africa
has the highest proportion by far of abortions
estimated to be least safe (i.e., involving both a
nonrecommended method and an untrained provider): Nearly half of abortions each year fall under
the least-safe category.2 Middle Africa’s level of
least-safe abortions is the highest in Sub-Saharan
Africa—and in the world—reaching 69%.
The above is unsurprising, given the direct link
between legality and safety.5 More than nine in 10
women of reproductive age in the region (92%) live
in countries where abortion is highly or moderately
restricted. Even among the 8% of Sub-Saharan
women who live where abortion is broadly legal, the
strength of stigma and widespread lack of knowledge about legal criteria mean that many women
still seek clandestine services. For most women
living where abortion is legally restricted, those who
are economically well off and live in urban areas are
much more likely than less-privileged rural women
to know about and be able to afford safe clandestine services.165 Poor women can usually only
afford to go to unskilled providers or to self-induce
using potentially unsafe methods. This situation
defines the current context in which women increasingly resolve unintended pregnancies through
abortion—26% of unintended pregnancies in SubSaharan Africa ended in abortion as of 1990–1994,
but 37% did so as of 2015–2019.7 Unless the legal
situation changes, or the safety of clandestine abortion improves, the health of increasing numbers of
women will be at risk from unsafe abortions.
Recent evidence of how often Sub-Saharan women
obtain abortions confirms that restricting abortion
by law does not eliminate it or make it rare. As of
2015–2019, an estimated 33 abortions occur per
1,000 women of reproductive age annually, an
overall rate that has remained virtually unchanged
since 1995–1999. Even with unchanging rates, the
actual numbers of abortions will still go up, simply
because the number of Sub-Saharan women of

reproductive age continues to grow. As a result,
every year, more women will need postabortion
care, the quality and reach of which is already poor
in many countries.
Postabortion care is part of obstetric emergency
care. Not being able to obtain it, or obtaining it too
late, can turn morbidity into mortality: As of 2019,
deaths related to unsafe abortion account for 7%
of maternal mortality in Sub-Saharan Africa,84 and
Sub-Saharan Africa’s overall maternal mortality
ratio is the highest of any world region, at 542
maternal deaths per 100,000 live births.218 SubSaharan governments that have committed to the
United Nations’ Sustainable Development Goal
target of bringing maternal mortality down to 70
maternal deaths per 100,000 live births by 20309
can make progress toward that goal by making
abortion safer.
Nearly all of the harm caused by unsafe abortion
is preventable. Eliminating unsafe abortion starts
by expanding the availability of contraceptives,
and thus their use, to prevent the unintended
pregnancies that underlie the vast majority of
abortions. While the rate of unintended pregnancy
in Sub-Saharan Africa has fallen significantly over
the past three decades, this rate remains by far
the highest of any world region—mainly because
overall pregnancy rates are highest in Sub-Saharan
Africa.7 The most direct way to continue the decline
in unintended pregnancy, which would lead to
a concomitant decline in unsafe abortion, is to
increase modern contraceptive use among women
who say they do not want a pregnancy any time
soon. Currently, a little more than one-quarter of
married women say they want to avoid pregnancy
but are not using a modern method.
How can Sub-Saharan governments improve the
current situation and help women and couples
prevent both unintended pregnancies and the
unsafe abortions that often result? The following
recommendations fall into three mutually reinforcing broad areas: laws and policies; services and
counseling; and information, training and education. We also present some recommendations for
future research (Box 6.1).
Laws and policies
● To harness the momentum of recent reform, the
expansion of legal grounds that has started in
several countries should be continued (or where
it has stalled, it should be taken up again). The
evidence-based connection between expanded

legal grounds and improved safety should be
widely disseminated, to garner strong support
from professional medical bodies, ministries of
health and broad-based community groups.
●

●

●

Quality abortion services should be made available and accessible wherever they are allowed
by law. It is also essential that governments enact
accompanying policies and guidelines that fully
implement the law with minimal administrative
barriers. Individual countries now have many
templates of implementation strategies from the
region to choose from.
Governments should lift the most egregious
barriers to legal services, such as requirements
that multiple physicians authorize abortions and
that only physicians can provide them. A commonsense solution to the scarcity and expense of
high-level physicians is to rewrite laws to permit
the full range of health professionals to provide
abortions.183 Providers who claim conscientious
objection without offering the legally required
referral to a willing provider can also affect availability; these abuses need to be prevented, so
women always have access to a legal service.
Sub-Saharan Africa is similar to other regions with
restrictive abortion laws in that many countries
spell out the grounds for when abortion is not
punishable in national penal codes. But it is
unique in belonging to a regional body, the
African Union, which issued a women’s rights
protocol with legal grounds for abortion. Being
fully compliant with the Maputo Protocol is a

