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Safe Abortion
Sexual and reproductive health and rights (SRHR) are 
based on the right and the ability of all individuals to 
make decisions about their own sexuality and body, 
and to live healthy and productive lives. Sweden has a 
long history of championing SRHR, including safe abor-
tions, as part of its work on health, gender equality, 
education, human rights and sustainable development.

All people regardless of  gender, age, disability status, 
 ethnicity or sexual orientation, or other status should 
be able to enjoy their human rights, including SRHR. 
Sweden’s official position is that access to safe and legal 
abortion, post-abortion care (PAC), as well as access to 
contraceptives, falls within the framework of  human 
rights, and is essential to reduce maternal mortality and 
to achieve gender equality1. Sida has since 2019 used 
the Guttmacher-Lancet commission (GLC) definition 
on SRHR2, including its recommended comprehensive 
package of  interventions to achieve SRHR. The GLC 
definition includes comprehensive abortion care (CAC) 
referring to both safe abortion care and PAC, as an 
essential part of  comprehensive SRHR. Aligned with 
human right recommendations, Sweden supports several 
initiatives to prevent unsafe abortions and increase access 
to safe and legal abortions. These interventions include 
training of  qualified health staff  to perform CAC, advo-
cacy towards liberalization of  abortion laws and policies, 
and update of  clinical guidelines to align  with global 
standards, as well as removal of  legal provisions which 
penalize women and girls who have undergone abortion3. 
Sweden’s funding for comprehensive abortion care is 
multi-sectorial and includes support to research, bilateral 
and regional health sector support and human rights 
and democracy support, multilateral support through 

UN agencies, as well as direct support to international 
non-governmental organisations (NGOs) such as Ipas, 
Marie Stopes International (MSI), International Planned 
Parenthood Federation (IPPF) and national and regional 
civil society organizations (CSOs) and social marketing 
organizations (SMOs).

KEY FACTS
• 3 out of  10 (29%) of  all pregnancies end in an induced 

abortion4.
• Approximately 121 million unintended pregnancies 

occurred each year between 2015 and 2019, of  these 
unintended pregnancies, 61% ended in abortion. This 
translates to 73 million abortions per year5.

• Complications during pregnancy and childbirth are 
the leading cause of  death for 15–19-year-old girls 
globally6. Of  the estimated 5.6 million abortions that 
occur each year, as of  2019, among adolescent girls 
aged 15–19 years, 3.9 million are unsafe, contributing 
to maternal mortality, morbidity and lasting health and 
social problems7.

• Abortions occur in all countries, even in those with 
restrictive abortion laws. However, abortions that 
occur in legally restrictive settings are more likely to be 
unsafe than those in less restrictive ones8.

• Over the past three decades, the proportion of  unin-
tended pregnancies ending in abortion has increased 
in countries where more legal restrictions are in place, 
and where it may be harder to access safe and appro-
priate contraception9.

• In LMICs, 14 million adolescent women are consid-
ered to have an unmet need for modern contraception 
because they want to avoid a pregnancy but are not 
using modern methods10.
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• Every year between 5 and 13 % of  all maternal deaths 
worldwide can be attributed to unsafe abortion11. In 
addition, millions of  women and girls are estimated 
to suffer from complications, morbidities and social 
consequences due to unsafe abortion3. 

• Many women and girls whose pregnancies do not end 
in a live birth also lack needed services12:
–  2 million do not receive the care they need after 

experiencing a miscarriage
– 35 million have abortions in unsafe conditions
–  9 million do not receive the necessary care for com-

plications after an unsafe abortion
• Abortion related death rates have declined in 

Sub-Saharan Africa in the past two decades due to 
improvements in abortion safety and postabortion 
care, however it still represents the highest rate of  
abortion-related deaths in the world, at 185 maternal 
deaths per 100,000 abortions13.

UNSAFE ABORTION AS A PUBLIC HEALTH 
THREAT
WHO defines unsafe abortion as ”a procedure for 
terminating an unintended pregnancy carried out 
either by persons lacking the necessary skills or in 
an environment that does not conform to minimal 
medical standards, or both. The people, skills, and 
medical standards considered safe in the provi-
sion of induced abortions are different for medical 
abortion (which is performed with drugs alone), and 
surgical abortion (which is performed with a manual 
or electric aspirator). Skills and medical standards 
required for safe abortion also vary depending upon 
the duration of the pregnancy and evolving scientific 
advances.
• They are less safe, when done using outdated 

methods like sharp curettage even if  the pro-
vider is trained or if  women using tablets do 
not have access to proper information or to a 
trained person if  they need help.

• Abortions are dangerous or least safe when 
they involve ingestion of  caustic substances or 
untrained persons use dangerous methods such 
as insertion of  foreign bodies, or use of  tradi-
tional concoctions.” 14 

Unsafe abortions constitute a serious threat to women 
and girl’s health globally, as well as a heavy burden on 
health systems that could be circumvented if  safe abortion 
care was made accessible. Unsafe abortions have several 
negative consequences both at individual and at societal 
level. Complications from unsafe abortion cause maternal 
deaths that leave children motherless and families daugh-
terless. Furthermore, morbidities, or injuries, as a conse-
quence of  an unsafe procedure can leave women and girls 

with lifelong suffering, including secondary infertility. It 
can also reduce women and girl’s capacity to work or study, 
thus increasing the economic burden on families, or incur 
catastrophic health expenditures due to the costs of  treating 
complications. The provision of  contraceptives and safe, 
legal abortion is considerably less costly than treating the 
complications of  unsafe abortion and loss of  income due 
to temporary or long-term disability15.

