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PREFACE

Abortion Policies: A Global Review presents, in three volumes, a country-by-country
examination of national policies concerning induced abortion and the context within which abor-
tion takes place. Comparable information is presented. for all States. Members. of the -United:
Nations and non-member States, The countries are arranged in alphabet10al order: volume I cov-
ers Afghamstan to France; volume TI covers Gabon to Norway; and volume III covers Oman to
Zimbabwe. In volume [, the country names are those in use as of 31 December 1999.

This report was prepared by the Population Division of the United Nations Secretariat. The
assessment was facilitated to a great extent by close cooperation among the United Nations bod-.
ies. The financial support of the United Nations Population Fund (UNFPA) is also gratefully
acknowledged. Acknowledgement is also due to Reed Boland, who assisted the Populatlon
Division in the preparation of this report.

. The availability of information on abortion policies varies widely from one -country to
another. As a result, data for some countries may be incomplete or almost entirely absent. Readers
are therefore invited to send any information, comments or corrections they deem useful to the
Director, Population Division, Department of Economic and Social Affairs, United Nations
“Secretariat, New York, NY 10017, United States of America.
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Explanatory netes

Symbols of United Nations documents are composed of capital letters eombined With figures.
Various symbols have been used in the tables throughout this report, as follows:

Two dotsv(..) indicate that data are not available or are not separately reported.

An em dash (—) indicates that the population is less than 500 persons.

A hyphen (-) indicates that the item is not applicable. .

A minus sign (-) before a figure indicates a decrease.

A full stop (.) is used to indicate decimals.

Use of a hyphen (-) between years, for example, 1995-2000, signifies the full period involved, from 1 July
of the beginning year to 1 July of the end year.

Details and percentages in tables do not necessarily add to totals because of rounding

Countries and areas are grouped geographlcally into six major areas: Africa, Asia, Europe, Latin Amerlca and
the Caribbean, Northern America and Oceania. Those major areas are further divided geographwally into 21
regions. In addition, for statistical convenience, the regions are classified as belonging to either of two general
groups: more developed or less developed regions. The less developed regions include all regions of Africa, Asia
(excludmg Japan) Latin America and the Caribbean, Melanesia, Micronesia and Polynesm The more developed
reglons comprise Northern America, Japan, Europe and Australia/New Zealand. ‘

The group of least developed countries currently comprises 48 countries: Afghanistan, Angola, Bangladesh,
Benin, Bhutan, Burkina Faso, Burundi, Cambodia, Cape Verde, the Central African Republic, Chad, the Comoros,
the Democratic Republic of the Congo, Djibouti, Equatorial Guinea, Eritrea, Ethiopia, the Gambia, Guinea, Guinea-
Bissau, Haiti, Kiribati, the Lao People’s Democratic Republic, Lesotho, Liberia, Madagascar, Malawi, Maldives,
Mali, Mauritania, Mozambique, Myanmar, Nepal, the Niger, Rwanda, Samoa, Sao Tome and Principe, Sierra
Leone, Solomon Islands, Somalia, the Sudan, Togo, Tuvalu, Uganda, the United Republic of Tanzania, Vanuatu,
Yemen and Zambia. ' '

The following abbreviations are used in this volume:

AIDS acquired immunodeficiency syndrome

ASFR age-specific fertility rate

CDC. . United States Centres for Disease Control and Preventlon
CFA . Communauté financiére africaine, I
HIV human immunodeficiency virus

ICPD International Conference on Population and Development
IPPF International Planned Parenthood Foundation

IUD intrauterine device

KAP Knowledge, attitude and practice

MCH ' Maternal and child health

NHS National Health Service

PAHO Pan American Health Organization

TFR total fertility rate

UNFPA United Nations Population Fund

UNICEF United Nations Children’s Fund

USAID United States Agency for International Development
USSR the former Union of Soviet Socialist Republics

WHO World Health Organization
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INTRODUCTION

Although abortion is commonly practised throughout most of the world and has been practised since
long before the beginning of historical records, it is a subject that arouses passion and controversy.
Abortion raises fundamental questions about human existence, such as when life begins and what it is that
makes us human. Abortion is at the heart of such contentious issues as the right of women to control their
own bodies, the nature of the State’s duty to protect the unborn, the tension between secular and religious
views of human life and the individual and society, the rights of spouses and parents to be involved in the
abortion decision, and the conflicting rights of the mother and the foetus. Also central to a consideration
of abortion is one of the most highly controversial social issues of all, sexuality. Any discussion of
abortion almost inevitably leads to a consideration of how a pregnancy came about and ways that the
pregnancy could have been prevented by the use of contraceptive methods. As the new century begins,
these questions and issues continue to occupy a significant place in public discourse around the world.

This study does not attempt to answer any of these questions or resolve these controversies. Rather, it
aims at providing objective information about the nature of laws and policies relating to abortion. It
consists of an analysis of abortion law and policy in all countries, both developed and developing.
Included in this analysis is information on the social and political settings of these developments, the
ways in which these laws and policies have been formulated, and how they have evolved over time.
Where possible, data on the incidence of abortion have been cited. Although information on the incidence
of abortion and the setting within which abortion takes place are not the focus of the study, these data are
provided to enrich the policy picture.
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I. MAJOR DIMENSIONS OF ABORTION POLICY
A. PRACTICAL CHALLENGES

*I.vPreparing a worldwide :overview of abortion law and policy-and an analysis of recent developments

involves a number of major challenges. Some are largely practical in nature. Legal materials in many,

countries, particularly in'the developing countries, are difficult to obtain. The legal infrastructure of some
countries 'is-not well developed, laws in- force have not been collected or: brought up to date and
information about laws is not widely disseminated even within the country. Other more pressing social
and economic problems often consume scarce resources that otherwise might be devoted to the
publication and consolidation of legislation and court decisions. Wars, civil disturbances, dramatic
changes in Governments and even legal systems also contribute to this problem, making it difficult’in a
few countries even to-ascertain what laws are in effect. In some countries language is also a barrier, as
legislation is published in a vernacular that is not widely known outside the country or is not accurately
translated. A -further complication -arises from the federal nature of certain countries. As the individual
sub-jurisdictions—usually- states—of these countries' have their own separate laws, more than one

~ abortion law may be in effect within a country. When the inevitable delays in the communication of legal

and policy changes are taken into consnderatlon, the challenge of compllmg accurate mforrnat10n can be
formidable. : '

~ Moreover, the legal provisions governing abortion in many countries are not always conveniently
located within one text. The most common place in which such provisions appear is a country’s criminal
code or criminal laws relating to offences against persons, for abortion has, at least in the last two
centuries, been considered a criminal offence of a highly serious nature. However, with the movement
during the last half of the twentieth century to liberalize abortion laws, this is no.longer invariably the
case;-consequently, legal provisions on abortion can be found in a variety of places. Some countries have
incorporated liberalized abortion provisions into their criminal codes. Others have enacted special
abortion laws that are separate from criminal codes. Thus it is possible for a criminal code to prohibit
abortions, while a law on abortion will describe the circumstances under which abortions are allowed. In
still other countries, public health codes or medical ethics codes may contain special provisions -that
clarify how to interpret an abortion law. For example, a medical ethics code may specify the
circumstances under which it is ethically acceptable for a physician to perform an abortion. In a final
group of countries, mostly common-law countries (see below), abortion may not be governed by a
speciﬁc law, but by a court decision. In a few cases, the existence of multiple texts, each with conflicting
prov131ons can make it difficult to determine the exact nature of the law and policy- concernmg abortion
ina specnﬁc country. ‘ : : :

B. CONCEPTUAL CHALLENGES
1. World legal systems

Even when specific legal materials are available, other challenges abound. One major problem relates
to the:wide variations in the sources of abortion law.. Although in recent years tentative efforts have been
made .to internationalize or standardize some aspects of law, most notably-through international and
regional bodies, abortion law, like most law in the countries of the world, is governed by widely differing
legal systems. These systerns are based on varying sets of principles; they formulate issues and define
terms in dissimilar ways. Comparing the treatment of a specific topic under these systems is, of necessity,
a‘hazardous undertaking.




In general, the majority of countries at the beginning of the twenty-first century adhere to one of three
major legal systems: civil law, including what was once denominated “socialist law”; common law; and
Islamic law. Civil law, which derives ultimately from Roman law, and more recently from the Napoleonic
Code enacted by the Government of France at the beginning of the nineteenth century, is a system based
primarily on codified laws, such as civil codes,-penal codes, family: codes:and-commercial:codes, each
devoted to a-specific topic. These codes have been designed by Governments to serve as a-general guide
to proper conduct for individuals, with the goal of protecting justice and morality in society as a-whole,
Civil law places an emphasis on social responsibility, and the rights of the person are viewed within.a
social context rather than as a separate and inalienable characteristic of individuals. Interpretatlon of the
laws by judges plays a relatwely minor role in shapmg law under civil systems :
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- :One major branch of civil law is socialist law, whlch was enacted in the twentneth century, after the
First.and Second World Wars, by the newly created Marxist States in Eastern Europe and parts of Asia.
Like civil law, socialist law is based on codification, largely of Marxist and socialist principles, and
allows‘judges little room for interpretation of laws, except to conform to.those principles. It emphasizes
primarily the good of society as a whole, not the rights of individuals, and establishes a sort of guide for
conduct. It differs from the civil law model in that it was initially: imposed as a-means of radically
transforming the economic and social bases of society, as well as the behaviour and attitudes of its people.
It was only after this transformation occurred that it came to function as a means of preserving the order

of society.

‘In contrast, common law has its origins not in codes, but in court determinations made by judges
within the lands governed by the English crown. Law was viewed primarily not as-a guide for conduct,
but as-a means of resolving disputes by individuals. It emphasized principles of self-reliance . and
individual rights such-as_ property rights and freedom of contract more than the order and welfare:of
society. Under a common law system, law changes and progresses not primarily by means of enactment
by the Government, but through the development of a body of court decisions containing the changing
interpretations of judges as social conditions change. Although statutes are enacted under.the common
law system, judges are given much greater leeway than under the civil law system to interpret these
statutes in novel ways. Hence, under the common law system, law. is more fluid and less static than under
the civil law system. - : s - R

Islamic law, known as Shariah, which can be viewed as an example of a larger category of religious
law, differs in important ways from both civil law and common law. The primary difference is in its
conception of law as inseparable from religion, so that no distinctions exist between the secular and the
religious, as there are under the civil and common law systems. Law under Islam is based primarily on the
text of the Qu’ran, the holy book of Islam, and the sunnah, the collection of acts and statements made by
the prophet Mohammed, and is considered a guide for human conduct. Owing to its reliance on these
texts, Islamic law is for the most part fixed and viewed as unchanging, except with respect to issues and
situations not specifically encountered within the Qu’ran and sunnah. In these cases, Islamic jurists
engage in interpretation and employ deductive or analogical reasoning leading to consensus.

_In practice, only in very few cases does the law of any individual country conform exactly to one of
the above models. Most legal systems contain elements:of more than one model, drawing as well on local
indigenous legal traditions. Two recent trends tending to break down these distinctions between the
systems are of particular significance. One is the tendency of common law and civil law systems to
merge; countries that initially followed a common law tradition have engaged in greater efforts to codify
laws, while countries that relied mainly -on a civil law tradition have given greater interpretive powers to
courts. This was especially evident at the end of the twentieth century as numerous -civil law countries
established new constitutional courts with wide authority to rule on the validity of legislative enactments.
The second is the collapse of the socialist Governments of the former Union of Soviet Socialist Republics




and Eastern Europe since 1990 and the withering away of the particularly socialist elements of théir law.”
Naturally, some countries have noet followed these trends. For example, China, Cuba, Viet Nam and the
Democratic People’s Republic of Korea still maintain socialist legal systems. Yet, even in a number of
these countries, the law, at least in commercial areas, is moving away from socialist prmc1ples as’ thelr*
Govemments mcreasmgly turn to capltalnst models of economic development. g
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Moreover, Iaws in many countries, although based on one of the above models, have been strongly
influenced by local legal and cultural traditions. Religions play or have played an important role in
shaping legislation in a number of countries, particularly law relating to personal relationships, such s
marriage, family interactions, children and inheritance. Although not accepted as official law, canon law
as:developed by. the-Roman Catholic Church has. been a significant force in countries with large Catholic
populations such as Portugal, Spain and the countries of Latin America, as have Shintoism and Buddhism
in Japan. Local customary. law, as practised by indigenous populations before the advent of European
colonialism, has played a similar role in many developing countries of Africa and Oceania. There, much
of the law dealing with personal relat1onsh1ps—~mostly family law—is based on the traditions of‘various
ethmc groups :

One of the most challengmg and complex problems that has faced many developing countries since’
thelr independence, with the exception of those in Latin America, is how to integrate and harmonize the
various ‘legal traditions in. operation within their boundaries, including religious-based law, customary
law, and the common law and civil law imposed by or imported from Western countries. Different’
strategies have been tried. Some have preserved religious and customary law within the sphere of
personal relationships while relying on colonial-based law in other areas of life. Some, such as Indonesia,
have tried to blend the two to form a unique national system. Some, including Turkey and Japan, have

almost entirely adopted Western models similar to those of France, Germany and Switzerland: Owing to -

civil unrest and economic hardship, a few countries have not yet begun the process and have left colonial
laws- iritact.. Most -recently, some countries, such as Afghanistan, Iran The Sudan and, mcreasmgly,‘
Paklstan have moved to Islamlc models

Desplte the hybr1d nature ‘of law in many countries, their legal systems can still be broadly‘

categorized under the three major systems, resulting in great part from the phenomenon of colonialism,"
which was experienced by almost all developing countries from the sixteenth to the twentieth centuries.