BOX

6.1 Research recommendations
Studies on the following topics are urgently needed:
■

Accurate measurement of the incidence of abortion, a deliberately hidden
and underreported event

■

Quality of abortion care and obstacles to getting legal abortions

■

Postabortion care quality and accessibility

■

■

■

■

Clandestine abortion practices and the social, health and economic
consequences of unsafe abortion
Misoprostol use, including where women obtain it, whether they receive
accurate instructions on its use and its impact on morbidity and deaths
Abortion stigma and its consequences, including standardization of measures of stigma, and design and testing of stigma-reducing interventions
Inequities in the provision of contraceptive services and interventions to
address them
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minimum international standard that all countries in the region should meet—and the nine
countries that have still not ratified the protocol
need to do so.
Services and counseling
Safe abortion care
● Sub-Saharan countries should closely follow
WHO recommendations for expanding access
by shifting tasks from scarce physicians to more
plentiful midlevel professionals, given the region’s
dire human resources constraints.183
●

As long as legal
restrictions and
stigma exist,
many abortions
will continue to
be unsafe.

●

●

●

●
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Where national law permits abortion, legal services must be provided to the fullest extent of the
law. Developing, disseminating and implementing national service guidelines that are consistent
with the latest WHO recommendations would
ensure that legal abortions have the benefit of
evidence-based safety standards.3
Providing safe abortions to the fullest extent
of the law is always far less costly than treating
women who present for care following an unsafe
one. Safe services must include comprehensive
counseling and postabortion contraception
to help women avoid another unintended
pregnancy.
All health care professionals who provide abortion must be trained in WHO-recommended
techniques, and the use of dilation and curettage
must be discontinued without delay.183 This
invasive and costly method should be completely
replaced by either medication abortion or
vacuum aspiration.3
The use of medication abortion—the combination regimen of mifepristone and misoprostol
when available, and misoprostol alone when it is
not—is as safe as vacuum aspiration for firsttrimester abortion.3,149 Its use should be extended,
since medication has the added benefit of often
being preferred by providers (who appreciate it
as less hands-on than surgical abortion) and by
women (because of the privacy that it affords and
its natural process).
In countries where the law forces most abortions
to be clandestine, governments and nongovernmental organizations should consider the
harm-reduction strategies for misoprostol use
that have worked in other parts of the world with
restrictive abortion laws. For example, countries
could follow examples from Latin America and
set up strategies to share information about
how to use misoprostol.219 Such strategies need to

be adapted to take advantage of whatever technology—e.g., mobile phone platforms—would
work best in the Sub-Saharan African context.
Postabortion care
● As long as legal restrictions and stigma exist,
many abortions will continue to be unsafe, so
postabortion care for the consequences of unsafe
abortion will be needed. As with the provision
of safe abortion, provision of postabortion care
should follow updated WHO guidelines on how
to manage incomplete abortions and other medical complications of unsafe abortions.
●

●

●

●

●

Unlike the provision of abortion, the provision of
postabortion care is always legal and, according
to the International Federation of Gynecology
and Obstetrics, medical practitioners are ethically
bound to provide it.168 Laws that require providers to report abortions not meeting legal criteria
clearly violate this professional obligation, as well
as patients’ right to confidentiality, and should be
removed from the books.
Evidence shows that nurses and midwives are
capable of providing quality postabortion care,183
so training them in its provision and authorizing
them to provide it would yield multiple benefits.
These professionals are far more plentiful than
physicians and are much more often based at
primary care facilities, which are accessible to
rural women.
Incomplete abortion should be treated only with
misoprostol or vacuum aspiration. Ministries of
health need to ensure the consistent availability
of these commodities. Any current use of D&C
for postabortion care, which is still extensive in
several Sub-Saharan countries, should stop.
The very high abortion rates among sexually
active adolescents in the few countries with data
suggest that these women shoulder a disproportionate burden of unsafe abortion. But the very
stigma that prevents adolescents from accessing
contraceptives to prevent unsafe abortion also
prevents them from seeking out and receiving
postabortion care. The need for youth-friendly,
destigmatized postabortion services is thus
crucial to address the fear of harsh judgment
that is behind adolescents’ reluctance to seek this
essential lifesaving care.103,109,179
Contraceptive services and counseling must be
integrated into postabortion care, so that women
can leave the site of care with an effective means
to prevent unintended pregnancy in the future.

