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1  |  INTRODUC TION

Globally, between 2010 and 2014, 25% of pregnancies ended in 
induced abortion.1 The broader the legal grounds for abortion, the 
fewer deaths from unsafe abortions.2– 4 Abortion is one of the saf-
est medical procedures.2 Mortality from unsafe abortion dispropor-
tionately affects women in Africa: while the continent accounts for 
29% of all unsafe abortions, it has 62% of unsafe abortion- related 
deaths.4 Unintended pregnancies account for over 50% of pregnan-
cies that occur in Uganda,5 and 25% end in abortion annually.5 In 

2013, approximately 314 300 abortions occurred among women 
aged 15– 49,6 translating to 14% of all pregnancies or a rate of 39 per 
1000 women, down from 51 per 1000 in 2003.7 In 2011, 41.7% of 
births among adolescents were mistimed or unwanted.7 Such ado-
lescents may pursue abortion due to fear of potential consequences 
or because of the circumstances around the pregnancy, such as 
gender- based violence, lack of partner support, denial of responsi-
bility for the pregnancy, and lack of finances.8,9 Abortion is legally 
restricted in Uganda, increasing the likelihood that adolescents will 
pursue unsafe abortions. Fear of imprisonment and abortion stigma 
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Abstract
Globally, 25% of pregnancies end up in induced abortion, the majority of which are 
unsafe. Abortion is safe when conducted according to WHO recommendations. The 
objective of the present study was to identify gaps in the data published on abor-
tion and make recommendations to the Ministry of Health, Uganda. The search strat-
egy included PubMed, Google Scholar articles (from October 2020 to May 2021) 
on unsafe abortion in Uganda, reviewed data from the Association of Obstetricians 
and Gynecologists of Uganda (AOGU) members' baseline survey (2019), Health 
Management Information System (HMIS) summary data (2015– 2016 to 2019– 2020), 
and the Uganda Demographic and Heath Survey (DHS) report (2011, 2016). From the 
200 articles and national health surveys identified, 37 articles and two national rep-
resentative surveys met our criteria: prevalence, factors, estimating cost of induced 
abortion, and complications associated with safe and unsafe abortion in both low-  and 
high- income countries. There are many unsafe abortions in restrictive environments. 
Abortion is one of the leading causes of maternal and morbidity. Physicians favor 
dilatation and curettage over manual vacuum aspiration and medical methods for 
the evacuation of retained products. Several gaps still exist in the published articles, 
HMIS data, and DHS data, leading to missed opportunities for data to inform policy 
and practice.
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consequences, costs of abortion, gaps in policy, gaps in practices, induced abortion, 
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drive the practice underground.10– 12 Concerns about cost and pri-
vacy, and the perception that services are inappropriate for them, 
deter adolescents from seeking care from health facilities. In 2013, 
50% of all pregnancies in adolescent girls in Uganda were unin-
tended, and one- third of these pregnancies ended in abortion.13 The 
aim of the present review was to analyze the gaps in data that are 
needed to inform policy and practice on abortion care.

2  |  METHODS

The data were collected through a systematic search of PubMed and 
Google Scholar between October 2020 and May 2021 to identify 
research articles describing prevalence, factors, estimated cost of 
induced abortion, and complications associated with unsafe abor-
tion in both low-  and high- income countries. Similar data were 
from reviews of WHO global reports on unsafe abortion, as well 
as data from a baseline survey of the Association of Obstetricians 
and Gynecologists of Uganda (AOGU) members, carried out 
under the International Federation of Gynecology and Obstetrics 
(FIGO)- funded Advocacy for Prevention of Maternal Morbidity 
and Mortality (APMM) project. Data from the Uganda Health 
Management Information Systems (HMIS) and Demographic Health 
Survey (DHS) of 2011 and 2016 were reviewed to identify gaps in 
abortion data collected and the implications it has on the situation of 
abortion in Uganda. The study did not require any ethical approval as 
it did not involve human participants.

