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having an abortion or do not consider it
at all. Some will simply adjust to the preg-
nancy; for others, an initial desire to dis-
continue a pregnancy can change because
they were either ambivalent themselves
or because they acceded to the preferences
of others. On the other hand, conditions
that were either unknown or were less se-
rious before conception may also change,
so that a pregnancy wanted at the time of
conception is no longer wanted later on.1

In addition, not all women who decide
to seek an abortion will succeed in ob-
taining one. They may face personal and
social barriers such as their husband’s ob-
jections or community values that oppose
abortion. In countries where safe abortion
services are scarce, only affluent women
who can afford the fees of a private doc-
tor will obtain an abortion, along with
poorer women who are so determined
they are willing to risk their health and life
in seeking out unsafe clandestine services.

Even though the planning status of a
pregnancy does not tell us the full reason
why women choose abortion, under-
standing the prevalence of unplanned preg-
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Although abortion occurs in every
society, and a substantial propor-
tion of pregnancies are resolved by

abortion worldwide, there is little empir-
ical research on why women obtain abor-
tions. This lack of information is part of an
overall scarcity of data on abortion. Legal,
moral and ethical issues surrounding abor-
tion make research on all aspects of abor-
tion difficult to undertake, and also affect
the quality of the information obtained.
Collecting good information on reasons for
abortion may be especially difficult, be-
cause it requires asking women to articu-
late the often complex and sensitive
process that led to the decision. 

Some might argue that we already
know why a woman obtains an abor-
tion—she does not want the pregnancy—
and that we need look no further. How-
ever, while at one level almost all
abortions result from unintended preg-
nancies, there can be many steps between
acknowledging an unplanned pregnan-
cy and having an abortion. Moreover,
many women who have an unintended
pregnancy either do not seriously consider

nancy and its proximate cause—nonuse of
contraceptives or contraceptive failure—is
essential for understanding the context
within which women seek abortion. 

Evidence abounds that a high proportion
of women become pregnant unintention-
ally, in both developed and developing
countries. In the United States and in some
Eastern European countries for which data
are available, about one-half to three-fifths
of all pregnancies are unintended, and a
large proportion of these are resolved
through abortion.2 And in many develop-
ing countries, the proportion of recent births
that are unintended exceeds 40%; even in
regions where most couples still want large
families, 10–20% of births are unplanned.3

This level of unintended pregnancy for
developing countries would be even high-
er if more accurate abortion information
were available, since most abortions rep-
resent, by definition, unintended preg-
nancies. The limited available data show
that high proportions of unintended preg-
nancies are resolved by abortion in Tan-
zania (61%) and in six Latin American
countries (ranging from 43% in Mexico to
63% in Chile).4 In the former Soviet re-
publics of Kazakstan and Uzbekistan,
more than one-third of mistimed preg-
nancies and about four-fifths of pregnan-
cies among women who have all the chil-
dren they want resulted in abortions.5

While unintendedness is clearly a first
level of explanation, for many women it
covers a wide range of more specific un-
derlying factors.6 Although the available
body of research on these underlying ex-
planations has many limitations, with care-
ful interpretation, a review and synthesis
of findings from the published literature
can advance our knowledge in this area,
while providing ideas for new research.

In this article, we first discuss women’s
intentions to postpone or prevent preg-
nancy, and whether they support these in-
tentions by practicing contraception. This
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Context: The immediate explanation that women often give for seeking induced abortion is that
the pregnancy was unplanned or unwanted. However, the myriad social, economic and health
circumstances that underlie such explanations have not yet been fully explored. 

Methods: Findings from 32 studies in 27 countries were used to examine the reasons that women
give for having an abortion, regional patterns in these reasons and the relationship between
such reasons and women’s social and demographic characteristics. The data come from a range
of sources, including nationally representative surveys, official government statistics, commu-
nity-based studies and hospital- or clinic-based research.

Results: Worldwide, the most commonly reported reason women cite for having an abortion is
to postpone or stop childbearing. The second most common reason—socioeconomic concerns—
includes disruption of education or employment; lack of support from the father; desire to pro-
vide schooling for existing children; and poverty, unemployment or inability to afford additional
children. In addition, relationship problems with a husband or partner and a woman’s percep-
tion that she is too young constitute other important categories of reasons. Women’s charac-
teristics are associated with their reasons for having an abortion: With few exceptions, older
women and married women are the most likely to identify limiting childbearing as their main rea-
son for abortion.

Conclusions: Reasons women give for why they seek abortion are often far more complex than
simply not intending to become pregnant; the decision to have an abortion is usually motivated
by more than one factor. While improved contraceptive use can help reduce unintended preg-
nancy and abortion, some abortions will remain difficult to prevent, because of limits to women’s
ability to determine and control all circumstances of their lives. 
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identify relevant studies in both develop-
ing and developed countries, we under-
took an extensive search using databases
(i.e., Popline, Medline and Population
Index) and available bibliographies. We
also sent letters of request to organizations
and individuals, asking them to send us
related unpublished work or references. 

From the small number of studies car-
ried out between 1967 and 1997 that in-
cluded reasons for abortion, we selected
only those that solicited information di-
rectly from women who had had an abor-
tion, that were based on open-ended ques-
tions or precoded responses with a wide
range of response alternatives, and that
presented quantitative information on rea-
sons for abortion. Because of the relative
paucity of this research, we included some
studies with small sample sizes. The 32
studies selected for analysis are listed in
the Appendix (pages 126–127). 

There are five main types of surveys, and
each presents advantages and limitations:
•National surveys of abortion patients. These
surveys, based on national samples of
providers and conducted at the abortion
facility, have the advantage of represent-
ing all women having abortions; as such,
they avoid the biases inherent in retro-
spective studies.* However, such nation-
al studies of abortion patients are very
rarely undertaken.
•Subnational hospital- or clinic-based surveys
of abortion patients. These studies, which
are limited to particular areas of a coun-
try or are based on a nonrepresentative
group of hospitals or clinics, collect in-
formation on women hospitalized for
abortion complications or for the abortion
procedure itself. The data are collected di-
rectly from the women or are abstracted
from medical records or both. In countries
where abortion is highly restricted by law,
most of these studies include only women
treated for abortion complications; as
such, the data probably suffer from selec-
tivity bias. (For example, women who
have complications but fail to obtain hos-
pital treatment, and those who receive a
safe abortion and do not develop compli-
cations, will not be included.) This bias is
reduced in countries where abortion is
legal, but other bias can stem from the
sample of clinics or providers being too
small to be nationally representative.
•Official government statistics on abortion pa-
tients. These studies are relatively rare, and
are available only in countries where abor-
tion is legal under broad conditions. The
data quality is affected by the complete-
ness of coverage and by the type of data
collection approach used. For example, if

contextual information is based on data
from nationally representative surveys for
52 countries.

We then explore the reasons women
give for why they obtained an abortion,
using the limited information available
from a review of published findings of 32
studies conducted in 27 countries, as well
as original analyses of survey data from
three of these countries (the Czech Re-
public, Turkey and the United States).
Within the limitations of the available
data, we assess whether women’s reasons
for seeking abortion vary by region. Fi-
nally, we examine how these reasons are
related to the characteristics of women
who obtain abortions, since despite the in-
tuitive plausibility of a strong association
between women’s characteristics and their
reasons for abortion, few studies have in-
vestigated this relationship.

Data Sources
Data on Fertility Intentions
Forty-nine of 52 fertility surveys that pro-
vide background data are from the series
of Demographic and Health Surveys
(DHS) conducted by Macro Internation-
al in collaboration with individual na-
tional governments. These surveys are na-
tionally representative and include all
women of reproductive age (ages 15–49
in most countries), except in Asia and in
North Africa and the Middle East, where
only ever-married women were inter-
viewed. (The exceptions are Morocco and
the Philippines, where all women, re-
gardless of marital status, were inter-
viewed.) In addition, we examine com-
parable fertility intentions data from three
developed countries—the Czech Repub-
lic, Japan and the United States.7

Data on Reasons for Abortion
The second, and more important, source
for our analysis is existing research on rea-
sons why women obtain abortions. To

women are required to report their rea-
sons for having the procedure on an offi-
cial form or if they must answer questions
posed by medical personnel, they may be
less forthcoming than if they are surveyed
less formally.
•National fertility surveys. Some fertility
surveys collect information about abor-
tion, and also ask about women’s reasons
for having one. This source has the ad-
vantage of being nationally representative.
However, by definition, the data are lim-
ited to women who acknowledge having
had an abortion in the survey interview.
Depending on the extent of underreport-
ing† and on whether it occurs selectively
according to a woman’s stated motive for
the abortion, the data might not represent
the full range of reasons. An additional
source of bias in fertility surveys is that
data collected retrospectively tend to be
less accurate than those gathered at the
time of the event.
•Subnational surveys of women. Such com-
munity surveys often sample a cross-sec-
tion of all women in a designated area, but
occasionally can sample only a selected
group. The possible limitations of this type
of study include lack of national represen-
tation, the exclusion of some women of re-
productive age, underreporting of abortions
and, in some cases, small sample sizes. 

Many other sources of bias in data on
women’s reasons for abortion are not spe-
cific to any one type of source. These in-
clude the marital status composition of the
sample, the size of the sample and the
questionnaire design. For example, most
studies that cover the subject ask only a
single question about women’s most im-
portant reason for having an abortion, and
respondents are not given the option of
mentioning other contributing reasons,
even though their decision may have been
motivated by more than one. 