Contraceptive services
● Improving women’s ability to prevent the pregnancies they say they do not want will go a long
way toward reducing the unsafe abortions that
often follow. Unmet need for modern contraception is nearly always higher among sexually active
unmarried women than among married women.
Accessible and affordable contraceptive services
should be nonjudgmental, so those who need
them are not deterred from seeking them.
●

●

●

Currently, the bulk of unmet need for modern
contraception in Sub-Saharan Africa is among
women wanting to space births.84 However, as
preferences for smaller families take hold in the
region, unmet need will increasingly be for methods to limit births. To meet current and future
needs, national family planning programs must
provide women with a range of methods that
meet both types of needs.
Women in Sub-Saharan Africa rely disproportionately on one contraceptive method, the injectable. It is important that women and couples
have sufficient information about and access to
the full range of effective methods, to maximize
their options. Currently, the use of long-acting
reversible contraceptive methods, which provide
long-term effective protection, is very low in
Sub-Saharan Africa. There is much room for
growth in their provision, especially at the site
of postabortion care.220
Improving timely access to emergency contraception is crucial, especially in the context of rape,
since of the 38 countries in the four intermediate
categories on the legality continuum, 14 do not
specifically allow abortion for pregnancies resulting from rape.20

Information, education and training
● Law reform means little unless new criteria for
legal abortion are widely communicated to the
general public, medical professionals, legal professionals and law enforcement officials. Abortion
is such a stigmatized subject that reluctance
to talk about it publicly is at least part of the
reason why women remain largely uninformed
about legal criteria. Better public information
campaigns are needed to more widely inform all
parties of their rights and responsibilities.
●

Abortion-related stigma compels many women
to risk their health by seeking abortion outside
of formal medical channels. This stigma touches
both women who have abortions and those who
seek postabortion care, as well as the medical

professionals involved. Providing these professionals with values clarification and sensitivity
training is an important start to their treating all
patients without judgment and with dignity. Such
training also helps medical professionals defend
themselves from stigmatization for providing
abortion-related services.
●

●

Comprehensive sexuality education in school is
essential for raising awareness among adolescents and young people of how to prevent pregnancy. Equally important is developing ways to
reach out-of-school youth with this information.
The very high rates of abortion among sexually
active adolescents can fall only if young people
are able to negotiate protected sex and obtain
and correctly use contraceptives.

Law reform
means little
unless new
criteria for
legal abortion
are widely
communicated.

In Sub-Saharan Africa, the severest abortion
complications—as well as many abortion-related
deaths—often stem from procedures performed
after the first trimester. Thus, Ministries of Heath
must provide training in safe methods of abortion
in the second trimester and later, to widen the
pool of personnel able to provide this service and
save more lives.

Moving from unsafe to safe abortion
It is possible to accelerate progress toward
ensuring that all women in Sub-Saharan Africa
have access to the sexual and reproductive health
services they need. Doing so will require scaling up
the provision of contraceptive care, safe abortion
care and postabortion care. Sustained collaboration from all stakeholders will be needed to
expand legal criteria to at least the grounds in the
African Union’s Maputo Protocol. As the African
Union’s General Comment on Article 14 asserts,
“the Maputo Protocol is the very first treaty to
recognize abortion, under certain conditions, as
women’s human right which they should enjoy
without restriction or fear of being prosecuted.”10
Expanding legal criteria to align with this protocol
demands input from all sectors of society.
Sub-Saharan Africa has made substantial progress
toward talking openly about unsafe abortion, a
subject that two decades ago was rarely broached
in public discourse. Local and international actors
have introduced safer and more effective methods
of abortion; trained a wide range of providers in
safer methods of abortion and postabortion care;
enhanced the quality and coverage of postabortion
care; and expanded the legal criteria for abortion
to improve safety, thus reducing the numbers of
women needing postabortion care. The incipient
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trend toward wanting smaller families and better
control over healthy birthspacing is likely to continue. But without meaningful access to the means
to have fewer children and more time between
them, recourse to abortion is likely to increase in
the short term.
Expanding the reach of modern contraceptive
and postabortion services to all women who need
them is crucial. Doing so cannot help but benefit
Sub-Saharan Africa as a whole. The ability to have
only wanted pregnancies enhances women’s and
infants’ health, improves the status of women (for
whom postponing starting a family often means
more schooling and better job opportunities) and
improves the overall financial well-being of families
and national health systems. The consequences of
inaction in preventing unsafe abortion are severe.
More can and should be done to move the region
forward toward fully protecting and enhancing
women’s reproductive health.
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Data and Methods Appendix

