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Executive Summary

Abortion is a highly sensitive and controversial topic, and one of the most
neglected public health issue. Estimates show that women seek abortions around
the world, regardless of the national legal regulations. For different reasons, a
proportion of those women turn to untrained providers, unhygienic facilities or/and
unsafe procedures to terminate their pregnancy. 97% of all unsafe abortions take
place in developing countries, resulting in a high burden of maternal morbidity and
mortality. Globally, 13% of the maternal mortality is caused by unsafe abortion — in
some African countries reaching up to one third. Morbidity and mortality due to
unsafe abortions also have a high economic cost, mostly borne by African and
Asian countries. The economic burden falls on families, health systems and
national economies. It is today recognized that the MDG 5 target can not be
reached without effectively preventing unsafe abortions.

Safe and cost-effective abortion methods today recommended by the World Health
Organisation include Vacuum aspiration and medical abortion methods. There is
strong evidence from a number of countries that legalization does not push women
to have more abortions, but has a direct alleviating effect on abortion related
infections and deaths. Currently, in the 28 priority countries where SDC has health
programmes, only 3 countries have laws that prohibit abortion altogether. 4
countries have laws that permit abortion only to save the woman'’s life, 6 countries
that permit it only to preserve physical health, and 15 countries have laws that
allow women to seek abortion without restriction as to reason. A number of SDC
partner countries including South Africa, Mozambique, Nepal, Burkina Faso,
Cambodia, Chad and Mali have recently legalised abortion.

Legalization is a first important step. But the situation will only effectively change, if
laws are translated into policies and guidelines, followed by training of health staff
and equipment of health services with the necessary drugs and tools. Advocacy
efforts need to address changing of attitudes of both care providers and
communities.

Switzerland is a donor to the Safe Abortion Action Fund and cooperates with the
World Health Organisation in Ukraine to support the Ministry of Health in
preventing unsafe abortions. There is an increasing momentum within a growing
group of like-minded partners in the international community and at the country
level to promote both legalization and the setting up of comprehensive quality
abortion care, which importantly needs to include family planning to prevent
unwanted pregnancies in the first place. These services should be developed in an
integrated way to become part of the health system. Since the promotion of sexual
and reproductive health and the strengthening of health systems are two of SDC'’s
institutional priorities in health and since Switzerland is strongly committed to
making a contribution to the achievement of the health related MDGs, collaborators
and partners of SDC should align with those who are joining forces to prevent
avoidable maternal deaths by promoting both a more liberal legal framework and
comprehensive sexual and reproductive health care in countries, where unsafe
abortion rates remain high.

Executive Summary 5
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Nota Bene

Legal abortion and
illegal abortion are
terms that refer to the
legal status of abortion
in a country.

Safe abortion and
unsafe abortion are
terms that refer to the
medical procedure, its
hygienic and quality
conditions.

The medical procedure
is related but not
dependant on the legal
regulation, as unsafe
abortion can occur in
countries where
abortion is legal and
safe abortion in
countries where it is
illegal.

1 Unsafe abortion: a global situation

1.1 Unsafe abortion around the world

Abortion is a highly sensitive and divisive health topic, which results in a
continuous and heated debate. Estimates show that women seek abortions around
the world, regardless of the national legal regulations. For different reasons a
significant number of those women turn to untrained providers, unhygienic facilities
or/and unsafe procedures to terminate their pregnancy. Unsafe abortion
procedures result in a high burden of maternal morbidity and mortality and are
today one of the most neglected public health issues. It is an established fact that
the 5" Millennium Development Goal (MDG), related to maternal mortality, will not
be achieved in the most affected countries unless the problem of preventing unsafe
abortions can be effectively addressed.

Unsafe abortion is defined by the World Health Organisation (WHO) as “a
procedure for terminating an unintended pregnancy either by individuals without
the necessary skills or in an environment that does not conform to minimum
medical standards, or both” [WHO, 1992].

