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Unplanned pregnancies and unsafe abortion has existed since beginning of times and still 

causes substantial morbidity and mortality. During the last centuries women have been 

increasingly empowered in most societies and important advances has been made to 

enhance women’s rights and life conditions. Important scientific advances have also been 

made in the field of reproductive health and rights with development of contraceptive 

methods as well as methods of safe abortion. This increased knowledge and awareness as 

well as changes in the legal framework has contributed to decreased maternal mortality 

caused by unplanned pregnancies and unsafe abortion, especially in high income countries 

and where the legal framework is permitting, but also increasingly so in lower income 

settings. Despite this progress access to abortion and contraception remains controversial 

in a global perspective and numbers of preventable maternal deaths are still high. Access to 

safe abortion has yet to reach its full potential. 

The Global Strategy for Women's, Children's and Adolescents' Health 2016-2030 was 

launched in 2015 and aims to end all preventable deaths of women, children and 

adolescents, and to create an environment in which these groups not only survive, but 

thrive 1. In addition 17 sustainable development goals (SDGs) were set including targets for 

all countries to lower the maternal mortality rate to 70 by 2030, and to increase the global 

access to sexual and reproductive healthcare. 

Facts: 

Abortion and maternal mortality 

 Maternal Mortality is defined as the death of a woman while pregnant or within 42 

days of termination of pregnancy, regardless of the duration and site of the 

pregnancy, from any cause related to or aggravated by the pregnancy or its 

management but not from accidental or incidental causes 1 .  

 Measuring unsafe abortion and abortion related maternal mortality is difficult due to 

stigma. It is estimated that at least 7.9% of all maternal death, or at least 23000 

deaths occur yearly due to unsafe abortion. 2 3. 

 Around 25 per cent of all pregnancies are estimated to have ended in abortion 

between 2010-20144.  



5 

 

 Around 40% of all pregnancies were reported to be unintended in 20125. In the US, 

where almost half of all pregnancies were unintended, 42% of those pregnancies 

ended in abortion 6.  Unintended pregnancies lead to unsafe abortion and abortion 

related morbidity and mortality, as well as unintended births which have negative 

impact on the mothers and children’s future socio-economic status and mental 

health 7. 

 At least one in three women who want to avoid or delay an unintended pregnancy 

have limited or no access to modern contraception thus putting them at risk for 

unplanned pregnancy 8. 

Medical methods of abortion 

 Medical abortion using mifepristone and misoprostol, or misoprostol alone is 

recommended by the WHO  for abortion in the first and second trimester and using 

the combined regimen complete abortion is attained in more than 95% of cases9. 10. 

Ultrasound or prophylactic antibiotics are nog needed before treatment.  

 Misoprostol, that is  widely available under the brand name Cytotec for 

prevention of gastric ulcer, is represented on WHO’s list of essential medicines for 

treatment of induced abortion, incomplete abortion, labor induction, and 

prevention and treatment of post-partum hemorrhage 11. In addition, it is 

recommended for cervical priming prior to surgical abortion. The current status of 

misoprostol approval and updated clinical guidelines is available at 

http://www.misoprostol.org. 

 Use of misoprostol to induce abortion could reduce abortion related maternal 

mortality by 45% 12.  

Post-abortion care (PAC) 

 PAC is a method to treat complications of unsafe abortions. The model includes 

treatment for incomplete abortion with sublingual of oral misoprostol, 

contraceptive counseling, and management of sexually transmitted diseases when 

needed 13. Success rates are high 14. Treatment for PAC by midlevel providers is 

equally effective and safe as treatment by physicians in low resource settings 15.  

http://www.misoprostol.org/
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Midlevel providers 

 Task shifting and sharing of medical services with trained non-physician providers 

has become an important strategy to ensure medical services where there is shortage 

of healthcare providers and has the potential to increase access to safe abortion. 

  The WHO recommends that medical abortion and treatment for incomplete 

abortion in the first trimester can be managed by trained auxiliary nurse midwives, 

nurses, midwives and associate clinicians 16.  

Barriers to safe abortion include 

 providers (including numbers of caregivers, knowledge an willingness to provide 

abortion and claim of conscientious objection) , legal proscriptions, poor 

infrastructure, costs, stigma and women’s lack of knowledge. 

 Legal restrictions  

 Administrative barriers 

 Infrastructure 

 Costs both to women and health care systems 

 Women knowledge 

 Stigma 

 

Summary of thesis 

The overall aim of my thesis was to study factors that influence access to comprehensive 

abortion care focusing on increasing provider availability in different settings. Four studies 

were included that explored factors influencing provision of, and treatment for abortion 

including post abortion care.  

In India, where abortion has been legal since 1971 but where abortion-related maternal 

mortality rates remain high, we found that students commonly misunderstood the laws 

regulating abortion and were uninformed about available abortion methods. The students 

were hugely affected by the stigma connected with abortion and even though the majority 
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of medical students recognised that unsafe abortions are a huge problem in India, many 

claimed to be worried about reprisals and said that they were afraid to perform the 

procedure in their future practice17, 18. 