We use estimates derived by the Guttmacher
Institute and World Health Organization in a
comprehensive Bayesian hierarchical time-series
model.7 The model’s theoretical framework considers how the composition of women of reproductive
age—and their contraceptive behaviors, fertility
preferences and marital status—contribute to the
incidence of unintended pregnancy and abortion.
The model essentially applies the residual technique of estimating abortion in which the most
“knowable” proximate determinants in the equation for fertility are rearranged to yield the “least
knowable” proximate determinant, abortion.221
The model uses all available data on contraceptive
need and use by marital status, and on unintended
pregnancy and abortion among all women, to produce estimates for all 48 countries of Sub-Saharan
Africa. It generates results at the regional and subregional levels for 1990–1994 through 2015–2019.s7
The four principal proximate determinants (i.e.,
those that together define possible total fertility)
are marriage (to the extent that it affects exposure to pregnancy), contraception, abortion and
postpartum insusceptibility to conception.221 In
the full global model, input data for 195 countries
and territories cover 29 years (from 1990 through
2019). They include numbers of women of reproductive age and levels of contraceptive use and
unmet need separately by marital status (as well
as contraceptive method mix among married
women). These input data come from a wide range
of sources. The contraceptive, marital status and
population numbers come from the United Nations
Population Division.24,204,212
The total number of pregnancies is the sum of
births, abortions and miscarriages. Data on the
numbers of births are from the United Nations
Population Division. Input data on abortion
incidence come from official statistics (mainly for
countries where abortion is legal under broad
criteria) and—for countries with restrictive laws or

incomplete official statistics—from country-specific
studies and nationally representative surveys of
women with estimates of abortion incidence. The
numbers of miscarriages are derived from clinical
studies that used life-table analyses in which miscarriages equal approximately 20% of births plus
10% of abortions.222
We break pregnancies down into those that are
intended and unintended, and births into those
that are planned and unplanned. Estimates of the
proportions of births that are unplanned are from
women’s reports of the planning status of recent
births in surveys conducted in the Demographic
and Health Survey (DHS) program or in similar
surveys. In these surveys, a birth is considered
unplanned if it occurred two or more years sooner
than desired (i.e., was mistimed) or if it was not
wanted at all at the time of conception (i.e., was
unwanted).
The current Bayesian model permits the exchange
of information across time periods and geographic
areas, statistical inference and the calculation of
uncertainty intervals around all estimated values.
It also enables estimations of trends by using the
same evidence base and methodology for all time
periods.
The model has some limitations. The variability
in the quantity and quality of the underlying data
are reflected in the uncertainty intervals provided
with each result. More on the limitations of this
approach has been published elsewhere.7
Stakeholders in the countries of the region likely
continue to prefer country-specific studies to
model-based estimates. However, accurate recordkeeping of abortion is still very rare, even in the
four Sub-Saharan countries that have decriminalized abortion. Further, despite recent innovative
research approaches that have improved the
accuracy of country-level estimates of abortion,
Bayesian modeling still likely produces the most

s) An earlier Bayesian hierarchical
model provided abortion incidence from 1990–1994 through
2010–2014. The estimates for
1990–1994 through 2015–2019
that we report here completely
replace the differently modeled
estimates that were published in
2016 and 2018.
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accurate regional and subregional abortion estimates, given the unavoidable uncertainty of these
data.
Country-specific abortion data and
estimates
Estimates of abortion incidence are presented
in this report for a number of countries. These
estimates are based on an indirect estimation
approach, the abortion incidence complications
method.223 The method uses the only available
empirical data on abortion in many countries that
legally restrict it (i.e., the numbers of women who
obtain care for complications at medical facilities,
collected in a nationally representative Health
Facilities Survey). The methodology builds out
from these measurable data to estimate the total
number of abortions in a given year by interviewing experts familiar with the conditions of abortion
in the country, in the Health Professionals Survey.
These experts are asked a series of questions to
allow estimation of the proportion of all abortions
represented by those that caused complications
and that are counted in the Health Facilities Survey.
This indirect approach provides an approximate
estimate of abortion incidence and has been
described and assessed elsewhere.223
We obtained data on the characteristics of women
who had an abortion, such as their age, marital
status and how and why they had had an abortion,
from nationally representative and small-scale surveys. Because of the scarcity of information describing abortion in these mostly restrictive countries,
most of the limited data that we have on abortion
methods and providers had to come from nonrepresentative surveys of women who developed
complications and presented for postabortion care.
Such surveys, especially the nationally representative Prospective Morbidity Surveys, provide information on the types and severity of complications
that women experience.
These sources are not free of bias. Abortions are
severely underreported in general, and surveys of
women receiving postabortion care in particular
suffer from misreporting, as many women understandably report complicated abortions as complicated miscarriages (the symptoms of which can
be indistinguishable). Further, information from
women on which abortion methods were used is
often unreliable. For example, they may be given a
tablet without knowing what it is or how to use it,
a problem that is particularly challenging to solve
when we understand that the use of misoprostol
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is increasing throughout the region, primarily in
cities.159–161
Additionally, when estimates are produced by
region or area of residence, the approach may overstate the incidence of abortion for the places that
women travel to—most often, metropolitan areas.
Women often travel from their homes to cities for
both abortion and postabortion services that are
more accessible, of better quality and more likely
to offer anonymity. Since it is not easy—or even
possible—to determine where these women travel
from, they are by necessity assumed to be residents
of those metropolitan areas, which likely overstates
the true incidence of abortion in metropolitan
areas (usually capital cities).224
Safety of abortions
WHO’s classification of safety uses three gradations—
safe, less safe and least safe.5 The total unsafe is the
sum of less- and least-safe abortions. An abortion
is classified as safe if it meets two general criteria: It
was induced 1) with a WHO-recommended method
at the recommended gestation and 2) by an appropriately trained individual. Less-safe abortions are
those that meet only one of these criteria, and leastsafe abortions are those that meet neither.
Another Bayesian hierarchical model distributes
the annual number of abortions by safety for the
period 2010–2014.5 Its predictors of safety are
the availability of safe abortion methods, trained
providers and facilities equipped to provide safe
abortion; the strength of abortion stigma (which
can influence women’s levels of empowerment,
autonomy and agency) and providers’ willingness
to perform abortions; and the overall quality of
health services and health infrastructure.
Safety model covariates
The theoretical predictors for a given country were
represented in the model by: the number of years
that mifepristone has been registered; the proportion of the population that lives in urban areas; and
the country’s score on the gender inequality index,
which is a composite measure comprising indicators
of reproductive health, women’s empowerment
and economic status.225 The registration status of
misoprostol for any indication in the country was
also added as a covariate.
Data inputs
Researchers undertook a systematic search for the
above data on methods used, the types of providers and the settings in which the abortion took