Abortion is a difficult subject to apprehend, as the data is scarce, especially when
trying to estimate the burden of unsafe abortion in regions where it is illegal and
where procedures take place at home or in clandestine settings. The available
figures are therefore based on estimations and are likely to underestimate the real
burden [see Ahman and Shah, 2002].

Health burden

Even if underestimated, the figures on unsafe abortion show that it is a major
cause of maternal mortality and morbidity, and therefore is a public health issue
that needs to be addressed in the frame of the MDGs. Each year in the world, 42
million pregnancies end in induced abortion, of which nearly 20 million are unsafe.
Five million women are hospitalised for treatment of complications due to unsafe
abortions (mainly haemorrhage and sepsis) and 67,000 women die due to such
complications, which represent 13% of the burden of maternal deaths [Guttmacher
Institute, 2007]. In countries like Ghana and Ethiopia deaths due to unsafe
abortions represent around one third of the overall maternal mortality, as reported
by Prof. Fred Sai at the 2007 Global Safe Abortion Conference [see section 2.2].

Economic and social burden

In addition to being a health burden, unsafe abortion is also a financial and social
burden- at all levels, starting from the concerned woman and her household,
reaching up to the health system and national economies. Africa and Asia each
bear 41% of the total global abortion cost. Treatments for complications of unsafe
abortion have a high cost for health systems, especially in countries where the
resources are limited. They consume a significant share of resources, including
hospital beds, blood supply, medications, operating theatres, anaesthesia and
medical specialists. Data from Nigeria estimates yearly direct costs to the health
sector at US$ 19 million, compared to the 4.8 million that full access to family
planning would cost. In Kazakhstan, the yearly cost to provide safe abortion
services would amount to US$ 26 million- three times less than today’s costs for
treating complications of unsafe abortions [Singh et al, 2008]. The economic
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burden is also high at the individual level. Direct payments for the treatment of
complications (medication, hospitalisation fees, etc) add to indirect costs due to the
loss of productivity. Additionally, the burden also has social dimensions. The
morbidity related to unsafe abortion can result in long-term health problems, such
as infertility, which can be a cause of stigma and social exclusion. The mortality
that results from unsafe abortion is a social burden to be carried by widow
husbands and orphan children in many cases. It is estimated that each year some
220’000 children worldwide lose their mothers due to this cause. [Guttmacher
Institute, 2007]

1.2 Methods of induced abortion and complications

Induced abortions can be done safely, avoiding a high rate of complications and
preventable deaths.

Safe abortion
The World Health Organisation groups the safe abortion methods into two
categories- surgical methods and medical methods.
Surgical abortion:

vacuum aspiration (VA): either manual (MVA) or electric

dilatation and curettage (D&C): for abortions before 12 weeks

dilatation and evacuation (D&E): for abortions after 12 weeks.
It is today strongly recommended by WHO to replace the traditional D&C method
by vacuum aspiration. VA is safer, much less invasive, less costly and can be
performed without general anaesthesia under outpatient conditions and by mid-
level providers.

Medical methods usually involve the administration of drugs (such as mifeprisone
and prostaglandin, or misoprostol alone), are considered less invasive and do not
require hospitalisation. They can only be used in early stages of pregnancy.

Unsafe abortions

A study has shown that over 100 traditional methods exist to induce abortion, and
they can be broadly classified into four categories: (1) oral and injectable medicine;
(2) vaginal preparations; (3) introduction of a foreign body into the uterus; and (4)
trauma to the abdomen [WHO, 2007: 1]. Unsafe abortions are provided either by
health professionals who are unskilled for the procedure or/and work in an
unhygienic setting, by a non-professional or by the woman herself.

Complications

Common complications of unsafe abortions include haemorrhage (excessive
bleeding), infections and trauma to inner organs of the woman (e.g. cervix, vagina,
uterus and abdominal organs). It is estimated that up to 50% of all unsafe abortions
lead to complications that require hospitalisation, bearing the ultimate risk of long
term disability or death. [Grimes et al, 2006: 4]

Unsafe abortion: a global situation 7
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1.3 Where are unsafe abortion practiced?