A study conducted in Sweden showed that abortion care given by midwives is not only 

as safe but also much cheaper than when given by doctors19. 

A systematic overview of randomised studies of abortion care also showed that women 

find that medical abortions and treatments for incomplete abortions administered by 

nurses and midwives are just as acceptable as those administered by doctors20.  

Conclusion and future implications 

Despite the global ambition to decrease global maternal death, unsafe abortion, which is 

easily preventable, remains high. Why is progress so slow? 

Our studies of medical student attitudes, although not necessarily generalizable to other 

settings, show that despite a national initiative and focus on including family planning and 

abortion in the medical curricula attitudes and knowledge remains poor. In order to 

influence intentions to provide abortions and we conclude that it is necessary to educate 

and conduct values clarification in order to secure future abortion providers. Increasing 

knowledge and improving attitudes is a continuous process and continued education in 

peer networks is important also for established health care providers. 

The systematic review of midlevel provision of medical abortion and medical treatment 

of incomplete abortion added the evidence that treatment for abortion and incomplete 

abortion by non-doctors is as acceptable to women as provision by physicians. Women’s 

acceptability of services is crucial when aiming to increase access to comprehensive 

abortion care and provides further support for implementation of midlevel provision of 

comprehensive abortion care. Previous studies on acceptability are few, and acceptability 

has not been systematically reviewed 

We also showed that midlevel provision of medical abortion is cost-effective. 

Determining cost-effectiveness is important since most countries have limited healthcare 

budgets. 
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Overall, the context is an important determiner of access to comprehensive abortion 

care. When communicating research findings, it is important to reflect on who the audience 

is. Developing increasingly complex explanation models is not necessarily a way to create 

understanding among stake holders such as politicians and health system executives and 

clinicians.  

In order to improve access to safe abortion care, it is necessary to increase knowledge 

among providers and women. Further expansion of the provider base for safe abortion is 

possible by including trained non-physicians or midlevel providers. This approach is cost-

effective, effective and acceptable to women.   



9 

 

 

Reference 

 

1. WHO. WHO Maternal mortality Fact sheet 2016 Nov 2016 [cited 161202]; 
Available from: http://www.who.int/mediacentre/factsheets/fs348/en 

2. Alkema L, Chou D, Hogan D, Zhang S, Moller AB, Gemmill A, et al. Global, 
regional, and national levels and trends in maternal mortality between 1990 and 2015, with 
scenario-based projections to 2030: a systematic analysis by the UN Maternal Mortality 
Estimation Inter-Agency Group. Lancet (London, England). 2016 Jan 30;387(10017):462-
74. 

3. Global Burden of Disease Group. Global, regional, and national levels of 
maternal mortality, 1990-2015: a systematic analysis for the Global Burden of Disease 
Study 2015. Lancet (London, England). 2016 Oct 8;388(10053):1775-812. 

4. Sedgh G, Bearak J, Singh S, Bankole A, Popinchalk A, Ganatra B, et al. 
Abortion incidence between 1990 and 2014: global, regional, and subregional levels and 
trends. Lancet (London, England). 2016 May 11. 

5. Sedgh G, Hussain R. Reasons for contraceptive nonuse among women having 
unmet need for contraception in developing countries. Studies in family planning. 2014 
Jun;45(2):151-69. 

6. Finer LB, Zolna MR. Declines in Unintended Pregnancy in the United States, 
2008-2011. The New England journal of medicine. 2016 Mar 3;374(9):843-52. 

7. Herd P, Higgins J, Sicinski K, Merkurieva I. The Implications of Unintended 
Pregnancies for Mental Health in Later Life. American journal of public health. 2016 
Mar;106(3):421-9. 

8. Wulifan JK, Brenner S, Jahn A, De Allegri M. A scoping review on 
determinants of unmet need for family planning among women of reproductive age in low 
and middle income countries. BMC women's health. 2016 Jan 15;16:2. 

9. WHO. Safe Abortion: Technical and Policy Guidance for Health Systems.  
Safe Abortion: Technical and Policy Guidance for Health Systems. 2nd ed. Geneva: World 
Health Organization; 2012. 

10. Bettahar K, Pinton A, Boisrame T, Cavillon V, Wylomanski S, Nisand I, et al. 
[Medical induced abortion]. Journal de gynecologie, obstetrique et biologie de la 
reproduction. 2016 Nov 03. 

11. WHO. Model List of Essential Medicines. 2015. 

12. Harper CC, Blanchard K, Grossman D, Henderson JT, Darney PD. Reducing 
maternal mortality due to elective abortion: Potential impact of misoprostol in low-
resource settings. International journal of gynaecology and obstetrics: the official organ of 
the International Federation of Gynaecology and Obstetrics. 2007 Jul;98(1):66-9. 

http://www.who.int/mediacentre/factsheets/fs348/en


10 

 

13. Rasch V. Unsafe abortion and postabortion care - an overview. Acta 
obstetricia et gynecologica Scandinavica. 2011 Jul;90(7):692-700. 