Safe abortion methods16

There are medical and surgical methods for safe abor-
tion, both are safe, highly effective and cost-saving when 
following global standards and regimens:

Medical abortion, where medication (Misoprostol only 
or in combination with Mifepristone) is used to induce 
an abortion. It can be initiated as soon as pregnancy is 
confirmed, through the second trimester of pregnan-
cy and beyond. Misoprostol can also be used to treat 
post-partum haemorrhage and post-abortion compli-
cations, and mifepristone can be used for treatment of 
intrauterine fetal demise. A medical abortion can either 
be self-administered, administered by a trained health 
professional or through telemedicine up to gestational 
week 9. After this week, medical supervision is neces-
sary due to the increased risk of complications5. In 2005, 
WHO added Misoprostol to its Model List of Essential 
Medicines, and in 2019 Mifepristone was moved from the 
recommended list to the essential list. The combination 
regimen is often distributed as a package, and is includ-
ed in the UNFPA procurement catalogue.

Surgical abortion can be performed after 6 weeks of 
pregnancy and up to gestational week 14 by a trained 
professional using manual (or electrical) vacuum aspi-
ration (MVA). Beyond 14 weeks dilatation and evacuation 
(D&E) can be used to perform a safe abortion. Dilatation 
and curettage (D&C) is an outdated practice and should 
be discouraged. 

ABORTION AS A HUMAN RIGHTS ISSUE
Several human rights bodies indicate that girls and 
women’s rights are threatened when their access to 
contraceptives and safe and legal abortion is restricted, 
although the right to abortion is not explicitly set out 
in any of  the UN conventions on human rights. The 
Human Rights Committee and the Convention 
on the Elimination of  All Forms of  Discrimina-
tion against Women (CEDAW) Committee have 
made a connection between unsafe and illegal abortions 
and the right to life17. In 2016 the UN Special Rap-
porteur on torture and other cruel, inhuman or 
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degrading treatment or punishment issued a report 
in which the Special Rapporteur argues that states have 
an affirmative obligation to reform restrictive abortion 
legislation that perpetuates torture and ill-treatment by 
denying women safe access and care18. Further in 2016, 
The Committee on Economic, Social and Cul-
tural Rights adopted a General Comment on the Right 
to Sexual and Reproductive Health which speaks broadly 
about the need for safe abortion care and the elimination 
of  restrictive abortion laws19. The 1994 International 
Conference on Population and Development 
(ICPD) Program of  Action (PoA) states that when 
abortion is legal, it must be safe and women must always 
have access to safe abortion services20. The 1995 Fourth 
Conference on Women in Beijing encouraged 
states to re-examine laws that punish women who have 
an abortion21. At a regional level, human rights bodies 
are increasingly recognizing abortion as a human rights 
concern. Article 14 2 (c) in The Protocol to The 
African Charter on Human and Peoples’ Rights 
on The Rights of  Women in Africa (The Maputo 
Protocol 2003) sets out the African states’ obligation 
protect the reproductive rights of  women by authorising 
access to safe abortion when a pregnancy is a result of  a 
sexual assault, rape or incest where the mental or physical 
health of  the woman is threatened, or when the woman’s 
or foetus’ life is in danger. It is noteworthy that women 
for the purpose of  the protocol “means persons of  female 
gender, including girls.” This is the very first treaty to rec-
ognize abortion under certain conditions. It was ratified 
by the majority of  the Africa member states. A General 
Comment was adopted 2014 and provides interpreta-
tive guidance on Article 1422, including “when assessing 
the risks to a pregnant woman’s health, health must be 
interpreted according to the WHO definition, namely: 
“state of  complete physical, mental and social well-being 
and not merely the absence of  disease or infirmity.” The 
Montevideo Consensus23 urges Latin American and 

Caribbean states to consider amending their laws and 
public policies relating to the voluntary termination of  
pregnancy, in order to protect the lives and health of  
women and adolescent girls. The 2019 Declaration 
on Universal Health Coverage includes comprehen-
sive SRH services and reproductive rights (RR) and in 
2020, SRHR including comprehensive abortion care was 
included in WHO’s definition of  essential health services 
in response to the COVID-19 pandemic.