The distribution of unsafe abortions correlates strongly with the legal status in the
countries: in developed countries where national laws on abortion are mainly
liberal, the number of unsafe abortions is rather low, compared to developing
countries where national laws are often conservative if not prohibitive.

Figure 1: Estimated annual unsafe abortion rate per thousand women aged
15-49 by United Nations subregions, around 2000
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Source: RHR/WHO http://alliancerpss.org/reproductive-health/unsafe abortion/map.html

Unsafe abortions are concentrated in developing countries (97%), and the absolute
numbers are highest in Asia (57%), due to the fact that this is the continent with the
largest populations. However, as can be seen on Figure 1, the ratio of unsafe
abortions per 1000 women is highest in Latin America and in Africa. Africa also has
by far the highest mortality per abortion performed.

It is important to realise that the biggest drop when looking at overall abortion rates
has occurred in the Eastern European and Central Asian region. In the former
Soviet Union abortion was freely available and often used as a “method” of family
planning. With the increasing availability of modern contraceptives, these rates
have dropped considerably. Even so, this region has a long way to go. In 2003,
Eastern Europe still registered more abortions than births [Guttmacher Institute,
2007].

1.4 Who seeks (unsafe) abortion?

There are important regional differences as to the age group of women who are
mainly resorting to unsafe abortions. In the African region, almost 60% of unsafe
abortions are amongst women below 25 years, whereas in Asia, unsafe abortion is
mostly sought by women in a later stage of their life. It is not only the unmarried
women who are concerned — a large number of unsafe abortions are preformed by
women who are married. It has been documented that women use abortion to limit
family size or to space births, and that “over 50% of women seeking abortion are
married or live in stable unions and already have several children” [Shah and

Unsafe abortion: a global situation ‘ 8
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Ahman, 2004: 9]. However, there is a growing evidence that the incidence of
unsafe abortion may be rising among unmarried adolescent women, as the African
trend suggest. Adolescent unmarried women are a particularly vulnerable group,
as family planning services are often inaccessible, inadequate or inappropriate to
meet their needs. Furthermore, adolescents tend to be slower in recognising signs
of pregnancy and lack the supportive network that could refer them to abortion
services. Presenting usually later in pregnancy they face a greater risk of
complications when undergoing an abortion procedure [Warriner, 2006: 7]. In
addition to adolescent unmarried women and the victims of sexual violence, it is
mainly poor women who seek unsafe abortions and die from the complications.
Women with a more affluent background usually can find safe abortion services,
even in countries where abortion is illegal.

1.5 Causes of unsafe abortion practices

The fact that women put their health at stake in going through unsafe procedures
to terminate their pregnancy suggests that women lack control over their fertility
due to

a lack of knowledge on and access to modern contraceptive methods

failure or imperfect use of modern contraceptive methods

sexual coercion and rape

In countries where abortion is permitted on certain grounds, the fact that a high
number of women continue to resort to unsafe abortion and meet health
complications hints that in those context there is a lack of
knowledge of and access to safe abortion services on the side of women
lack of provider skills and/or unhygienic conditions of the setting where the
abortion is legally provided

1.5.1 Unmet need in family planning

Since the 1960s, family planning programmes have contributed to raising the
prevalence of contraceptive use and to reducing the fertility globally. Consequently,
the number of induced abortions has been declining, decreasing between 1995
and 2003 from approximately 46 to 42 million. However, figures reflect that
unwanted pregnancies still occur in a large scale, which can be interpreted as an
unmet need in family planning, especially amongst particular groups of women and
in certain regions. Unwanted pregnancies can result from non-use of
contraception, ineffective use or method failure. Women do not use effective family
planning methods for various reasons. Some lack the information, for others,
access is limited by cultural and gender related reasons (fear of social disapproval,
women’s ability to chose their fertility and fertility control method) and there remain
important structural reasons as well (geographical and economical access to
services, quality of services, continuity of supplies, presence and competence of
staff). In order to avoid unwanted pregnancies in the first place, and resulting
abortions in the second, scaling up access to family planning is of key importance.
At present the international community is increasingly acknowledging that
international support to family planning programmes needs to be strengthened
dramatically, for various reasons, including the mortality associated with unsafe
abortion procedures. It is also important to acknowledge that even a perfect family
planning programme can not entirely prevent unwanted pregnancies and thus, safe
and legal abortion services need to have a place in comprehensive sexual and

Unsafe abortion: a global situation ‘ 9
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reproductive health services in all settings.

