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would also be desirable, to allow comparison of their char-
acteristics with those of women with induced abortions.†

Despite these drawbacks, our findings call for programs 
and policies to help reduce recourse to unsafe abortion 
and diminish the consequences of such abortions, in par-
ticular through the provision of abortion services to the 
full extent of the law. The higher cost paid by women who 
have no children suggests there is great need to sensitize 
staff at public-sector facilities regarding the right of child-
less women to receive nonjudgmental services. In addition, 
a concerted effort is needed to reduce the costs associated 
with postabortion care.

Because the root cause of most abortions is unintend-
ed pregnancy, women’s access to effective contraceptives 
needs to be improved. This is particularly important in 
light of the fact that the cost of an unsafe abortion is al-
most as high as the cost of the treatment. It would be much 
more cost-effective for women to have access to cheaper 
contraceptives than to have to undergo costly and unsafe 
procedures. Additionally, accurate information on avail-
ability of contraceptive services needs to be disseminated; 
greater efforts are needed to ensure that poor women in 
particular are aware of and have relatively easy access to 
these services. Finally, our study also illustrates a need for 
further research on this subject in Uganda and other devel-
oping countries to improve understanding of the impact of 
unsafe abortion and associated morbidity on the economic 
and social lives of women and their households.
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our classifications may have been inaccurate.* Finally, fu-
ture studies of this kind would benefit from having a larger 
sample size for both the initial and follow-up surveys. In-
clusion of a greater number of women who had miscarried 

APPENDIX TABLE 1. Percentage distribution of women who 
likely had an abortion and received postabortion care, by 
selected characteristics, according to time of interview, 
Uganda, 2011–2012

Measure First  
interview 
(N=1,047)

Second  
interview 
(N=420) 

Age
≤19 23.6 23.6
20–29 50.1 50.1
≥30 26.3 26.3

No. of living children
0 36.1 34.1
1–2 32.7 31.9
≥3 31.3 34.1

Marital status
Never married 31.1 28.8
Ever married 68.9 71.2

Attending school
No 82.5 82.8
Yes 17.5 17.2

Educational attainment
≤primary 46.4 48.0
Middle 43.3 43.5
≥secondary 10.3 8.5

Residence
Rural 62.0 61.7
Urban 38.0 38.3

Wealth 
Poorest 38.9 39.3
Middle 40.0 39.5
Wealthiest 21.1 21.2

No. of nights
0 30.6 26.7
1 26.5 24.8
≥2 42.8 48.4

Total 100.0 100.0

Notes: Missing values are not shown; for individual variables, the proportion 
of missing responses ranged from 0% to 6%. Percentages may not total 
100% because of rounding.

*If spontaneous abortions had been miscategorized by the WHO al-
gorithm as induced abortions (most likely as “possibly induced”), the 
average severity of complications of induced abortions—and the mag-
nitude of impact of these complications on health and economic out-
comes—might have been reduced. The opposite would have occurred 
if some cases of less severe complications of induced abortion had been 
classified as complications of spontaneous abortions. Because a very 
high proportion (36%) of patients in this study were classified as cer-
tainly having had induced abortions and an additional 14% as probably 
having had induced abortions, while only 28% were classified as pos-
sibly having had induced abortions, the likelihood that either of these 
biases occurred is smaller than it was in other studies that had a much 
higher proportion of cases in the “possibly induced” category.

†A potential problem with the survey design is the possibility of selec-
tion bias in the follow-up sample. However, because the distribution of 
respondents’ demographic characteristics (age, parity, wealth, marital 
status, residence and education level) was almost identical across the 
two waves, we are reasonably certain that our results were not influ-
enced by selection bias.