BARRIERS TO ACCESS SAFE ABORTION
Restrictive laws and unsafe abortion are a cause and con-
sequence of  poverty, gender inequality, harmful cultural 
norms and religious interpretations within societies. Addi-
tionally, safe abortion care is rarely included in universal 
health coverage schemes and are often expensive24. These 
are all factors limiting opportunities for women, girls and 
families to make choices about their sexual and reproduc-
tive lives. Women and girls living in poverty, and in low 
and middle-income countries have less access to contra-
ceptives and safe abortion services, in particular unmar-
ried women and adolescents. They are therefore more 
likely to resort to unsafe abortions, resulting in increased 
risk for complications related to unsafe abortion25. Ser-
vice providers may lack awareness of  the legal status of  
abortion in the country, willingness and skills to perform 
services even when the law permits abortion, in particular 
in countries that allow for conscientious objection.*

In addition to restrictive laws and weak health systems, 
abortion-related stigma is a key impediment to women 
and girl’s access to safe abortion services and information 
about the legal context where they live26. Stigma sur-
rounding abortion must be addressed to increase access 
to accurate, evidence-based information about abortion, 
prevention of  pregnancy and contraception. Reduced 
stigma will also encourage an enabling environment 
for the adoption of  laws and policies that will increase 
access to safe abortion services as well overall sexual and 
reproductive health and rights. At the same time, decrim-
inalization of  abortion, for both women conducting 
abortions and service providers providing abortion, and 
liberalization of  legal and policy frameworks helps reduce 
abortion stigma. Universal access to non-judgmental good 
quality sexual and reproductive health services (including 
adolescent-responsive service provision) that respect the 
rights to confidentiality, privacy and informed consent are 
needed to address this challenge. Part of  the solution will 
entail working with duty-bearers at national, sub-national 
and community level to increase awareness on SRHR, 
particularly abortion, and offer values clarification to 

The 2019 Declaration on Universal Health 
Coverage states in paragraph 68
“Ensure, by 2030, universal access to sexual and 
reproductive health-care services, including for family 
planning, information and education, and the integra-
tion of reproductive health into national strategies and 
programmes, which is fundamental to the achievement 
of universal health coverage, while reaffirming the 
commitments to ensure universal access to sexual and 
reproductive health and reproductive rights in accord-
ance with the Programme of Action of the International 
Conference on Population and Development and the 
Beijing Platform for Action and the outcome documents 
of their review conferences”.

* Conscientious objection refer to the refusal to perform or participate in 
any given health care service because the service is perceived to violate 
some deeply held moral or ethical values about right or wrong by the 
health care provider.
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support in liberalization of  laws and policies.27 Moreover, 
addressing community stigma and engaging men and 
boys in the conversation is essential to increase access to 
CAC for those who need it.

Sida-funded research on task-shifting28, 29

A study in Rajasthan, India, provides evidence that 
 women in low-resource, low-literacy settings who as-
sess their pregnancy status at home following a medical 
abortion, with a low-sensitivity urine pregnancy test, are 
as likely to have a safe and complete medical abortion 
as those who rely on a clinic follow-up. The standard 
requirement is that women who perform a medical 
abortion up to week nine need to attend a follow up visit 
to detect a continuing pregnancy. However, requiring 
another visit to the clinic creates yet another barrier 
for access and acceptability of abortion services from 
safe and legal providers. The study shows that standard 
service provider guidelines could be revised to reduce 
the number of unsafe abortions and increase access to 
safe abortion services for women living in remote areas 
in low and middle-income countries.

Research in Uganda shows that task shifting is an 
efficient way of increasing access to safe PAC in low re-
source settings where maternal morbidity and mortality 
is high. The shortage of physicians in many low-income 
countries restricts women’s access to post abortion 
care. By providing midwives with post abortion skills and 
empowering them to perform the services, access will 
increase. Task shifting is a cost efficient way of strength-
ening health systems and could be mainstreamed with 
health sector support and backing from the medical 
professions.

This research was included in the WHO guideline 
 Expanding health worker roles for safe abortion in the 
first trimester of pregnancy from 2016.

PREVENTION OF UNSAFE ABORTIONS AND 
INCREASING ACCESS TO COMPREHENSIVE 
ABORTION CARE
Comprehensive Sexuality Education (CSE), which 
includes information on unsafe abortion and legal 
provisions for safe abortion care30, access to a range of  
effective modern contraceptive methods, liberalization of  
abortion laws, a skilled workforce, and access to safe and 
legal abortions, in combination with post-abortion care, 
could prevent almost all abortion related mortality and 
morbidity. WHO provides technical and policy guidance 
for safe abortion that would improve the health of  women 
and girls, if  translated into national legislation, policy and 
practice31. Importantly, comprehensive abortion care must 

be integrated into a comprehensive approach to SRHR in 
order to save lives as well as avoid unnecessary costs and 
burden on health systems. In a Guttmacher report from 
2019, it is estimated that if  all women in LMICs wanting 
to avoid a pregnancy were to use modern contraceptives 
and all pregnant women and their new-borns were to 
receive care at the standards recommended by the WHO, 
unintended pregnancies would drop by 68%, unsafe abor-
tions would drop by 72%, and maternal deaths would 
drop by 62%.

Some specific strategies, in addition to broader efforts 
to strengthen health systems, for preventing unsafe abor-
tion and increasing access to comprehensive abortion care 
include:32,33,34,35,36

At the legal and policy level:
• Decriminalization of  abortion and enactment of  legal 

and policy frameworks that allow women and girls to 
access safe abortion care, including enabling abortion 
self-care and task shifting. This can be done through 
policy dialogue using contextualized messaging in 
alignment with national priorities and grounded in 
global and national evidence and human rights princi-
ples, leverage the technical expertise in country by key 
UN agencies such as WHO and UNPFA, awareness 
raising initiatives and community outreach, evidence 
generation, movement and alliance building including 
key stakeholders such as religious leaders allowing for 
national ownership and a nuanced conversation.