1.5.2 Lack of access to safe abortion care

There are three main barriers that can limit the access to safe abortion care: the
legal status, the capacity of the health system and the social acceptance.

Legal status

Restrictive abortion legislations are a very strong barrier against access to safe
abortion care. Although illegal abortion is not synonymous of unsafe abortion,
clandestine settings that provide safe abortions are rather rare in countries where
the law prohibits abortion altogether. As for countries where abortion is legal there
are legal conditions that define the rights for a woman to terminate her pregnancy
based on various grounds (to save her life, her physical or mental health, etc.) and
on the timeframe of the pregnancy (commonly, legal abortion care is practiced in
the first trimester, up to 12 weeks, and up to 20-24 weeks on the grounds of foetus
impairment).

Capacity of the health system

At the health system level access can be low due to a lack of trained providers,
their distribution in the country, their attitude and/or willingness to provide abortion
care, the use of inappropriate methods of inducing abortion, the lack of knowledge
related to the medical procedure or the legal aspect, as well as the lack of
resources to perform a safe abortion.

Social acceptance

The question of access to safe abortion care is also dependent on social and
cultural determinants, such as the level of public information on rights and services,
the family attitudes, the fear on the issues of privacy and confidentiality, which
could lead to stigmatisation, the attitude of care providers or the censorship by
religious teaching or ideologies.

1.5.3 Abortion services in humanitarian aid contexts

In contexts of emergency situations, such as political crisis or natural desaster,
where communities are disrupted, populations are moving and social structures are
destabilised, the vulnerability of women and children is increased and they often
are targeted for abuse, exploitation and violence. Gender-based violence, and
most frequently sexual violence, is widely reported in situations of armed conflicts,
where it is perpetrated outside and also inside the refugee camps. For these
women, safe abortion services are particularly inaccessible.

Several guidelines of international agencies, such as the Inter-Agency Standing
Committee (IASC), the International Committee of the Red Cross (ICRC) or the
United Nations High Commission for Refugees (UNHCR) have issued guidelines
that address sexual violence against women. However, while these documents
raise attention to the fact that victims of sexual violence might be seeking abortion
in case of pregnancy, they provide little guidance on how to respond to that
demand and provide access to safe care. Overall, the issue of safe abortion
services is a much neglected issue in most of these guidelines.

Unsafe abortion: a global situation 10
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2 Response to unsafe abortion

2.1 Abortions laws

The abortion laws throughout the world show a great diversity regarding conditions
and restrictions to allow the termination of a pregnancy, as well as great
discrepancies regarding the interpretation and application of the law at the local
level by health providers and authorities. Abortion laws are commonly grouped into
5 categories, from (1) illegal altogether or to save a woman'’s life; (2) to preserve
her physical health; (3) to preserve her mental health; (4) on economic or social
grounds; (5) without restriction as to reason’.

As can be observed on the map of the world’s abortion laws (annex 1), most of the
countries that have a liberal abortion law are in the Northern hemisphere, more
precisely in Northern America, in Europe and in North and East Asia, whereas
most of the countries with restrictive abortion laws are in Southern America, Africa
and South West Asia and Oceania. As Marge Berer has expressed, “most anti-
abortion laws date from the 19th century. It is ironic that most were devised in
Europe and imposed on colonised countries as part of now-outdated penal codes,
and are no longer in force in the countries that imposed them” [Berer, 1993:8].
However, following the momentum created by the ICPD and the setting of the
MDGs (see section 2.2), a number of countries — including countries in which SDC
supports development programmes, such as South Africa, Mozambique, Nepal,
Bhutan, Burkina Faso, Cambodia, Chad, Colombia, Ethiopia and Mali— have
successfully legalised abortion on broad grounds or adopted less restrictive laws
and begun training providers, thereby making abortion and abortion services safer
for women. 61% of the world’s population currently live in countries where induced
abortion is permitted, either unrestricted or for a wide range of reasons.