The United Kingdom of Great Britain and Northern Ireland and ‘most of the countries once under its
colonial rule have followed a common law path. Thus, Australia, Bangladesh, Canada, India; Ireland,

Malaysia, New Zealand, Pakistan, Singapore and the United States of America as 'well as the anglophone
countries of ‘Africa, the Caribbean and Oceania have adopted common law. Most of the remaining
countries of Europe, including Belgium, France, Portugal and Spain and the developing countries
formerly under their control, adhere to a civil law system. Among these countries are those of Latin
America, non-anglophone sub-Saharan Africa, the former Soviet republics of Central and Western Asia,
and various other developing countries. In addition, the law of a number of countries of Northern Africa
and-the Middle East has been significantly influenced by French civil law and, as noted above, Turkey
and-Japan have adopted civil law models. Islamic law is of greatest importance in the countries of

Northern Africa and Western Asia, regions with predominantly Muslim- populations, and strongly

influences personal law in.other countries such as Bangladesh, Indonesia, Malaysia and Pakistan.

"2, Abortzon laws within legal systems

The above dlfferences in legal systems and in sources of laws have left a strong imprint on the
abortion law of various countries. Most common law countries, other than the United States, have
abortion laws that are based on. various English laws and court decisions. Some take as their model the




Offences Against the Person Act of 1861. Under this Act it was prohibited “unlawfully” to use any means
to. procure an abortion either for oneself or for another person or unlawfully to supply means for that end,
and-the prescribed punishment was imprisonment. Originally, this Act was interpreted as prohibiting all
abortions, except those performed on the grounds of necessity, in order to save the life of the pregnant
woman. Other countries follow the English court decision, Rex v. Bourne, in which it .was held that
abortions performed for serious physical or méntal health reasons would not be considered “unlawful”
under the 1861 Act. Still other countries have looked to the British Abortion Act of 1967, which sets forth
broad health, foetal impairment and socio-economic indications for abortions, in general until the twenty-
fourth week of pregnancy. '

The abortion laws of many civil law countries are based on the abortion provisions of the French
Napoleonic Code of 1810, the 1939 French version of that Code or the 1979 abortion law of France.
Under the 1810 Napoleonic Code, any person who by any means procured the abortion of a pregnant
woman was punished with imprisonment, as was a pregnant woman who procured her own abortion,
although it was understood that an abortion could be performed when necessary to save the life of the
pregnant woman. To the provisions of the 1810 Code, the 1939 French Penal Code added language
specifically allowing an abortion to be performed to save the life of the pregnant woman. The 1979 Law
allows a woman who is in a state of distress to have an abortion performed on request during the first ten
weeks of pregnancy after she undergoes counselling and waits a week, and later in pregnancy on other
serious grounds. In contrast to the common law system, court interpretations of these laws play a minor
role.

Unlike the situation in either the common law or civil law countries, no single abortion text or court
case can be identified as the model for most modern Islamic abortion laws. The Qu’ran and the sunnah,
the two primary sources of Islamic law, do not deal specifically with abortion. Moreover, until recently,
Islamic criminal laws were not always codified. Consequently, Islamic law adopts a number of
approaches towards abortion, depending upon which of the five major schools of Islamic law is followed.
In general, the attitude of Islamic law towards abortion is dependent upon whether the abortion is
performed before ensoulment, the time at which a foetus gains a soul. This is most often viewed as
occurring 120.days into a pregnancy, but is also interpreted as occurring at 40 days. Some schools permit
abortion for justifiable reasons before ensoulment, while others generally prohibit it at all points of
pregnancy. All schools, however, allow abortion at any time during pregnancy in order to save the life of
the pregnant woman. In contrast to the situation under both common law and civil law, the punishment
for abortion under classic Islamic law is payment of a sum of money to the relatives of the foetus. The
amount of payment depends upon the stage of pregnancy reached at the time of the abortion. Before
ensoulment, the foetus or embryo passes through a number of developmental stages; these are variously
described in Arabic as “the lump” or “something that clings.”

Owing to the different treatments of abortion in these three legal systems, a number of ambiguities
arise in interpreting specific indications for abortion, making any comparison challenging. The most
widely accepted indication for abortion—to save the life of the pregnant woman—provides a good
example. Broadly speaking, this indication is valid in two categories of countries: those with abortion
laws that specifically mention it and those with laws in which it is not. mentioned but is inferred from the
general criminal law principles of necessity. In the latter, an abortion, although considered illegal, can be
performed on the rationale that it is necessary to preserve a greater good, the life of the pregnant woman.

In practical terms, these two situations differ substantiaily. In the first, a physician contemplating the
performance of an abortion is able to point to a specific legal provision authorizing such an act and be
reasonably certain that he or she was acting within the law. In the second, no such certainty exists, only a
general principle that could be raised as a defence if the physician were prosecuted for performing an
illegal abortion. It would then be a matter for a court to determine after a trial. The result is that in the




latter case, a physician would in general exercise much more caution in determining whether to perform
an abortlon to save the life of the pregnant woman.

A similar situation arises with respect to laws that permit an abortion to be performed to preserve the

health:of a pregnant‘woman. An-important distinction holds between countries with laws that specifically
state: that -an abortion -is allowed to preserve the health of a pregnant woman and countries in- which a
‘court.or courts have, through their interpretation of a law that lacks specific provisions, allowed such-an
‘abortion to take place. In the former, a physician can be reasonably certain of acting within the law; again,
in the: latter, he or she might have to rely on a court decision as a defence in criminal proceedings.
Moreover, unless the court whose decision is being relied on is the highest court in the country, its ruling
'mdy: notbe-definitive... Even in common law countries, lower courts are not bound by the decision of
another lower court, although' they may pay it great heed. Indeed, one reason that the United Kingdom
enacted the 1967 Abortion Act was to give statutory expression to Rex v. Bourne and ensure that it would
be considered the law of the land. By means of this legislation, it hoped to provide physicians with
greater guidance and legal security in the performance of legal abortions.

Additional ambiguities are connected with the health indication for abortion. One is that a number of
countries use the term “health” in their abortion laws without specifying what it encompasses. Thus it is
unclear whether they intend abortiens to be allowed in-cases of a threat to mental and physical health or
only physical health. If one followed the definition of health accepted by the World Health Organization,
for which health is a very broad term—*a state of complete physical, mental, and social well-being and
not merely the absence of disease or infirmity”—then abortion for health reasons would be very conimon
(WHO; '1994b). ' It is doubtful, however, that such an expansive definition of health was: intended by
‘many-of the abortion laws enacted so long ago. The question -arises-as to whether health should be
interpreted as - historically understood-or in the light of current thinking. Similarly, unless a:country
specifies- that the-threat must be' serious or o ave or permanently disabling, it is unclear what degree of
threat to health 1is intended. y : : :

~-‘-Other terms referrmg to health are even more ambiguous. Some countries allow abortions for
“‘therapeutic” purposes or permit abortions for the purpose of “medical or surgical treatment”. Others
provide that the-threat.to health by continuation of the pregnancy must be greater than the threat posed by
its termination. Statistically, during the first trimester, a pregnancy is always a greater threat to health than
its termination; it is therefore difficult to determine how to interpret this phrase. A literal interpretation
would allow abortion under most circumstances. Given such a-lack of clarity in the laws,.the designation
of:a country as allowing abortions for health purposes can cover a wide variety of situations: These range
from allowing abortion only in cases that threaten permanent and serious damage to physical health, to

cases that threaten mental health owing to socio-economic distress, to the case of “medical or surgical »

treatment”, which is essentially abortion on request. Unless the issue has been the subject of litigation in
the courts, or a target of significant legal analysis of the nature of the threat in legal commentaries, it is
difficult to ascertain exactly what the circumstances must be to justify an abortion.

Procedural requirements to establish the presence of an indication for abortion are also a factor in
determining the exact nature of an indication for abortion. In the context of the indication of health, it may
be necessary for two or three physicians to attest to the threat to health. A great deal of difference exists
between this and the situation in which the physician who is willing to perform the abortion is the only
judge of whether the indication is present. In the context of abortions performed in cases-of pregnancy
due to rape or incest, a variety of mandated procedures also prevail. In some countries, the incident of
rape or incest must be reported to police or judicial authorities, while in others the pregnant woman must
only reasonably believe that the pregnancy was the result of rape or incest. Some specify no procedural
requirements or, conversely, require a judicial determination that the pregnancy was the result of rape or




incest. Such differences agam produce a significant variation in the nature of the indication of pregnancy
due to rape or incest in various countries.

, The terminology employed under Islamic law presents another formidable challenge in comparing
abortion laws. The principles underlying Islamic law differ fundamen’tally from those of common: and
icivil law, which have at the most basic level a Western orientation; it is therefore difficult to compare
laws under the two systems. An example of this problem involves the notion under Islamic law that the
crime of abortion is punished not by imprisonment and government-imposed fines, but by the payment of
compensation by the perpetrator of the crime to the relatives of the.victim of the crime. In the context of
abortion, this is entirely foreign to Western law. The problem is also illustrated in the definition of the
stages of pregnancy. While Western law does recognize different stages of pregnancy, in present-day law
they;are almost excluswely defined by weeks of gestation; under Islamic law they can be defined in more
descriptive terms such as “the lump,” “something that clings,” “ensoulment,” or “the forming of organs
and limbs”. : : v
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"C: LAW AND POLICY VERSUS PRACTICE

Beyond these conceptual challenges, determining whether the written law or policy of a country
conforms to the practice observed or inferred remains a major problem. In many countries where the
performance of abortions is generally illegal, statistics indicate that large numbers are being carried out,
most of them .illegally, with few prosecutions. Of the approximately 50 million abortions carried out
every year in the world, estimates place the number performed illegally at 40 per cent (WHO, 1994a). ‘In
these countries, law enforcement authorities ignore or tolerate the performance of illegal abortions or
even unofficially license clinics for that purpose. A number of factors are responsible for this situation.
"‘Among these are the ease with. which abortions can be performed, the lack of will or resources to
prosecute, particularly in the light of more pressing social needs, and the clandestine nature of the
procedure. In some countries where abortion is technically legal, access to authorized facilities and
personnel may be limited, or resources to pay for the abortion may be lacking, resulting in more illegal
abortions. In a few cases,:although abortion .is authorized, the Government may not have issued
regulations allowing the law to be effectively implemented. In all of these situations, legal action is rarely
taken except in the most egregious cases, usually involving the death of a pregnant woman. In some
countries, the indifference to abortion is so great that most of those performing abortions or enforcing
laws donot know what the provisions of the law actually are. The advent of new scientific developments
such as RU-486, the so-called.“abortion pill”, which makes abortion even easier to perform without the
need for special facilities, will in all probability only increase the gap between law and practice.




II. COUNTRY PROFILES: DESCRIPTION AND REVIEW OF VARIABLES

. ThlS chapter contains a _detailed .description of the .variables. identified -on the first page. of*each
"'country proﬁle An attempt was made to provide comparable information for each country. Abortion laws
can be complex and diverse; consequently, considerable space is dedicated to the description of the
coding of the legal grounds for abortion. The section on abortion policy addresses the grounds on which
abortion is permitted, and it is followed by a short section describing any additional conditions required
by the law. The causes and consequences of induced abortion differ from one country to another. In order
.to capture some of these differences, explanations of a number of reproductive health indicators are given
" below. In the background section that follows each country profile, abortion pohcles and their national
context are described in further detanl : it

A. ABORTION POLICY
1. Grounds on which abortion is permitted
"_Fhe‘moét commonly cited instances in which abortion is permitted include the following:

a) Intervention to save the life of the woman (life grounds);
" b) Preservation of the physical health of the woman (narrow health grounds);
¢) Preservation of the mental health of the woman (broad health grounds);
d) Termination of pregnancy resulting from rape or incest (juridical grounds);
" e) Suspicion of foetal impairment (foetal defect);
f) Termination of pregnancy for economic or social reasons (social grounds). \

These are the grounds for abortion that are coded in the first section of each country profile. A few
countries may redognize additional grounds for abortion, including the presence in the mother of the
human 1mmunodeﬁ01ency virus (HIV); the age of the mother, when the pregnant woman is a minor; or
contraceptive failure. These categories have only limited apphcabxhty, and they are not coded in this
variable. However, detailed descriptions are provided in the background section for the relevant country
profiles. The exact wording of many laws differs significantly; therefore, variations in the language and
interpretation of each of the grounds are also reviewed in detail on the second page. When it is evident
that policy deviates from the exact wording of the law, an asterisk is placed next to the relevant item
indicating that the legal or-official interpretation usually allows the abortion to be performed on those
particular grounds. For example, in countries where the performance of an abortion is specifically
prohibited under all circumstances, but where performing an abortion to save the life of the pregnant
woman is permitted under the general criminal law principle of “necessity”, “saving the life of the
woman” is coded as permitted but is followed by an asterisk.

In the limited number of countries where abortion law is determined at the local level rather than at
the national level, the coded law is marked with an asterisk and an explanation is given below. Where
local laws apply, a detailed description of thxs situation follows in the “Background” section of the text.

(a) Intervention to save t/te life of the woman

" The performance of abortions is most commonly permitted on the grounds of saving the life of the
pregnant woman. Although some countries provide detailed lists of what they consider life-threatening
situations, in general, these situations are not specified but left to the judgement of the physician or
physicians performing and/or approving the performance of the abortion. Almost all countries allow




abortions to be performed to save the life of the pregnant woman either explicitly or under the general
criminal law principle of necessity. Exceptions may include Chile, El Salvador and Malta, all of which
have amended their abortion laws to eliminate provisions permitting the performance of abortions on

. certain grounds. Nonetheless, even in these countries, it is unclear whether a defence of necessnty would

be rejected by a court in the most serious cases of a threat to the llfe of a pregnant woman.

(b) Preservation of the physical health of the woman

*  In the majority of countries, abortion is permitted when it is necessary to preserve the physical health
of the pregnant woman. The term “physical health”, however, has been defined in a number of different
ways. In some countries, the definition is narrow, often “encompassing lists of conditions that are
considered to fall under this category; in other countries, the term “physical health” is broadly defined,
allowing much room for interpretation. When possible, the permissible range of interpretations is
reviewed in the text. In general, the countries of the British Commonwealth permit a broader definition of
health than do the African or Latin American countries adhering to civil law.