• Advocacy toward and collaboration with regulatory 
bodies and inclusion of  medical and surgical abortion 
methods on national essential medicine lists (EML), in 
line with the global EML updated in 2019 to include 
mifepristone and the combination regimen for medical 
abortion.

• Enabling task-shifting to mid-level health care pro-
viders (nurses, midwives, auxiliary nurse midwives, 
and physician assistants) with the appropriate support 
structure to secure quality of  abortion care provision, 
including water, sanitation and hygiene (WASH).

• Public/private partnerships for advocacy, public educa-
tion, procurement and market shaping, and access to 
services.

At the service delivery and supply-side level:
• An integrated comprehensive approach to SRHR 

assuming a life-course perspective, including compre-
hensive abortion care, integrated into universal health 
coverage (UHC), including dedicated advocacy to 
integrate CAC into essential health packages (EHP) as 
a key intervention to achieve UHC.

• Updated national clinical standards and training 
curricula in line with WHO guidelines and recommen-
dations.

https://apps.who.int/iris/bitstream/handle/10665/206191/WHO_RHR_16.02_eng.pdf?sequence=1
https://apps.who.int/iris/bitstream/handle/10665/206191/WHO_RHR_16.02_eng.pdf?sequence=1
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• Scaled-up pre- and in-service training of  all providers 
eligible to provide comprehensive abortion care.

• Comprehensive abortion care integrated into emer-
gency obstetric newborn care (EmONC). 

• Increased opportunities to self-management of  early 
medical abortion and SRHR self-care in general, 
including through telemedicine and community out-
reach efforts.

• Increased access to a wider range of  quality assured 
safe abortion methods (Manual Vacuum Aspiration 
(MVA) and medical abortions) through collaboration 
with SMOs, and other supply-chain actors. 

• Increased access to a wider range of  modern contra-
ceptive methods and person-centered contraceptive 
counselling for all women, girls, trans and nonbinary 
people.

• Provision of  post-abortion and post-partum counsel-
ling with a wide variety of  contraceptive methods, 
including long acting reversible contraception (LARC) 
and emergency contraceptives.

• Recognition of  the need to specifically target ado-
lescents with information, including through CSE, 
and services that are safe, confidential, respectful 
and non-discriminatory, acceptable, available and 
affordable.

At all levels:
• Values clarification and attitude transformation among 

health care providers and duty-bearers at all levels, 
including in communities, to increase awareness 
around the importance of  safe abortion care and how 
it relates to human rights.

• Data collection, including service data and national 
health data (i.e. DHS and MICS), on abortion for 
appropriate policy development and decision-making, 
ensuring age disaggregated data to the extent possible 
and data on specific groups including persons that sell 
sex, and nonbinary people.

ABORTION IN HUMANITARIAN CONTEXTS:
Sexual and reproductive health needs and gender based 
violence (GBV) are exacerbated in humanitarian and con-
flict settings, primarily as a consequence of  lack of  access 
to SRH services, including contraception, and increased 
domestic violence, but also as a consequence of  warfare 
using rape as a weapon, and abuse in camp settings, and 
elsewhere37. Although there has been progress in the area 
of  SRHR in humanitarian settings, many barriers remain 
to achieve access to comprehensive abortion care. A few 
examples of  where progress is seen with reference to 
abortion include:
• The UN Committee on the Elimination of  Discrimi-

nation against Women has clarified that in conflict and 
post-conflict situations, States must ensure the provi-
sion of  sexual and reproductive health care. 

• The revised minimum initial service package (MISP) 
2020 includes a note referring to the importance of  
access to safe abortion care to the full extent of  the law. 
The MISP identifies post-abortion care as lifesaving 
and included in one of  its core objectives. 

• The central emergency relief  fund (CERF) criteria 
updated in 2020 consider comprehensive sexual and 
reproductive health to be life-saving, and emphasizes 
the role of  GBV in conflict.

• WHO has included safe abortion care on their essen-
tial services list in the COVID-19 response. 

Some humanitarian-specific strategies for pre-
venting unsafe abortion and increasing access to 
comprehensive abortion care include:
• Raising awareness of  the legal framework and under 

which circumstances abortions are allowed.
• Implementing the MISP within 72 hours of  onset of  

crises, ensuring safe abortion care to the full extent of  
the law and post abortion care is included and that 
the relevant RH Kits are procured to enable service 
provision.

• Ensuring services are available for GBV survivors, 
including emergency contraception, safe abortion care 
and other relevant SRH services such as post-exposure 
prophylaxis of  HIV and psychosocial support.

• Monitoring and gathering data on women’s and girls’ 
SRH needs and service provision to ensure a tailored 
response catering to the needs of  the affected popula-
tion.