place. Data came from national statistics, DHS and
similar surveys, and other national and subnational
studies. In all, data were analyzed for 182 countries
and territories. The years 2010–2014 were first
considered as cut-offs; however, information from
2008–2009 was used if more recent data were
unavailable. National-level data were considered
optimal, but subnational data were used if they
were sufficiently reliable.
National-level abortion laws
The current legal status in the region’s 48 countries
is based largely on information assembled by the
Center for Reproductive Rights (CRR);20 we also
supplemented CRR’s database with the actual penal
codes and national-level decrees for three countries.t
Information on change over time comes primarily
from overviews of legal reform from 1994 through
2014226 and from 2008 through 2019.227 The numbers and proportions of women of reproductive
age to distribute across the six categories of legality
come from country-specific population data for
2019 from the United Nations Population Division.24
We use six legality categories, even though CRR
uses five, because CRR has just a single health
category, which reflects WHO’s holistic definition of
health. However, we needed separate categories
for physical health and for mental health to measure
progress toward complying with the safe abortion
grounds in the African Union’s Maputo Protocol,
which explicitly mentions mental health.u In
addition, having a separate explicit mental health
category allowed us to document movement from
health only to physical and mental health (which
occurred in three countries).
Abortion mortality
We calculated case-fatality rates for abortion in
2000 and 2019 using the Adding It Up approach.228
For 2019, we first obtained the number of country-specific maternal deaths for the year 2017.
This involved computing the maternal mortality
ratio—the number of maternal deaths per 100,000
live births—for 2017, using the number of maternal
deaths from the database of the 2017 collaborative
maternal mortality estimates made by five international agencies218 and the number of births from
the United Nations Population Division.24 This ratio
was then applied to the number of births in 2019
to estimate the number of maternal deaths per
100,000 births in 2019.
Second, we estimated the number of country-level
deaths caused by complications of abortion. We
began with cause-of-death estimates for 2017

