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Abstract  

Background: Measuring unsafe abortion is essential to understand the magnitude of 

the problem and monitor progress in women’s reproductive health. However, legal and 

societal constraints in high-burden contexts foster underreporting of induced abortions 

which makes obtaining accurate estimates challenging. My PhD examines the 

methodological challenges around defining and measuring unsafe abortions using 

Zambia as my country context.  

Methods: First, I conducted interrupted time series analysis on admissions for 

abortion-related complications and deaths from 2007-2015 at University Teaching 

Hospital (UTH), Lusaka to assess the impact of key contextual changes. Second, I 

collected data from women hospitalized for abortion-related complications in three 

provinces to estimate the incidence of abortion-related near-miss in 2014. Third, I 

compared estimates of the incidence of induced abortion in the three provinces using 

data from 3 methodological approaches.  

Results: The prevalence of unsafe and induced abortion is high in Zambia.  Following 

the release of clinical guidelines in May 2009, there was an immediate decline in the 

absolute number of abortion complications by 86 cases (p=0.003). The abortion-related 

near-miss incidence rate was 72 per 100,000 women, and it was feasible to apply the 

adapted WHO near-miss criteria in Zambia. Estimates of the incidence of induced 

abortion per 1000 women ranged from 30 to 80. There was variation in the proportion 

of women estimated to seek facility care for abortion-related complications in each 

approach. 

Conclusion:  The burden of unsafe abortion is high in Zambia despite its liberal law. 

Although there is no gold standard method to measure the burden of unsafe abortion, 

my findings suggest there is scope to improve use of available data to describe the 

burden of the most unsafe abortions and evaluate the impact of interventions on 

abortion-related indicators in restrictive contexts.  
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