A concern of anti-abortion groups is that by liberalising the law, the incidence of
abortions will increase. However, evidence in countries like South Africa, Tunisia or
Turkey has shown that liberalisation is not correlated with increased abortion rates.
The Netherlands, a country with one of the world’s lowest abortion rates, are also a
good example as the law allows women to seek abortion on request and gives free
access to contraception [Grimes et al, 2006: 6]. The main effect of liberalising
abortion is that it helps the shift from unsafe to safe abortion, and thereby
decreases the maternal mortality related to abortion. Romania is an impressive
example of this trend, as the country went from a legalised status on abortion to an
illegal status under Ceausescu’s pronatalist regime (from 1966 to 1989) and back
to legal status. Figure 2 shows clearly the direct relation between maternal deaths
due to abortion and the legal status.

! For precision, in this last category, there are no restrictions on the reason to resort to
abortion, however there are medical restrictions related to the stage of the pregnancy.

Response to unsafe abortion ‘ 11
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Interventions to prevent
unsafe abortion should
tackle the two levels
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Figure 2 : Evolution of maternal mortality in Roman ia (1960-1999)
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Legalisation of abortion, however, is not sufficient to ensure the safety of abortion
care. The two other barriers that are the capacity of the health system to provide
such care and the social acceptance of abortion are essential variables to
guarantee safety and quality of abortion services. As the Moldovan example shows
(see section 3.2), abortion services in a country where it is fully legalised can still
be largely unsafe.

2.2 International milestones

Resulting from the high sensitivity of the subject, abortion has been addressed in
different global events related to development and population. Progress is met with
forces aiming at banning women'’s rights to abortion and the necessary services.

1994 Consensus statement of the ICPD

In the Cairo International Conference on Population and Development (ICPD),
unsafe abortion was addressed as a public health issue that needs to be
apprehended within a human rights perspective. The Programme of Action of the
Conference has stressed that “all Governments and relevant intergovernmental
and non-governmental organisations are urged to strengthen their commitment to
women’s health, to deal with the health aspect of unsafe abortion as a major public
health concern and to reduce the recourse to abortion through expanded and
improved family-planning services.” [United Nations, 1994: §8.25]. Five years later,
the priorities have been reconfirmed at the ICPD + 5, paying particular attention to
strengthening the health systems to provide safe and accessible care, within the
frames of the law. [United Nations, 1999, §63iii]

2000 Global Gag Rule

The Mexico City Policy — also referred to as the Global Gag Rule — was signed in
1984 under the Reagan administration. This policy prohibits USAID from funding
foreign NGOs who are involved in any activity related to abortion services, even
preventing unsafe abortion or counselling on abortion. This Policy was withdrawn
by the Clinton administration in 1992 and reinstated by George W. Bush on his first
day in office in 2000.

Response to unsafe abortion 12
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2006 Safe Abortion Action Fund

The UK Government initiated the Safe Abortion Action Fund (SAAF) in February
2006 in response to a major new service and advocacy initiative for safe abortion
developed by the International Planned Parenthood Federation (IPPF). The UK’s
Department for International Development (DFID) elected IPPF to administer the
Safe Abortion Action Fund on behalf of civil society groups and non-governmental
organizations worldwide to support a range of work on unsafe abortion. The Swiss
Agency for Development and Cooperation, SDC, is a donor to this fund.

2007 Maputo Plan of Action

The Maputo Plan of Action was set after the Organisation of African Union special
session on sexual and reproductive health was held in Maputo in 2006. The plan
has set 6 key strategies for operationalisation of the Sexual and Reproductive
health policy framework, amongst which the fourth is addressing unsafe abortion.

2007 Global Safe Abortion Conference

This conference organised by Mary Stopes International in collaboration with Ipas
and Abortion Rights was the largest event on the subject of safe abortion, and the
first global conference that gathered so many representatives from developing
countries. The conference allowed close to 800 participants and delegates from
governments, universities, parliaments, media, women’s associations and bilateral
donors to focus on the main areas of rights, access, legal reform, health sector
response, advocacy, funding, etc. to move the agenda forward.