3  |  RESULTS

In Uganda, the constitution and Penal Code conflict with each 
other, leading to ambiguous interpretations and a lack of aware-
ness of the fact that abortion is legal to protect the health and life 
of women.14 The national estimate of abortion incidence in Uganda 
in 2003 reported an annual abortion rate of 54 abortions per 1000 
women of reproductive age, or one abortion for every 19 women, 
a rate far higher than the average rate for eastern Africa (36 abor-
tions per 1000 women).12 Adolescents account for 18% of cases 
of post- abortion complications receiving treatment in health facili-
ties in Uganda.12 However, they make up to 25% of the reproduc-
tive age population, making them under- represented in their use 
of post- abortion care (PAC) services compared to all other women 
aged under 35 years.15 Their abortion rate of 29.8 per 1000 girls 
aged 15– 19 years is higher than that for all women who are sexu-
ally active, raising the adolescent abortion rate to 62.9 per 1000 
women.12 Using only the number of women who have had sex in 
the last 12 months in the denominator, adolescent girls have the 
highest abortion rate of any age group, at 81.6 per 1000 girls aged 
15– 19 years.15

Abortion is a major cause of maternal morbidity. Annually, 7 
million women were estimated to have been admitted to hospital 
as a result of complications resulting from unsafe abortion.16 In a 

systematic review of data on the type and severity of complications 
of abortions, based on 70 studies from 28 countries where access 
to abortion is limited, it was estimated that at least 9% of abortion- 
related admissions to hospital had near- miss events and approx-
imately 1.5% ended in death.17 In 2008, the Ugandan Ministry of 
Health estimated that abortion- related causes accounted for 26% 
of all maternal mortality,18 a proportion higher than the WHO's esti-
mate for eastern Africa (18%).19

For every maternal death caused by abortion, more women 
suffer injuries, some severe and permanent, from unsafe proce-
dures. From the 2003 national abortion incidence study,12 15 out 
of every 1000 Ugandan women of reproductive age were treated 
for abortion complications that year. Such treatment required 
hospital care, blood transfusions, and antibiotics in a country with 
limited healthcare funding and insufficient medical personnel. 
Women using the least safe methods of abortion had the high-
est levels of complications: an estimated 68%– 75% of poor rural 
women who had had an abortion experienced a complication, 
compared with 17% of non- poor urban women.12 Many women 
delay seeking care for post- abortion complications because they 
fear that they will receive judgmental or abusive treatment from 
healthcare providers. While mid- level providers, such as nurses 
and midwives, are legally permitted to provide PAC, the majority 
lack proper training.20

3.1  |  The financial cost of abortion

Abortion morbidity exerts a big financial burden on the healthcare 
system. However, there are limited data on the financial burden on 
the healthcare system attributable to abortion. Using available data 
from other low- income countries with a high incidence of abortion, 
this cost is likely to be significant. For instance, the total cost of 
abortion in low- income countries is in the range of US$375– US$838 
million, with an average of around US$500 million.21

This total estimated cost of abortion in low- income countries 
and the management of abortion complications is considerably 
more expensive in sub- Saharan Africa than in Latin America.22 
In addition, US$400 million are lost from countries due to lower 
productivity caused by abortion- related maternal mortality 
and morbidity, and out- of- pocket expenses to the women and 
their families may amount to a further US$600 million.23 Even 
in Uganda, abortion causes a significant financial burden to the 
healthcare system. In Uganda in 2003, an abortion was esti-
mated to cost a woman US$25– US$88 if performed by a doctor, 
US$14– US$31 if performed by a nurse or midwife, US$12– US$34 
if performed by a traditional healer, and US$4– US$14 if the 
woman self- induced.23,24 The cost to the healthcare system of 
treating complications from unsafe abortion was, on average, 
nearly US$130 per patient in 2009.25 In total, PAC is estimated 
to cost nearly US$14 million annually in Uganda. Two- thirds of 
this amount, or US$9.5 million, is spent on non- medical costs— 
for example, overhead expenditure and infrastructure— and the 
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remaining third (US$4.4 million) is spent on drugs, supplies, labor, 
hospitalization, and outpatient fees. The remaining significant 
proportion is spent treating more serious complications, such as 
sepsis, shock, lacerations, and perforations.4 In Uganda, the an-
nual national cost of abortion is US$30 million,25 which excludes 
the societal costs of induced abortion. While one report put this 
cost at US$14 million,7 the costs could still be higher, because the 
study in 2013 by the Guttmacher Institute only included direct 
hospital costs for the management of induced abortion and its as-
sociated complications.5

