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Background
Maternal mortality—that is, women dying from pregnancy-related complications—is
driven by a range of factors. They include a country’s overall level of development,
women’s status in society, the quality and accessibility of health services (including care
before, during and after pregnancy), women’s ability to time and space their pregnancies
via contraception,1 the legal status of abortion and the availability of safe abortion
services (or, lacking those, access to adequate postabortion care).2
Previous research has found that unsafe abortion—procedures performed by an untrained
provider, in an unsafe setting or both—is among the main drivers of pregnancy-related
deaths in developing countries, accounting for about 13% of maternal mortality.2 It is
well-established that subregions with high unsafe abortion rates also have a high
incidence of abortion-related maternal deaths,2 and abortion-related mortality is low or
nonexistent in countries with liberal abortion laws.3,4
Assessing a new study from Chile
A new study by Koch et al. asserts that the expansion of abortion restrictions in Chile in
1989 did not lead to an increase in the incidence of abortion-related mortality. The study
concludes that “making abortion illegal is not necessarily equivalent to promoting unsafe
abortion.”5
However, as detailed below, the study has several serious conceptual and methodological
flaws that render some of its conclusions pertaining to abortion and maternal mortality
invalid:
1. Chile’s pre-1989 abortion law was already highly restrictive, thus no conclusions
can be drawn about the impact of a change from liberal to restrictive laws:


Before 1989, abortion was legal in Chile only to save a woman’s life6 (the law
was sometimes interpreted to allow abortion if a woman’s health was
threatened7). This means that on the spectrum of abortion restrictions, Chile was
already among the countries where abortion is highly restricted. The further
tightening of these already severe restrictions in 1989 then put Chile firmly in the

group of countries with the most restrictive laws—those where abortion is banned
under any circumstances.


Relatively few legal abortions are performed to save the life of the mother or to
protect the mother’s health.8 Thus, it is not surprising (and should in fact be
expected) that after Chile’s law was further tightened in 1989, the proportion of
all abortions that were illegal did not increase substantially.

2. The authors rely on a far too narrow, unreliable evidence base: The authors state
that they are using “empirical evidence” as a basis for their claims regarding the
incidence of abortion and abortion-related mortality in Chile. However, their
exclusive reliance on Chile’s vital registration system to assess the incidence and
consequences of abortion in a setting where the procedure is highly restricted—and
therefore largely clandestine—is a critical methodological weakness.


To properly understand the impact of a clandestine practice, it is necessary to
probe much further. A body of research using data sources such as surveys of
women and surveys of health professionals has been developed, peer reviewed
and published in scientific journals in recent decades specifically to address the
severe limitations of registration systems in measuring the incidence and
consequences of unsafe abortion.



Abortion as a cause of death is often misreported or underreported in countries
where the procedure is illegal under all or most circumstances. In Chile, women
who suffer complications after undergoing unsafe abortions are highly unlikely to
admit to these actions given possible criminal sanctions (including prison
sentences for having obtained abortions). For the same reason, many women may
not seek medical help for abortion-related complications. Likewise, physicians
treating women for postabortion complications may misreport (or not report at all)
deaths and injuries from unsafe abortion to protect their patients from criminal
sanctions.

3. The argument that restrictive abortion laws do not have a negative impact on
women’s health is not supported by the existing body of evidence: In addition to
their own study, the authors cite low maternal mortality ratios in Ireland, Malta and
Poland as evidence that restrictive abortion laws are safe for women. But women in
these countries are known to travel to nearby countries with liberal abortion laws to
terminate pregnancies or seek postabortion care. Moreover, these countries are
exceptions to the rule.


Almost all of the countries classified as having the lowest maternal mortality rates
in the world allow legal abortion on broad grounds, and almost all of the countries
with the highest maternal mortality rates have highly restrictive abortion laws.1



In countries that have liberalized their abortion laws over the past two decades,
such as Ethiopia, Nepal and South Africa, the evidence is beginning to

demonstrate that abortion law reforms are associated with improved health
outcomes for women.9–12
4. The authors underestimate the incidence of hospitalization for complications
from unsafe abortion in Chile: Though it does not affect the estimated trends in
abortion mortality, it is worth noting that the authors seem to have underestimated the
incidence of induced abortion complications treated in hospitals, by overestimating
the proportion of all abortion cases that are the result of spontaneous abortions
(miscarriages).