This restriction on responses prevents
a more nuanced understanding of the rea-
sons why women have abortions, espe-
cially when women have more than one
reason or find it difficult to rank reasons
in order of importance. However, some re-
search allows multiple answers to the
question; for example, one U.S. study
found a mean of 3.7 reasons, with 63% re-
porting 3–5 and 13% reporting 6–9. Only
7% of women in that study gave just one
reason for obtaining an abortion.8

Data quality can also be affected by the
format of the data collection process (i.e.,
gathered through a personal interview by
a trained interviewer, collected by means
of a self-administered questionnaire, or as-
sembled by medical providers and en-
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*The U.S. study (see reference 8) is one example of this ap-
proach. The survey used a self-administered questionnaire,
which may have had the added advantage of encourag-
ing women to be open and truthful in their answers.

†Estimates of induced abortion from fertility surveys in
Kazakstan, Uzbekistan and Romania, for example, com-
pare favorably with official statistics. (See: National In-
stitute of Nutrition, Kazakstan Demographic and Health Sur-
vey, 1995, Calverton, MD, USA: Macro International, 1996;
Institute of Obstetrics and Gynecology, Uzbekistan De-
mographic and Health Survey, 1996, Calverton, MD, USA:
Macro International, 1997; and Romanian Ministry of
Health, Institute for Mother and Child Care, see refer-
ence 2.) However, this is not always the case: In the 1993
Czech Republic Reproductive Health Survey, for instance,
women’s reported level of induced abortions was esti-
mated to be only 45–50% of the official level of abortion
(see: Czech Statistical Office et al., reference 2).
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pone or stop childbearing, a substantial
proportion are not using any method of
family planning in many developing coun-
tries, especially in Sub-Saharan Africa.
There are many reasons why women who
want to avoid pregnancy do not use con-
traceptives, including ambivalence about
pregnancy, lack of knowledge about con-
traception, their own or their partner’s op-
position to family planning, poor access
to contraceptive services, fear of side ef-
fects and the woman’s perception that she
cannot become pregnant.10

Moreover, some of the methods used by
married women who want to avoid preg-
nancy have high failure rates. Although
the proportion who rely on such less ef-
fective methods as periodic abstinence,
withdrawal and other traditional meth-
ods is relatively small, these women con-
tribute disproportionately to rates of un-
intended pregnancy in some countries:
Among married women who want to
delay or stop childbearing, at least 10% in
17 countries, and more than 20% in seven
of those countries, are using less effective
methods. The reasons why women opt for
less effective methods may include a lack
of knowledge about modern methods, re-
ligious values that proscribe modern con-
traceptive use, concern about side effects,
partners’ objections and difficulty in pay-
ing for or obtaining a modern method.

Contraceptive use does not necessarily
provide complete protection against preg-
nancy; each method can fail, even when it
is used perfectly. U.S. data from the late
1980s, for example, show that the estimat-
ed first-year failure rate for the pill is 8%,
while that for the condom is 15%.11 (Fail-
ure rates for less effective methods, such
as periodic abstinence, are even higher—
e.g., 26%.) The DHS data indicate that in 16
of the 18 developing countries for which
data are available, more than 10% of con-
traceptive-use discontinuations in the five
preceding years were precipitated by a
method failure, and this proportion sur-
passed 20% in seven of these countries.

Some DHS surveys asked sexually ex-
perienced unmarried women who were
not using contraceptives whether they
would be happy, unhappy or indifferent
if they became pregnant soon; in half of
the 14 countries for which these data are
available, 49–59% said that they would be
unhappy with a pregnancy, while in the
other half, 60–93% said they would be un-
happy. In many of these countries, con-
traceptive prevalence is very low among
young never-married women, even
though many of them do not want to be-
come pregnant.12

tered into official records). Moreover, the
timing of the interview (i.e., during a hos-
pital stay, when the woman is being treat-
ed for a complication, when she is at-
tending a clinic to obtain an abortion, or
even months or years later) may also in-
fluence the accuracy and quality of
women’s responses.

Finally, the legal status of abortion may
affect women’s willingness to report fully
on the reasons for their abortion. And, re-
gardless of the legal climate, women may
(consciously or not) give socially acceptable
reasons rather than their actual reasons.9

All of these potential biases, which can
differ from one study to another, might af-
fect the quality of the information col-
lected. In summary, some of the differ-
ences in the findings of the various studies
might result from a lack of comparability
of the data, stemming from one or more
of the factors mentioned above. The many
limitations of the studies available for pre-
sentation here must be borne in mind
when the results are interpreted.

Categories of Reasons
The 32 published studies (including three
for which we were able to retrieve actual
data tapes and undertake original analy-
ses) differed somewhat in how they
grouped women’s reasons for having an
abortion, and exactly comparable cate-
gories were not always available. Howev-
er, since some reasons were similarly word-
ed across studies, we used our judgment
to create nine broad, comparable categories
of women’s reasons for their abortion. 

Specific reasons that were distributed
over nonoverlapping categories must nec-
essarily be interpreted in light of all of the
categories used by a particular study.* For
the few surveys for which we had the ac-
tual data tapes (the Czech Republic,
Turkey and the United States), we creat-
ed groupings of reasons that would be
most comparable to those created from the
other published studies.

Results
Pregnancy Intentions and Method Use
Unintended pregnancy, the fundamental
and immediate cause of abortion, is a re-
ality worldwide: Overall, the combined
proportion of married women aged 15–49
who want to postpone their next birth or
to stop childbearing at any given point in
time† ranges from 39% in the Central
African Republic to 89% in Japan (Table 1,
page 120). This proportion is greater than
50% in 48 of the 51 countries for which data
are available.

Despite these women’s desire to post-

Underlying Reasons for Abortion
Table 2 (page 121) presents percentage dis-
tributions of 26 samples of women from 23
countries according to their most impor-
tant reason for seeking abortion. (This mea-
sure combined responses both to questions
that asked women to give their most im-
portant reason and to questions that sim-
ply asked why they had had an abortion.)

For many women, more than one fac-
tor undoubtedly contributed to their de-
cision. In such situations, it may be diffi-
cult to identify a single factor as the most
important one. Even if a woman identifies
one overriding reason, pertinent infor-
mation would still be lost, because the
whole range of reasons guiding the deci-
sion would not be measured. Thus, using
questions that allow women to give mul-
tiple reasons adds another dimension to
understanding the factors that underlie
the abortion decision. 

In Table 3 (page 122), we present results
from seven studies (from four developing
countries, all in Asia, and three developed
countries) that allowed women to give
multiple reasons for why they sought an
abortion.‡ These interpretations should be
considered exploratory, however, espe-
cially for those countries for which only
studies with small sample sizes are avail-
able, or where the samples are not nation-
ally representative.
•Timing births and controlling family size.
The desire to postpone a birth or to stop
childbearing is a very common reason
given by women seeking abortion. In al-
most half of the 23 studies (in 20 countries)
with this information, about 50% or more
of women gave the birth-timing and fam-
ily-size control cluster of reasons as their
most important reason (Table 2).

In addition, in three South Asian coun-
tries (Bangladesh, India and Pakistan),

*For example, the Finnish study used reason categories
of “40 years or older” and “≥4 children” to mean a woman
had had an abortion to limit births because she was too
old to have a child or because she already had a large fam-
ily; in the Philippines, the categories “already old” and
“children growing up” were also classified in the “limit-
ing” category of reasons. Further, studies in Indonesia,
Kenya and Honduras did not have the childspacing and
stopping reasons used by many other countries. Instead,
they used other categories related to birth timing, such
as “having a child will disrupt education or job” and
“being too young to have a child right now.”

†The question that elicits this response is typically posed
as follows: “Would you like to have a (another) child or
would you prefer not to have any (more) children?” For
pregnant respondents, the question is preceded by “After
the child you are expecting, . . . “

‡Although comparison of women’s responses on these
two types of questions would have been valuable, this
is not possible because only one study (the 1987–1988 U.S.
study) asked the question in both ways.



ranged from 20% to 35%. Moreover,
49–67% of Czech and Romanian women,
respectively, cited a desire to postpone or
stop childbearing as their most important
reason for seeking an abortion (Table 2).