3.2  |  The management of abortion

The knowledge about safe methods and costs of abortion have a 
marked influence on quality of care and vice versa. In the manage-
ment of abortions in Uganda, it was found that physicians favor 
surgical methods, such as dilation and curettage, over vacuum aspi-
ration and medical abortion.15,18,19 Informal providers in urban areas 
mainly use hormonal drugs or rubber catheters, and many providers 
in rural areas, as well as women who induce their own abortions, are 
believed to use herbs and sharp objects.7,8,10,15,18,19

Abortion is a major cause of maternal mortality. In a study con-
ducted in three referral hospitals in Kampala, Uganda, unsafe abor-
tion was a leading cause of maternal morbidity and mortality in the 
country, accounting for 21% of maternal deaths from abortion- 
related complications, which were more than half of admissions.22 
A 2007 study10 conducted in 553 health facilities found that abor-
tion complications were directly responsible for 11% of maternal 
deaths. Later estimates found a lower estimate of 8%.12 In another 
study,19 the annual incidence of induced abortion was estimated to 
be 297 000 with 85 000 complications associated with unsafe abor-
tion. The rate of unsafe abortion was found to be relatively high in 
the most urban region, with the central region leading, and lower in 
the more rural and less developed eastern and western regions.15,19 
In 2013, an estimated 128 682 women were treated for abortion 
complications and an estimated 314 304 induced abortions slightly 
up from 110 000 and 294 000 in 2003, respectively.

Although PAC is an essential emergency service, the capacity of 
primary- level and referral- level health facilities to provide basic and 
comprehensive PAC, respectively, is low.15 An analysis of data from 10 
low- income countries16 showed that less than 10% of primary- level 
facilities in seven countries had the capability to provide basic PAC 
and less than 40% of referral level facilities in eight countries could 
provide comprehensive PAC. Facility- based data on abortion, espe-
cially in legally restrictive settings such as Uganda, do not reflect the 
true toll of abortion- related morbidity and mortality in the popula-
tion.6,14– 16 Because of legally restrictive laws, many women may avoid 
seeking care for complications, impeding timely recognition and treat-
ment, and hindering accurate collection of data14 This also affects the 
healthcare provider's ability to report abortion- related morbidity 
and mortality because of the fear of stigma and legal retaliation.15,16 
At the global level, unsafe abortion is a glaring case of inequity and 

social injustice.4,6,17,21,23 Unsafe abortions occur overwhelmingly in 
low- income regions, where countries have highly restrictive abortion 
laws.23,24 Even where abortion is broadly legal, the inadequate provi-
sion of affordable services can limit access to safe services.16– 18

3.3  |  Gaps in the published literature

A key obstacle to advocacy efforts to promote legal and policy 
reforms that ensure women's and girls' access to comprehensive 
abortion care is the lack of relevant and timely evidence,26 which ne-
cessitates the use of robust methodologies to collect data on abor-
tion that is accurate, complete, and representative.27 These data 
are necessary for advocacy to inform policy and practice. In the de-
mographic and health surveys of 201128 and 2016,29 two different 
definitions of maternal death were used. In 2011,28 the definition 
included deaths due to accident or violence, while in 2016,29 deaths 
due to accident or violence were excluded from the definition of ma-
ternal mortality. This could have contributed to the reduction of the 
actual number of maternal deaths that occurred in the period before 
the 2016 DHS was conducted.

