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Abstract
Background: Unsafe abortion in developing countries is a widespread and neglected public health issue. Nearly one-third of all pregnancies are unintended and abortion ends one in five pregnancies (Haddad, 2009). Sustainable Development Goals (SDGs) aimed at

reducing the maternal mortality ratio in developing countries to 70 per 100,000 births (UN, 2016). This paper seeks to conduct a re-

view to define, critically evaluate and synthesize the views and attitudes of women and health care providers in developing countries
on safe and unsafe pregnancies, maternal morbidity and mortality.

Methods: A systematic literature review was carried out in June 2018 using the PIO model (Population, Intervention and Outcome).

The literature's selection criteria included qualitative English-written research studies, observational studies conducted from January 1,2000, to December 31, 2018, and the population group was primarily pregnant women who witnessed menstrual control or

abortion and health care providers from various developing countries around the world. The main factors involved here were the

safe and unsafe abortion services, and experience, perception, attitude, and opinion were the factors of the outcome. We have compiled the literature from PubMed, Medline and CINAHL and Google Scholar. In this process, a total of 100 papers were chosen among
them 12 articles were evaluated and reviewed for this study.

Results: The analysis results highlighted the behaviour of the service provider, understanding of abortion, contraception, religious;
financial; social and cultural issues related to safe and unsafe abortion. It advocated that strong political will, better educational and

employment opportunities, funding for therapy, safe sex between married and unmarried teens, long-term methods of family plan-

ning in post-abortion period, improving medical abortion, public and individual awareness campaign, favourable law and abortion
policy would be possible remedies.
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Background

Goals [4]. Although the problem was of immense importance, many

As a result of unsafe abortions, approximately 7 million women

patients were not happy with the care they provided in the hospi-

Asia [1]. 42 million women select abortion as an unwanted practice

bled more than bleeding, but the patients were not told that the

were admitted to hospitals in developing countries each year, and

more than half of all unsafe abortions occurred globally reported in

each year [2]. 68,000 women die from unsafe abortion every year
and are considered one of the leading causes of maternal mortal-

ity [3]. However, between 1990 and 2015, maternal mortality has

fallen by about 44 per cent worldwide. Between 2016 and 2030,
the goal is to reduce the global maternal mortality ratio to less than

70 per 100 000 live births as part of the Sustainable Development

tals. For example, in Sri Lanka, where patients expressed that the
pain was the main symptom during the therapy period and trou-

pain would be relieved after the retained products were expelled
[5].

Thus it is clear that sharing of experience in the hospital by the

patients will increase their awareness through inter-patient interaction. In developing countries, mild to serious post-abortion com-
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plications are common [6]. For example, 77% of Kenyan women

tion services and indicated that they refused to help clients with

tions are primarily associated with delays in searching for care,

clients, for example, nurses ' resistance in South Africa was also

seeking post-abortion treatment had severe complications, compared to Malawi (28%) and Ethiopia (41%) [7]. Severe complicalower-level hospital management and taking time to start treat-

ment at the hospital referred to [6]. Abortion services have been
unlawfully and seriously limited by the state in Latin American cit-

ies [8]. The clinic delivering abortion services must be in an under-

cover environment to support women with unwanted or mistimed
pregnancies in dangerous conditions [8]. Sixty-three per cent of
cases occurred among women under the age of 30 [9]. Financial

constraints, stigma and racism, lack of awareness, family or community pressure, poor rural health facilities and inadequate referral networks remain major barriers to effective use of abortion

services [10]. Financial constraints, including transportation costs,

medications, registration fees and service costs, created obstacles

to the quest for safe abortion care and could result in self-induced
abortion [10].

Many people of developing countries lived in rural areas where

abortion [17,18,27,28]. Many studies in sub-Saharan Africa reported midwives and nurses had a negative attitude to serve abortion
a very powerful barrier to safe abortion services in rural areas

[18,20,22,31]. The purpose of this systematic review of literature
is to classify, critically evaluate and synthesize qualitative research

on the experiences and perspectives of women and health care providers with respect to safe and unsafe abortion. The research also

objectively examined the safe and unsafe use of abortion as well as
the role of socio-culture and religion in the use of abortion services.