In a number of countries, the abortion law does not specify whether the term “health” encompasses
both physical and mental health, but merely provides that an abortion is permitted when it averts a risk of
injury to the pregnant woman’s health. As a rule, the interpretation of health tends to be narrow, referring
only to physical health. However, since the law does not make such a distinction, both physical and
mental health have been coded as permitted, with an asterisk referring the reader to a footnote explaining
this situation. Any distinctions in terms of actual practice are reviewed in the text.

(¢} Preservation of the mental health of the woman

Many abortion laws specifically provide for the legal performance of abortions in cases involving a
threat to the mental health of the pregnant woman. What constitutes a threat to “mental health,” however,
varies significantly. In some countries, no definition exists, while in others, most of them Commonwealth
countries, mental health is defined to include emotional distress caused to children’ of the marriage or
emotional distress caused to the pregnant woman as a result of her environment. In these cases, the
country has been coded as permitting abortions for socio-economic reasons (see below).

Countries coded as permitting abortions to be performed on mental health grounds also include those
British Commonwealth countries that have followed the ruling of the landmark British decision, Rex v.
Bourne, in which it was held that, although the law may not specifically allow abortions to be performed
for physical or mental health reasons, such abortions are considered lawful (see above). The extent to
which an abortxon is permitted on mental health grounds varies from- country to country.

(d) Termination of a pregnancy resulting from rape or incest

Permitting abortions to be performed in cases of rape or incest is a common provision of the world's
abortion laws. Even in countries with restrictive abortion legislation, such as the Latin American
countries, abortion is often allowed on these grounds. Such justifications for the performance of abortions
take several forms. Some countries specifically mention rape and incest in their legislation. Other
countries refer to these as cases in which the pregnancy is the result of a “criminal offence”, with no
specification of the nature of the offence. This phrasing of the law is somewhat broader, encompassing
statutory rape (consensual sex with a minor) as well as forced rape.and incest. Procedural requirements
also vary. Some countries require the case to be brought to court or reported to the authorities before
permission for an abortion can be granted, thus discouraging many women from seeking to obtain an
abortion on these grounds.




(e) Suspicion of foetal 1mpa1rment

As is the case with the Jurldlcal grounds for abortion, abomons are often permitted on the grounds of
foetal impairment in countries with restrictive abortion laws. Several countries spemfy the type and level
of impairment necessary to justify-this ground. :

(f) Termination of pregnancy for economic or social reasons

The phrasing of laws permitting abortion on socio-medical, social or economic grounds varies widely.
Some specifically mention social or economic conditions while others only imply them. For example, in
Barbados, the abortion law specifies that, in determining whether the continuation of the pregnancy would
involve a risk of injury to the health of the pregnant woman, the medical practitioner must take. into
account the “pregnant woman’s social and economic environment, whether actual or foreseeable”. In
New South Wales, Australia, where similar wording is employed, reference is. made to social and
economic stresses. In other cases, as in South Australia and Belize, social and economic grounds are
strongly implied: the determination of risk of injury to the health of the pregnant woman must take into
account “the woman's actual or reasonably foreseeable environment”. Other countries, such as Burundi
and Ethiopia, do not permit abortions to be performed on social and economic grounds, but allow such
grounds to be taken into consideration in sentencing. Most laws that permit abortions to be performed on
social and economic grounds are interpreted quite liberally and, in practice, differ very little from laws
that allow abortions on request.

(g) Av&ilability upon request: abortion péfmittéd on all grounds

In countries that allow abortions to be performed on request, a pregnant woman seeking an abortion is
not required to justify her desire to have an abortion under the law. She needs only. to find a physician
who is willing to perform the abortion. In a number of countries, such as Albania, Belgium and France,
she may be required to state that she is in a situation of crisis or distress. This requirement, however, is
purely a formality and the decision to have the abortion is still completely her own so long as she finds a
physician who agrees to perform the abortion. These countries have been coded with an asterisk. Even in
- countries where abortion is allowed on request, time limits are usually set for the performance of the

abortion, often within the first trimester.. After this stage of pregnancy, the woman must present a valid
ground for the abortion to be permitted. :

2. Additional requiremenfs ,
This section concerns the additional procedural requirements that must be,met before an abortion may
be legally performed. It includes requirements relating to consent, personnel permitted to perform

abortions, places where abortions may be performed and the time limits within which abortions may be
performed. :

B... _REPRODUCTIVE HEALTH CONTEXT .
1. Government view of fertility level
* This variable identifies the Government's perception of the overall acceptability of aggregate national

fertility; it is divided into three categories: not satisfactory because too low; satisfactory; and not
satisfactory because too high. :
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2. Government intervention concerning fertility level

*-Governmental intervention concerning the level of fertility is-classified as four types:: (a)to raise-the
femlnty level, (b) to maintain the fertility: level (c) to lower the fertility levél: and (d) no intervention or
no policy formulated.

|
S 3 ‘Government policiejs on effective use of modern methods Of'COmracéption'

Four categories of govemmenta] policy -concerning individual fertility’ behav1our were adopted to
catcgorlze eountrles accordmg to thexr level of support for modern methods of contraceptxon

(a) The Government limits access to ‘information, guidance and' materials ‘in respect of modein
methods of contraception that would enable persons to regulate their fertlhty morc effectlvely and would
help them achleve the de51red tlmmg of births and completed family size; . » :

(b) The Government does not limit access to 1nfonnat10n guldance and matenals but provndes no
support direct or indirect for their dlssemmatlon S :

(c) The Govemment provides indirect support for the dissemination of information; guidance and
materials by subsidizing the operating costs of organizations supporting such activities outside the
Government's own services. The indirect support may take various forms, such as direct grants, tax
reductlons or rebates or as51gnment of special status;

(d) The Govemment provides direct support for the dxssemmanon of mformatlon gu1dance and
materlals within. govemment facilities. : : : :

4 Percentage of currently marrzed woman usmg modem contr aceptlon

The percentage of currently mamed women aged 15-49 years that use modern contraception provides
an indication of the actual availability of contraceptives. Use of contraception is inversely associated with
abortion at the aggregate level. A low availability of modern contraceptives tends to be correlated with
high abortion rates. Conversely, when modern contraceptive methods are widely available and are used
effectively, abortion rates tend to be relatively lower. At the individual level, the use of contraception is
positively associated with the practice of abortion. Women that have used a contraceptive method are at
some time, on average, more likely to resort to abortion than those that have never used any contraceptive
method.: However, women that have had an abortion are more likely to use contraception than women
that have never done so. It has been suggested that contraceptive use increases after an abortion because
of the provision of contraceptives and counselling in abortion clinics.

Information on contraceptive use was obtained primarily from representative national sample surveys
of women of reproductive age conducted by various governmental and non-governmental agencies. The
data pertain to women currently married or in a consensual union.

5. Total fertility rate” -

The total fertility rate (TFR) measures the number of children a woman would have during her
lifetime if she were to follow current age-specific fertility rates. For most countries, the rates presented
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here are medium-variant estimates for the period 1995-2000 and are based on available data that have

been adjusted to reflect rates for the same five-year period.
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- ‘. 6Age-speczﬁc ferltillity rate fdr wom\eh:dged"‘l5:]:9 o

Thé _age-s‘peci\ﬁc fertility r'ateb (ASFR) for women aged 15-19 is. an indicator of current rates of
adolescent fertility. Specifically, the rate is the number of births to women aged 15-19 per 1,000 women;

in that age group. In general, adolescent fertility has been increasing in a number of countries in recent
years. Many of these young mothers are unmarried, have no means of financial support and may face
social disgrace as a result of the pregnancy. Consequently, many resort to abortion.

7. Government concern about morbidity and mortality resulting from induced abortion

" This variable indicatés-govéfnmént.views of existing health complications resulting from induced -

abortion and notes any expression of special concern. The information was obtained from government
replies to the Eighth United Nations Inquiry among Governments on Population and Development in
1998, or from the Seventh Inquiry in 1992. If a Government did not respond to the Inquiry, statements
made in official government documents and publications were reviewed in order to determine that
Government's concern about morbidity and mortality resulting from induced abortion.

8. Government concern about complications of childbearing and childbirth

This variable indicates whether the Government views existing health complications resulting from
childbearing and childbirth with special concern. The information was obtained from the government
reply to the Eighth and Seventh United Nations Population Inquiries among Governments, conducted by
the Population Division. If a Government did not respond to the Inquiry, statements made in official
government documents and publications were reviewed in order to determine that Government's concern
about complications of childbearing and childbirth.

9. Maternal mortality ratio

. Induced abortion accounts for a large percentage of maternal mortality in developing countries,
particularly in those with very restrictive abortion laws. According to the World Health Organization
(WHO), a maternal death is defined as “the death of a woman while pregnant or within 42 days of
termination of pregnancy regardless of the duration and site of the pregnancy, from any cause related to or
aggravated by the pregnancy or its management, but not from accidental or incidental causes” (WHO,
1974, p. 764, cited in PAHO, 1990). Thus, the maternal mortality ratio measures the number of maternal
deaths occurring in a given year per 100,000 live births during that year. Ideally, both that ratio and the
proportion of deaths attributable to abortion should be included. Because induced abortion is frequently
performed illegally, however, only deaths occurring in hospitals are reported, and even then the cause of
death is often omitted. This practice greatly underestimates the number of deaths caused by abortion.
Given these additional reasons for unreliability of data, the proportion of deaths attributable to abortion
was not included. :

Caution should be exercised when examining maternal mortality ratios and making comparisons

across countries. Under-registration of maternal deaths varies by country, as does under-registration of the
cause of death. Even in developed countries, such as the United States of America, maternal mortality has
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been found to be under-registered by as much as 27 per cent (PAHO, 1990). Under-registration of births
is also significant, and when the degree of under-reporting of births and deaths differs, the direction of thé
bias will also differ. Limiting the puerperal period to 42 days also introduces a downward bias. Studies
conducted in the United States have shown that 16 per cent of the “deaths associated with pregnancy,
delivery and the puerperium occur between 42 days and one year afterwards” (PAHO, 1990, p. 119).
Given the unreliability of data on maternal mortality and the lack of information for many countries,
ratios for both the country and the region are included with each country profile. Where both ﬁgures are

available and it is thought that the country in question might have very deficient vital statlstlcs the’

regxonal figure provides an idea of the extent of possible bias of the national figures.

oLyt
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10. Female life expectancy at birth
Female life expectancy at birth is included as a measure of women’s overall health. The figure

represents the number of years that a newborn female child would live, on average, if she were subjected
during her lifetime to the risk of dying observed for each age group in the current year. For most

countries, all the measures are medium-variant estimates for the period 1995 2000 unless otherw1se‘_"

specxﬁed and therefore permit cross-country comparisons.

PRI

13




- III. COUNTRY PROFILES




Oman

ABORTION POLICY

Grounds on which abortion is permitted:

To save the life of the woman
To preserve physical health
To preserve mental health
Rape or incest

Foetal impairment

Economic or social reasons..
Available on request

Additional requirements:

Information is not readily available.

Yes
No
No
No
No
No
No

REPRODUCTIVE HEALTH CONTEXT

Government view on fertility level::
Government intervention concerning fertility level:
Government policy on contraceptive use:

Percentage of currently married women using .
modern contraception (under age 50,** 1995):

Total fertility rate (1995-2000):

Age-specific fertility rate (per 1,000 women aged 15-19, 1995-2000):

Government has expressed particular concern about:
Morbidity and mortality resulting from induced abortion
Complications of childbearing and childbirth

Maternal mortality ratio (per 100,000 live births, 1990):
National '
Western Asia

Female life expectancy at birth (1995-2000):

* Adjusted from source to exclude breast-feeding.
® Households of nationals of the country.
¢ Preliminary or provisional.

Too high
To lower

No support provided

18¢
59

80

190
320

733

Source: Population Policy Data Bank maintained by the Population Division of the Department of Economic and Social Affairs of the

United Nations Secretariat. For additional sources, see list of references.
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Oman

BACKGROUND

BT EENPUIN

Abortion in Oman is governed by the provisions of the Penal Code of 16 February 1974 (Law No.
7/1974). Under the Code, the performance of abortions is prohibited unless there exists a situation of
necessny and the abortion is carried out by a physician in the sincere conviction that it is the only means of
saving the life of the pregnant woman. The woman must consent to the abortion.

A person who intentionally performs an illegal abortion without the consent of the woman is subject to at
least five years’ imprisonment. If the woman consents, the person performing the abortion is subject to six
months’ to six years’ imprisonment. A woman who performs her own abortion or lets another person do so is
subject to three months’ to three years’ 1mpr1sonment If the abortion results in the death of the woman, the
person performing it is subject to at least seven years’ imprisonment.

The Government seeks to maintain the population growth rate but lower the total fertility rate, which is
estimated at 5.9 children per woman for the period 1995-2000. The 1995 modern contraceptive prevalence
rate is estimated at 18 per cent. Contraceptlves are available through private hospitals, dispensaries and
commercial outlets

Govemment policy has focused mamly on improving the economic, social and health condmons of the
Omani population. Whereas progress in achieving economic and social development goals was impressive
during the 1970s and early 1980s, the steep fall of oil prices in 1986 resulted in a decline in per capita income,
a large budget deficit and a slowdown in the implementation of many of the development programmes. At
current rates of extraction, the oil reserves of Oman will be depleted in another 20-25 years. In addition,
population growth is expected to result in increasing pressure on the already scarce water resources. In
December 1993, the Government conducted the first comprehensive census of Oman and used the data to
formulate its fifth five-year economic plan for the perlod 1996-2000.

Source: Population Policy Data Bank maintained by the Population Division of the Department of Economic and Sccial Affairs of the
United Nations Secretariat. For additional sources, see list of references.
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Pakistan

ABORTION POLICY

Grounds on which abortion is permitted: -

. To save the life of the woman
To preserve physical health
" To preserve mental health
Rape or incest
. Foetal impairment .
~ Economic or social reasons
Avallable on request

Additional réquirements:

Information is not readily avai]able.'