ABORTION LEGISLATION
Almost all countries in the world permit abor-
tion under some circumstances. Over the past 
decades, nearly 50 countries have liberalized their 
abortion laws. Some of  this reform has been incremental, 
enabling women to access legal abortion for restricted 
purposes only such as when pregnancy results from rape. 
But many of  the changes have overturned absolute bans 
on abortion in favour of  reproductive autonomy38. As 
of  2020, 26 countries ban abortion completely and 39 
countries have laws that allow abortions only to save the 
woman’s life. While 14% of  countries fall in the category 
to preserve health, 23% on broad social or economic 
grounds, and 36% allow abortion on request (gestational 
limits vary)39. High-income countries generally have the 
most liberal abortion laws while low and middle-income 
countries generally have more restrictive legislation. In 
countries with restrictive abortions laws, induced abor-
tion rates are usually equally high or higher than similar 
countries with more liberal legislation, however the 
majority of  abortions conducted are unsafe and many 
are not accounted for. Data collection on both safe and 
unsafe abortion is scarce, and particularly statistics on 

https://www.who.int/publications/i/item/WHO-2019-nCoV-essential-health-services-2020.1
https://www.who.int/publications/i/item/WHO-2019-nCoV-essential-health-services-2020.1
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the number of  clandestine, unsafe abortions are often 
not available. Over the past decade, the percentage of  
unintended pregnancies ending in abortion has increased 
in countries where abortion is restricted40. A liberal legal 
environment does not necessarily mean that abortions 
are accessible, there are often disconnects between the 
law, policies and practices41. There are many strategies to 
counteract these challenges, however some key strategies 
involve evidence-based advocacy for liberalization of  
laws, setting up measures to hold governments account-
able to their commitments, and the implementation of  
legal frameworks, values clarification among duty-bearers, 
coalition building, and making sure that unsafe abortion 
is recognized as a major contributor to maternal mortality 
and morbidity by duty-bearers such as policy makers, 
health-care workers and among faith based- and commu-
nity leaders. The WHO Global Abortion Policies Data-
base (GAPD) is a tool to expand knowledge, encourage 
transparency, and promote accountability for abortion 
laws and policies, and detailed information can be found 
for most countries in the world).

GLOBAL TRENDS AND CHALLENGES
Liberalization of abortion laws and progress 
toward SRHR in UHC
The global trend over the past 25 years has been to ease 
restrictions and legalize abortion42. In 2019, UN member 
states unanimously agreed to include SRH and RR as 
a key component of  UHC, and the Nairobi Summit on 
ICPD2543,44 galvanized new energy and commitments to 
finish the unfinished agenda of  the ICPD programme of  
action. Despite these positive developments, there have 
also been serious pushbacks in countries such as Brazil, 
Madagascar, Hungary, Slovakia and Poland which have 
led to public actions and protests around the world. In 
addition, the COVID-19 pandemic in 2020 has compro-
mised access to comprehensive abortion care and to con-
traceptive methods further, as well as providing additional 
space for authoritarian governments to enforce legislation 
and policies undermining human rights.

The anti-choice or anti-gender movement
Anti-choice or anti-gender ideology movements exist in 
most countries. In recent years the organized anti-choice 
movements in Europe, USA and Africa have become 
more visible, vocal, professional and well-funded. The 
movements have three key messages: protect life starting 
from conception, safeguard traditional family values 
and the ‘traditional nuclear family’, and defend religious 
freedom. The majority of  the movements derives from a 
Christian context, in particular the Catholic Church and 
the Evangelical Church but others belong to nationalist 

political parties, conservative individuals in the Middle 
East, and Russian Oligarchs9. The movement has grown 
in strength and reach during the Trump administration in 
the USA (2017 – 2021), and benefited from the reinstate-
ment and expansion of  the Mexico City Policy in 2017, 
renamed to Protecting Lives in Global Health Assistance 
(PLGHA), severely compromising funding and implemen-
tation of  SRHR related programmes. During 2020, the 
Geneva Consensus Declaration (GCD) was announced 
by a group of  countries and gathered 34 signatories. The 
declaration is against abortion and promotes the ‘tradi-
tional nuclear family’. With the change in U.S. admin-
istration in 2021, they withdrew from the GCD and 
repealed the MCP/PLGHA. Meanwhile, the increased 
activity of  this movement has gathered many likeminded 
donors and partners to come together to strengthen the 
support for increased access to contraceptives and com-
prehensive abortion care. Global and regional abortion 
dialogues have been held, and a recent network for safe 
abortion in west Africa – Le Centre ODAS (Organisation 
pour le Dialogue pour l’Avortement Sécurisé / Organ-
ization for Safe Abortion Dialogue), was established 
in 202145. Sida is taking a multisectoral approach and 
address these challenges through the SRHR, gender 
equality, human Sub-rights/democracy and women peace 
security perspectives.

https://abortion-policies.srhr.org/
https://abortion-policies.srhr.org/
https://abortion-policies.srhr.org/
https://abortion-policies.srhr.org/
https://abortion-policies.srhr.org/
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Country case study – Democratic Republic 
of Congo

Sida is funding Ipas DRC to build commitment and 
capacity for sustainable abortion care in the Democratic 
Republic of Congo (DRC). The project reinforces national 
ownership and the long-term sustainability of reproduc-
tive health care with a specific focus on abortion. In the 
DRC, rates of maternal, neonatal and child mortality are 
among the highest in the world. In 2016, the Guttmach-
er Institute found that in the city of Kinshasa alone, an 
estimated two out of five pregnancies ended in abor-
tion. There is no doubt that unsafe abortion represents 
a grave public health problem and social injustice in 
the DRC. In 2008, the DRC ratified the Maputo Protocol 
(African Charter on Human and Peoples’ Rights on the 
Rights of Women in Africa). In Article 14, the Protocol 
specifically addresses the right to safe abortion care 
and the need for governments to take administrative 
and regulatory steps to make safe abortion available. 
The Protocol allows for abortion in cases of rape, fetal 
anomaly, incest, and danger to the mother or baby’s 
health, including mental health. However, ten years after 
ratifying the Maputo Protocol, it was still not published it 
in the DRC National Gazette. 