for the region’s 48 countries from the Institute for
Health Metrics and Evaluation (IHME). Late maternal
deaths (at least 42 days after the pregnancy ended)
were excluded, to be consistent with WHO’s definition of maternal mortality. IHME’s estimates combine deaths from abortions and miscarriages;229 to
calculate deaths from abortions only, we removed
miscarriage-related deaths on the basis of the rate
of one maternal death per 100,000 miscarriages
at 14–27 weeks’ gestation.230 Applying this final
proportion of deaths from abortion only to the
number of maternal deaths in 2019 (based on
Maternal Mortality Estimation Inter-agency Group
estimates) resulted in the number of deaths from
abortion for each of the region’s countries.
Finally, we summed country-specific numbers to
yield regional and subregional totals, which served
as the numerators for abortion case-fatality rates.
The denominator is the number of abortions in
2019 from the annualized average for 2015–2019
from the Bayesian hierarchical model, multiplied by
100,000.72 The estimates of abortion case-fatality
rates for the baseline year of 2000 were obtained
following a similar process.
Morbidity due to unsafe abortion
Rates of treatment for abortion
complications
A study used nationally representative data from
26 developing countries, including 10 from SubSaharan Africa, to estimate regional and subregional rates of treatment for complications from
unsafe abortion for 2012.169 The national estimates
used data from published country-specific studies
on postabortion care and country-level health
systems data.
Estimates of complicated abortions that
need medical care
We used information on the likelihood of needing
and getting care for abortion complications from
the Health Professionals Survey, one of the two surveys used in the abortion incidence complications
method mentioned earlier. The health and other
types of professionals who participated in the
survey were selected on the basis of their expertise
and knowledge of abortion in their country. They
included medical providers (nurses, midwives
and physicians) and other experts with informed
perspectives (policymakers, researchers, advocates
and specialists in public health services and programs). We show the results of Health Professionals
Surveys from 10 countries;v these surveys were
carried out between 2008 and 2016.

t) The three countries that we categorize differently than CRR does
are Ethiopia, Mozambique and
Rwanda. Thus, our placement of
countries, and the related calculations of both countries and
numbers of women of reproductive age within categories, differ
slightly from those of CRR.
u) Article 14(2)c obliges member
states to legalize abortion when
the pregnant woman’s life is
at risk; to protect her physical
or mental health; and in cases
of rape, incest and grave fetal
anomaly.
v) Burkina Faso, Ethiopia, Kenya,
Malawi, Nigeria, Rwanda,
Senegal, Tanzania, Uganda and
Zimbabwe.
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Health Professionals Survey respondents were
interviewed in person about their perceptions of
abortion provision—the types of providers and
methods that women use, women’s risk of experiencing incomplete abortion and medical complications with each type of provider, the likelihood
that women would obtain treatment at a facility
if complications occur, and the costs of obtaining
abortions and treatment.

contraception. Periodic abstinence (rhythm and
calendar methods), withdrawal and folk methods
are classified as traditional methods. Women with
an unmet need for modern contraceptives are
those aged 15–49 who are able to become pregnant but who want to avoid pregnancy and are not
using a modern method. Unintended pregnancies
are pregnancies that were unwanted or mistimed
at the time of conception.

Because abortion practices and outcomes vary
widely by poverty status and place of residence,
Health Professionals Survey respondents supplied
information separately for each of four key subgroups. These subgroups are: poor urban women,
poor rural women, nonpoor urban women and
nonpoor rural women. Being poor was defined
as living in a household with an income below
the national average (e.g., in terms of minimum
salary, in countries where this concept is commonly
recognized); as having difficulties paying for basic
necessities; or as having low educational attainment. Responses were averaged to provide an
approximate profile for each of the four population
subgroups, and averages were weighted by the
population size of each subgroup to yield averages
for the country as a whole. This national total was
also used to create the multiplier to inflate the
treated cases to the total number of abortions
occurring in the country.

We needed to use two definitions of current sexual
activity. For estimates of unmet need for modern
contraception among sexually active unmarried
women, we define being sexually active as having
had sexual intercourse in the four weeks prior
to the survey. However, to enable calculation of
abortion rates among sexually active adolescents,
we expanded this time frame to the 12 months preceding the survey, to ensure a large enough sample
size for analysis.

Sexual and reproductive health indicators
Nationally representative DHS surveys on women’s
sexual and reproductive health were key sources of
data. Total fertility rates, levels of contraceptive use
and unmet need, and data on the planning status
of births and the recency of sexual activity were
obtained from the most recent survey for each
country for which the majority of these indicators
were available. The earliest survey dates from 2007,
and we tried to update national surveys as new
data became available. For time trends in modern
contraceptive use, we relied on multiyear data from
the United Nations’ model-based estimates, which
themselves draw on data from DHS and DHS-type
surveys.
For this report, we use the DHS definitions of
modern and traditional methods. Thus, we classify
female and male sterilization, oral contraceptives,
IUDs, injectables, implants, female and male
condoms, emergency contraception, diaphragms,
contraceptive foams and jellies, the lactational
amenorrhea method, the standard days method,
cervical caps and sponges as modern methods of

42

GUTTMACHER INSTITUTE

APPENDIX TABLE 1

Selected sexual and reproductive health indicators, 37 Sub-Saharan African countries with
Demographic and Health Surveys fielded between 2007 and 2018