Yes y:: \ vl
-‘Yes«,, '. f ' , ;
C Yes T

REPRODUCTIVE HEALTH CONTEXT

Govemmeﬁt view on fexjt‘ili“ty,leyelzv_:
Government .in'terVention concerning fertility levelz
Government policy on contraceptive use:

Percentage of currently married women usmg
modern contraception (aged 15-49, 1996/97)

Total fertility rate (1995-2000):
Age-specific fertility rate (per 1,000 women aged 15-19, 1995-2000):
Government has expressed particular concern about:
Morbidity and mortality resulting from induced abortion
Complications of childbearing and childbirth
Maternal mortality ratio (per 100,000 live births, 1990):
National

South-central Asia

Female life expectancy at birth (1995-2000):

To lower

' Direct support provided "

B 17,

5.0

90

No
Yes

340
560

65.1

Source: Population Policy Data Bank maintained by the Populatlon Division of the Department of Econonuc and Social. Affaxrs of the United

Nations Secretariat. For additional sources, see list of references.
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JPakistan

BACKGROUND

',.'f'o lowmg mdependence Under this Code, abortion was a crime unless performed in good faith i in order to
‘save the pregnant woman’s life. Article 312 of the Penal Code provided that any person performmg an 1llegal
‘abortion was subject to 1mprlsonment for three years and/or a fine; if the woman was “quick with child”, the
penalty was 1mprlsonment for up to seven years and payment of a fine. The same penalty applied to a woman
who caused herself to miscarry.

o Followmg a 1989 decision of the Pakistani Supreme Court, which held that part of the Penal Code of
1 860 dealing with offences against the human body was invalid because it was repugnant to the mjunctrons of
V‘Islam Pakistan revised its law in this area, reformulating a number of its provisions.to conform to the
,prmcrples of Islamlc law The revised law came into effect provisionally in 1990 and became permanent law
1n 1997. '

Under the new law abortion offences are d1v1ded into two categories dependmg on the stage of
pregnancy during which the abortion is performed. Abortions carried out before the unborn child’s organs
-have been formed are prohibited except when performed in good faith for the purpose of saving the hfe ofthe
woman-or providing necessary treatment. The punishment is the imposition of the penalty for a ta 'zir crime—
that is penalties other than the traditional Islamic penalties of retaliation and compensation—in this case,
imprisonment for up to three years if the woman consented and up to ten years if she did not. Abortions
carried out after some of the unborn child’s organs or limbs have formed are prohibited except for the first of
the above reasons. The penalty is, in general, the imposition of diyah, or compensation to the heirs of the
victim by the offender. If the child is born dead, the amount of diyah is one twentieth of that for a full person;
if the child is born alive but dies as a result of an act of the offender, a full diyah is payable; if the child is
born alive, but dies for any other reason, ta’zir shall be imposed consisting of up to seven years’
imprisonment. Under Islamic law, organs and limbs are usually deemed to be formed in a foetus by the fourth
month of pregnancy.

There are a number of interesting features of the law. One is that it appears to represent an expansion of
indications for abortion in early pregnancy. Abortions are allowed not only to save the life of the pregnant
woman, but also to provide “necessary treatment,” a phrase that, although not defined, is likely to encompass
threat to health of some sort. Another is the law’s hybrid nature. On the one hand, the law retains features of
the old law. Penalties for the crime are still dependent upon which of two stages of development the
pregnancy has reached and on whether the woman consents or not. In some cases, they also include
imprisonment, now denominated a fa 'zir penalty. On the other hand, the law defines the stages of pregnancy
in terms of the formation of organs or limbs according to Islamic law principles and it introduces the
distinctive Islamic law penalty of compensation or diyah in the case of late-term pregnancies. Finally, the
new law is somewhat ambiguous: there is no clear demarcation of the two stages of pregnancy or definition of
what constitutes “necessary treatment”. Indeed, the law has been criticized for just this reason.

In part because of the lack of data on the incidence of induced abortion, illegal abortion has not been an
area of major governmental concern in Pakistan. However, illegal abortion does take place and complications
from septic abortions are believed to be a major cause of maternal mortality. Only 5-10 per cent of births
occur in hospitals. According to a study conducted in a hospital at Karachi in 1985, about 300 maternal
deaths per 100,000 live births were due to complications from abortion. Multiple unspaced pregnancies

Source: Population Pp]icy Data Bank maintained by the Population Division of - the Department of Economic and Social Affairs of the
United Nations Secretariat. For additional sources; see list of references.
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Pakistan

combined with poor maternal nutrition and scarce maternity services have resulted in high (though declining)
maternal mortality rates, estimated at 340 déaths per'IO0,000 live births (1990).

. Family planning in Pakistan has a long history. A family planning association was established in 1953,
the National Population Programme was begun in 1955 and the Population Welfare Programme has been part
of the National Five-Year Plans since 1960. Despite these early efforts in family planning in Pakistan, modern

_contraceptive prevalence remains low. It was estimated in a Demographic and Health Survey at 11 per cent in
"1991 and 17 per cent in 1994-1995. Under S per cent of the population is estimated to have easy access to
family planning services. However, although contraceptive use remains low, demand is increasing and the
Programme has succeeded in creating awareness and demand for family plarmingi services.

The total fertility rate has hovered since the late 1960s at about 6.0 children per woman and is currently
( 1995- -2000) at 5.0 children per woman. Greatly concerned by the rapid population growth, the Government
of Pakistan formulated a new population policy in 1991 that included an improved family plannmg
programme. The Population Welfare Division’s 1993-1998 comprehenslve programme sought to reduce the
average annual rate of population growth from 2.9 to 2.6 per cent, mainly by increasing coverage of the
family planning programme from 5 to 70 per cent in rural areas and from 54 to 100 per cent in urban areas.
The 1996 population growth rate was 2.8 per cent. Following the International Conference on Population and
Development (ICPD), held in Cairo in 1994, Pakistan has gradually integrated famrly planning with
reproductive health services and adopted a voluntary and target-free approach to family planning services.
The Government continues to focus on 1mproved delrvery of health care to an overwhelmmgly rural
populatlon ’ :

Source: Population Policy Data Bank maintained by the Populallon Dwmon of the Department of Economic and Socnal Affmrs of the United
Nations Secretariat.. For additional sources, see list of references. . :
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Palau

~ *ABORTION POLICY- - -~ -

Grounds on which ?B,Oftio,nf“is,ﬁe‘r‘mi;tt_ed;‘ o

' To save the life of the woman' =~
To preserve physical health
To preserve mental health L ‘
Rape or mcest SR e e gk
Foetal 1mpalrment
" Ecoriomic or social reasons '
En Avax]able on- request S

Addmonal requlrements

Not applxeable

‘No "

Yes '
No

No .
No - -

No

- No

REPRODUCTIVE HEALTH CONTEXT

Government s view on fertlhty level
Govemmé‘nt'sv interventien ’epncerning»vfertility leyel: .
GO\}emment's policy on eéntréceptive use: ‘, o

Percentage of currently mamed women usmg
modern contraceptlon (aged 15 49)

Total fertility rate (1995-2000):

Age-specific fertility rate (per 1,000 women aged 15-19, 1995-2000):

Government-has expressed particular'concern about:
Morbidity and mortality resulting from induced abortion
Complications of child-bearing and childbirth

Maternal mortality ratio (per 100,000 live births, 1990)
National
Oceania

Female life expectancy at birth (1995-2000):

Source: Population Policy Data Bank mamtamed by the Population Dwxsxon of the Department of Eeonormc and Social Affairs of the o

Uniited Nations Secrétariat.” For additional sourdes; sce list of referénces.
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Palau

BACKGROUND

The status of abortion law in Palau is not entirely clear. Prlor to its independence in 1994, Palau was one
component of the Trust Territory of the Pacific Islands. Though nommally under the control of the United
Nations, the Trust Territory’s day-to-day administration, legislation, and adjudication were the responsibility
of the United States of America. As such, the legal system of the Territory was based on the Code of the Trust
Territory, imposed by the United States after the Second World War, and its development through court
decisions interpreting the common law as generally understood and applied in the United States.

The Trust Terrltory Code provided that every person who unlawfully caused the | nnscarrlage or premature
delivery of a wornan, with intent to do so, was guilty of the crime of abortion. Although the Code prohibited
all abortions, general criminal law principles of necessity could have been relied upon as a defence in the case
of an abortion performed to save the life of a pregnant woman. In 1971, however, the Appellate D1v1sxon of
the High Court of the Trust Territory ruled that these abortion provisions were invalid because they were so
vague and indefinite as to constitute a denial of due process of law (Trust Territory v. Tarkong, 1971). The
Court objected to the fact that the provisions did not set forth any circumstances under which abortions were
legal. No replacement abortion provision was ever enacted. Since the United States Supreme Court decision
in Roe v. Wade established the right of a woman to obtain an abortion in the first two trimesters of pregnancy
only two years later, perhaps none was thought necessary as Trust Territory courts were required to follow
United States common law. :

The above case suggests that up until independence, no valid abortion law was in effect in Palau and that
the holding of Roe v. Wade was applicable after 1973. Palau became independent in 1994 and entered-into a
Compact of Free Association'with the United States, with two attendant developments. First, independence
allowed courts in Palau to apply the common law of jurisdictions other than the United States, including
common law developed locally. Second, it gave a prominent place to local customary law in court
deliberations. Consequently, the exact status of the law on abortion remains unclear at this date. It may be
that the 1971 Appellate Court decision is applicable and that there is no abortion law, or that customary law of
some sort prevails. The Republic of Palau National Code, which is based on the Trust Territory Code, implies
that the former is the case. Although the Code defines abortion as a crime, reproducing the exact language of
the Trust Territory Code, the editor’s annotations to the Code still refer to the Appellate Court’s 1971 ruling
that these abortion provisions are invalid.

No reliable figures on abortion are readily available in ‘Palau., which has a pbpuiatidn of 18,000. The
United Nations Children’s Fund (UNICEF) reports a contraceptive prevalence rate of 38 per cent. -

[

Source: Population Pohcy Data Bank maintained by the Population Division of the Department of Economlc and Social Affanrs of the United
Nations Secretariat. For additional sources, see list of references.
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Panama

ABORTION POLICY

Grounds on which abortion is permitted:

To save the life of the woman
To preserve physical health
To preserve mental health
Rape or incest

Foetal impairment

Economic or social reasons
Available on request .

Additional requirements:

Yes
Yes
No
Yes
No
No
No

. A multidisciplinary commission appointed by the Ministry of Health must authorize an abortion on the
grounds of averting a health risk that would endanger the life of the mother or the foetus; in the case of rape, the
authorities must be aware of the crime and the abortion must be performed within the first two months of
pregnancy. An abortion must be performed by a physician in a government health-care centre.

REPRODUCTIVE HEALTH CONTEXT

Government view on fertility level:
Government intervention concerning fertility level:
Government policy on contraceptive use:

Percentage of currently married women using
modern contraception (aged 15-44, 1984):

Total fertility rate (1995-2000):

Age-specific fertility rate (per 1,000 women aged 15-19, 1995-2000):

Government has expressed particular concern about:
Morbidity and mortality resulting from induced abortion
Complications of childbearing and childbirth

Maternal mortality ratio (per 100,000 live births, 1990):
National
Central America

Female life expectancy at birth (1995-2000):

Satisfactory
To maintain

Direct support provided

54
2.6
82

Yes
Yes

55
140

76.4

Source: Population Policy Data Bank maintained by the Popu]atioﬁ Division of the Department of Economic and Social Affairs of the

United Nations Secretariat. For additional sources, see list of references.
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Palau

BACKGROUND

The status of abortion law in Palau is not entirely clear. Prior to jts independence in 1994, Palau was one
component of the Trust Territory of the Pacific Islands. Though nomma]ly under the control of the United
Nations, the Trust Territory’s day-to-day administration, legislation, and adjudication were the responsibility
of the United States of America. As such, the legal system of the Territory was based on the Code of the Trust
Territory, imposed by the United States after the Second World War, and its development through court
decisions interpreting the common law as generally understood and applied in the United States.

The Trust Territory Code provided that every person who unlawfully caused the miscarriage or premature
delivery of a woman, with intent to do so, was guilty of the crime of abortion. Although the Code prohibited
all abortions, general criminal law principles of necessity could have been relied upon as a defence in the case
of an abortion performed to save the life of a pregnant woman. In 1971, however, the Appellate D1v1sxon of
the High Court of the Trust Territory ruled that these abortion provisions were invalid because they were so
vague and indefinite as to constitute a denial of due process of law (Trust Territory v. Tarkong, 1971). The
Court objected to the fact that the provisions did not set forth any circumstances under which abortions were
legal. No replacement abortion provision was ever enacted. Since the United States Supreme Court decision
in Roe v. Wade established the right of a woman to obtain an abortion in the first two trimesters of pregnancy -
only two years later, perhaps none was thought necessary as Trust Territory courts were required to follow
United States common law. :

The above case suggests that up until independence, no valid abortion law was in effect in Palau and that
the holding of Roe v. Wade was applicable after 1973. Palau became independent in 1994 and entered into a
Compact of Free Association with the United States, with two attendant developments. First, independence
allowed courts in Palau to apply the common law of jurisdictions other than the United States, including
common law developed locally. Second, it gave a prominent place to local customary law in court
deliberations. Consequently, the exact status of the law on abortion remains unclear at this date. It may be
that the 1971 Appellate Court decision is applicable and that there is no abortion law, or that customary law of
some sort prevails. The Republic of Palau National Code, which is based on the Trust Territory Code, implies
that the former is the case. Although the Code defines abortion as a crime, reproducing the exact language of
the Trust Territory Code, the editor’s annotations to the Code still refer to the Appellate Court’s 1971 ruling
that these abortion provisions are invalid.