The Maputo Protocol was identified as a key lever for 
improving the abortion landscape in DRC. Ipas DRC 

collaborated with stakeholders, including the constitu-
tional Court, the MOPH, the Ministry of Gender, and the 
Coalition on Unwanted Pregnancies (Coalition sur les 
Grossesses Non-Desirées) to advocate for the Protocol’s 
publication in the Gazette. The Protocol was published in 
March 2018, officially expanding women’s legal access 
to abortion. The DRC’s penal code prohibits access to 
both contraception and abortion, but this was rendered 
null by the Protocol’s publication. Another historic shift 
came in December 2020, when the MOPH approved 
standards and guidelines for comprehensive abortion 
care (CAC) that align with the Maputo Protocol. Follow-
ing the endorsement, Ipas is working closely with the 
MOPH on a roadmap focusing on corresponding tools 
and trainings, VCAT and communication strategies to 
fight stigma and change social norms around abortion. 
In collaboration with the MOPH the program aims to 
further expand coalitions for more coordination at com-
munity level. The program will be further supported by a 
Swedish funded research project focusing on midwives’ 
role in CAC in DRC to generate evidence that can help 
increase women´s access to CAC at the lowest level of 
the health system. If the DRC successfully domesticates 
the Maputo Protocol (in particular article 14, 2c) this can 
serve as an example to other Francophone countries to 
fulfil their promise to make safe abortion accessible to 
women and girls.

OPPORTUNITIES/ ENTRY POINTS FOR DIALOGUE
• Unsafe abortion is one of  the leading causes of  

maternal mortality and morbidity. This is a public 
health and human rights issue and should be treated as 
such.

• Poor and young women, in particularly unmarried 
women, are most affected by not having access to con-
traceptive services and safe abortion care.

• SRH services including comprehensive abortion care, 
are essential also in humanitarian settings. Unsafe 
abortions as a consequence of  gender based violence 
are common in refugee camps, and in crises settings.

• Nearly all unsafe abortions occur in countries where 
abortion is restricted by law, or where access to safe 
abortion care is compromised because it is not included in 
universal health insurance schemes and due to stigma and 
misinformation.

• Comprehensive abortion care as an essential health ser-
vices to be included in essential health packages (EHP) as 
a step toward achieving UHC for all. CAC is included in 
the WHO UHC compendium46. 

• Comprehensive abortion care was included in the 
package of  essential health services defined by WHO 
to respond to the COVID-19 pandemic, and must be 
prioritized as such47.

• Even in countries where abortion is legal for one 
reason or another, many rightsholders as well as duty 
bearers (including healthcare workers, police and legal 
officers) do not know what the law allows with regards 
to abortion, and health-care providers may not have 
the skills to provide it safely.

• The annual cost per-person in LMIC to meet the need 
for essential SRH services, including safe abortion care 
and PAC, is $10.6, and the annual per capita cost to 
meet the need for adolescent SRH services is $1. Yet, 
every year a total of  $1.7 billion dollars are spent on 
post-abortion care in LMIC48. The provision of  safe, 
legal abortion is considerably less costly than treating 
the complications of  unsafe abortion.

• Annual cost estimates for LMIC include: US$ 200 
million in out-of-pocket expenses of  individuals and 
households, for the treatment of  post-abortion compli-
cations, in sub-Saharan Africa alone. US$ 922 million 
in loss of  income as a result of  long-term disability, due 
to infertility or pelvic inflammatory disease caused by 
unsafe abortion.49

• The ICPD programme of  action states that abor-
tions within legal frameworks must be safe, and that 
post-abortion care should be provided everywhere. 
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• The Nairobi Summit Statement recognizes safe abor-
tion care, to the full extent of  the law, and post-abor-
tion care as an integral part of  comprehensive SRHR 
and WHO has included safe abortion care on their 
essential services list in the COVID-19 response.

• The Maputo Protocol establishes the responsibility of  
African States to provide legal and safe abortion when 
the pregnancy is the result of  sexual violence, when the 
women’s mental or physical health is at risk, or when 
the women’s or foetus’ life is in danger. The general 
comment expands this interpretation by referring to 
the WHO definition, health as a “state of  complete 

physical, mental and social well-being and not merely 
the absence of  disease or infirmity”.

• The need for an integrated comprehensive approach 
to SRHR in line with the Guttmacher-Lancet Com-
mission comprehensive package of  essential sexual and 
reproductive health services, including contraception 
and comprehensive abortion care, to be included in 
national health systems.

• Upholding commitments to sexual and reproductive 
health and rights will result in better outcomes for all, 
and is necessary to achieve the Sustainable Develop-
ment Goals.