Although context research was undertaken, there were no systemic
studies which focused on the use of abortion services from cultural

and religious perspectives. This research will, therefore, fill the
knowledge gap on these aspects. In addition, this evidence-based

study will assist developing countries ' policy and decision-makers
in improving women's health status.

Methods

This study follows PIO (Population, Intervention and Outcome)

there was a shortage of skilled and educated workers, medicines

as no comparable interventions were available. The population

[11]. The referral system was not easy; financial constraints and

life and healthcare providers. Safe or unsafe facilities for abortion

and supplies to diagnose early pregnancy, abortion availability,

counselling, and the provision of abortion and post-abortion care

lack of transport facilities were also a barrier [10]. And sometimes
customers ' privacy and confidentiality were not protected properly [10]. In developing countries, unsafe abortions are therefore

group was mainly pregnant women who had undergone abortion

from various developing countries around the world in their sex
were the key influencing factors and the resulting factors were ex-

periences or beliefs or behaviours or opinions. Suitable synonyms
or keywords were included in the PIO format in all classes.

a major public health issue, mostly in sub-Saharan Africa, the

Inclusion criteria

regarded as immoral activity [13]. Although in many developing

maternal mortality is comparatively higher than elsewhere in the

also allow them to reduce maternal morbidity and mortality, it is

teria for this literature review were all research studies to examine

Caribbean, Latin America, and South and Southeast Asia [12]. In

some countries, abortion induced is legal, but abortion induced is
countries, nurses were trained for induced abortion to ensure the

human rights of women seeking abortion and their training would
found that in Southeast Asia and Sub-Saharan Africa, religion has

been described as the most significant influencing variable that can
affect women [17-24].

Healthcare providers and medical students considered inex-

We agreed to limit our study to developing countries where

world. The attitudes and views of a comprehensive health care pro-

vider about abortion are addressed in this report. The inclusion cri-

the attitudes and expectations of health care professionals towards
security.

Searching strategy and selection of studies
This analysis adopted the Board's five-step search strategy [34].

perienced and unqualified to provide induced abortion services

Available information on abortion services was considered in the

by South African nurses as practices contrary to their profes-

ternational, the Marie Stopes Clinic and EngenderHealth have been

in most low-income countries and some mid-income countries
[16,17,21,25,26]. For example, the abortion services considered

sional codes [22]. They also felt contradictory about their profes-

sional responsibilities, personal norms and values, and blamed the

women seeking abortion for destroying their commitment to care
[17,18,22]. Consequently, many midwives and nurses hated abor-

first stage. The World Health Organization (WHO), the United Na-

tions Population Fund (UNFPA), the World Bank, Guttmacher In-

looking for basic information on abortion. Furthermore, some
Demographic and Health Surveys (DHS) were searched from vari-

ous developing countries. Second, it listed the specific sources of
health-related databases. CINAHL, Cochrane, EMBASE, HTA, MED-
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LINE, PROSPERO, PubMed were the main source for repositories
of health-related inquiries. Medline and CINAHL were checked
together, but with these two sites there was a number of full ac-

cess posts. Although the number of fully accessible paper was too
limited, on that search a list of prospective papers was found. Then
Google and PubMed searched for the heading of the prospective ar-

ticles. Key search terms were identified with synonyms at the third
step and proper use was made of the boolean operator' AND,'' OR'
and' NOT.'