No reliable figures on abortion are readily available in Palau, which has a pbpuiatidn of 18,000. The
United Nations Children’s Fund (UNICEF) reports a contraceptive prevalence rate of 38 per cent. -

J

Source: Population Policy Data Bank maintained by the Population Division of the Depanment of Economic and Social Affalrs of the United
Nations Secretariat. For additional sources, see list of references.
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Panama

ABORTION POLICY

Grounds on which abortion is permitted:

To save the life of the woman
. To preserve physical health
To preserve mental health
Rape or incest
Foetal impairment N
Economic or social reasons
Available on request

Additional requirements:

Yes
Yes
No
Yes
No
No
No

. A multidisciplinary commission appointed by the Ministry of Health must authorize an abortion on the
grounds of averting a health risk that would endanger the life of the mother or the foetus; in the case of rape, the
authorities must be aware of the crime and the abortion must be performed within the first two months of
pregnancy. An abortion must be performed by a physician in a government health-care centre.

" REPRODUCTIVE HEALTH CONTEXT

Government view on fertility level:
Government intervention concerning fertility level:
Government policy on contraceptive use:

Percentage of currently married women using
modern contraception (aged 15-44, 1984):

Total fertility rate (1995-2000):

Age-specific fertility rate (per 1,000 women aged 15-19, 1995-2000):

Government has expressed particular concern about:
Morbidity and mortality resulting from induced abortion
Complications of childbearing and childbirth

Maternal mortality ratio (per 100,000 live births, 1990):
National
Central America

Female life expectancy at birth (1995-2000):

Satisfactory
To maintain

Direct support provided

54
2.6
82

Yes
Yes

55
140

76.4

Source: Population Policy Data Bank maintained by the Populalioﬁ Division of the Department of Economic and Social Affairs of the

United Nations Secretariat, For additional sources, see list of references.
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Panama

" BACKGROUND

Until 1982, abortion was generally illegal in Panama under the Criminal Code of 17 November 1922.
Anyone who performed an abortion was subject to imprisonment for 20 months to 3 years. A - woman who
induced her own abortion was subject to imprisonment for 8-30 months. Harsher penalties were prescribed
for medical personnel who performed abortions. Under general crlmma] law principles of necessity, however,
abortion was permitted to save the life of the pregnant woman.’

On 22 September 1982, a new Penal Code was enacted that liberalized Panama’s abortion law and set
new penalties for abortions performed illegally. Under the Code, a woman who causes her own abortion or
‘consents to another person carrying it out is subject to one to three years’ imprisonment.  Anyone inducing an
abortion with the woman’s consent is subject to three to six years’ 1mpr1sonrnent The penalty for inducing an
abortion without the woman’s consent or against her will is four to six years’ 1mpnsonment If the woman
dies as a result of the abortion or the means used to induce it, the penalty is 5-10 years” imprisonment. These
penalties are increased by one sixth if the person guilty of inducing the abortion is the woman’s husband.

There is no penalty if an abortion is performed, with the consent of the woman, in order to destroy the
product of conception resulting from rape, provided that the rape has been evidenced in a court proceeding.
In such cases, the competent authorities must be aware of the crime and the abortion must be performed
within the first two months of pregnancy. There is also no penalty if the abortion is performed, with the
consent of the woman, for serious health reasons that endanger the life of the mother or the product of
conception. In such cases, a multidisciplinary commission appointed by the Ministry of Healthis to-determine
the serious health reasons and authorize the abortion. Under Ministry of Health Resolution No. 02007 of 2
August 1988, the multidisciplinary commission is composed of representatives from various health
professions as well as a lawyer from the legal department of the Ministry of Health. The Resolution authorizes
the commission to seek aid from other health professions and to establish rules approving therapeutic
abortions. :

On 21 April 1989, the Ministry of Health (Resolution No. 1) approved the rules of the multidisciplinary
commission established to authorize therapeutic abortions. In order for a petition for a therapeutic abortion to
be considered, a written request must be submitted by the pregnant woman. This request must be
accompanied by a medical record which specifies and supports the diagnosis motivating the petition and by
laboratory tests and/or supplementary information confirming the request. Women who are minors or who
are incapacitated for legal reasons must have the consent of a legal representative. If necessary, the
multidisciplinary commission may request the written opinion of other health professionals, who must
cooperate with its members. In each region, the chief of gynaecology and obstetrics of each hospital must
analyse the requests of patients in that region and verify the fulfilment of the requirements. The documents
must be sent to the national commission, which must meet within the shortest possible time for review and a
final decision. Once authorized by the commission, the abortion must be performed by a medical specialist in
the state hospital of the health region where it is requested. A therapeutic abortion can never be performed
without the written consent of the multidisciplinary commission.

The Government of Panama has strongly supported family planning and has been providing subsidized
services since 1973. The Government promotes natural and modern methods.of family planning through the
Ministry of Health and a private family planning organization of the country, the Asociacién Panamefia para

Source: Population Policy Data Bank maintained by the Population Division of the Department of Economic and Social Affairs of the
United Nations Secretariat. For additional sources, see list of references.
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el Planeamiente de l'awFamilia (APLAFA), which was founded in 1965. The moder contraceptive prevalence
rate was estimated at 54 per cent in 1984. Adolescent fertility is a major concern of the Government and a
programme of sex education in the schools has been implemented. Parental participation and the

dissemination of information on sex education through the press also encouraged. Despite these efforts, it is,

estimated that more than 20 per cent of declared abortions in Panama involve adolescents.

APLAFA is confronting the problem of adolescent pregnancy with a wide range of activities that focus
not only on the prevention of unwanted pregnancies but also on the provision of prenatal and postnatal care
for those choosing to carry an unwanted pregnancy to term. Sterilization is legal in Panama. The programme
also includes an educational component offering employment services, vocational- training, and social and

recreational activities, as well as extensive reproductive health services.

Efforts to promote famlly planning in Panama have been generally successful. Between 1965 and 1985,
for example, the total fertility rate decreased from 6.0 to 3.0 children per woman. The total fertility rate is
currently (1995-2000) at 2.6 chlldren per woman while the populatlon growth rate has slowed to an estimated

1.8 per cent.

Source: Population Policy Data Bank maintained by the Population Division of the Department of Economic and Social Affairs of the

United Nations Secretariat. For additional sources, see list of references.
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Papua New Guinea

ABORTION POLICY

Grounds on which abortion is permitted:

To save the life of the woman Yes
To preserve physical health Yes
To preserve mental health Yes
Rape or incest No
Foetal impairment _ ‘ . No
Economic or social reasons s No
Available on request . No

Additional requirements:

A legal abortion is permitted within 12 weeks of gestation. It should be performed Hy a registered
physician in a government health-care institution. '

REPRODUCTIVE HEALTH CONTEXT

Government view on fertility level: Too high
Government intervention concerning fertility level: To lower
Government policy on contraceptive use: Direct support provided

Percentage of currently married women using
modern contraception (aged 15-49, 1996): 20

Total fertility rate (1995-2000): ' 4.6
Age-specific fertility rate (per 1,000 women aged 15-19, 1995-2000): 24

Government has expressed particular concern about:

Morbidity and mortality resulting from induced abortion Yes

Complications of childbearing and childbirth . Yes
Maternal mortality ratio (per 100,000 live births, 1990):

National 930

Oceania 680

Female life expectancy at birth (1995-2000):

" Source: Population Policy Data Bank maintained by the Population Division of the Department of Economic and Social Affairs of the
United Nations Secretariat. For additional sources, see list of references.
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Papua New Guinea

BACKGROUND

" The Criminal Code (Ordmance No. 7 of 1902), which reproduces the 1899 Criminal Code Act of
Queensland and was adopted as the law of then British New Guinea, is still in effect. Under this Code, the
performance of abortions is generally illegal. A person who unlawfully administers any means to a woman
with intent to procure her miscarriage is subject to up to fourteen years’ imprisohment. A woman who
undertakes the same activity or consents to it is subject to up to seven years’ ir'nprisonme‘nt. R

The Code however, allows'an abortion to be performed to save the life of a pregnant woman. [t prov1des
that a person is not criminally respons1ble for performing in good faith and with reasonable car¢ and skill a
surgical operation on an unborh child for the preservation of the mother’s life if the performance of the
operation is reasonable, having régard to the patient’s state at the time and to all the circumstances of the case.
Moreover, in 1974 the Justice Department of the Government of Papua New Guinea expressed the opmlon
that preservation of life includes preservation of the physical and mental health of the preghant woman.

Abortion in Papua New Guinea is also regulated to some extent by ‘customary’ law; indeed; the
Constitution of the country requires that courts take custom into account in reaching their decision. In some
parts of the country, abortion may not be regarded as wrong if the mother is unmarried or if the pregnancy is a
result of an adulterous or incestuous relationship. Accordingly, if abortion is acceptable according to local
custom, the person accused of performing an illegal abortion may be exonerated.

Induced abortion is practised-in most of Papua New Guinea. [t frequently has been'done by such methods
as ingestion of plant substances, binding of the abdomen and heavy massage. Although the number of illegal
abortions is unknown, the avdilable evidence suggests that the practice is.common and possibly increasing.
There has been a relatively high incidence of septic and haemorrhagic complications from “spontaneous

abortions™; a high-incidence of pelvic inflammatory disease and large numbers of patients with.septic abortion’

and premature labour following unsuccessful illegal attempts at pregnancy termination.

As a result the demand for:legal and safe medical termination.of pregnancy is increasing. In 1990 the
maternal mortality ratio was a high 930 deaths per 100,000 live births. Major causes included puerperal
sepsis, post-partum haemorrhage; associated medical and surgical complications and prolonged or obstructed
labour and ruptured uterus. By 1996, the modern contraceptive prevalence rate was 20 per cent, the total
fertility rate for the 1995-2000 period :was estimated at 4.6 children per woman. - .

Community-based family planning distribution programmes-have.been :in.operation for 25 years:  The
Government has been receiving international assistance to improve the health status of women and children
through adequate maternal and child health and family planning care by focusing on the proper timing and
spacing of births. Under the ICPD Programme of Action, Papua New Guinea began reforming its delivery of
health services and promoting further training and awareness in reproductive health and family planning.

Source: PopulationPolicy Data Bank maintained by'the Population Dlv1snon of the: Department of Economic and Socnal Affairs of the
United Nations Secretariat. For additional sources, see list of references. PR R, oLt e
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Paraguay

ABORTION POLICY -

Grounds on which abortion is permiftéd; | K

. To save the life of the. woman . ';‘\: 3' L
To preserve physical health
To preserve mental health

.Rape orincest. = T T R TR T

-Foetal impairment -
~ Economic or social reasons
_Available on request . .- -

Additional requireme‘nts:‘

Information is not readily available. .., .. = - .. .,

B

REPRODUCTIVE HEALTH CONTEXT

Govemment view on fertility level:‘
Govemment mtervennon concemmg femhty level RSN
Govemment pollcy on contraceptlve use:” . .o AR

Percentage of currently married women using
modem contraceptlon (aged 15-44 1998)

Total femhty rate (1995 2000)

Government has expressed particular concern about:: ~ 7 " 7
"-Morbidity and mortality resulting from induced abortion
Comphcatlons of ch1ldbearmg and childbirth

Matemal mortahty ratio (per 100 000 live bmhs 1995)
National
South America

Female life expectancy at birth (1995-2000):

* Preliminary or provisional.

R Too hlgh

No mterventlon £

Age spec1ﬁc femllty rate (per 1 OOO women aged 15 19 1995 2000):‘-

vwi, b
TR

Y 3:

Yes
Yes

190

260

72.0

Source: Population Policy Data Bank maintainéd by the Population Division of Deparlment of‘Economic and Soc1al Affalrs of thesd

United Nations Secretariat. For additional sources, see list of references. .+ 3 .3ui 0wz oo,

29

TR SRR AT T RPTYFL 1 o TN




—————

Paraguay

| 'BACKGROUND

The Paraguayan Penal Code (Law No. 1 160/97) of 26 November 1997 m general prOhlbltS the
performanée of abortions. Anyone who performs an abortion, including a woman who causes her own
abortion or consents to it, is subject to fifteen to thirty months’ 1mprlsonment If the abortion is performed
without the consent of the woman, the penalty is increased to two to ﬂve years’ 1mprxsonment if the abortion
results in the death of the woman, the penalty is increased to four to six years’ imprisonment if thé woman
consented and to five to ten years’ imprisonment if she did not consent. Penalties are increased by 50 per cent
if the abortlon is performed by the husband of the woman or by a member of a health professxon A woman
who causes her own abortlon to preserve her honour is subject tG six to twelve months’ imprisonment, and: the
penaltles 1mposed on a person who performs an 1llegal abortion are decreased by one half if the abortion i 1s
perfomled to preserve the honour of that person spouse, daughter, or sister. :

Nonetheless, the Penal Code explicitly allows an abortion to be performed to save the life of a woman. It
provides that a member of the health professions shall be exempt from punishment if he or she justifies
having indirectly caused an abortion for the purpose of saving the life of a woman endangered by pregnancy
or childbirth. Moreover, article 109 of the Code provides that a person who indirectly causes the death of a
foetus during acts relating to childbirth does not act illegally if, taking into consideration the knowledge and
experiences of the medical profession, this is necessary and inevitable to prevent serious danger to the life or
health of the mother.

Clandestine abortion is common in Paraguay. It is estimated that approximately 26,000 illegal abortions
are performed annually and that 35 per cent of Paraguayan women have had at least one abortion. [llegal
abortion, together with a lack of adequate prenatal and obstetric care, has contributed to a high maternal
mortality rate. The maternal mortality ratio has, however, been declining, from 300 deaths per 100,000 live
births in 1986 to the most recent 1995 government estimate of 190 deaths per 100,000 live births. Surveys in
1979 and 1984 estimated the abortion rate at around 145 abortions per 1,000 pregnancies.