% of women aged 15–49
using a modern method§

% of women aged 15–49
with unmet need for a
modern method**,§

Married

Sexually
active,††
unmarried

Sexually
active,††
unmarried

Median age
at first sex

Median
age at first
marriage

34

23

34

35

38

19.6

20.2

33

14

32

38

58

21.1

21.1

3.6

25

35

55

23

30

18.6

19.0

3.9

3.0

38

53

61

22

31

18.1

20.5

4.8

4.2

13

29

29

29

51

17.1

18.2

4.4

3.4

43

58

43

20

41

17.4

18.6

5.9

5.2

16

11

30

24

41

16.1

18.1

3.1

38

48

35

25

48

21.5

22.8

4.5

34

32

46

29

33

17.5

19.7

35

17.6

19.4

43

16.9

19.8

21

18.6

19.5

45

16.7

20.4

38

17.3

20.6

58

16.5

16.4

64

17.0

19.3

u

16.4

21.2

Total fertility
rate (lifetime
births per
woman*)

Total
wanted
fertility rate
(lifetime
births per
woman)†

% of recent
births
that were
unplanned‡

Burundi, 2016–2017

5.5

3.6

Comoros, 2012

4.3

3.8

Ethiopia, 2016

4.6

Kenya, 2014
Madagascar, 2008–2009
Malawi, 2015–2016
Mozambique, 2011
Rwanda, 2014–2015

4.2

Tanzania, 2015–2016

5.2

Uganda, 2016

5.4

4.3

44

35

47

33

Zambia, 2018

4.7

4.0

38

48

43

22

Zimbabwe, 2015

4.0

3.6

35

66

66

11

6.2

5.2

35

13

27

39

Cameroon, 2018

4.8

4.3

21

15

43

27

Chad, 2014–2015

6.4

6.1

13

5

19

24

Democratic Republic of Congo, 2013–2014

6.6

5.7

32

8

21

40

Equatorial Guinea, 2011

5.1

4.4

30

10

17

37

Gabon, 2012

4.1

3.4

41

19

45

38

39

17.1

22.1

Republic of Congo, 2011–2012

5.1

4.8

31

20

43

43

43

16.3

19.7

Sao Tome and Principe, 2008–2009

4.9

3.3

53

34

46

42

39

17.8

19.2

25.6

Country and year

Married

EASTERN AFRICA

MIDDLE AFRICA
Angola, 2015–2016

SOUTHERN AFRICA
Eswatini, 2006–2007

3.8

2.1

67

48

63

28

30

18.2

Lesotho, 2014

3.3

2.3

52

60

72

19

22

18.5

21.0

Namibia, 2013

3.6

2.9

53

55

78

18

15

19.2

30.4

South Africa, 2016

2.6

2.0

55

54

64

15

24

18.0

31.1

Benin, 2017–2018

5.7

4.9

26

12

24

35

56

17.4

19.8

Burkina Faso, 2010

6.0

5.4

9

15

59

26

33

17.5

17.9

Côte d'Ivoire, 2011–2012

5.0

4.5

27

12

30

33

53

16.9

20.5

Gambia, 2013

5.6

4.9

15

8

42

26

43

19.3

19.6

WESTERN AFRICA

Ghana, 2014

4.2

3.6

33

22

32

34

55

18.6

22.4

Guinea, 2018

4.8

4.3

16

11

51

22

37

16.8

18.5

Liberia, 2013

4.7

4.2

32

19

35

32

49

16.2

19.9

Mali, 2018

6.3

5.5

16

16

35

25

52

16.8

17.7

Niger, 2012

7.6

7.4

10

12

40

18

52

16.2

16.0

Nigeria, 2018

5.3

4.8

11

12

28

24

58

17.4

19.0

Senegal, 2017

4.6

4.0

22

26

46

23

47

20.0

20.5

Sierra Leone, 2013

4.9

4.5

14

16

56

26

30

16.6

18.2

Togo, 2013–2014

4.8

4.1

29

17

38

36

44

18.1

20.2

See next page for notes.
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APPENDIX TABLE 2

Estimates of indicators of abortion, pregnancy and births for Sub-Saharan Africa and its
four subregions

Sub-Saharan Africa

Eastern Africa

Middle Africa

Southern Africa

Western Africa

2019

2019

2019

2019

2019

255,257,744

106,014,503

39,858,490

18,056,938

91,327,813

100

42

16

7

36

2015–2019 (UI)

2015–2019 (UI)

2015–2019 (UI)

2015–2019 (UI)

2015–2019 (UI)

8.0 (7.0, 9.2)

3.5 (3.0, 4.0)

1.2 (0.8, 1.7)

0.5 (0.3, 1.0)

2.7 (2.2, 3.4)

33 (29, 38)

35 (30, 40)

32 (21, 46)