To estimate the numbers of cases that are due to spontaneous abortions, they rely
on an unpublished methodology developed by the first author of the current
paper.*13 Using this approach, they estimated that 88% of all abortions were
spontaneous abortions. By contrast, according to an approach that has been peer
reviewed numerous times and published in a range of scientific journals,14 only
28% of hospitalized abortion cases in Chile in 1990 were spontaneous abortions.15

Conclusion
For the reasons outlined above, the study by Koch et al. does not alter the existing body
of evidence on the impact of abortion restrictions on maternal mortality. In particular,
since Chile’s abortion laws were already highly restrictive in the pre-1989 era, the study
does not show that significantly restricting a country’s abortion laws has no negative
impact on women’s health.
A body of research, largely published in peer-reviewed journals, makes clear that the
decline in maternal morbidity and mortality from unsafe abortion in Chile in the past
decades coincides with greater access to and use of contraceptives, as well as the use of
less dangerous clandestine abortion methods. Misoprostol, a drug that can be used to
induce nonsurgical abortions, is legally and widely available in Chile;16 women’s groups
have helped make misoprostol available to women seeking abortions, and abortion
providers and women themselves have been using the drug to terminate pregnancies since
the 1990s.16, 17 The use of misoprostol as an abortifacient is associated with a lower risk
of severe health consequences than the use of illegal surgical procedures, and is
considered an important explanatory factor in the decline in abortion-related deaths in the
past two decades. 17–20
By helping to reduce unintended pregnancy, family planning programs also help to
reduce recourse to unsafe abortion. Contraceptive use has increased substantially in Chile
*

The authors indicated that their methodology relied on a study of the incidence of spontaneous abortion
among all pregnancies; that study included early spontaneous abortions, even those that occurred before the
pregnancies were clinically recognized. Early spontaneous pregnancy loss is not uncommon, and women
who experience them are highly unlikely to seek hospital care. Though the authors of the paper did not
explain their approach to estimating the proportion of all cases due to spontaneous abortion, their reliance
on this study probably helps explain the gross overestimation of the contribution of spontaneous abortions
to the abortion caseload in facilities.

since the 1960s.21–23 The initial rise in contraceptive use ushered in an extended decline
in the incidence of unsafe abortion and abortion-related hospitalizations.24
The evidence on abortion laws, unsafe abortion and maternal health indicates that further
reductions in Chile’s maternal mortality and morbidity could be achieved by such
strategies as liberalizing the country’s abortion law and giving women meaningful access
to safe and legal abortion services.