Family planning services were illegal or discouraged for decades in Paraguay but started expanding in the
late 1980s, and the right to family planning was guaranteed under the 1992 Constitution of Paraguay. The
expansion of family planning services occurred primarily through the efforts of the national family planning
association, the Centro Paraguayo de Estudios de Poblacién (CEPEP), founded in 1966, which provides
subsidized family planning services and operates clinics that offer gynaecological services, prenatal and
postnatal care, and contraceptives. The association sponsors campaigns to involve rural community leaders in
family planning and provides training to physicians in remote frontier regions. In an effort to increasé public.
knowledge and to improve the image of family planning, CEPEP disseminates information in magazines and
on radio and television programmes.

The use of modern contraceptives has increased steadily from an estimated 35 per cent in 1990 to 41 per
cent in 1995/1996 and a provisional 49 per cent in 1998. The 1990 Demographic and Health Survey found
that 93 per cent of women knew of at least one modern family planning method. The most frequently used
contraceptive methods were the pill (14 per cent), female sterilization (7 per cent), the intrauterine device (6
per cent) and contraceptive injections (5 per cent). Thirteen per cent used a traditional method.

The Government of Paraguay considers the current rates of population growth and fertility (estimated at
4.2 children per woman in 1995-2000) to be too high but pursues a general policy of non-intervention on

Source: Population Policy Data -Bank maintained by the Population Division of the Depanment of Economic and Social Affairs ofthc
United Nations Secretariat. For additional sources, see list of references. . - e e e . -
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Paraguay

fertility levels. The public sector has provided natural family planning services as a health measure and as part
of maternal and child health care, while other modern methods of contraception are available on the
commercial market. In 1988, the Government decided to expand the provision of family planning to include
other methods. Although there are no specific legal provisions in regard to sterilization, it is believed that the

law prohlbltmg corporal injury applies.

" The deei'nment has formulated policies to improve population welfare through improved health services
and family planning activities. It has implemented programmes to promote responsible parenthood and to
improve the provision of family plannmg services as an integral part of maternal and child health (MCH)
care, primarily to promote child spacing and maternal health. Family life education has been introduced into
the school curricula, and information, education and communication programmes have been implemented. In
1994, followmg the International Conference on Population and Development, the Government established a
National Council for Reproductive Health, responsible for formulating a national reproductive health plan.

Source Population Policy Data Bank maintained by the Population vaxsnon of Department of Economlc and Social Affalrs of thc /
United Nations Secretariat. For additional sources, see list of references. . - :
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Peru

ABORTION POLICY

Grou’nds on which al?o_rtion is permitted:

To save the life of the woman
To preserve physical health
To preserve mental health
Rape or incest

.. Foetal 1mpaument
“Economic or social 1 reasons
Available on request

Additional requirementS'

Yes

Yes .
Yes
No

- No

No

'VNo

An abortlon must be performed by a physrcxan with the consent of the pregnant woman and after

consultation with two physicians.

REPRODUCTIVE HEALTH CONTEXT

Govemment vnew on fertlllty level
Govemment intervention concerning fertility level
Government policy on contraceptive use:

Percentage of currently married women using
modem contraception (aged 15-49, 1996).

Total fertrllty rate (1995 2000)

Age-specific femhty rate (per 1,000 women aged 15-19, 1995-2000):

GdVernm"ent has ekpreésed particuler concern about:
- Morbidity and mortality resulting from induced abortion
Complications of childbearing and childbirth

Maternal mortality ratio (per 100,000 live births, 1990):
~ National | , :

South Amerlca

Female life expectancy at birth (1995-2000): - .

Too high

To lower

Direct support provided

41

3.0

58

. Yes

Yes
280
260

70.9

Source: Population Policy Data Bank maintained by the Population Division of the Department of Economlc and Socral Affalrs of the

United Nations Secretarlat For additional sources, see list of references.
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Peru

BACKGROUND

© Abortion in Peru is governed by the provisions of the Criminal Code of 11 January 1924, as amended in
1991, and the Health Code of 1969, as amended in 1981. Under the Criminal Code, the performance of
abortions is generally illegal. A woman who causes her own abortion or consents to its performance by
another person is subject to not more than two years’ imprisonment or to the provision of community service
for 52to 104 days. A person who causes the abortion of a pregnant woman with her consent is subject to one
to four years’ imprisonment, and to three to five years’ imprisonment if she does not consent. Harsher
penalties are applied if the pregnant woman dies, and health personnel who perform abortions are subject to
suspension from practising their profession. The performance of abortions is not pumshable if carried out by a
physncxan with the consent of the pregnant woman when it is the only means of saving her life or préventing
serious and permanent injury to her health.

The Health Code provides that human life and the right to health begin with conception. Thus, the
process of pregnancy is to terminate in birth, except in the case of an unavoidable natural occurrence or a
danger to the life or health of the mother, and abortions performed on moral, social; or economic grounds or
as a means of birth control are prohibited. Like the Criminal Code, the Health Code allows the performance
of abortions when carried out by a physician with the consent of the pregnant woman as the only means of
saving the life of the pregnant woman or preventing serious and lasting injury to her health. Moreover, the
Code requires two physicians to approve the abortion before it is performed.

Abortion is also mentioned to in Peru’s National Population Policy, Leglslatlve Decree No. 346 of 6 July
1995. The Policy guarantees the individual the right to life from the time of conception and excludes abortion
as a method of family planning.

In recent years there have been minor changes to the abortion law. The 1991 amendment of the Criminal
Code reduced the penalties imposed on a woman who performed her own abortion or consented to its
performance from up to four years’ imprisonment to not more than two years’ imprisonment or to the
provision of community service for 52 to 104 days, as noted above. In addition, it greatly reduced the
maximum sentence (three months) for the performance of an illegal abortion when the pregnancy is the result
of rape or “involuntary artificial insemination” outside of marriage reported to the police; or when a medical
diagnosis points to a probable risk of serious physical or mental defects in the child if it were born.

The Government of Peru considers the current rates of population growth and fertility to be too high and
seeks to lower them through direct support of contraception. The National Population Policy Law of 1985
outlined a government plan of action concerning population, focused on promoting a balanced relation
between population and socio-economic development and encouraging responsible parenthood. During the
1990s, the Government increasingly emphasized the crucial role of family planning in the development
process. The modern contraceptive prevalence rate increased from 33 per cent in 1992 to 41 per cent in 1996.
The government’s target fertility rate of 3.0 births per woman for the period 1995-2000 and target rate of -
population growth of about 2 per cent per by the year 2000 have both been met according to current estimates.

The Directorate-General of Family Planning within the Ministry of Health oversees the national
programme and the coordination of all activities in the public and private sectors. The main targets of family
planning services are the poor living in the suburbs of Lima and in other urban areas. Although adolescent
fertility is a major concern, access to contraception is forbidden to unmarried adolescents. Female sterilization
was legalized as a method of family planning in August 1995. The maternal mortality ratio, though in decline,
continues to be one of the highest in South America. 1990 estimates place it at 280 deaths per 100,000 live
births.

Source: Populanon Policy Data Bank mamtamed by the Populatlon vaxslon of the Departmcm of Economic and Social Affaxrs of the .
United Nations Secretariat. For additional sources, see list of references,
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Philippines

ABORTION POLICY

Grounds on which aborti_on is permitted:

"To save the life of the woman ' ‘ ‘ Yes
To preserve physwal health ‘ No
_ To preserve merital health : No
" “Rapeorincest _ ‘ No
" Foetal'impaitthent ~ " " " " "'No
Economic or social reasons ‘ « . No
Available on request ‘ No

‘Additional ‘réquirements:

Authorization of an abortion requires consultation with a panel of professionals.

REPRODUCTIVE HEALTH CONTEXT

Government view on fertility level: Too high
'Go_iiommont' i‘n,terve_ntio,r_i concerning fertility level: © L ‘_'_Ifo lower
'GOVémmen't'policy on co_htraoeptive use: .7 " Direct support provided

Percentage of currently married women using _
f, modem contraception (aged 15-44 1998) A o 28

Total fetility rate (1995-2000. 36
Age-s'peciﬁc fertility rate (per 1,000 women aged 15-19, 1995-2000): ‘,43 .

. Government has expressed particular concern about:

‘Morbidity and mortality resulting from induced abortion Yes

Complications of childbearing and childbirth . Yes
Maternal mortality ratio (per 100,000 live blrths 1990)

National _ 280

South-eastern Asia . ' ' " 440
'Female life expectancy at birth (19‘95-200'0): " ' 70.2

. I

: Source: Population Policy Data Bank maintained by the Populauon Division of the Department of Economic and Socxal Affairs of the
Umted Nations Secretariat. For additional sources, see list of references. . . :
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Philippines

BACKGROUND

Abortion in the Philippines is generally illegal. Under the abortion provisions of the Revised Penal Code
of 1930, as amended, a person who intentionally causes an abortion with the consent of the pregnant woman
is subject to a penalty of prison correccional (i.e., imprisonment for from six months to six years) in its
medium or maximum period. A physician or midwife who causes or assists in the performance of an abortion
is subject to the maximum period of this penalty, as well as suspension from the right to follow a profession.
A woman performing an abortion on herself to conceal her dishonour is subject to the minimum or medium
period of this penalty. A person performing an abortion without the consent of the pregnant woman is subject
to a penalty of prison major (i.e.; 6-12 years’ imprisonment). -

Although the Penal Code does not list specific exceptions to the general prohibition on abortion, under
the general criminal law principles of necessity as. set forth in article 11(4) of the Code, an abortion may be
legally performed to save the pregnant woman’s life. =~ :

In addition to these provisions, the Constitution of 1987 provides that the State “shall equally protect the
life of the mother and the life of the unborn from conception”. This provision reinforces the provision
contained in a Presidential Decree of 1975 establishing the Child and Youth Welfare Code, which stipulates
that a child has the dignity and worth of a human being from the moment of conception and has the right to be
born well.

Despite the severity of the law, abortion appears to be widely practised in the Philippines as a means of
birth control and is rarely prosecuted. The International Planned Parenthood Federation reports estimates
ranging from 155,000 to 750,000 induced abortions per year. However, illegal abortion is performed in a
climate of fear and shame resultmg from strong cultural, religious and legal prohibitions. Surveys indicate
that women resorting to abortion are often from economically disadvantaged groups and take this step
because they are unable to provide for another child. Surveys also indicate a high incidence of repeat
abortion. In a context of poor health conditions and widespread malnutrition, and where some 76 per cent of
deliveries occur-at home and only 21 per cent are attended by a physician, induced abortions are poorly
performed and result in high maternal mortality and morbidity. The maternal mortality ratio was estimated at
280 deaths per 100,000 live births in 1990. Hospital surveys have found that about one thlrd of matemal
deaths occurring in hospitals can be attributed to induced abortion.

The Government of the Philippines is greatly concerned about the high incidence of induced abortion and
hopes to reduce illegal abortion through an expansion of family planning activities and through information,
education and communication services. As early as 1972, the Revised Population Act referred to abortion as
an unacceptable method of birth control, which should be discouraged and prevented. In 1988, a Presidential
Proclamation on the Respect and Care for Life Week emphasized the constitutional provision that the State
has an obligation to protect the life of the unborn from conception.

The Philippines’ total fertility rate has declined in the last ten years, from a 1985-1990 rate of 4.3
children per woman to a 1995-2000 rate of 3.6. The Government seeks to lower the fertility level on an
ongoing basis. The national family planning programme in the Philippines has encountered many obstacles.

"Source: Population Policy Data-Bank maintained by the Population-Division of the Depanmem ofEconomlc and Socnal Affairs of the
United Nations Secretariat. For additional sources, see list of references. o . :
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Contraceptive use is relatively low and has grown slowly. The modern contraceptive prevalence rate was
estimated to be 22 per cent in 1988 and 28 per cent a décade later, in 1998. Access to family planning services
1§ liifiited ‘aiid adeqiiate $€ivices are oftén unavailable: Indéed, after a first phase of expansion in the 1970s,
the national family planning programme was largely neglected; and as.of 1992, only about 2 per cent of field
personnel in the Department of Health had been trained to provide family planmng services. Moreover
according to the Republic Act of 1966, contraceptives can be sold only in licensed pharmacies and can only
be purchased with a prescription from a qualified physician. Many women cannot afford contraceptives, and
many encounter difficulties in obtaining access to Government-dispensed supplies. :

In 1990, the Govemmei{t launched a new family planning programme and established a. number of
incentives, including tax exemptions for couples that limited their family size to two children. However, the
family planning programme encountered strong opposition from the Catholic Church. Followmg a series of

negotiations, the Catholic Bishops Conference of the Philippines sanctioned in 1990 the government policy of

providing support for artificial methods of contraception (the condom, the pill and the intrauterine device, as
well as sterilization) in exchange for the Government’s commitment to promote natural methods of family
-planning. However, in 1993, the Church denounced the new Government’s plan to expand the national family
_planning. programme Followmg some govemment concessions, the programme was launched but the
Catholic Bishops Conference once again voiced its opposrtion and called for a boycott by health practitioners

In implementation of the ICPD Programme of Action, the Government created the Philippine
Reéproductive Health Programme in 1998 to deliver ten different services ‘as part of a comprehensive
reproductive health service package, including family planning; maternal'and child health, and prevention and
management-of abortion complications. The accessibility and delivery of health services continues to be the
main challenge in this nation of 880 inhabited islands.

Source: Population Policy Data Bank maintained by the Population Division of the Depanment of Economic and Socral Affairs of the
United NationsSecretariat. - For,additional sources; see list of references. oo - .
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Poland:

ABORTION POLICY ., .