Overall, the issue of preventing unsafe abortion has gained substantial momentum,
both at the level of the most concerned countries, as well as for a group of like
minded donors (including the EU, the UK, Scandinavian countries, Germany, and
Switzerland, amongst others).

3 Case studies from 3 SDC priority countries

Currently, in the 28 priority countries where SDC has health programmes, 3
countries have laws that prohibit altogether abortion, 4 countries have laws that
permit abortion only to save the woman'’s life, 6 countries that permit termination
only to preserve the mother’'s physical health, and 15 countries have laws that
allow women to seek abortion without restriction as to reason. (see annex 2 for
detailed list)

Three country case studies are presented, reflecting different legal situations and
their margins for possible interventions. The three countries are:
Bangladesh, where abortion is illegal except to save a woman'’s life
Moldova, where abortion is legal without restriction as to reason since
1955 — but where the rate of unsafe abortion is high
South Africa, where abortion has been fully legalised in 1997

3.1 Bangladesh

In Bangladesh, abortion has been illegal since 1860, as established then by the
Indian and the British. Exception is however made to save a woman'’s life. Since
1974, due to a high number of abortions in the country, the government has been
encouraging the introduction and promotion of menstrual regulation (MR) services,

Case studies from 3 SDC priority countries ‘ 13
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which is not considered as an abortion procedure, as it doesn't require a
pregnancy test (see box). MR has been included in the national family planning
programme in 1979 and it is an accepted and widely practiced method throughout
the country up to today. Despite this possibility to terminate the pregnancy at a
very early stage, the data collected in a study conducted in 1999 [Ahmed et al,
1999] showed that many women are still seeking abortion with untrained providers
in unhygienic settings, which in 43% of the cases ended up with complications
leading to morbidity and mortality. The great majority of those women are married
and have at least one male child. Since women resort to abortion for spacing
births, efforts to decrease the Bangladeshi maternal mortality (of which 26% is
estimated to be due to induced abortion) need to be focused on better addressing
the unmet need for family planning, raising the awareness of the possibility that the
national law on abortion offers to terminate a suspected unwanted pregnancy and
improving the quality of such services.

3.2 Moldova

Abortion has been legal upon request in Moldova since 1955. Since 1995, the
country has been facing great and long-lasting economic decline — as other former
Soviet countries— and the allocation of funding for the social sector have been
drastically reduced, which resulted in a gradual deterioration of the social and
health indicators. The situation led to an increase of mortality, a decrease of birth
rates and a high emigration of the workforce, which translated into a negative
population growth. In spite of the falling fertility, the proportion of unwanted
pregnancies and abortions remains high. “The relative isolation of the former
Soviet Union from the contraceptive advances in western countries limited both
knowledge and availability of modern methods. Compounded by fatalistic attitudes
towards health issues, and the availability and high tolerance of pregnancy
termination, there has been extensive reliance on induced abortion” [Comendant,
2005: 95]. The deterioration of the economic situation reflected itself in the health
system and led to structural changes. Reproductive health services, including
abortion care, became fee-paying and were no longer covered by health insurance.
Furthermore, since 1994, abortion services can only be provided by obstetrician-
gynaecologists who often expect under the table payments.

In the last decade, the national family planning programme has managed to raise
the contraceptive prevalence from 45% in 1992 to 73.3% in 2003, and
consequently, the abortion rate has decreased. However, the maternal deaths due
to abortion in 2003 remain high (37.3%). This is mainly due to the fact that there is
a lack of resources to perform abortion with more modern and less invasive
methods (vacuum aspiration), that physicians lack training on modern methods of
abortion (in 2003, 70% of abortions are practiced with dilatation and curettage and
performed under general anaesthesia, which is a highly invasive method); and that
they lack a patient-centred care approach (lack of confidentiality, compulsory
tuberculosis, HIV and syphilis testing, no choice of abortion method or type of
anaesthesia or pain medication).