1. WHO et al., Trends in Maternal Mortality: 1990 to 2010, Geneva: WHO, 2012,
<http://whqlibdoc.who.int/publications/2012/9789241503631_eng.pdf>, accessed May 21, 2012.
2. World Health Organization (WHO), Unsafe Abortion: Global and Regional Estimates of the Incidence of
Unsafe Abortion and Associated Mortality in 2008, sixth ed., Geneva: WHO, 2011.
3. Henshaw SK, How safe is therapeutic abortion? in: Teoh ES, Ratnam SS and Macnaughton M, eds., The
Current Status of Gynaecology and Obstetrics Series, Vol. 5, Carnforth, UK: Parthenon Publishing Group,
1993, pp. 31–41.
4. Grimes DA, Estimation of pregnancy-related mortality risk by pregnancy outcome, United States, 1991
to 1999, American Journal of Obstetrics & Gynecology, 2006, 194(1):92–94.
5. Koch E et al., Women’s education level, maternal health facilities, abortion legislation and maternal
deaths: a natural experiment in Chile from 1957 to 2007, PLoS ONE, 2012, 7(5):1–16,
<http://www.plosone.org/article/info%3Adoi%2F10.1371%2Fjournal.pone.0036613>, accessed May 21,
2012.
6. United Nations Population Division, Abortion Policies: A Global Review, New York: United Nations,
2002, <http://www.un.org/esa/population/publications/abortion/doc/chiles1.doc>, accessed May 21, 2012.
7. Sanhueza H, Family planning in Chile: a tale of the unexpected, in: Robinson WC and Ross JA, eds., The
Global Family Planning Revolution: Three Decades of Population Policies and Programs, Washington,
DC: World Bank, 2007, pp.105–120,
<http://siteresources.worldbank.org/INTPRH/Resources/GlobalFamilyPlanningRevolution.pdf>, accessed
May 21, 2012.
8. Bankole A et al., Reasons why women have induced abortions: evidence from 27 countries,
International Family Planning Perspectives, 1998, 24(3):117–127 & 152.
9. Jewkes R and Rees H, Dramatic decline in abortion mortality due to the Choice on Termination of
Pregnancy Act, South African Medical Journal, 2005, 95(4):250.
10. Suvedi BK et al., Nepal Maternal Mortality and Morbidity Study 2008/2009: Summary of Preliminary
Findings, Kathmandu, Nepal: Ministry of Health, Government of Nepal, 2009.
11. Benson J et al., Monitoring safe abortion services in Ethiopia: testing a model to improve service
availability, use and quality, paper presented at the conference of the International Union for the Scientific
Study of Population, Marrakech, Morocco, Sept. 27–Oct. 2, 2009.
12. Gebrehiwot Y and Liabsuetrakul T, Trends of abortion complications in a transition of abortion law
revisions in Ethiopia, Journal of Public Health, 2009, 31(1):81–87.

13. Koch E et al., Abortion overestimated in Latin America: a critical review, Ginecología y Obstetricia de
México, 2012 (in press).
14. Singh S, Prada E and Juarez F, The abortion incidence complications method: a quantitative technique,
in: Singh S, Remez L and Tartaglione A, eds., Methodologies for Estimating Abortion Incidence and
Abortion-Related Morbidity: A Review, New York: Guttmacher Institute; and Paris: International Union for
the Scientific Study of Population, 2010, pp. 71–98.
15. Singh S and Wulf D, Estimated levels of induced abortion in six Latin America countries, International
Family Planning Perspectives, 1994, 20(1):4-13.
16. Shepard B and Casas Becerra L, Abortion policies and practices in Chile: ambiguities and dilemmas,
Reproductive Health Matters, 2007, 15(30):202–210.
17. Donoso Sina E, Reducción de la mortalidad materna en Chile de 1990 a 2000, Revista Panamericana
de Salud Publica, 2004, 15(5):326–330, <http://www.scielosp.org/pdf/rpsp/v15n5/22005.pdf>, accessed
May 21, 2012, (in Spanish).
18. Miller S et al., Misoprostol and declining abortion-related morbidity in Santo Domingo, Dominican
Republic: a temporal association, BJOG, 2005, 11(9):1291–1296.
19. Clark S et al., Misoprostol use in obstetrics and gynecology in Brazil, Jamaica, and the United States,
International Journal of Gynecology & Obstetrics, 2002, 76(1):65–74.
20. Lafaurie MM and Grossman D, El Aborto con Medicamentos en América Latina: Las Experiencias de
las Mujeres de México, Colombia, Ecuador y Perú, Bogotá, Colombia: Population Council, 2005.
21. Pan American Health Organization (PAHO), Health in the Americas, 2007, Volume II—Countries,
Washington, DC: PAHO, 2007, pp.196–217,
<http://www.paho.org/hia/archivosvol2/paisesing/Chile%20English.pdf>, accessed May 21, 2012.
22. Mundigo A, The role of family planning programmes in the fertility transition of Latin America, in:
Guzmán J-M et al., eds., The Fertility Transition in Latin America, New York: Oxford University Press,
1996, pp. 192–210.
23. United Nations Population Division, Levels and Trends of Contraceptive Use as Assessed in 2002, New
York: United Nations, 2006, p. 126,
<http://www.un.org/esa/population/publications/wcu2002/WCU2002_Report.pdf>, accessed May 21,
2012.
24. Paxman J et al., The clandestine epidemic: the practice of unsafe abortion in Latin America, Studies in
Family Planning, 1993, 24(4):206–214.