[ P TR

‘Grounds on which abortion is permitted:

" To save the'life of the woman '
To preserve physical health
To preserve mental health
Rape or incest
" Foetal impairment
" Economic or social reasons
Available on request '

Additional requirements:

Yes-
Yes
Yes
Yes

Y Yes'
N NO . . PR . ,'-
NO EE , SRR

C

‘ " An abortion must be performed by-an obstetrician or gynaecologlst who ‘has passed the ‘national
'proﬁmency tests. The abortion must be performed in a hospital or clinic with the consent of the pregnant
woman or her parents or guardian if she is a minor. The procedure must be performed within the first 12
weeks of pregnancy, unless continued pregnancy would endanger the life or health of the pregnant woman.

REPRODUCTIVE HEALTH CONTEXT -, -+ o it s (i

Government view on fertility level:
Government intervention concerning fertility level:
Government policy on contraceptive use:

Percentage of currently married women using
modern contraception (aged 20-49, 1991):

Total fertility rate (1995-2000):

Age-specific fertility rate (per 1,000 women aged 15-19, 1995-2000):

Government has expressed particular concern about:
Morbidity and mortality resulting from induced abortion
Complications of childbearing and childbirth

Maternal mortality ratio (per 100,000 live births, 1990):
National
Developed countries

Female life expectancy at birth (1995-2000):

? Including consensual unions, where possible.
b Excluding sterilization.

Toolow

To raise

Direct support provided

19*®
L5
23

Yes
No

19
27

76.9

Source: Population Policy Data Bank maintained by the Population Division'6f 'the:Depan.men't of Economic dhd’Sociél-'Affairs of the” ==

United Nations Secretariat. For additional sources, see list of references.
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BACKGROUND

Until 1932, abortion was generally prohibited in Poland. On 11 July 1932, the restrictive legislation was
modified to allow abortion when a pregnancy endangered the life or health of the woman or resuited from a
crime (rape or incest). The law- requlred a legal abortion to be performed by a physician with the consent of
two other physicians.

A law adopted by the Polish Parliament (Sejm) on 27 April 1956 (Law No. 61) further liberalized the
abortion laws by permitting abortion on medical grounds, if the pregnancy resulted from a criminal act or
because of “difficult living conditions”. Although abortion was not explicitly permitted on grounds of foetal
impairment, serious defects of the unborn child often constituted “difficult living conditions” for the pregnant
‘woman. The great majority of abortions were performed on the ground of “difficult living conditions”, which,
under regulations issued subsequent to the law, left the decision essentially to the pregnant woman as long as
she could find a physician willing to perform the operation.

A]though the procedural requirements to be observed in order for a lawful abortion to be performed were
amended repeatedly over the years (1956, 1959, 1969, 1981 and 1990), access to abortion after the passage of
the 1956 legislation remained largely constant until 1990 with the election of the first non-Communist
Government in Poland since the end of the Second World War. Under regulations issued by the Ministry of
Health and Social Welfare (Ordinance of 30 April 1990), a request for an abortion on the grounds of difficult

-living conditions had to be approved by two gynecologists and a general practitioner. The pregnant woman

was also requlred to obtain the counselling of a State-approved psychologist. The Ministry also set a fee for
the performance of abortions on non- therapeutle grounds

In 1993, Parliament enacted further restrictions on access to abortion by eliminating entirely “difficult
living conditions” as a ground for the performance of legal abortions. Henceforth, abortions could be
performed legally only in cases of serious threat to the life or health of the pregnant woman, as attested by
two physicians, cases of rape or incest confirmed by a prosecutor, and cases in which prenatal tests, confirmed

.by two physicians, demonstrated.that the foetus was seriously and irreversibly damaged. A ban was also

placed on the performance of abortions in private clinics. A physician who performed an abortion in violation
of the law was subject to up to two years’ imprisonment, although the pregnant woman herself was exempt
from punishment. The law also amended the abortion law to provide that “Every human being shall have a
natural right to life from the time of his conception” and gave a person who was damaged before birtha right
to seek compensation. The Law set no time limits on the performance of abortions.,

In addition, the law contained provisions obligating the Government to guarantee “free access to methods .

and means of birth control”, to provide social, medical and legal assistance during pregnancy and after
childbirth, including material support and information on the rights, benefits and services available to families
and unmarried mothers; to allow pregnant students maternity leave; and to introduce into schools classes on
human sexuality, including information on birth control, responsible procreation, and the value of the family
and the life of the unborn child. The provisions were designed to address the problem of abortion in ways
other than restricting the performance of the procedure.

These amendments to Poland’s abortion law did not end the controversy. Because the Law had
eliminated socio-economic grounds for abortion, woman’s groups and left-leaning political parties, including
the successor to the Communist party, began working to modify its effects. Conversely, some of the strongest

opponents of the former law sought to restrict abortion even further, believing abortion to be immoral under

v

Source: Population Policy Data Bank maintained by the Population Division of the Department of Economic.and Social Affairs of the
United Nations Secretariat. For additional sources, see list of references.
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all circumstances. The former groups were aided in their cause by the results of the next set of elections held
in 1993. Owing in part to the hardships faced by much of the Polish population by, the abrupt shift from a
socialist economy to a capitalist one and the loss of many social benefits that had been taken for granted, a-
new Government made up of left—leanmg parties, mcludmg the former Commumsts gamed control of
Parllament ‘ : o =

'One year after the elections, this Parliament, despité considerable opposition, approved a bill to allow
abortions for socio-economic reasons. The bill, however never went into effect. To become law, it needed
the approval of Poland’s President who is separately elected from Parliament. Because the President was
opposed to abortion, he refused to sign the law, thus leaving in place the 1993 restrictive legislation.

Two years later, however, after another election resulted in a new president who was:favourable to
‘abortion law reform, the Government again introduced liberalized legislation. Parliament voted to amend the
recent law to allow abortions to be performed on the grounds of difficult living conditions or & precarious
personal situation up until the twelfth week of prégnancy. The pregnant woman would be required to undergo
counselling, give written consent to the operation, and wait three days aftér the counselling until the abortion
took place. The law once agam allowed abortions to be performed in private clinics. It also seta 12-week
limit for abortions performed on the grounds of health, foetal impairment or as a result 6f a crlmmal act (rape
or mcest) and provnded for sex educatron in schools and cheaper contraceptives. :

~ Enactment of the new law heightened the hostlllty of pro-life groups to the performance of abortions.

Many legislators, religious leaders and health personnel opposed to abortion pledged themselves to counter its
effect. At the same time, growing numbers of physicians and hospltals refused to pérform abortiohs; as they
‘were allowed to do under a conscience clause contained in the law: In some cities, there wéré no public
institutions willing to perform abortions, leaving private clinics with much higher fees as the only resort for
women seeking abortions. Some estlmates were that almost half of all publlc hosp1tals in Poland had adopted
this approach to the issue. '

In addition, shortly after the passage of the amendments, a number of legislators moved to challenge the
law’s constitutional validity before Poland’s Constitutional Tribunal. They argued that, because the law
allowed the performance of abortions, it violated provisions of ‘the Constitution guaranteeing therule of
democratic law and social justice and the Constitution’s implied guarantee of thé right to life. In its ruling
later'in the case in mid 1997, the Court essentrally agreed with this argument. Tt pomted specifically to the
part of the Law that allowed abortions on socio-economic grounds. 1t found this to be defectlvc because of a
lack of precise justified criteria as to what: constituted difficult living conditions or a'precarious personal
situation and to constitute abortion on request. It reasoned that, without such criteria, the law did not
sufficiently protect human life from the moment at which it arises, which it stated was a value protected under
the Constitution, even though not so expressed It concluded that the law amounted to author1zat10n of
abortlon on request

‘The effect of the decision was to give the Government six months’ time to-enact new legislation
conforming to the decision or to override it by a two thirds majority vote in Parliament. During this time, the
provisions of the law were to remain in effect. The Government, however, was unable to override the Court’s
decision by the required majority, and after elections that brought a pro-life majority to Parliament,
Parliament voted to endorse the court’s decision and reinstate the former law of 1993,

Source: Population Policy Data Bank maintained by the Population Division of the Depanment of hconomlc and Socral Affam ofthe
United Nations Secretariat. For additional sources, see list of references. o
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It is difficult to determine the number of abortions being carried out in Poland. Official abortion statistics
are believed to underestimate the true extent of abortion because it is not known how many abortions are
performed in private out-patient clinics. For example, although there were 123,000 officially reported
abortions in 1987, some estimates suggest that the actual number of abortions performed may have been from
three to four times the official number. Underground private abortion services are robust in Poland, as is
“tourism” abortion by Polish women who travel to neighbouring countries including, Austria, Belarus,
Belgium, the Czech Republic, Germany, Holland, Lithuania, the Russian Federation, Slovakia and Ukraine.
Rough 1996 estimates suggest there may be 50,000 underground abortions a year.

The suspected high incidence of abortion is due to a number of factors, including shortages of low-cost,
high-quality modern contraceptives, reliance upon less reliable natural methods of fertility control and a lack
of comprehensive sex education programmes. The Polish Government is concerned about the high level of
induced abortions and the lack of popularity of contraceptives. The modern contraceptive prevalence rate was
estimated in 1991 to be 19 per cent.

The Government of Poland considers the current total fertility rate to be too low. Government policy is to
encourage the well-being of the family as a whole. Towards this end, the Government has created an
extensive system of social benefits, including maternity leave, a three-year leave for child-rearing, an annual
leave of up to 60 days for taking care of sick children, birth grants, family allowances for low-income
families, and loans and scholarships to assist student marriages. An alimony fund provides a minimum
income to divorced mothers not receiving alimony. Moreover, family life education courses have been
established in schools. ' '

Source: Population Policy Data Bank mamtamed by the Populatlon Division of the Department of Economic and Social Affairs of the
United Nations Secretariat. For additional sources, see list of references.
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Portugal

ABORTION POLICY 7

Grounds on which abortion is permitted:

To save the life of the woman
To preserve physical health
To preserve mental health
Rape or incest

Foetal impairment .
Economic or social reasons
Available on request

Additional requirements:

Yes
Yes
Yes
Yes -
Yes

No

No

An abortion must be performed by, or under the direction of, a physician within the first 12 weeks of
gestation on the grounds of preserving the woman’s physical or mental health or in the case of rape; or within
16 weeks if there is a risk that the child will be born with an incurable disease or malformation. The existence
of these circumstances must be certified in writing by a physician other than the one performing the
procedure. This certification must be accompanied by the written consent of the woman requesting the
abortion, not less than three days prior to the date of the procedure; women under’ age 16 must have the
consent of the husband, parents or, in their absence, any relative. Abortions must be performed in an official

or officially approved health-care establishment.

REPRODUCTIVE HEALTH CONTEXT

Government view on fertility level:
Government intervention concerning fertility level:
Government policy on contraceptive use:

Percentage of currently married women us1n9g
modern contraception (aged 15-49, 1979/80):

Total fertility rate (1995-2000):

Age-specific fertility rate (per 1,000 women aged 15-19, 1995-2000):

Government has expressed particular concern about:
Morbidity and mortality resulting from induced abortion
Complications of childbearing and childbirth

Maternal mortality ratio (per 100,000 live births, 1990):
National
Developed countries

Female life expectancy at birth (1995-2000):

Too low
No intervention

Direct support provided

33
1.4
20

No
No

15
27

78.8

Source: Population Policy Data Bank maintained by the Populatlon Division of the Depanmcnt of Economic and Social Affairs of . the United

Nations Secretariat. For additional sources, see list of references.
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Portugal

BACKGROUND

! i e e, IR v . - PN C ey -

. The Portuguese Criminal Code of 16 September 1886 prohibited abortion. Any person that terminated a

‘pregnancy,. including the- pregnant woman, was subject to imprisonment for from two to eight years.

According to section 358 of the Code, the woman was subject to lmprlsonment under a'less severe regxmen if
she committed the offence to conceal her dishonour. : : ‘ : c

. Termination of pregnancy was permitted to save the life of the mother, despite the fact that there was no

.specific provision.for such cases in the Criminal Code. Decree Law No. 40,651 of 21 June 1956, which

approved the statutes of the'Order of Physicians, stated that the physician should observe absolute respect for
human life from the moment of conception and expressly prohibited abortion. However, even prior to the
subsequent constitutional changes in Portugal, medical indication to save the life of the mother was
recognized in legal doctrine. Portuguese Law No. 6/84 of 11 May 1984 liberalized abortion in Portugal,
permitting the termination of pregnancy executed by, or under the direction of, a physician in an official or
officially approved health-care establishment, and with the consent of the pregnant woman. Abortion could

be performed provided that, based on the current state.of medical knowledge and experience: (a) it was the

only means of eliminating a risk of death or serious permanent damage to the physical or mental health of the
mother; (b) it would avert a risk of death or serious damage to the physical or mental health of the mother,
and the procedure was performed during the first 12 weeks of gestation; (c) there were substantial grounds for
believing that the child would be born with a serious or incurable disease or malformation, and the procedure
was performed during the first 16 weeks of gestation; or (d) there were significant indications: that the
pregnancy resulted from rape, and the procedure was performed during the first 12 weeks of gestation. Prior
to the abortion, a physician other than the one performing the procedure must sign a medical certificate

attesting to the existence of circumstances -that render an.abortion permissible. In cases of rape, the

verification :of circumstances depends upon evidence of criminal involvement. The abortion. must be
performed with the consent of the pregnant woman; the woman, or someone on her behalf, must sign a
document to this effect not less than three days prior to the date of the procedure.

- In case of emergency, if it is imperative that the abortion be performed immediately to'save the life of the
mother.or to-avert a serious threat to her life or lasting damage to her physical or mental health, the prescribed
time limit may be waived, as well as-the required consent of the woman if she is unable to express her consent
and if it may reasonably be assumed that she would normally have granted it. In such cases, the circumstances
must be recorded on the medical certificate. If the pregnant-woman is under age 16.or is-incompetent, the
written consent may be-provided, in order of priority, by her competent and non-separated husband, her legal
representative, a competent ascendant or descendant or, in their absence, by any relative. If no such person
can be found to consent to the - woman’s abortion and if the procedure must be performed as a matter of
urgency, the physician may decide how to proceed, according to his own conscience, while, if possible,
consulting one or more other physicians. The circumstances must be recorded on the medical certificate.