Often, this reason stems from other fac-
tors in a woman’s life that make the tim-

one-half to two-thirds of those giving mul-
tiple reasons cited postponing or stopping
childbearing, and in the Philippines,
roughly one-third did so (Table 3). This
category was also important in the three
developed countries in Table 3: The pro-
portions citing it as one of many reasons

ing of the pregnancy undesirable; it thus
may reflect a wide range of issues that are
detailed under the categories in Table 3.
For example, women may need to post-
pone childbearing because of their or their
children’s health, or in societies where
young unmarried mothers are common-
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Table 1. Percentages of women, by fertility intentions and contraceptive use, selected countries, various years

Country and year Married women 15–49 Married women 15–49 who want to % of discontin- Never-married 
delay or stop childbearing uations due to sexually active

Wanting to Wanting to stop Using no Using less
method failure in women 15–24 who

postpone childbearing method effective 
past 5 years would be unhappy 

childbearing* method
if pregnant

Sub-Saharan Africa
Botswana, 1988 29.6 33.1 62.3 1.6 15.9† 65.5
Burkina Faso, 1992–1993 43.6 20.7 68.2 22.8 u u
Burundi, 1987 53.1 23.6 89.9 8.6 u 71.5
Cameroon, 1991 34.7 13.6 79.0 14.3 u u
Central Afr. Rep., 1994–1995 26.9 12.3 76.8 17.4 u 57.4
Côte d’Ivoire, 1994 38.9 21.6 86.3 8.1 u ‡
Ghana,1993 39.5 34.2 76.0 11.9 u u
Kenya, 1993 26.1 51.9 61.6 6.0 u u
Liberia, 1986 33.5 17.1 89.5 1.3 u 49.4
Madagascar, 1992 30.0 40.6 79.9 13.4 u u
Malawi, 1992 37.4 25.1 83.9 6.5 u u
Mali, 1995–1996 41.8 18.7 91.2 2.7 u 89.9
Namibia, 1992 30.0 33.9 61.3 2.8 u u
Niger, 1992 45.3 9.0 94.4 2.6 u u
Nigeria, 1990 33.0 15.4 91.4 2.9 u u
Rwanda, 1992 42.8 37.1 76.2 8.9 u u
Senegal, 1992–1993 39.2 20.4 89.7 3.8 u u
Sudan, 1989–1990 31.9 24.9 88.0 4.3 u u
Tanzania, 1996 41.8 23.2 86.3 4.7 u u
Togo, 1988 47.3 24.8 62.8 33.7 u u
Uganda, 1995 36.3 32.3 82.0 7.8 u 92.7
Zambia, 1996–1997 38.8 28.5 67.9 14.3 u 72.2
Zimbabwe,1994 35.9 38.1 43.3 6.8 14.9 56.3

North Africa & Middle East
Egypt, 1995 14.8 65.3 43.6 2.7 12.7 u
Morocco, 1992 24.2 52.0 51.7 6.7 21.3 u
Tunisia, 1988 21.3 57.3 42.4 10.0 u u
Yemen, 1991–1992 u 36.6 83.8 5.8 u u

Asia
Bangladesh, 1993 21.9 57.0 46.4 9.8 7.8 u
India, 1992–1993 19.4 56.7 48.3 4.9 u u
Indonesia, 1994 24.8 51.6 37.1 3.0 12.0 u
Kazakstan, 1995 18.6 60.1 35.8 14.1 u 50.3
Pakistan, 1990–1991 17.9 40.0 80.9 4.4 u u
Philippines, 1993 18.8 63.0 54.3 16.8 34.0 u
Sri Lanka, 1987 18.5 65.3 31.5 21.4 28.0† u
Thailand, 1987 17.3 65.9 27.4 1.8 7.8† u
Turkey, 1993 13.9 69.8 30.3 30.8 25.9 u
Uzbekistan, 1996 24.2 51.6 39.8 5.0 u ‡

Latin America
Bolivia, 1993–1994 12.5 72.3 51.9 29.3 30.9 51.8
Brazil, 1996§ 11.5 74.7 17.1 6.3 15.3
Colombia, 1995 16.7 67.3 22.5 13.1 17.7 55.9
Dominican Republic, 1991 17.1 64.9 35.6 4.5 15.4 u
Ecuador, 1987 19.3 63.3 51.2 8.6 31.0† u
El Salvador, 1985 21.3 63.1 46.2 2.7 u ‡
Guatemala, 1995§ 21.6 52.9 61.6 4.6 17.8 49.7
Haiti, 1994–1995 22.3 52.6 79.1 5.3 u u
Mexico, 1987 13.4 62.1 36.2 9.0 u 93.7
Paraguay, 1990 26.4 43.9 46.1 13.4 16.9 u
Peru, 1991–1992 12.8 72.5 38.0 26.9 28.7 u
Trinidad & Tobago, 1987 20.2 55.5 39.7 8.7 u 92.3**

Developed countries
Czech Republic, 1993 6.4 67.4 23.2 26.3 u u
Japan, 1992 7.0 82.0 12.0 5.0 u u
United States, 1988§ 23.0 64.0 7.0 3.0 u u

*Includes women who want to delay next birth two or more years; does not include women who are undecided about when, or if, they want another child. †Percentage of last method discontinuation only.
‡Question asked, but no valid cases. §Among women aged 15–44. **Percentage based on fewer than 20 valid cases. Note: u=unavailable. Sources: For developing country data—Country final reports and
datasets, Demographic and Health Surveys, Macro International, Calverton, MD, USA. For developed country data—Czech Republic: Czech Statistical Office et al., see reference 2. Japan and United
States: The Alan Guttmacher Institute (AGI), see reference 7.
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portion who gave this reason was more
than 20% in six of the 19 studies with rel-
evant information (Table 2). The impor-
tance of women’s economic situation as
the main reason for their seeking an abor-
tion was evident in developed as well as
developing countries. (U.S. women, for
example, tended to explain this reason
with a more specific one, such as a baby
would disrupt employment or schooling,
that the woman or her partner was un-
employed and that she lacked support
from her partner.13) When women were al-
lowed more than one response (Table 3),
30–68% cited poverty as contributing to
their decision in four of the seven coun-
tries with available data.

Combining the data on the impact of a
birth on a woman’s education and on her
financial situation yields a broader, more
inclusive category of socioeconomic rea-
sons. The proportion of women who cited
such overall socioeconomic reasons as their
primary one for having an abortion is less
than 10% in five studies, 10–29% in nine
studies, 30–55% in nine and 80–86% in two.
•Relationship problems. Relationship prob-
lems, including the partner’s objection to
carrying the pregnancy to term, are mod-

ly ostracized for having a child or where
early childbearing disrupts education,
women may particularly want to post-
pone the first birth. Moreover, poverty, un-
employment and inability to afford to ed-
ucate any additional children may be
behind reasons for restricting family size.

In about half of the countries for which
the postponing and limiting reasons could
be separated, the proportion of those who
cited a desire to limit births as their main
reason was higher than that of women
who considered postponing to be most im-
portant. Where the reasons could not be
separated (i.e., in Romania) or where only
one of the two categories was reported
(typically, the “desire to stop” category),
the absent category is likely to have been
implicit in the reported one. (For example,
if a woman’s main reason for having an
abortion is that she does not want the preg-
nancy, this may mean that she does not
want it at all or that the timing is bad. Ad-
ditional probing is needed to clarify and
thus separate such responses.)
•Poverty and economic reasons. Economic
reasons or women saying that they could
not afford to properly care for a child come
second overall in importance. The pro-

erately important in explaining why
women have abortions. The proportion of
women citing such problems as their over-
riding reason for the abortion reached
25–42% in four studies (Chile, Honduras,
Mexico and Nigeria). It was the main rea-
son for fewer than 10% of respondents in
nine studies, and for 10–20% in seven
studies (Table 2).

Only relatively small proportions
(4–14%) of women in the three developed
countries with information on relationship
problems (the Czech Republic, Romania
and the United States) cited it as their main
reason for seeking an abortion. Some 19%
of women in the Australian study and
16% of those in the Dutch study cited
problems with their husband or partner
as contributing factors, and 51% of U.S.
women and 29% of Australian women
mentioned not wanting to be a single
mother. Underlying this general reason
are such specific ones as that the partner
threatened to abandon the woman if she
gives birth, that the partner or the woman
herself refuses to marry to legitimate the
birth, that a break-up is imminent for rea-
sons other than the pregnancy, that the
pregnancy resulted from an extramarital

Table 2. Percentage distribution of women who had an abortion, by main reason given for seeking abortion, various countries and years

Country and year Wants to Wants no Cannot Having a Has relation- Too young; Risk to Risk to Other Total N
postpone (more) afford child will ship problem parent(s) maternal fetal
childbearing children a baby disrupt or partner or other(s) health health

education does not want object to
or job pregnancy pregnancy

Sub-Saharan Africa
Benin, 1993 8.3 26.9 7.4 13.0 13.9 22.2 na na 8.3 100.0 108
Kenya, 1990 na na na 55.0 na 20.0 20.0 na 5.0 100.0 20
Nigeria, 1992 19.1 2.1 2.1 40.4 31.9 2.1 na na 2.1 100.0 47
Nigeria, 1996 8.6 5.7 11.4 31.4 20.0 17.1 na na 5.7 100.0 35
Zambia, 1985–1986 49.6 3.8 na 41.3 1.9 na 3.4 na na 100.0 264

Asia
Bangladesh, 1995–1996 8.6 10.3 41.4 1.7 6.9* u 29.3 na 1.7 100.0 58†
India, 1977–1978 na 20.6 u 17.9‡ 12.5 na 37.9 11.1 na 100.0 13,511
Indonesia, 1987–1988 na na 35.0 45.0 5.0 15.0 na na na 100.0 200
Malaysia, 1981 45.9 39.9 1.4 na 2.0 9.5 na 1.4 na 100.0 148
Nepal, 1984–1985 13.0 75.0 na na na 12.0 na na na 100.0 165
Singapore, 1984 49.8 23.3 4.0 na 13.8 na 7.3 na 2.0 100.0 400
Singapore, 1985 50.2 40.0 6.9 na na na 2.0 na 1.3 100.0 23,512
South Korea, 1994 11.1 58.4 3.7 na na 5.0 9.7 5.1 7.0 100.0 2,541
Sri Lanka, 1988–1990 36.2 26.5 9.7 4.7 2.0 na 4.7 na 16.2 100.0 548
Taiwan, 1980–1981 13.7 64.5 4.1 na na na 8.5 6.5 2.8 100.0 802
Thailand, 1983–1984 16.1 36.3 18.5 8.5 3.3 2.7 5.1 7.7 1.7 100.0 750
Turkey, 1993 8.1 58.2 na 16.9‡ 0.3 na 15.9§ u 0.6 100.0 1,674