Given the nature of the questions asked about the deaths of 
adult sisters, both methods actually measure pregnancy- related 
deaths rather than maternal deaths, and neither method is effective 
at detecting early pregnancy- related deaths, because they are based 
on knowledge of the pregnancy status of the dead sister, something 
that may not be known by the responding sibling, especially for 
deaths in early pregnancies.27,28 Likewise, the only question on abor-
tion in the DHS documents28,29 is phrased as: In the past 5 years, 
did the respondent suffer from a miscarriage, stillbirth, or neonatal 
death? Thus, there is a missed opportunity to collect data on the 
causes of abortion, management, or complications, yet these data 
are critical for informing policy and practice.26,27

As noted above, not even the periodical surveys on maternal 
health can collect accurate, quality, generalizable, or representa-
tive data on the incidence, causes, or consequences of abortion, 
and neither can it be used for regional comparisons. All currently 
available methods of measuring maternal mortality tend to under-
estimate maternal deaths in early pregnancy, giving a false actual 
maternal mortality ratio especially the contribution of abortion 
complications to maternal mortality, as those deaths due to compli-
cations of abortion that are often missed. Causes of maternal death 
are not clearly investigated during surveys, which makes it difficult 
to plan interventions (to address mortality at national, regional, and 
district levels) or to make local or regional (in- country and interna-
tional) comparisons. Such data are critical for planning, informing 
trends, and developing policy and evaluating effectiveness of policy 
interventions.27– 29

In the HMIS database for the final years 2015– 2016 to 2019– 
2020, abortions were classified as due to either gender- based vio-
lence or other causes. The number of women of reproductive age 
(15– 49 years) who had an abortion was reported, but the reporting 
was not according to specific causes and types of abortion. The 
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outcomes of treatment or management of abortion is not docu-
mented in the HMIS database. Similarly, there is no information on 
whether access was available to post- abortion counseling and family 
planning, yet these are critical components of PAC. The methods of 
managing abortion, either surgical or medical, are not documented 
in the HMIS database. Therefore, this makes it difficult to know if 
management is/was carried out in guidance with WHO recommen-
dations,2,3 and reflects the poor quality of abortion care.

In Uganda, the constitution and Penal Code are in conflict with 
each other, leading to ambiguous interpretations.14 This is coupled 
with widespread lack of awareness of the fact that abortion is legal 
in certain situations, such as in order to protect the health and life 
of women.30 The law is not very clear about the definition of when 
the life of a mother is in danger.30 It is possible that this contributes 
to the annual abortion rate being as high as 54 abortions per 1000 
women of reproductive age,12 which is far higher than the average 
rate for countries in east Africa. It is unclear whether the increasing 
decriminalization of abortion, as noted in many countries,21,29 has 
had any influence on the incidence or burden of abortion and abor-
tion morbidity.

There are limited data on the measures used at the community 
level to address the underlying factors and root causes of abortion, 
and to what extent these have been successful. Most of the available 
data on abortion are from health- facility- based studies. The com-
mon complications associated with unsafe abortion are hemorrhage 
shock and sepsis, which may require hospital care, fluid therapy, 
blood transfusions and antibiotics, all of which are scarce resources 
in a country with limited healthcare funding and insufficient medical 
personnel. It is estimated that 68%– 75% of poor rural women who 
had an abortion experienced complications, compared with 17% of 
non- poor urban women who went to a doctor.21 Although PAC is 
an essential emergency service, the capacity of primary- level and 
referral- level health facilities to provide basic and comprehensive 
PAC, respectively, is low.21 Similarly, data are lacking on what mea-
sures could be instituted to build capacity of the healthcare system 
to address the abortion burden. An analysis of data from 10 low- 
income countries with divergent abortion legal, morbidity, and mor-
tality contexts showed that less than 10% of primary- level facilities 
in seven countries had the capability of providing basic PAC and less 
than 40% of referral- level facilities in eight countries could provide 
comprehensive PAC. This finding is not different from studies con-
ducted in Uganda where PAC is available in only 14%– 35% of health 
facilities.15