30 (15, 58)

32 (25, 39)

52.5 (51.2, 53.9)

20.9 (20.3, 21.5)

9.4 (8.8, 10.0)

2.3 (2.0, 2.8)

19.8 (19.1, 20.7)

218 (212, 223)

209 (203, 216)

250 (237, 266)

130 (113, 159)

230 (221, 240)

42 (40, 43)

47 (45, 49)

43 (39, 46)

65 (59, 72)

33 (30, 35)

Women
No. aged 15–49
% distribution by subregion

Abortions
No. (in millions)
Rate*
Pregnancies
No. (in millions)
Rate*
% that are unintended
Unintended pregnancies
No. (in millions)

21.9 (20.7, 23.3)

9.9 (9.3, 10.5)

4.0 (3.5, 4.6)

1.5 (1.2, 2.0)

6.5 (5.8, 7.2)

Rate*

91 (86, 96)

99 (93, 106)

106 (93, 122)

84 (68, 113)

75 (67, 83)

% ending in abortion

37 (34, 40)

35 (32, 39)

30 (23, 38)

36 (22, 51)

42 (37, 48)

Unplanned births
No. (in millions)

10.9 (10.4, 11.4)

5.0 (4.7, 5.4)

2.2 (2.0, 2.4)

0.8 (0.7, 0.8)

2.9 (2.6, 3.2)

Rate*

45 (43, 47)

51 (48, 54)

59 (53, 65)

43 (39, 47)

33 (30, 37)

% of births that are unplanned

30 (29, 31)

36 (34, 38)

33 (30, 36)

53 (49, 57)

21 (19, 23)

2019

2019

2019

2019

2019

185

157

259

29

224

2010–2014

2010–2014 (UI)

2010–2014 (UI)

2010–2014 (UI)

2010–2014 (UI)

Abortion case-fatality rate†

% distribution of abortions by safety‡
Safe

23

24 (17, 33)

12 (6, 30)

74 (28, 93)

15 (10, 24)

Less safe

28

29 (20, 38)

19 (7, 41)

19 (2, 62)

33 (24, 43)

Least safe

49

47 (37, 55)

69 (38, 81)

7 (3, 11)

52 (40, 60)

Total

100

100

100

100

100

*Number per 1,000 women aged 15–49. †Number of maternal deaths per 100,000 abortions. ‡Safe procedures are those that are done by a trained provider and that are done
using a World Health Organization–recommended method at the appropriate timing of pregnancy; less-safe abortions meet just one of these criteria; and least-safe abortions
meet neither criterion. Note: UI=uncertainty interval (unavailable for safety distribution for Sub-Saharan Africa as a whole). Sources: references 2, 5, 7, 8 and 24.

See supplementary table online for additional data years: https://www.guttmacher.org/report/from-unsafe-to-safe-abortion-in-subsaharan-africa

Notes to Appendix Table 1, page 43
*The number of births a woman would have, assuming that current age-specific fertility rates over the past three years remain the same over her lifetime. †The number of births
a woman would have if she were to avoid births that exceed her stated ideal number. ‡For births over the past three years, the sum of mistimed births (those that were wanted
later) and unwanted births (those that were not wanted at all). §Modern methods of contraception include female and male sterilization, the pill, the IUD, the injectable, the
implant, emergency contraception, male and female condoms, the lactational amenorrhea method, the diaphragm, spermicides and the standard days method. **The proportion
of women who are able to become pregnant and who do not want a pregnancy within the next two years, but are not using a modern contraceptive method. ††Had sexual
intercourse within the past four weeks. Notes: To ensure meaningful data and data comparability, median ages are calculated using the first age-group at which 50% of women
had experienced both events, first sex and first marriage. That means we needed to use four base age-groups to calculate the medians for the this table. Those age-groups
and countries are the following: 20–24 (Benin, Burkina Faso, Chad, Democratic Republic of Congo, Ethiopia, Guinea, Liberia, Madagascar, Malawi, Mali, Mozambique, Niger,
Nigeria, Republic of Congo, Sao Tome and Principe, Sierra Leone, Tanzania, Uganda and Zimbabwe); 25–29 (Angola, Burundi, Cameroon, Comoros, Côte d’Ivoire, Equatorial
Guinea, Gabon, Gambia, Ghana, Kenya, Lesotho, Rwanda, Senegal, Togo and Zambia); 30–34 (Eswatini); and 35–39 (Namibia and South Africa). u=unavailable. Sources:
Special tabulations of DHS data sets, except for Cameroon (2018) and Equatorial Guinea (2011). Because we used the published reports rather than the data sets for these two
countries, their planning status refers to births in the past five years and includes current pregnancies.
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