Latin America
Chile, 1988 na 5.0 30.0 15.0 25.0 25.0 na na na 100.0 357
Colombia, 1990–1991 6.3 4.3 35.2 15.3 16.1 13.5 8.8 na 0.5 100.0 602
Honduras, 1992–1993 na na 5.3 15.8 42.1 36.8 na na na 100.0 19
Mexico, 1967–1971 na 26.4 44.3 na 15.1 na 8.3 na 5.4 100.0 3,714
Mexico, 1988 na 9.9 15.9 na 33.1 31.8 na na 9.3 100.0 151

Developed countries
Czech Republic, 1993 15.7 33.1 13.4 na 7.8 3.1 10.1 3.1 13.7 100.0 508
Finland, 1993 na 8.0 na 85.5** na 4.2 0.6 1.6 na 100.0 10,342
Romania, 1993 u 67.1†† u 19.5‡ 4.3 na 4.0§ u 5.1 100.0 2,116
United States, 1987–1988 25.5 7.9 21.3 10.8 14.1 12.2 2.8 3.3 2.1 100.0 1,773

*Includes the reasons “too young/parents object to pregnancy.” †Fifty-eight responses were obtained from 53 women; thus, percentages were calculated based on the number of responses. ‡Includes not
being able to afford a child now. §Includes risks to both maternal and fetal health. **Includes all social reasons (of which 14% is unemployment). ††Includes both spacing and limiting. Notes: na=not applica-
ble, because that reason was not included in the study. u=unavailable because a combined category covered more than one reason. Sources: For all countries, see Appendix.



reason for their decision that they were too
young, and in the United States, at least
30% cited either being too young or fear-
ing their parents’ objections as contribut-
ing reasons for their abortion.
•Risk to maternal health. This reason was
somewhat important overall, having been
cited as the main reason by 5–10% in
seven countries and by 20–38% in three
(Kenya, Bangladesh and India). This fac-
tor is apparently less important in Latin
America and in the developed countries
included here.

The category of maternal health risk
may include risks to either physical or
mental health; another area of uncertain-
ty is whether the potential health problem
has been identified by a doctor or by only
the woman herself. Because a threat to ma-
ternal health is often an exception to the
law in countries where abortion is illegal,
many women may cite this reason because
it is socially acceptable and provides a legal
or moral justification for abortion. Never-
theless, pregnancy probably poses a real
threat to many of these women, because
at least a small proportion in almost every
country cite it as their overriding reason,

relationship, that the husband or partner
mistreated the woman because of her
pregnancy, or that the husband or partner
simply does not want the child. Some-
times women combined these reasons
with not being able to afford a baby, sug-
gesting the importance of having a part-
ner who can offer both emotional and fi-
nancial support.
•Young and unmarried. Being too young or
fearing that parents or others would ob-
ject to the pregnancy is a fairly common
reason for having an abortion. In 10 coun-
tries, more than 10% of women gave this
as their main reason, and 20–37% did so
in five of them (three in Latin America and
two in Sub-Saharan Africa).

This reason was an especially common
primary reason in Honduras and Mexico,
where it was cited by about one-third of
women. It also was a prominent con-
tributing factor in Australia: One-quarter
of Australian women mentioned that
being “too young” was a factor in their de-
cision to have an abortion and 15% cited
not wanting their parents or others to
know about the pregnancy. In the Nether-
lands, 13% mentioned as a contributing

regardless of the legal status of abortion.
•Fetal defect. Women rarely report that
fetal defects or potential problems for the
baby motivated their decision to have an
abortion. This probably stems from one or
more factors, including the low actual in-
cidence of birth defects, the fact that most
women obtain abortions before such de-
fects could be known, and fetal defects are
generally not detected in developing
countries (where advanced testing and
modern medical care are not widely avail-
able). Furthermore, in many surveys, this
reason may not have had its own separate
category, but may have been grouped into
an “other” catch-all category. Finally, the
reason may have been omitted altogeth-
er in some studies.

This reason was recorded in only one-
third of the countries, with Indian women
the most likely to have given fetal defects
as the most important reason (11%); 5–8%
of women in three other developing coun-
tries (South Korea, Taiwan and Thailand)
also cited this as their main reason. In all
four of these Asian and South Asian coun-
tries, sex selection is believed to play a role
in abortion, and in such instances, some
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Table 3. Percentage of women citing multiple reasons for seeking an induced abortion, by reason, various countries and years

Reason Bangladesh, India, Pakistan, Philippines, Australia, Netherlands, United States,
1989–1990 1990 1994 1979 1992 1983–1987 1987–1988
(N=612) (N=1,197) (N=30) (N=286) (N=2,127) (N=230) (N=1,900)

Wants to postpone childbearing
Last child is too young na 27.0 na na na na na
Wants to delay having another child 3.0 na 56.7 10.1 na 10.0 na

Wants no (more) children
Experienced contraceptive failure 2.0 na na na na na na
Already has as many children as wants 62.0 67.0 na 26.6 20.0 25.0 26.0
Does not want any children na na na na 3.0 4.0 na

Having a child will disrupt education or job
Feel should establish career before has child na 2.0 16.7 7.7 27.0 4.0 na
Will affect schooling na na na 5.9 na 16.0 na
Having a child would change life in a way does not want 9.0 na na na 38.0 na 76.0

Cannot afford a child; poor
Cannot afford a child now 6.0 7.0 66.7 30.1 60.0 11.0 68.0
Not ready for responsibility na 6.0 10.0 3.1 na 20.0 31.0

Has relationship problems
Has problems with husband or partner na na na 11.9 19.0 16.0 u
Husband/partner does not want child na na na na 12.0 na 23.0
Does not want to be single mother 10.0 na na na 29.0 na 51.0*
Cannot identify father; is in casual relationship na na na na na 16.0 na
Believes should be married before has a child na na na na 22.0 na na

Is too young; parent(s) or others object to pregnancy
Is too young to have a child na na na na 25.0 13.0 30.0
Parents do not want her to have a child 5.0 2.0 na 9.1 6.0 na 7.0
Does not want parents (or others) to know about pregnancy na na na na 15.0 na 31.0

Maternal/fetal health
Health reason 12.0 7.0 20.0 8.0 5.0 na 7.0
Possibility of fetal defect na na na na 7.0 na 13.0

Other
Was victim of rape or incest na na na na na na 1.0
Other / not reported 3.0 6.0 na 7.7 5.0 8.0 6.0

*Includes problems in the relationship with husband/partner. Notes: Women could cite multiple reasons, so percentages do not add to 100%. Ns refer to the number of women. na=not applicable, because
reason was not included in the study. u=unavailable, because a combined category covered more than one reason. Sources: See Appendix.
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mention this as their overriding reason in
only two of the five studies from the region,
qualitative data collected in Ghana and
Kenya show this to be an important reason
behind women’s decision to seek abor-
tion;17 the category includes extramarital
relationships, the husband’s or partner’s
denial of paternity, and a lack of willing-
ness or readiness for marriage. While the
desire to continue schooling or working is
the most important motivation for abortion
among young unmarried women in Sub-
Saharan Africa, marital problems appear
to be a motivation for abortion among mar-
ried women in the region.18

•Asia. The most commonly reported pri-
mary reason for abortion in the Asian
countries studied was the desire to post-
pone or stop childbearing. Of the two
components of this reason—delaying vs.
limiting—the latter is more prevalent. This
finding is consistent with the widespread
preference for smaller families in most
Asian countries and with the fact that
most abortions in the region are to mar-
ried women. All of the other reasons tend-
ed to play smaller roles in the decision. Al-
though only a minority reported fetal
defect and “other” factors as their most
important reason, these two categories
were nevertheless more commonly re-
ported in Asia than in other regions. Sex
selection may be a factor.
•Latin America. Based on limited data for
the four Latin American countries listed in
Table 2, three categories of reasons compete
for the position of primary importance: so-
cioeconomic reasons (combining not being
able to afford a baby and disruption to ed-
ucation and work), relationship problems
and reasons related to being young.

The first two categories of reasons are
probably linked to the high prevalence of
consensual unions in Latin America. Such
unions have higher dissolution rates than
legal marriages, and usually imply less
commitment by the cohabiting partners.
In deciding whether to carry an unin-
tended pregnancy to term, women in con-
sensual unions are likely to weigh
whether they could support the child on
their own should the union be dissolved
or their partner be unable (or refuse) to
provide support.19 Further, a study of
Colombian women who had had an abor-
tion suggests the importance of partner-
ship problems: Only 39% of these women
were living with their partner at the time
of the pregnancy, and so most may not
have been committed to the relationship.20

•Developed countries. In the six developed
countries for which information is available,
two clusters of reasons appear to be impor-

women may report that “fetal defect” was
the main reason for their abortion.14 In the
United States, only a small fraction (8%)
of the women who reported fetal defect
as a contributing reason said that they had
been advised by a physician that the fetus
may be deformed or abnormal, suggest-
ing that many women may be making this
determination on their own.
•“Other” reasons. Almost all studies have
a residual category of “other reasons.”
However, fewer than 10% of women cited
them as primary in most studies, although
the proportion doing so reached 14–16%
in the Czech and Sri Lankan studies. In
most studies conducted with women who
have abortions, the factors that fell into the
“other” category were usually unspeci-
fied, especially since the studies mostly
gave little attention to why women seek
abortion in general. 