Currently, how much medical abortion, especially self- managed 
abortion, contributes to the total abortion burden is undocumented, 
though anecdotal reports suggest an increasing use of abortion self- 
management using misoprostol. In the management of abortions in 
Uganda, it was found that physicians favor surgical methods, such as 
dilation and curettage, over vacuum aspiration and medical manage-
ment of abortion. This could be explained by a lack of knowledge of 
modern methods of management of retained products of concep-
tion or induction of abortion,21 but significantly adds to the cost and 
morbidity of abortion. Where there is a severe shortage of health 

workers, and where health workers multitask to perform day- to- 
day duty assignments, many women are not offered PAC and hence 
end up developing complications. At the same time, family planning 
and other service components in PAC are not offered in a timely 
manner.15,18,19 This shortage in staffing levels still exists in Uganda, 
which leads to unnecessary delays in offering PAC.

4  |  DISCUSSION

The present study presents a narrative review of the literature on 
abortion in Uganda, with the aim of identifying, describing, summa-
rizing, and discussing what has previously been published and iden-
tifying gaps in information that would inform policy and practice. 
Data on abortion come from three main sources: official statistics; 
surveys of women; and scientific studies.26,27 However, official sta-
tistics may not capture all abortions due to reporting requirements 
in different countries, whether reporting is mandated in the public 
and/or private sector, and non- compliance of providers.26,27 Even 
then, as in the DHS, the opportunity is missed where only one ques-
tion on abortion is asked, and even the answer to the question may 
be inaccurately answered.28,29 Stigma may also impact official sta-
tistics by causing individuals to seek abortions outside of the formal 
health sector, so that data may be unavailable or incomplete in the 
routinely collected data such as the HMIS register.26,27 The indirect 
methods may include a health facility survey questionnaire, health 
professional surveys, and prospective abortion morbidity surveys, 
especially the Abortion Incidence Complications Method to improve 
the accuracy and quality of data.26,27

There is a gap in the literature regarding the contextual factors 
that could explain the persistent regional disparity in abortion rates 
in Uganda. Whereas the overall reported incidence of abortion rates 
has decreased over time, the rates are higher in the northern region 
when compared to other regions. Despite an observed decreased 
national abortion rate of 39 abortions per 1000 women aged 
15 ± 49 years, down from 51 abortions in 2003, the regional varia-
tion in abortion rates is very large,15,19 from as high as an estimated 
77 per 1000 women aged 15 ± 49 years in the Kampala region, to as 
low as 18 per 1000 women in the western region. During the same 
period, the overall pregnancy rate also declined from 326 to 288; 
however, the proportion of pregnancies that were unintended in-
creased slightly, from 49% to 52%.19,20

The difference in the published literature on what methods are 
used to procure abortion, when rural and urban areas are compared, 
may be explained by the differences in knowledge of the individ-
uals who assist with or provide the abortion.18 Surgical methods 
markedly increase both the cost of abortion and the risk of abor-
tion complications.14– 19 In all cases of abortion, women should have 
access to quality services for the management of complications 
arising from abortion, including post- abortion counseling, health 
education, and family planning services, which should be offered 
promptly to help avoid repeat abortions.2,3 In Uganda, where there 
is a severe shortage of health workers, and where health workers 
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multitask to perform day- to- day duties, many women carry out 
self- induced abortions and may not access PAC. Hence, they end 
up developing complications without knowing the potential risks 
associated with an unsafe abortion (i.e., abortion with the help of 
unskilled providers or providers who use non- recommended meth-
ods, or self- induced abortion using unsafe methods or unhygienic 
environments).10,12,18,19 Although there is strong evidence on the 
public health rationale of emergency treatment, family planning, and 
other service components in PAC, these services are not offered in a 
timely manner, and delays to access care markedly increase the risk 
of abortion complications.19– 21,23