Equitable access 
to quality CAC

Reduced Stigma at  
all levels, including among 

health care providers

Increased awareness around harms of 
unsafe abortion and accurate information 

of safe abortion care

Access to PAC and post-abortion 
contraception

Up to date national Clinical guidelines  
in line with WHO standards

Enabling Legal and Policy Framework 
from a Human Rights Perspective

Integration 
of CAC into a 

comprehensive 
approach to 

SRHR

 
CAC included 

in UHC 
schemes

Enable access to 
abortion self-care 

where relevant

Inclusion of  
CAC in emergency 
obstetric newborn 

care (EmONC)

Skilled workforce 
that can provide CAC, 
including midwives

Access to safe and 
QA commodities and 
their inclusion into 

national EML

A SUMMARY OF SIDA’S APPROACH TO ABORTION PROGRAMMING

Collect data on abortion at national and 
service-delivery levels for data-driven 

policy making
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KEY READING

Technical Resources & Evidence
• WHO: Safe abortion: Technical and policy guidance 

for health systems. Second edition, 2012.
• WHO: Medical Management of  Abortion, 2018.
• WHO: Health worker roles in providing safe abortion 

care and post-abortion contraception, 2015.
• International Perspectives on Sexual and Reproductive 

Health: Focus on Abortion. Special Issue,2020.
• Guttmacher: Unintended Pregnancy and abortion 

worldwide. Fact sheet, 2020.
• Guttmacher: Adolescents’ Need for and Use of  

 Abortion Services In Developing Countries, 2016.
• WHO: Self-Care Interventions For Health: Sexual & 

Reproductive Health And Rights Communications 
Toolkit, 2020. 

• WHO: Consolidated Guideline for Self-care interven-
tions for health: SRHR,2020. 

• Ipas: Toward a Sustainable Abortion Ecosystem:  
A Framework for program design, action and evalua-
tion 2020.

• Guttmacher: From Unsafe to Safe Abortion in Sub-Sa-
haran Africa – slow but steady progress 2020.

• Ipas: Abortion stigma ends here: A toolkit for under-
standing and action, 2019.

Policy & Dialogue Resources
• Center for Reproductive Rights: The world’s abortion 

laws, 2019 [interactive website].
• WHO Global Abortion Policies Database [interactive 

website]
• Center for Reproductive Rights: By the Numbers: The 

Legal Status of  Abortion Worldwide, 2019.
• Center for Reproductive Rights: Accelerating Progress: 

Liberalization of  Abortion Laws since ICPD, 2019.
• Center for Reproductive Rights: A Global View: Map-

ping Abortion Rights Worldwide, 2019.
• The Swedish ministry of  Foreign Affairs: Dialogue 

for change – reference material in support of  policy 
dialogue on sexual and reproductive health and rights, 
2010. (A new version will be available in 2021)

• Ipas: Roots of  Change: A step-by-step advocacy guide 
for expanding access to safe abortion, 2018.

• IPPF: How to talk about abortion. A guide to rights 
based messaging, 2019.

• IPPF: ICPD25 Nairobi Summit Commitment Analysis 
Report: A Roadmap for fulfilling the promise, 2020.  

• UNFPA: Accelerating the Promise: The Report on the 
Nairobi Summit on ICPD25, 2020.

• PRB: Safe Engage Multimedia Advocacy Tools for 
Safe Abortion, 2019.

AGENDA 2030
The Sustainable Development Goals (SDGs), adopted 
in September 2015, lay out the agenda for health and 
sustainable development over the next 15 years. The 17 
goals are broad and cover a wide range of areas that are 
essential for sustainable development. However, several 
aspects of SRHR, such as abortion, comprehensive sex-
uality education, menstrual health management (MHM), 
and LGBTQI-rights are not directly mentioned. Relevant 
targets for safe abortion from goals 3 (health), 4 (edu-
cation), 5 (gender equality) and 16 (inclusive societies) 
include:
• 3.2 Reduce global maternal mortality ratio to less 

than 70 per 100,000 live births.
• 3.7 Ensure universal access to sexual and reproduc-

tive health-care services, including for family plan-
ning, information and education, and the integration 
of reproductive health into national strategies and 
programmes.

• 3.8 Achieve universal health coverage, including 
financial risk protection, access to quality essential 
health-care services and access to safe, effective, 
quality and affordable essential medicines and vac-
cines for all. 

• 4.7 Ensure that all learners acquire the knowledge 
and skills needed to promote sustainable develop-
ment, including, among others, human rights and 
gender equality.

• 5.1 End all forms of discrimination against all women 
and girls everywhere.

• 5.2 Eliminate all forms of violence against all women 
and girls in public and private spheres, including traf-
ficking and sexual and other types of exploitation.

• 5.3 Eliminate all harmful practices, such as child, 
early and forced marriage and female genital mutila-
tions.

• 5.6 Ensure universal access to sexual and repro-
ductive health and reproductive rights as agreed in 
accordance with the Program of Action of the ICPD 
and the Beijing Platform for Action and the outcome 
documents of their review conferences.

• 5.c. Adopt and strengthen sound policies and enforce-
able legislation for the promotion of gender equality 
and the empowerment of all women and girls at all 
levels. 