Even though some studies (e.g., the
Czech Republic study) listed a category
as “other” in the precoded responses of-
fered to respondents,15 there is no reason
to believe that such a category has uniform
meaning to women. However, some of the
more sensitive reasons for abortion that
are likely to be categorized as “other” in-
clude rape or incest (which are rarely men-
tioned), sex selection and pressure exert-
ed by others to have the abortion.

Regional Patterns
•Sub-Saharan Africa. The limited quantita-
tive and qualitative evidence available for
Sub-Saharan Africa suggests that the most
important reasons why women have abor-
tions in this region relate to socioeconom-
ic factors—specifically, that women perceive
pregnancy as disrupting education and em-
ployment. This finding agrees with the gen-
eral perception that the majority of Sub-Sa-
haran African women who obtain abortions
are young and unmarried.16 For adolescents
who engage in a sexual relationship with
an older man because of financial need, this
same need will most likely be their main
reason for seeking an abortion if an unin-
tended pregnancy results.

Women in this region also turn to abor-
tion to postpone or limit births, with this
proportion as high as 53% in Zambia, 35%
in Benin and 13–21% in the Nigerian stud-
ies. The pronatalist values prevalent in the
region suggest that the majority of women
who cite this cluster of reasons are prob-
ably seeking an abortion to delay rather
than stop childbearing.

Relationship problems are another im-
portant reason why women have abortions
in this region. Although the quantitative
data indicate that at least 20% of women

tant. In the Czech Republic and Romania,
postponing and limiting childbearing is by
far the most important reason women gave
for why they had had an abortion. Howev-
er, the richer information obtained from
questions on multiple reasons in Australia,
the Netherlands and the United States in-
dicates some aspects of the motivation be-
hind “to delay or stop:” For about two-thirds
of Australian women, the reason behind
postponing or limiting childbearing was not
being able to afford a child (Table 3).

A high proportion also reported one or
more of a cluster of reasons related to hav-
ing to postpone a birth at a particular stage
of life, such as “having a child would
change my life in a way I do not want,” “I
feel I should establish my career before I
have a child,” “having a child now will af-
fect my schooling/education” and ”I am
not ready for that responsibility.” Problems
of timing are also reflected in other gen-
erally stated reasons, which include being
too young, not wanting to be a single
mother, and the perception that a woman’s
parents would object to her having a child
at that time. Relationship problems and the
objections of a husband or partner are also
somewhat important in the five developed
countries represented here.

Correlates of Reasons
How closely are a woman’s reasons for
abortion related to her socioeconomic and
demographic characteristics? We address
this question by examining how the rea-
sons vary by three characteristics—the
woman’s age, marital status and level of
education—in 10 countries. (For two of
these countries, Australia and the Philip-
pines, the data are based on the number
of responses to an item that allowed
women to specify multiple reasons.)
•Age. A woman’s age is only moderately as-
sociated with why she seeks an abortion
(Table 4, page 124). In four of the five coun-
tries for which data are available on post-
poning childbirth as a reason for abortion,
women younger than age 25 were more like-
ly than those aged 25 and older to say the
reason for their abortion was to postpone
childbearing. The exception was Zambia,
where only 29% of younger women said
they sought their abortion for timing pur-
poses, compared with 71% of older women.

On the other hand, in all countries except
Romania—for which postponing childbirth
and limiting births could not be separated
as reasons—older women were more like-
ly than younger women to say their abor-
tion was motivated by a desire to stop child-
bearing. For example, among ever-married
women in Turkey, 65% of those aged 25 and



true in just one country (the Czech Re-
public), and there was virtually no dif-
ference by age in the remaining four (Aus-
tralia, Colombia, Finland and Romania).
As expected, in all five countries in which
the “too young” reason was studied,
younger women were more likely than
older women to note that they were too
young or feared their parents’ objection.
•Marital status. A desire to stop child-
bearing and socioeconomic circumstances
appear to be the most prominent reasons

older cited wanting no more children as
their reason for seeking abortion, compared
with 34% of women younger than 25.

However, in three of the eight countries,
younger women were more likely than
older women to mention socioeconomic
factors as their reason (Turkey, the Unit-
ed States and Zambia); the reverse was

why married women have abortions,*
while socioeconomic factors and young
age or parental objections are the two most
important ones among unmarried women.
Marital status makes no difference in the
likelihood of citing a desire to postpone
childbearing as the main reason for hav-
ing an abortion. However, in five of the
seven countries with available data, un-
married women were at least as likely as
married women to cite socioeconomic rea-
sons as most important; as expected, the
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Table 4. Percentage distribution of women who had an abortion, by main reason given for seeking the abortion, according to age, marital sta-
tus and level of education, various countries and years

Background Wants to Wants no Socio- Relationship Too young; Risk to Other Total N
characteristic, postpone (more) economic problem; parent(s) maternal or
country and year childbearing children factors partner does or other(s) fetal health

not want the object to
pregnancy pregnancy

AGE
<25 yrs.
Australia, 1992 na 2.8 44.1 8.4 41.2 2.3 1.2 100.0 3,855
Colombia, 1990–1991 23.1 0.0 40.5 10.9 22.7 2.4 0.4 100.0 220
Czech Republic, 1993 38.9 6.2 5.3 12.4 5.3 14.2 17.7 100.0 104
Finland, 1993 na 0.1 88.3 na 11.1 0.5 0.1 100.0 3,899
Romania, 1993 u 60.8* 21.2 6.5 na 4.9 6.5 100.0 689
Turkey, 1993 18.9 34.3 23.2 0.2 na 22.2 1.2 100.0 350
United States, 1987–1988 27.1 3.3 34.4 9.1 19.3 4.1 2.7 100.0 1,109
Zambia, 1985–1986 29.4 0.0 68.4 1.5 na 0.7 na 100.0 136

≥25 yrs.
Australia, 1992 na 15.2 40.5 13.8 21.2 6.7 2.8 100.0 2,778
Colombia, 1990–1991 17.1 6.8 38.6 18.4 6.5 12.3 0.3 100.0 282
Czech Republic, 1993 9.8 40.0 15.5 6.6 2.5 13.0 12.7 100.0 404
Finland, 1993 na 12.8 83.8 na 0.0 3.3 0.1 100.0 6,443
Romania, 1993 u 70.1* 19.0 2.9 na 3.4 5.0 100.0 1,427
Turkey, 1993 5.1 64.8 14.9 0.4 na 14.3 0.5 100.0 1,188
United States, 1987–1988 22.6 15.7 28.5 22.3 0.4 9.3 1.2 100.0 650
Zambia, 1985–1986 71.1 7.8 12.5 2.3 na 6.3 na 100.0 128

CURRENT MARITAL STATUS
Married
Colombia, 1990–1991† 17.0 8.1 39.2 15.9 2.6 16.3 0.7 100.0 268
Czech Republic, 1993 16.0 36.4 13.2 5.3 1.3 15.1 12.8 100.0 432
Finland, 1993 na 19.4 74.8 na 0.0 5.7 0.0 100.0 2,743
Philippines, 1979 10.9 31.3 40.8 3.8 na 6.0 7.2 100.0 265
Thailand, 1983–1984 u 16.0‡ 70.3 na na 13.3 0.4 100.0 64
Turkey, 1993 7.9 58.5 16.8 0.4 na 16.1 0.5 100.0 1,608
United States, 1987–1988 25.9 25.6 26.7 7.4 0.2 13.4 0.9 100.0 256

Unmarried
Colombia, 1990–1991 14.7 1.2 42.7 16.1 22.4 2.7 0.3 100.0 334
Czech Republic, 1993 14.5 14.5 14.5 21.7 13.3 2.4 19.3 100.0 76
Finland, 1993 na 3.9 89.3 na 5.7 1.0 0.1 100.0 7,599
Philippines, 1979 11.4 na 21.5 30.4 32.9 na 3.8 100.0 79
Thailand, 1983–1984 na na 46.9 na 31.3 7.8 14.0 100.0 686
Turkey, 1993 12.6 51.5 20.4 0.0 na 11.0 4.5 100.0 66
United States, 1987–1988 25.4 4.9 32.8 15.2 14.5 4.8 2.4 100.0 1,490

EDUCATION
<secondary school
Colombia, 1990–1991 14.2 2.4 38.9 25.9 5.9 12.9 0.0 100.0 85
Czech Republic, 1993 14.3 34.7 14.0 5.8 4.2 14.3 12.7 100.0 283
Romania, 1993 u 68.3* 20.8 4.2 na 3.1 3.5 100.0 1,210
Turkey, 1993§ 4.6 62.6 12.9 0.2 na 19.2 0.5 100.0 507
United States, 1987–1988 25.9 6.2 22.8 7.7 32.3 3.5 1.6 100.0 382

≥secondary school
Colombia, 1990–1991 16.1 4.7 41.4 14.6 14.8 8.2 0.4 100.0 516
Czech Republic, 1993 17.6 31.0 12.7 10.2 1.6 11.8 15.1 100.0 225
Romania, 1993 u 64.7* 17.7 4.3 na 5.4 7.8 100.0 906
Turkey, 1993§ 9.6 56.3 18.7 0.4 na 14.4 0.6 100.0 1,167
United States, 1987–1988 25.5 8.3 34.6 15.8 6.8 6.8 2.3 100.0 1,368

*Includes both spacing and limiting (as these categories were not separated in Romania). †Women in cohabiting relationship are considered as “currently married.” ‡These women cited a method failure
as their reason for the abortion; whether that method was to postpone or stop childbearing is unknown. §Education breakdown for Turkey is less than completed primary and at least primary. Notes: The
distributions for Australia and the Philippines are based on the number of responses. na=not applicable, because that reason was not included in the study. u=unavailable, because a combined category
covered more than one reason. Sources: See Appendix.