In recent years, support from international cooperation helped the Moldovan
government to increase the quality of abortion care and thereby decrease the
maternal mortality related to abortion complications. Modern methods of abortion
have been introduced and providers were trained. However, there is still lots of
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room for improvement. Most abortion services are available in inpatient settings,
meaning high fees for women. The primary care level of family planning is not
linked with the secondary care level of abortion services. Furthermore, the costs of
a less invasive medical abortion are still much higher than those of a surgical
abortion, and therefore often not chosen by the patient, or the provider.

3.3 South Africa

Under apartheid the racial segregation and extreme discrimination present in
society strongly reflected in the reproductive health policies and services.
Contraceptive provision policy aimed at controlling mostly the growth of the black
population, by strongly promoting long-acting injectable contraceptives rather that
oral pill. Abortion was permitted on extremely restricted grounds, and figures show
that most legal abortions performed were among white women. In 1996, the
“Choice on Termination of Pregnancy Act” allowed legal abortion without restriction
during the first 12 weeks of pregnancy and afterwards on social, economic and
psychological grounds. By 1998, the number of women coming to hospitals with
serious abortion-related morbidity had decrease by half, and the women resorting
to safe abortion steadily increased. [Cooper et al, 2004: 75]

Efforts have also focused on improving the access to safe abortion services. An
issue addressed were widespread intolerant attitudes amongst services providers
who were reluctant to provide abortion care. Workshops were organised for service
providers, “to clarify values and increase empathy and respect for women with
unwanted pregnancies” [Berer, 2002: 39]. Also, a system of mobile teams was
established to provide abortion services in settings where staff is not willing to
provide such services. Furthermore, in 2003 the law was revised and increased
women’s access to a broader range of options to prevent unwanted pregnancies
and provide abortion care. The law allowed registered nurses to provide abortion
for first trimester termination, increased promotion of family planning, increased the
use of modern methods of abortion and post-abortion care, and also introduced
medical abortion methods.

The new law has also been applied to recriminate unlicensed providers who
continued to offer abortion services after the change of the law. Efforts are
underway to make abortion services available nationwide and in primary and
secondary care facilities. [Berer, 2002: 39]
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Annex 1: 2007 World Abortion Laws Map

Source: The Center for Reproductive Rights, New York, www.reproductiverights.org

Legend

Red : to save the woman'’s
life or prohibited altogether
(69 countries, 25,9% of
world’s population)

Garnet: to preserve physical
health (34 countries, 9,4% of
world’s population)

Yellow : to preserve mental
health (23 countries, 4,2% of
world’s population)

Blue : socioeconomic
grounds (14 countries,
21,3% of world’s population
Green: without restriction as
to reason (56 countries,
39,3% of world’s population)

Annex 1: 2007 World Abortion Laws Map
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Annex 2: SDC priority countries with health coopera  tion and their legal status on abortion

- J[ o To preserve physical ‘ To preserve ‘ Socioeconomic Without restriction as to
Prohibited altogether o save the woman'’s life
health Mental health Grounds reason
Democratic Republic of Bangladesh Benin (R/I/F) Albania
Congo* Mali (R/I) Burkina Faso (R/I/F) Belarus
Madagascar Tanzania Burundi* Bosnia-Herzegovina (PA)
Niger West Bank & Gaza Strip Chad (F) Bulgaria
Mozambique Cambodia
Rwanda* Republic of Macedonia (PA)
Kyrgyzstan
Moldova
Montenegro (PA)
Nepal
Romania (W)
Serbia
South Africa
Tajikistan
Ukraine

* Great Lakes programme

R Abortion permitted in cases of rape

| Abortion permitted in cases of incest

F Abortion permitted in cases of foetal impairment
PA Parental authorisation/notification required

w Gestational limit of 14 weeks

Sources: SDC Priority Countries with health cooperation, list taken from www.sdc-health.ch/priority countries, visited April 2008 (list to be updated).
and Center for Reproductive Rights: The World’s Abortion Laws, May 2007.
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