• 16.7 Ensure responsive, inclusive, participatory and 
representative decision-making at all levels.

https://www.who.int/publications/i/item/9789241548434
https://www.who.int/publications/i/item/9789241548434
https://www.who.int/publications/i/item/9789241550406
https://www.who.int/publications/i/item/9789241549264
https://www.who.int/publications/i/item/9789241549264
https://live.guttmacher.org/focus-abortion
https://live.guttmacher.org/focus-abortion
https://www.guttmacher.org/fact-sheet/induced-abortion-worldwide
https://www.guttmacher.org/fact-sheet/induced-abortion-worldwide
https://www.guttmacher.org/fact-sheet/adolescents-need-and-use-abortion-services-developing-countries
https://www.guttmacher.org/fact-sheet/adolescents-need-and-use-abortion-services-developing-countries
https://www.who.int/reproductivehealth/self-care-interventions/WHO-Self-Care-SRHR-Comms_Kit.pdf
https://www.who.int/reproductivehealth/self-care-interventions/WHO-Self-Care-SRHR-Comms_Kit.pdf
https://www.who.int/reproductivehealth/self-care-interventions/WHO-Self-Care-SRHR-Comms_Kit.pdf
https://apps.who.int/iris/bitstream/handle/10665/325480/9789241550550-eng.pdf?ua=1
https://apps.who.int/iris/bitstream/handle/10665/325480/9789241550550-eng.pdf?ua=1
https://www.ipas.org/wp-content/uploads/2020/07/AESFPDE20-Toward-a-Sustainable-Abortion-Ecosystem.pdf
https://www.ipas.org/wp-content/uploads/2020/07/AESFPDE20-Toward-a-Sustainable-Abortion-Ecosystem.pdf
https://www.ipas.org/wp-content/uploads/2020/07/AESFPDE20-Toward-a-Sustainable-Abortion-Ecosystem.pdf
https://www.guttmacher.org/sites/default/files/report_pdf/from-unsafe-to-safe-abortion-in-subsaharan-africa.pdf
https://www.guttmacher.org/sites/default/files/report_pdf/from-unsafe-to-safe-abortion-in-subsaharan-africa.pdf
https://www.ipas.org/resource/abortion-stigma-ends-here-a-toolkit-for-understanding-and-action/
https://www.ipas.org/resource/abortion-stigma-ends-here-a-toolkit-for-understanding-and-action/
https://reproductiverights.org/worldabortionlaws
https://reproductiverights.org/worldabortionlaws
https://abortion-policies.srhr.org/
https://reproductiverights.org/sites/default/files/documents/World-Abortion-Map-ByTheNumbers.pdf
https://reproductiverights.org/sites/default/files/documents/World-Abortion-Map-ByTheNumbers.pdf
https://reproductiverights.org/sites/default/files/documents/World-Abortion-Map-AcceleratingProgress.pdf
https://reproductiverights.org/sites/default/files/documents/World-Abortion-Map-AcceleratingProgress.pdf
https://reproductiverights.org/sites/default/files/documents/World-Abortion-Map-GlobalView.pdf
https://reproductiverights.org/sites/default/files/documents/World-Abortion-Map-GlobalView.pdf
https://www.regeringen.se/49c843/contentassets/3d80310bc4dc4c8c885d3a7b919e464e/dialogue-for-change---reference-materials-in-support-of-policy-dialogue-on-sexual-and-reproductive-health-and-rights
https://www.regeringen.se/49c843/contentassets/3d80310bc4dc4c8c885d3a7b919e464e/dialogue-for-change---reference-materials-in-support-of-policy-dialogue-on-sexual-and-reproductive-health-and-rights
https://www.regeringen.se/49c843/contentassets/3d80310bc4dc4c8c885d3a7b919e464e/dialogue-for-change---reference-materials-in-support-of-policy-dialogue-on-sexual-and-reproductive-health-and-rights
https://www.regeringen.se/49c843/contentassets/3d80310bc4dc4c8c885d3a7b919e464e/dialogue-for-change---reference-materials-in-support-of-policy-dialogue-on-sexual-and-reproductive-health-and-rights
https://www.ipas.org/resource/roots-of-change-a-step-by-step-advocacy-guide-for-expanding-access-to-safe-abortion/
https://www.ipas.org/resource/roots-of-change-a-step-by-step-advocacy-guide-for-expanding-access-to-safe-abortion/
https://www.ippf.org/resource/how-talk-about-abortion-guide-rights-based-messaging
https://www.ippf.org/resource/how-talk-about-abortion-guide-rights-based-messaging
https://www.ippf.org/resource/icpd25-nairobi-summit-commitment-analysis-report-roadmap-fulfilling-promise
https://www.ippf.org/resource/icpd25-nairobi-summit-commitment-analysis-report-roadmap-fulfilling-promise
https://www.unfpa.org/publications/nairobi-summit-icpd25-report
https://www.unfpa.org/publications/nairobi-summit-icpd25-report
https://www.safeaccesshub.org/policy/safe-engage-multimedia-advocacy-tools-for-safe-abortion/
https://www.safeaccesshub.org/policy/safe-engage-multimedia-advocacy-tools-for-safe-abortion/
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