*More than half of unmarried women in Turkey cited the
desire to stop childbearing as their main reason for hav-
ing an abortion, but this group consisted of formerly mar-
ried women only. 
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reasons is particularly prominent in Sub-
Saharan Africa, where the majority of
women who seek abortion tend to be
young and unmarried, and where preg-
nancies that end in abortion are likely to
occur in unstable relationships.* 

In the Latin American countries for
which we have information, relationship
problems are among the most important
reasons why women seek abortion; in
these societies, where many women are
in consensual unions, the issue of being
able to support the child should the rela-
tionship end is probably a major concern.
Being unable to afford a child is also an im-
portant reason why women obtain an
abortion in the United States.

While at least a small proportion of
women in most countries mentioned the
risk to their health as their primary moti-
vation for the abortion, this reason was rel-
atively more prevalent in Sub-Saharan
Africa and South Asia than in other re-
gions. This finding is not surprising, since
we expect abortions for maternal health
reasons to be related to large family size
and close birth spacing, factors that are
much more common in these two regions
than in the others.

Only small proportions of women men-
tioned a risk to fetal health either as the
most important reason for having an abor-
tion or as a contributing one. However, in
some studies, particularly those in Asian
countries, a substantial minority of women
mentioned fetal defects as the most im-
portant reason for their abortion. We spec-
ulate that this category may include
women who chose an abortion because of
the sex of the fetus. The generally low
prevalence of such reasons may stem from
women’s poor access to modern diagnos-
tic tests in most developing countries
rather than to any real population differ-
ence in the prevalence of fetal defects. 

Social acceptability may play some role
in determining the reasons women give
for seeking abortion. Reasons such as post-
poning or limiting births may be the first
or immediate response that comes to mind
because these two may be viewed as ex-
pected or acceptable reasons. Other rea-
sons, such as sexual coercion and abuse,
do not feature prominently in any avail-
able studies, probably because relatively
few pregnancies result from such situa-
tions. But, given the sensitivity of the cir-
cumstances surrounding sexual coercion
or abuse as a reason for abortion, many
women may be reluctant to report them,
even when they might be true.

The patterns in the relationships be-
tween women’s characteristics and their

proportion citing being underage and par-
ents’ objections as their main reason was
consistently higher among unmarried
women than married women.

Unmarried women were more likely
than married women to say their abortion
was mainly motivated by relationship prob-
lems (for example, 22% vs. 5% in the Czech
Republic, and 30% vs. 4% in the Philip-
pines). In all seven countries, but especial-
ly in Colombia, the Czech Republic and the
United States, reasons of maternal or fetal
health tended to be more important among
married than unmarried women.
•Education. No clear association emerged
between women’s educational attainment
and their main reasons for seeking an abor-
tion. Studies conducted in five countries
show that the profile of reasons why women
have abortion is very similar among both
more and less educated women.

Discussion 
The universality of the phenomenon of
unintended pregnancy illustrates that,
worldwide, women and couples have
great difficulty in successfully planning
births. In the majority of the 49 develop-
ing countries for which we examined fer-
tility survey data, a high proportion of
women would like to postpone having a
child or to stop altogether, but are not
using an effective contraceptive method.
Even where effective use is quite high,
women continue to experience unplanned
pregnancy, because of either contraceptive
failure or unanticipated changes in their
life circumstances, or sometimes as a re-
sult of their own ambivalence.

The analysis of the reasons women give
for why they had an abortion shows that
the most commonly reported ones are post-
poning childbearing to a more suitable time
or stopping altogether to focus energies
and resources on existing children. The fact
that these two reasons were less important
in Latin America and the United States than
in Asia and some of the other developed
countries may partly be explained by the
high prevalence of sterilization at relatively
young ages in these first two regions, which
reduces the need for abortion to limit fam-
ily size. The desire to delay or stop child-
bearing probably reflects a number of un-
derlying, more specific reasons for not
wanting to have a child at that time. 

The second most commonly reported
reason consists of socioeconomic factors,
such as being unable to afford a child—
either in terms of the direct costs of rais-
ing a child or the opportunity costs to a
woman who, to care for a child, must in-
terrupt her education or work. This set of

reasons for obtaining abortions suggest
that these reasons are not random, but re-
late closely to the woman’s current situa-
tion and aspirations. For example, older
women who have had as many children
as they want typically report that their
abortion was motivated by a desire to pre-
vent adding to an already large family. In
many cases, these women also mention
other related reasons, such as being unable
to afford another child. On the other hand,
unmarried women are more likely than
married women to say they chose an abor-
tion because they are too young to have a
child, because a baby would have a neg-
ative impact on their education or work,
or because they fear the reactions of par-
ents or others if they carry to term.

The scarcity of research on why women
have abortions points to the need for more
work in this area. A comparison of results
from studies that obtained only the most
important reason for abortion and from oth-
ers that allowed women to give multiple re-
sponses shows that the decision is likely to
be motivated by more than one factor.

Thus, studies should obtain both types of
information, because they are clearly com-
plementary. While information on the most
important reason for the decision is valuable,
probing to further clarify women’s answers
and to request other reasons that may have
contributed to the decision is essential. More
in-depth questioning may succeed, for ex-
ample, in obtaining the specific reasons that
underlie the general response that an abor-
tion was sought to space births or to control
family size. It may also be useful to conduct
studies at longer intervals since the abortion,
to evaluate whether women change their
reasons over time as a way of coping with
their decision. Research on the degree or in-
tensity of fertility preferences would also
help to better understand why women
choose to have an abortion rather than carry
to term.

Evidence from one U.S. study shows
that the reasons why women do not want
a child at the moment are remarkably sim-
ilar to the reasons women give for ob-
taining an abortion.21 Studies of all women
who have an unplanned pregnancy that
examine the reasons why it was un-
planned and why women opt for either of

*For example, according to a Zambian study, 81% of
women hospitalized for abortion complications were stu-
dents who did not want the pregnancy to interrupt their
education (see: Salter C, Johnson HB and Hengen N, ref-
erence 16). Similarly, a Ugandan study concluded that
the bulk of abortion patients were young, single, of low
parity and enrolled in either secondary school or uni-
versity (see: Miremble FM,  A situation analysis of in-
duced abortions in Uganda, African Journal of Fertility,
Sexuality and Reproductive Health, 1996, 1[1]:79–80).
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Asian Republics, unpublished manuscript, Office of Pop-
ulation Research, Princeton University, Princeton, NJ,
USA, 1998.

6. Fikree FF et al., The emerging problem of induced
abortions in squatter settlements of Karachi, Pakistan,
Demography India, 1996, 25(1):119–130.

7. AGI, Hopes and Realities: Closing the Gap Between Women’s
Aspirations and Their Reproductive Experiences, New York:
AGI, 1995, Appendix Tables 5 and 7; Czech Statistical Of-
fice et al., 1995, op. cit. (see reference 2); and 1995 Nation-
al Survey of Family Growth, CDC, National Center for
Health Statistics, Hyattsville, MD, USA, special analyses.

8. Torres A and Forrest JD, Why do women have abor-
tions? Family Planning Perspectives, 1988, 20(4):169–176.

9. Fikree FF et  al., 1996, op. cit. (see reference 6).

10. Westoff CF and Bankole A, Unmet Need: 1990–1994,
DHS Comparative Studies, No. 16, Calverton, MD, USA:
Macro International, 1995; and Bongaarts J and Bruce J,
The causes of unmet need for contraception and the so-
cial content of services, Studies in Family Planning, 1995,
26(2):57–75.

11. Jones EF and Forrest JD, Contraceptive failure rates
based on the 1988 NSFG, Family Planning Perspectives,
1992, 24(1):12–19.

12. Westoff CF and Bankole A, 1995, op. cit. (see refer-
ence 10).

13. Torres A and Forrest JD, 1988, op. cit. (see reference 8).

14. Westley SB, Evidence mounts for sex-selective abor-
tion in Asia, Asia-Pacific Population & Policy, 1995,
May/June, No. 34, pp. 1–4.

15. Czech Statistical Office et al., 1995, op. cit. (see ref-
erence 2).

16. Introduction to Rogo K, Leonard A and Muia E, eds.,
Unsafe Abortion in Kenya: Findings from Eight Studies, Nairo-
bi, Kenya: Population Council, 1996; Renne EP, Changing
Patterns of Child-spacing and Abortion in a Northern Nigerian
Town, Working Paper, No. 97–1, Princeton, NJ, USA: Office
of Population Research, 1997; and Salter C, Johnson HB and
Hengen N, Care for postabortion complications: saving
women’s lives, Population Reports, Series L, No. 10, 1997.