Similar attention was given to mitigating biases at the fourth

step. It was not possible to search any government reports or reports from any national or international organization due to time

and other resource constraints. Finally, all available research evidence was properly stored and checked at the fifth stage to identify
any duplicate records. To finalize the selected studies, three steps
are pursued. The choice of research papers at the first stage was
based primarily on reading titles and abstracts alone and consid-

ered the type of study, participants in the study, methods used and
outcome measures. The entire process was straightforward and it
was easy to analyze and replicate the procedure. Some of the ex-

periments were considered duplicated shortly before that point
and removed. Only the inclusion criteria and title and abstract

of the papers followed this stage to determine either the studies

fit for review. The full article was searched by Google and Google

Scholar. After reading the full text of each post, the second choice

was made. A systematic method of choice of research paper was
used to find the papers that fit the selection criteria for both the

first and final pick. This helped maintain a standard process for
analyzing all the papers in similar ways and helped increase the
overall truthfulness of the findings. The final paper choice primar-

ily determines whether the research questions were actually met
by the report.

Assessment of quality
The quality evaluation is very relevant for a review since the

final results or findings of the study are obtained from the results

of individual studies [35]. This critical evaluation process used in
the critical evaluation tool of the technical performance of the se-

lected papers by the Joanna Briggs Institute (JBI). JBI recognizes
the viability, suitability, meaningfulness and efficacy of clinical procedures of decision-making in evidence-based healthcare. In quali-

tative research, JBI's critical assessment checklist used 10 questions/criteria/ points on the performance of the analyzed studies.
The answers were in ‘Yes’, ‘No’, ‘Unclear’ and ‘Not Applicable’ for-

mat. A paper was selected only when it answers at least seven ‘Yes’
scores out of ten points.
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Data extraction

This paper follows the six-step data extraction method of the

Board [36] in the synthesis of qualitative evidence. The expected

data was extracted from the selected papers in the first step of
the process. Secondly, piloting was carried out with the method of

data extraction. Second, a work plan for data extraction was imple-

mented very carefully to avoid prejudices and anomalies, to minimize mistakes or inconsistencies in data extraction and to obtain
reliable data. Fourthly, data extraction was performed following

the included studies 'methodological performance evaluation and
processed in the computer electronically. Fifth, the thematically ar-

ranged data extracted. Finally, at the sixth step, extracted data were
reported in the synthesis.

Results

Final selection of papers
A standard format was followed in the selection process at the

final selection of the papers and the study requirement criterion
was checked. It helped maintain a standard process for reviewing all the papers in similar ways and helped increase the overall
truthfulness of the findings. The final papers chosen were;
Study
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Among the all selected papers, two studies were conducted

32

Fear of difficulties in life and instability [42], better future life

each in Nepal, India and Iran. Each one studied was conducted in

for their children [52], preference for their children [37], unmar-

Pakistan and Peru). Eleven out of twelve studies were conducted

the availability of contraception and safe abortion service centres

Ethiopia, Sri Lanka, Ghana, Haiti and Bangladesh. One study was

conducted concurrently in 4 countries (The United States, Nigeria,
in a qualitative method and only one study was conducted with

both quantitative and qualitative method. Majority of the studies
used thematic analysis with the structured or semi-structured in-

terview schedule. Some of the studies used case studies, content

analysis and focused group discussion. The sample sizes of the respondents of ten studies were below fifty.

Ganatra [37] conducted a study with both quantitative and qual-

itative method with a large number for respondents. This study
took an in-depth interview with 1717 married women, 197 adolescents and 43 never-married women. Another study conducted

ried, isolated, adolescent, lack of family support and limited access
to services forced women to go abortion [37,39]. Often aware of
and financial constraints that have caused childbirth to continue
[10,43]. One of the main obstacles to the use of abortion servic-

es was the financial costs, including service charges, drug costs,
transportation and registration costs [10,11,50]. Often financial

constraints can increase self-induced attempts at abortion, which
could be risky and cause complications such as diseases, infertilities and deaths [51]. Legal abortion services were not available in

some developing countries, such as delivery, antenatal care or postnatal care [10,50].