Abortion complications are considerably more expensive to 
treat in sub- Saharan Africa than in Latin America, which could be 
due to a lack of basic infrastructure in place.21 Furthermore, if the 
millions of other women with serious complications who receive 
no treatment from the health system were able to do so, an ad-
ditional US$375 million or more would probably be put to use. 
Other post- abortion costs associated with long- term morbidities, 
mainly infertility and chronic reproductive tract infections, may 
cost many additional billions of dollars annually since they are not 
followed up and documented in their attempts to seek healthcare 
services.21 The losses to the economies of low- income countries 
from lower productivity caused by abortion- related maternal mor-
tality and morbidity may be more than US$400 million.31 Out- of- 
pocket expenses to the women and their families may amount to 
a further US$600 million and can be catastrophic for poor indi-
viduals and their families.31 From a survey of 1338 women who 
received PAC at 27 health facilities,32 Ugandan women spent, on 
average, 59 600 shillings (US$23) for the abortion procedure and 
other treatment expenses received before arrival at a health facil-
ity. During health care after an induced abortion, the financial cost 
incurred by women is proportional to the duration of hospital stay, 
which is also proportional to the severity of the abortion compli-
cations and how these are managed.32 For instance, women who 
spent at least one night in a health facility had more than twice 
the odds of experiencing some economic deterioration when 
compared with women who did not have an overnight stay.32 The 
Indeed, delay to access care and the severity of complications are 
both important, as women who spent one or more nights were 
more likelyto experience the loss of economic assets (such as their 
home, farm, or livestock) compared to women who did not spend 
a night at a facility.32

While scientific research by individuals or institutions could be 
an alternative source of data, the usefulness as a data source is 
limited by several factors, including the effect of regulatory bodies 
that give approval for research on abortion (especially in legally 
restrictive contexts), researcher and participant stigma, the lack 
of diversity of research methods (qualitative and quantitative), 
the failure of researchers to ask the right questions, and a poor 
publication rate of the research findings, Even data from techni-
cal projects could be useful for mutual learning, but few projects 
emphasize critical inquiry, critical reflections, or mutual learning 
within the project reports. These factors affect whether data are 

available and, if available, the degree to which they may be com-
plete, accurate, representative, or useful in making comparisons 
(estimates of burden at local or regional levels) is questionable. 
Legal status and stigma influence the quality of research data in 
a country.

Up- to- date data are needed on the burden of abortion (incidence 
and prevalence) and complications, the cost of abortion (both direct 
and indirect costs), the drivers or root causes of abortion, as well 
as the preventive and mitigating measures (primary, secondary, and 
tertiary). However, there are gaps in the quality and completeness of 
the available data on the abortion burden. Similarly, data are needed 
on what services, what human resources skills, what data and in-
formation systems (safety, accuracy, comparativeness), how much 
it costs, and how to get value for money for existing services on 
abortion care. Considering that access to care is a critical factor in 
the quality of abortion care, there is a need to assess and address 
disparities in access to care as well as how stigma can be addressed 
or mitigated.

5  |  CONCLUSION

To address the data gaps, and the ability of data to inform policy and 
practice, there is an urgent need for investing in robust data col-
lection systems for abortions. Data on abortions from surveys, rou-
tinely collected data, and research would contribute significantly to 
the available data on abortion. The strategy of data triangulation and 
using multiple estimation methodologies— qualitative, quantitative, 
direct, and indirect— to enhance confidence in the final estimates is 
recommended.
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