17. Bleek W and Asante-Darko NK, Illegal abortion in
Southern Ghana: methods, motives and consequences,
Human Organization, 1986, 45(4):333–344; Anarfi JK, The role
of local herbs in the recent fertility decline in Ghana: con-
traceptives or abortifacients? paper presented at the Inter-
national Union for the Scientific Study of Population Sem-
inar on Socio-cultural and Political Aspects of Abortion from
an Anthropological Perspective, Trivandrum, India, Mar.
25–28, 1996; and Oniang’o R, Unwanted adolescent preg-
nancy: who chooses abortion and why? in Rogo K, Leonard
A and Muia E, 1996, op. cit. (see reference 16).

18. Renne EP, The pregnancy that doesn’t stay: the prac-
tice and perception of abortion by Ekiti Yoruba women,
Social Science and Medicine, 1996, 42(4): 483–494.

19. Paiewonsky D, El Aborto en la República Dominicana,
Santo Domingo, Dominican Republic:  Centro de Inves-
tigación Para la Acción Femenina, 1988; Romero M, Car-
rillo LL and Langer A, Determinantes del aborto en ado-
lescentes Mexicanas, paper presented at the Meeting of
Researchers on Induced Abortion in Latin America and
the Caribbean, Bogotá, Colombia, Nov. 15–18, 1994; and
Chizuru M et al., Determinants of induced abortion
among poor women admitted to hospitals in Fortaleza,
North Eastern Brazil, paper presented at the Meeting of
Researchers on Induced Abortion in Latin America and

the available alternatives—birth or abor-
tion—would greatly enhance our under-
standing of the personal and structural
factors that shape women’s decisions
about whether and when to have a child.
Such cohort studies following women
who choose different paths are rarely un-
dertaken and should be encouraged.

Despite the scarcity of studies on rea-
sons why women obtain abortions and the
limitations of the existing research, the ev-
idence presented here points to the use-
fulness of such exploratory research. More
investigations and improved research ap-
proaches are crucial to better understand
the complex situations and processes that
lead to unintended pregnancies and to
women’s decision to end them through
abortion. Such an understanding would
increase the chance that policymakers and
providers respond humanely and effec-
tively to the varied situations and needs
that lead to the decision to resolve un-
wanted pregnancy through abortion.

At one extreme, in countries where
abortion is illegal, this understanding
could motivate better treatment of women
who seek medical care for complications
from unsafe abortions. At the other ex-
treme, in all settings (including those
where legal abortion is safe and accessi-
ble), a greater appreciation of the roles that
partners and other family members play
may convince policymakers and coun-
selors of the need to stress social and fam-
ily support for women at risk of unin-
tended pregnancy.

The research reviewed here supports the
conclusion that improved contraceptive
practice is an important means of reduc-
ing abortion. However, it also suggests that
some unplanned pregnancies and abor-
tions are difficult to prevent, because of
limits to individuals’ ability to determine
and control the circumstances of their lives.
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Appendix: Sources
The following are the 32 studies from which data
on reasons for abortion were obtained. Listed are
the country and year of data collection, the type of
study, the data collection approach, the sample size
and the marital-status composition of the sample.

Africa
•Benin, 1993: subnational hospital/clinic-based
survey; one-year prospective study of abortion pa-
tients, with or without complications, hospitalized
in three hospitals; N=380; all marital statuses (71%
married). Source: Alihonou E, Goufodji S and
Capo-Chichi V, Morbidity and mortality related
to induced abortions, African Journal of Fertility, Sex-
uality and Reproductive Health, 1996, 1(1):58–65.
•Kenya, 1991: subnational fertility survey; cross-
sectional knowledge, attitudes and practices study
of nurses; N=218; all marital statuses (77% mar-
ried). Source: Kidula N, A survey of knowledge,
attitude and practice of induced abortion among
nurses in Kisii District, in Rogo K, Leonard A and
Muia E, see reference 16.
• Nigeria, 1992: subnational fertility survey; sur-
vey of 300 Ekiti Yoruba women (aged 15–49);
N=300; all marital statuses. Source: see reference 18.
•Nigeria, 1996: subnational hospital/clinic-based
survey; data collected from providers about abor-
tions performed in their facility; N=35; all mari-
tal statuses (9% married). Source: Renne EP, see ref-
erence 16.
•Zambia, 1985–1986: subnational hospital/clinic-
based survey; 10-month prospective study—med-
ical record review and interviews of women re-
questing legal terminations, and women
presenting with complications; N=264; all mari-
tal statuses (60% single). Source: Likwa RN and
Whittaker M, The characteristics of women pre-
senting for abortion and complications of illegal
abortions at the University Teaching Hospital,
Lusaka, Zambia: an explorative study, African
Journal of Fertility, Sexuality and Reproductive Health,
1996, 1(1):43–49.

Asia
•Bangladesh, 1989–1990: subnational hospital/clin-
ic-based survey; medical record excerpts and in-
terviews with patients admitted with a diagnosis
of abortion; N=1,301; all marital statuses (more
than 90% currently married). Source: Begum SF et
al., Hospital-Based Descriptive Study of Illegally In-
duced Abortion—Related Mortality and Morbidity,
and Its Cost on Health Services, Dhaka, Bangladesh:
BAPSA, 1991.
•Bangladesh, 1995–1996: subnational hospital/clin-
ic-based survey; case histories collected from
women admitted with abortion-related compli-
cations; N=53; all marital statuses (98% married).
Source: Bangladesh Association for Prevention of
Septic Abortion (BAPSA), Septic abortion: results
from an anthropological study, MR Newsletter,
1997, 13(1):1–5.
•India, 1977–1978: official government statistics;
records of women coming for legal abortion in
West Bengal; N=13,511; all marital statuses (88%
married). Source: Dutta R, Abortion in India, with
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pitals (reasons only for legal induced abortions);
N=5,701; all marital statuses (91% married). Source:
Koetsawang A et al., Report of the Nation-Wide
Study on Health Hazard of Illegally Induced Abortion,
Bangkok, Thailand: Mahidol University, 1987.
•Turkey, 1993: national fertility survey; (Turkish
Demographic and Health Survey); interviews
with representative sample of women; N=6,519;
ever-married women (96% currently married).
Source: Akin A and Bertan M, Contraception, Abor-
tion, and Maternal Health Services in Turkey: Results
of Further Analysis of the 1993 Turkish Demograph-
ic and Health Survey, Ankara, Turkey: Ministry of
Health; Ankara, Turkey: Hacettepe University;
and Calverton, MD, USA: Macro International,
1996. (Micro data files from this study were also
used for original analyses.)

Latin America
•Chile, 1988: subnational hospital/clinic-based sur-
vey; interviews of women admitted for complica-
tions of induced abortion in three hospitals; N=357;
all marital statuses. Source: Weisner M, Induced
abortion in Chile, with references to Latin Ameri-
can and Caribbean countries, paper presented at
the annual meeting of the Population Association
of America, Toronto, Canada, May 3–5, 1990.
•Colombia, 1990–1991: subnational hospital/clin-
ic-based survey; interviews of a sample of clinic
clients in Bogotá requiring treatment for incomplete
abortion; N=602; all marital statuses. Source: Mejía
JV and Téllez MM, Embarazo Indeseado y Aborto, Bo-
gotá, Colombia: Editorial Presencia, 1992.
•Honduras, 1992–1993: subnational hospital/clin-
ic-based survey; interviews of abortion patients
aged 15–35; N=30; all marital statuses (63% co-
habiting or in partnership, 27% married). Source:
Kennedy M, El aborto: enfoque psicosocial y de
salud pública, paper presented at the Meeting of
Researchers on Induced Abortion in Latin Amer-
ica and the Caribbean, Bogotá, Colombia, Nov.
15–18, 1994.
•Mexico, 1967–1971: subnational survey; inter-
views of women hospitalized for abortion com-
plications; N=3,714; all marital statuses. Source:
Ordóñez BR, Induced abortion in Mexico City:
summary conclusions from two studies con-
ducted by the Mexican Social Security Institute,
in Pan American Health Organization (PAHO)
and Transnational Family Research Institute, in
The Epidemiology of Abortion and Practices of Fertil-
ity Regulation in Latin America, Washington, DC,
USA: PAHO, 1975.
•Mexico, 1988: subnational survey; interviews
with the interviewers’ personal acquaintances
(who had had an abortion) and with additional
abortion patients referred by these aquaintances;
N=156; all marital statuses (35% married). Source:
Pick de Weiss S and David HP, Illegal abortion in
Mexico: client perspectives, American Journal of
Public Health, 1990, 80(6):715–716.