14. Huber D, Curtis C, Irani L, Pappa S, Arrington L. Postabortion Care: 20 
Years of Strong Evidence on Emergency Treatment, Family Planning, and Other 
Programming Components. Global health, science and practice. 2016 Sep 28;4(3):481-94. 

15. Klingberg-Allvin M, Cleeve A, Atuhairwe S, Tumwesigye NM, Faxelid E, 
Byamugisha J, et al. Comparison of treatment of incomplete abortion with misoprostol by 
physicians and midwives at district level in Uganda: a randomised controlled equivalence 
trial. Lancet (London, England). 2015 Jun 13;385(9985):2392-8. 

16. WHO. Health Worker Roles in Providing Safe Abortion Care and Post-
Abortion Contraception Executive summary. Geneva: World Health Organization; 2015. 

17. Sjostrom S, Essen B, Syden F, Gemzell-Danielsson K, Klingberg-Allvin M. 
Medical students' attitudes and perceptions on abortion: a cross-sectional survey among 
medical interns in Maharastra, India. Contraception. 2014 Jul;90(1):42-6. 

18. Sjostrom S, Essen B, Gemzell-Danielsson K, Klingberg-Allvin M. Medical 
students are afraid to include abortion in their future practices: in-depth interviews in 
Maharastra, India. BMC medical education. 2016;16(1):8. 

19. Sjostrom S, Kopp Kallner H, Simeonova E, Madestam A, Gemzell-Danielsson 
K. Medical Abortion Provided by Nurse-Midwives or Physicians in a High Resource 
Setting: A Cost-Effectiveness Analysis. PloS one. 2016;11(6):e0158645. 

20. Sjostrom S DM, Fønhus MS, Ganatra B, Gemzell-Danielsson K. 
Effectiveness, safety, and acceptability of 

non-physician provision of first-trimester medical 

termination of pregnancy performed by 

non-doctor providers: a systematic review. BJOG : an international journal of obstetrics 
and gynaecology. 2017. 

 

  



11 

 

Previous DDB-reports 
 
2017:05 The Quest for Maternal Survival in Rwanda – Paradoxes in Policy and Practice, 
Jessica Påfs 
 
2017:04 Effects of violent conflict on women and children. Sexual behaviour, fertility, and 
infant mortality in Rwanda and the Democratic Republic of Congo, Elina Elveborg 
Lindskog  
 
2017:03 Moving upstream: gender norms and emerging sexual experiences in early 
adolescence, Anna Kågesten 
 
2017:02 Strategy for supporting low-income countries in building a midwifery profession, 
Malin Bogren 
 
2017:01 Exporting agrarian expertise: Development Aid at the Swedish University of 
Agricultural Sciences and its Predecessors, 1950-2009, Karl Bruno 
 
2016:10 Beskattning och institutionell kvalitet, Rasmus Broms 
 
2016:09 How does China challenge the IMF’s power in Africa? Johanna Malm 
 
2016:08 Anti-corruption reform – evolution or big bang? Anders Sundell 
 
2016:07 Våldsamma hot och priset för ärlighet: En omvärdering av tjänstemäns val att ta 
mutor, Aksel Sundström 
 
2016:06 Women in African Natural Resource Booms, Anja Tolonen 
 
2016:05 Beyond the Buzzwords Approach to Gender in Humanitarian Aid, Elisabeth Olivius 

2016:04 Child Education, Child Labor and the Agricultural Economy, Elin Vimefall 

2016:03 Path dependent possibilities of transformation: Agricultural change and 
economic development in north and south Vietnam, Montserrat López Jerez 
 
2016:02 The when and why of helping: Individual and organizational decision making 
from a psychological perspective, Arvid Erlandsson 
 
2016:01 Going with the flow or swimming against the current?Interplay of formal rules, 
informal norms and NGO advocacy strategies, Yumiko Yasuda 
 
2015:07 Aiding the End of Conflict? Reintegrating Ex-Combatants in Colombia, Michael 
Jonsson 
 
2015:06 Causes of Communal Conflicts – Government Bias, Elites, and Conditions for 
Cooperation, Johan Brosche 



12 

 

 
2015:05 Stronger than Justice: Armed Group Impunity for Sexual Violence, Angela 
Muvumba Sellström 
 
2015:04 Public participation in constitution building; an effective strategy for enhancing 
democracy? Abrak Saati 
 
2015:03 Transformative Social Policy in Development? Demystifying Conditional Cash 
Transfers in Latin America, Johan Sandberg 
 
2015:02 Aiding Science. An analysis of Swedish research aid policy 1973 – 2008, Veronica 
Brodén Gyberg 
 
2015:01 Institutional impediments and reluctant actors – the limited role of democracy aid in 
democratic development, Agnes Cornell 

 


	Omslag_Susanne201705
	Increasing acces to abortion_Susanne Sjostrom_mallad_final ver