Societies do not easily accept abortion services in some devel-

in Ghana with 142 participants through 18 focused group discus-

oping countries, particularly males were not supportive and wom-

mination, induced abortion, unintended pregnancy and menstrual

lic health care and they went to unsafe and unlawful providers for

women, reasons and consequences of unintended pregnancies,

the lack of privacy for women's services avoided government facili-

sion [38]. All the study modalities were with abortion services with

different synonyms like reproductive health issues, pregnancy terregulation. Every study examined the socio-demographic background of the abortion service providers and /or abortion-seeking

factors that influenced decision making for taking abortion ser-

vices, service providers experience and role of contraceptives for
reducing safe and unsafe abortion.

Discussion

Most of the research discussed either from the viewpoint of

consumers or from the perspective of service providers on the re-

viewed articles. Very few articles were found discussing the problems from the viewpoint of both consumers and service provid-

ers. Many surveys in various parts of developing countries found
that service providers were very happy and proud to serve widows

and divorced women [39], difficult to reach (rural) areas [40], and

en had to conceal the data and went to unsafe abortion services.

Negative attitudes often caused women to avoid centres for pub-

abortion [44]. Due to additional costs and concerns of anaesthesia
or public disclosure, the service providers' personal reaction and

ties [44,45]. Some of the service providers referred to women as'
killer' and nursing staff did not follow the ethical issues of abortion

services[44]. When making a decision on abortion, Mohammadi

[42] and several studies discussed guilty feelings and afterlife retribution produced moral and religious dilemmas [46-49].

Abortions have been viewed in various societies as unethical,

evil and barbaric (Ferede, 2010; Seid, 2015). In most developing

countries, pre-marital age, childbirth, separate or widowed pregnancy were not recognized and viewed as immoral [38].

In recent years, many developing countries have liberalized

people were not aware of the availability of services [10]. Simul-

abortion law [53]. But it was not understood to a large number of

ferral system, and strengthening the financial situation [10]. Some

and service providers [54]. The new abortion law has not been

taneously, service providers helped clients make decisions [41],
emphasizing community awareness of abortion, developing a restudies adjust abortion causes. The male member or husband
ultimately made the decision in a family and influenced the deci-

sion making [41]. One of the major causes for making a decision
on abortion was health concern and potential pregnancy [42]. Extramarital births, untimely pregnancies, and baby preferences also
cause pregnancy abortion [39,42].

women and abortion was regarded as illegal [54]. The new laws on
abortion and safe abortion care were not identified to both patients

widely disseminated in Ethiopia, Goodman [55] said, and many
people, including health care providers and prospective clients,
have not been told about it. There was also a similar situation in

Nigeria [56]. Seid [10] claimed that there may be a wide range of le-

gality of abortion and health treatment, but in Ethiopia, there have

been unlawful practices of abortion. It suggested that there was not
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a wide range of information about programs and the plan failed

7.

to address the target group of people [10]. Nigerian research also
showed a lack of awareness among women about the law slowed
down safe abortion services [39]. Public tabulation and stigma
have affected the actions of abortion [38]. Two children's policies

influenced people in Iran not to take more children and facilitated
abortion [42]. Unsafe abortions in developing countries with unfa-

8.

vourable legal systems to the legality of abortion; however, health

9.

Conclusion and Recommendations

10.

care providers have a responsibility to recognize their role in protecting women's health.

The results showed that there is a need for a public health ap-

proach that integrates and discusses different aspects of abortion,

including women and health care providers in public health initia-

11.

ventions designed to reduce abortions and their complications for

12.

This research article suggests that initiatives aimed at reducing

13.

tives. Haiti's government, international agencies, and HCWs have a
unique opportunity to develop and implement sexual health interHaitian women, in general, and teenagers in particular.

safe and unsafe abortion and improving maternal health conditions
such as strong political will, improved opportunities for education
and jobs, therapy, safe sex between married and unmarried teens,

long-term family planning strategies for post-abortion, enhancing

medical abortion, public awareness campaign, favourable law or
policy about abortion will be useful for policy-makers, health pro-

grammers, clinicians’ decision making, researchers, human right
activist, women and adolescent clients.

14.

15.
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