Developed Countries
•Australia, 1992: subnational hospital/clinic-based
survey; self-administered questionnaire distrib-
uted by staff to abortion patients at 11 clinics;
N=2,249; all marital statuses (33% married or in
de facto unions). Source: Adelson PL, Frommer MS
and Weisberg E, A survey of women seeking ter-
mination of pregnancy in New South Wales, Med-
ical Journal of Australia, 1995, No. 163, pp. 419–422.
•Czech Republic, 1993: national fertility survey; na-
tionally representative sample of women aged
15–44; N=2,249; all marital statuses (64% married,
3% consensual union). Source: Czech Statistical Of-
fice et al., see reference 2. (Micro data files from
this study were also used for original analyses.)

particular reference to West Bengal, Journal of
Biosocial Science, 1980, 12(1):191–200.
•India, 1990: subnational hospital/clinic-based
survey; interviews conducted with abortion pa-
tients prior to consultation with doctor; N=1,197;
married women only. Source: Khan ME et al.,
Abortion acceptors in India: observations from a
prospective study, in International Population Con-
ference, Montreal, 1993, Volume 1, Liége, Belgium:
International Union for the Scientific Study of Pop-
ulation (IUSSP), 1993, pp. 253–267.
•Indonesia, 1987–1988: subnational hospital/clin-
ic-based survey; data collected in family planning
clinics from women seeking menstrual regulation
services (97% aged 15–25); N=200; unmarried
women only. Source: Widyantoro N, Enhancing the
quality of women’s reproductive health care: an
experimental approach in Indonesia, paper pre-
sented at the Christopher Tietze International Sym-
posium, Rio de Janeiro, Brazil, Oct. 29–30, 1988.
•Malaysia, 1981: subnational hospital/clinic-based
survey; interviews of abortion patients; N=148;
all marital statuses (91% married). Source: Foong
CS, A study of characteristics of women seeking
induced abortion, Medical Journal of Malaysia, 1982,
37(4):318–321.
•Nepal, 1984–1985: subnational hospital/clinic-
based survey; interviews of abortion-related pa-
tients; N=165; all marital statuses (88% married).
Source: Thapa PJ, Thapa S and Shrestha N, A hos-
pital-based study of abortion in Nepal, Studies in
Family Planning, 1992, 23(5):311–318.
•Pakistan, 1994: subnational survey; interviews
of key informants; N=30; ever-married women
only. Source: see reference 6.
•Philippines, 1979: subnational hospital/clinic-
based survey; interviews of selected providers and
women who had had an abortion; N=392; all mar-
ital statuses (75% married). Source: Gallen M,
Abortion in the Philippines: a study of clients and
practitioners, Studies in Family Planning, 1982,
13(2):35–44.
•Singapore, 1984: subnational hospital/clinic-
based survey; interviews of abortion patients;
N=400; all marital statuses (84% married). Source:
Tsoi WF, Tay GE and Ratnam SS, Psychosocial
characteristics of repeat aborters in Singapore, Bi-
ology and Society, 1987, 4(2):78–84.
•Singapore, 1985: official government statistics;
data collected on women obtaining legal induced
abortions (reasons given for married women
only); N=23,512; all marital statuses. Source: Saw
S, Seventeen years of legalized abortion in Sin-
gapore, Biology and Society, 1988, 5(2):63–72.
•South Korea, 1994: national fertility survey (Na-
tional Fertility and Family Health Survey); inter-
views with representative sample of women;
N=5,183; married women only. Source: Hong MS
et al., 1994 National Fertility and Family Health Sur-
vey Report, Seoul, Korea: Korea Institute for Health
and Social Affairs, 1994. 
•Sri Lanka, 1988–1990: subnational survey; inter-
views with married women who reported having
had an induced abortion; N=548; married women
only. Source: Pereta DC and Rajapaksa LC, A com-
munity-based study on socio-demographic char-
acteristics of women reporting an induced abortion,
Ceylon Journal of Medical Science, 1991, 34(2):63–74.
•Taiwan, 1980–1981: national fertility survey; in-
terviews with mothers of children in elementary
schools; N=2,176; all marital statuses (majority
married). Source: Wang JF, Contraception, psy-
chological responses, social support and coping
after abortion in Taiwan, Journal of Nursing Science,
1995, 1(1–2):1–15.
•Thailand, 1983–1984: national survey of facilities;
records of abortion patients from sampled hos-

•Finland, 1993: official government statistics;
women obtaining legal induced abortions;
N=10,342; all marital statuses (27% married).
Source: Hämäläinen H, Rasimus A and Ritamo M,
Tilastotiedote Statistikmeddelande: Aborttitlasto 1993,
Helsinki, Finland: National Research and Devel-
opment Centre for Welfare and Health (STAKES),
1995, No. 14.
•Netherlands, 1983–1987: subnational hospital/clin-
ic-based survey; clinic admission statistics of
women of Caribbean descent who had had an
abortion; N=230; all marital statuses (12% formally
married, 16% common-law marriages). Source:
Lamur HE, Characteristics of Caribbean-born
women having abortions in an Amsterdam clin-
ic, Genus, 1993, IL(3–4):135–145.
•Romania, 1993: national fertility survey; nation-
al household sample of women aged 15–44;
N=4,772; all marital statuses (63% married, 4%
consensual unions). Source: Romanian Ministry
of Health, see reference 2.
•United States, 1987–1988: national survey of fa-
cilities; questionnaire distributed to abortion pa-
tients; N=1,900; all marital statuses. Source: see ref-
erence 8. (Micro data files from this study were
also used for orginal analyses.)

Resumen
Contexto: La razón inmediata que con fre-
cuencia ofrecen las mujeres que procuran un
aborto inducido es que el embarazo no fue pla-
neado o no fue deseado. Sin embargo, aún no
se ha estudiado detenidamente el cúmulo de
circunstancias sociales, económicas y de salud
que subyacen en estas explicaciones.
Métodos: Se examinaron las razones ex-
puestas para someterse a un aborto, las ten-
dencias según la región y la relación existen-
te entre las razones y las características sociales
y demográficas de las entrevistadas, median-
te el uso de los resultados de 32 estudios con-
ducidos en 27 países. Los datos provienen de
varias fuentes, incluidas encuestas represen-
tativas a nivel nacional, estadísticas oficiales
gubernamentales, estudios realizados con base
en la comunidad y trabajos de investigación
de hospitales y clínicas. 
Resultados: A nivel mundial, la razón más
común ofrecida por la mujer para someterse a
un aborto es posponer o limitar la procreación.
La segunda razón más común—preocupacio-
nes de orden socioeconómico—incluye la inte-
rrupción de los estudios o del empleo; la falta de
apoyo de la pareja; el deseo de proveer enseñan-
za a sus hijos vivos; y la pobreza, el desempleo
y la falta de recursos para sostener más hijos.
Además, tener problemas en la relación con la
pareja y ser demasiado joven también fueron ra-
zones importantes. Las características de las mu-
jeres están relacionadas con sus razones para so-
meterse a un aborto: con pocas excepciones, las
mujeres de más edad y las casadas son más pro-
clives a indicar que su principal razón para so-
meterse a un aborto es para limitar la prole.
Conclusiones: Las razones esgrimidas por
las mujeres que procuran un aborto con fre-
cuencia son mucho más complejas que sim-
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plemente que no desean el embarazo; en gen-
eral, la decisión de abortar es motivada por más
de un factor. Mientras que el uso mejorado de
anticonceptivos puede reducir el número de
embarazos no deseados y los abortos, contin-
uará siendo difícil prevenir algunas de estas
intervenciones debido a las limitaciones que
tiene la mujer para determinar y controlar
todas las circunstancias de su vida.

Résumé
Contexte: L’explication immédiate souvent
donnée par les femmes qui choisissent de se faire
avorter est celle de la grossesse non planifiée
ou non désirée. Les nombreuses circonstances
sous-jacentes de cette décision, en termes socio-
économiques et de santé, n’ont cependant ja-
mais encore été pleinement explorées.

Méthodes: Les raisons de l’avortement invo-
quées par les femmes, les tendances régionales
observées dans ces raisons et les caractéristiques
sociales et démographiques des femmes ont été
examinées sur la base des constatations de 32
études dans 27 pays. Les données proviennent
de sources diverses telles qu’enquêtes nationales
représentatives, statistiques officielles d’Etat,
études communautaires et recherches en cen-
tres hospitaliers et cliniques.
Résultats: Partout dans le monde, la raison
invoquée le plus souvent par les femmes qui
ont recours à l’avortement est celle de différ-
er la naissance de leur prochain enfant ou de
ne plus avoir d’enfants. La deuxième raison
la plus courante, d’ordre socioéconomique, cou-
vre la perturbation des études ou de l’activité
professionnelle, le chômage, l’absence de sou-
tien de la part du mari, la pauvreté, le désir
d’offrir une instruction scolaire aux enfants
existants et le coût inabordable que représen-

teraient d’autres enfants. Les problèmes de cou-
ple et la jeunesse de la femme représentent
également d’importantes catégories de raisons.
Les caractéristiques des femmes correspondent
à leurs motifs d’avortement. A de rares ex-
ceptions près, les femmes plus âgées et mar-
iées sont plus susceptibles d’invoquer la volon-
té de limiter le nombre de leurs enfants comme
raison principale de l’avortement.
Conclusions: Les raisons de l’avortement in-
voquées par les femmes sont souvent beaucoup
complexes qu’un simple motif de grossesse non
planifiée; la décision est généralement motivée
par plus d’un facteur. Si l’amélioration des pra-
tiques contraceptives peut être utile à la ré-
duction des grossesses non planifiées et du re-
cours à l’avortement, il restera difficile d’éviter
certaines interruptions volontaires de grossesse
en raison des limites de l’aptitude des femmes
à déterminer et à contrôler toutes les circon-
stances de leur vie.