Physicians that fail to obtain the required documents justifying the legal voluntary termination of
pregnancy, prior to or after the procedure, may be subject to imprisonment for a maximum of one year.

Any person procuring an abortion by any means without the consent of the pregnant woman may be
subject to imprisonment for two to eight years. A person procuring an abortion by any means with the consent
of the pregnant woman, other than in cases permitted by law, may be subject to a maximum of three years in

Source: Population Policy Data Bank maintained by the Population Division of the Department of Economic and Social Affairs of the United
Nations Secretariat. For additional sources, see list of references.
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prison. A pregnant woman that consents to the mducement ofan abortlon by a third party or induces her own
miscarriage, with or without the help of a third party, other than on the grounds perrmtted by law, also may
.be subject to'a maximum of three years in prison: If an abortion is induced by a third party-or:byithe pregnant
woman herself, other than in cases permitted by law, but is performed to avoid the:social réprobation of the
woman or on grounds constituting significant:mitigating circumstances in favour of the person responsible,
the penalty may not exceed one year. The maximum penalty applicable may be increased by one third if an
abortion performed or the methods employed, on grounds other than those permitted by law, result in the
death of the pregnant woman or in serious injury to her body or her physical or mental health,.and the person
that procured the abortion was in a position to have foreseen the inevitable consequences ‘of his'or her
conduct. The increased penalty is also applicable to:any person habrtually engagmg in. the 1llrcrt practlce of
abortion or inducing 1llrc1t abortion for proﬁt S : :

In June 1996 the Commumst Party introduced legislation to liberalize abortion. The proposed law made
-abortion legal up to 12 weeks on demand. The proposed law also made abortion legal up to 16 weeks (a) if
‘the mother was found to be using illegal drugs; (b) if the mother’s physical or psychological health was at
‘risk; (c) if the pregnancy resulted fromrrape; d) if the mother was less than 16:years old; or (e) if the mother
was mentally ill. The proposed-law made abortion legal up to 22 weeks for eugeni¢ (deformation) reasons,
including testing positive for the human immunodeficiency virus/acquired immune deﬁcrency syndrome
(HIV/AIDS) The proposed law was narrowly defeated in February 1997.

T here are an estlmated 16,000 illegal abortions each year in: Portugal

In 1976 the law forblddmg the advertlsmg of contraceptrves was repealed and the Secretary of State for
Health officially pledged that family planning services would be made available in all -health. centres
throughout the country. The subsequent rapid development of family planning programmes in Portugal has
contributed to the decline in infant and maternal ‘mortality. Contraceptrves are w1dely available and
prescriptive methods are free of charge.

Although the Government considers the fertility rate to bé too'low, it:does not intervene with respect to
this variable; however, various indirect measures have been implemented within the sphere of family policy.
“These measures, which are intended to protect maternity and paternity and to strengthen ‘the family unit,
‘include a maternity benefit of 100 per cent of earnings payable during:30-days before and. 60 days after
confinement,:a marriage grant, a birth grant, a nursing allowance for up to 10 months and a family allowance
for .each child. The Government prov1des drrect support for contraceptrves -and pemnts sterilization for
women over.age 25, > .

Source: Populauon Policy Data Bank maintained by the Population Division of the Department for Economic and Socral /\ffalrs of the
United Nations Secretariat. For addmonal sources, see llSt ofreferences e . PR S
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Qatar

ABORTION POLICY

vV WOV S P Y

.Grounds on which abortion is permitted: -

To savethe life of the woiman .~ ;. + . oo Yest o

To preserve physical health SR o e Yes o
To preserve mental health Yes
e Rape.or incest , . No '
o+ Feetdlimpairment. - -, oo e L E o Yes:
~; Economic or,secial reasons -~ - .+, ' IR - - No .
- Available:on request Do c A - -No

PR

Additional requirements:

A medical-commission consisting, of three medical specialists, one of whom must be a specialist in
gynaecology and the others'in obstetrics, are required by law to recommend the procedure before any induced
abortion can be performed. All induced abortions must be performed in a' government hospltal The consent
of both spouses is 1equ1red for an abortlon on eugenic grounds.

Government view ‘onfertility level: = =~ ¢ » 7 - Satisfactory -
~Government intervention concerning: fertility level: o7 To maintain -
Government policy on contraceptive use: Direct support provided

Percentage of currently married women using :
modern contraception (under age 50," 1987): 29

Total fertility rate (1995-2000): 3.7
Age-specific fertility rate (per 1,000 women aged 15-19, 1995-2000): 66
Government has expressed particular concern about:

Morbidity and mortality resulting from induced abortion

Complications of childbearing and childbirth

Maternal mortality ratio (per 100,000 live births, 1990):

National , .
Western Asia ' : 320
Female life expectancy at birth (1995-2000): 75.4

* Adjusted from source to exclude breastfeeding.

-Soyrce:. Population Policy Data Bank, maintajned by the.Population DlVlSlon of the Department of Economic and Social Affairs of the
United Nations Secrefariat. For additional sources, see list of references. :
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BACKGROUND

Under the Penal Code of Qatar of 28 August 1971, abortion is generally:illegal. A pregnant woman who
performs an abortion on herself or consents to its performance is subject to up to five years’ imprisonment. A
person who intentionally performs an abortion on a pregnant woman is. subject to the same penalty if she
consents, or to up to ten years’ imprisonment if she does not consent.

The Code also provides, however, that the performance of an abortion to save the life of the pregnant
woman is legal. Law No.2/1983 of 22 February 1983 governing the practice of the professions of physician,
surgeon and dentist, contains a similar provision. Moreover, it provides that if the pregnancy-is'of less than
four months’ duration an abortion may be legally performed: a) if continuation of the pregnancy would cause
certain and serious harm to the mother’s health; or b) if there is evidence that the child would be born with
serious and incurable physical malformations or mental deficiency, and both spouses consent to the abortion.

Under Law No. 3/1983, a medical commission consisting of three medical specialists, one of whom must
'be a’specialist in gynaecology and another a specialist in obstetrics, must recommend the procedure before an’

abortion can be performed. All abortions must be performed in a government hosprtal

. The Government of Qatar considers the overall rate of population growth (1995-2000 estimates place it at
1.8 per cent) to be satisfactory but considers the growth rate of its nationals to be too low. A rapidly
increasing native-born population is considered a means of helping reduce futiire dependency upon foreign

workers, who currently constitute an estimated 70 per cent of the total population of 560,000. The

Government of Qatar has one of the most advanced and extensive welfare systems in the Persian Gulf region.
The provision of family allowances for each child, which are granted to male heads of households employed
in the public sector, and of free schooling and health services is consistent with the Government’s desire to
increase the size of the native-bomn population. The modern contraceptive prevalence rate was estimated at 29
per cent in 1987. The Government actively supports contraceptive use by providing them through government
services.

Source: Population Policy Data Bank maintained by the Population DMSron of the Department of Economlc and Social Affarrs of’ the i,
United Nations Secretariat. For additional sources, see list of references. o
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Republic of Korea

ABORTION POLICY .

‘Grounds on:which abortion is permitted: .

To save the life of the woman
To preserve physical health.
To preserve mental health
Rapeorincest- . ... . - . ...
Foetal impairment .
- Economic or social reasons-
Available on request

Additional requirements:

Yes
Yes
Yes
Yes
Yes
Yes

"Yes

An_abortion can.be perfefmed by a physician within 28 weeks of pregﬁancy. The consent of the
pregnant woman is required, as well as that of her spouse if she is married.

REPRODUCT_I‘V.E HEALTH CONTEXT

Government view o fertility lével:
Government intervention concerning fertility level:
Government policy on contraceptiVe use:

Percentage of currently married women using
modem contraceptlon (aged 15-44,1991):

Total fertility rate (1995-2000):

Age-specific fertility rate (per 1,000 women aged 15-19, 1995-2000):

Government has expressed particular coﬁcem about:
" Morbidity and mortality resulting from induced abortion
Comphcatnons of chlldbearmg and childbirth

Matemal mortalxty ratlo (per 100 000 11ve births, 1990)
‘National
Eastern Asia

Ferhale life expectancy at birth (1995-2000):

Satisfactory
No intervention

Direct support provided

70 -

1.7

4

Yes
Yes

70
95

76.0

Source: Population Policy Data Bank:maintained by the Population Division of the Department of Economic and Social Affairs of the Nations

Secretariat, For additional sources, sec list of references.
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Reépublic of Korea

BACKGROUND

Sections 269 and 270 of the Criminal Code of the Republic of Korea of 1953 strictly prohibited
abortion on any grounds. In 1973, however, the Maternal and Child Health Law established exemptions
from this prohibition. According to this law, a physician may perform an abortion if the pregnant woman
or her spouse suffers from an eugenic or hereditary mental or physical disease specified by Presidential
Decree, if the woman or her spouse suffers from a communicable disease speciﬁed by Presidential
Decree, if the pregnancy results from rape or incest or if continuation of the pregrnangy is likely to
Jeopardlze the mother’s health. In all other circumstances, a pregnant woman" induéing her own
miscarriage or any person performing an abortion is subject to imprisonment for one year ora ﬁne The
penalties for medical personnel are increased to imprisonment for up to two years. - o

The legal situation of abortion in the Republic of Korea is the result of a IOng' process of evolution,
After the Government established a national family planning programme in 1962 as part of its
socio-economic’development strategy; abortion became a-common practice desplte the legal prohibition,
mainly because a large number of physicians were willing to-perform abortions and the officials were
reluctant to enforce the law. A majority of women strongly supported abortion, as indicated by a 1971
national survey, in which 81 per cent of the women reported a strong preference. for legalizing abortion.
Moreover, since 1962, the medical profession has favoured legalizing induced abortion. However, the
Government’s attempts to liberalize the abortion law,m order to reduce the gap between law and practice
encountered opposition. After various failed attempts, on 30 January 1973, the Govemment enacted the
Maternal and Child Health Law, which still appears to be in effect.

The passage of the 1973 law had only a limited effect because prior to its enactment, most women in
the Republic of Korea did not realize that abortion was illegal and abortions were widely. performed. The
estimated abortion rate (based on surveys of ever-married women aged 20-44) rose as high as 64
abortions per 1,000 women but has declined to 36 in 1990 and 20 in 1996. However, statistics on the
actual number of abortions performed may be underestimated, as reporting is not mandatory, and most
abortions are performed in private clinics. The recent trend towards a decline in the incidence of abortion
is counterbalanced by an increase in the age-specific abortion rate for women . m thelr twentles most of
these women use abortion as a means of contraception.

Many women in the Republic of Korea use abortion not as a backup for contraceptive failure but as a
primary method of birth control, as is shown by the high rates of repeat abortion. The overall behavioural
pattern is for couples to achieve the desired number of children (usually two) and then to practise
contraception—including resorting to abortion—to prevent subsequent births. Although the induced
abortion rate has been declining mainly as a result of increased contraceptive usage, the principal reason
women reported in the National Fertility and Family Health Survey of 1985, for having.an abortion was
to prevent subsequent births (61.3 per cent), followed by birth-spacing (15. 1) mother’s health and foetal
impairment (7.3), unwanted pregnancy (5.7) and other reasons (10.6). :

In the 1970s, 84 per cent of induced abortions in the Republic of Korea were performed in clinics by
private physicians. Costs are subsidized for indigent women, as well as in cases when sterilizafion is also
performed at the time of abortion or when the pregnancy was due to failure of an intrauterine device.

- Source: "Population Policy Data Bank maintairied by the Populatlon Division of thie Depanment of” Economlc and Socxal Affanrs of the Nauons
Secretariat. For additional sources, see list of references.
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" Republic of Korea | | | -

The total fertility rate in the Republic of Korea has declined over the period 1970-2000 from 4.3
children per woman to 1.7, while the population growth rate has similarly fallen from 2.0 to 0.8 per cent
over the same period, well below replacement level. As a result, the population programme shifted
empbhasis from a policy of modifying fertility levels to maintaining the level and improving the quality of
family planning programmes, improving maternal and child health care through prevention of unwanted
pregnancies and induced abortions, and sex education for adolescents. The Republic of Korea recorded a
modern contraceptive prevalence rate of 70 per cent in 1991. Female sterilization accounted for almost
half of the total. Until recently, the Government offered family planning services free of charge. The
Government has now decided to impose user fees for family planning services, to eliminate the incentive
schemes for the one-child family and to support instead a two-child policy.

Source: Population Policy Data Bank maintained by the Population Division of the Department for Economic and Social Affairs of the
United Nations Secretariat. For additional sources, see list of references.
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Republic of Moldova

ABORTION POLICY

Grounds on which abortion is permitted:

To save the life of the woman
- To preserve physical health

To preserve mental health

Rape or incest

Foetal impairment

Economic or social reasons

Available on request

Additional requirements:

. Yes

Yes
Yes
Yes
Yes
Yes
Yes

An abortion requires the consent of the pregnant woman; it is authorized if performed by a licensed
physician in a hospital or other recognized medical institution. Abortion is available on request during the
first 12 weeks of gestation. Thereafter, induced abortion is available within 28 weeks from conception on
judicial, genetic, vital, broad medical and social grounds, as well as for personal reasons with the special

authorization of a commission of local physicians.

REPRODUCTIVE HEALTH CONTEXT

Government view on fertility level:
Government intervention concerning fertility level:
Government policy on contraceptive use:

Percentage of currently married women using
modern contraception (aged 15-44, 1997):

Total fertility rate (1995-2000):

Age-specific fertility rate (per 1,000 women aged 15-19, 1995-2000):

Government has expressed particular concern about:
Morbidity and mortality resulting from induced abortion
Complications of childbearing and childbirth

Maternal mortality ratio (per 100,000 live births, 1990):
National
Developed countries

Female life expectancy at birth (1995-2000):

Satisfactory
No intervention

Direct support provided

50
1.8
32

Yes
Yes

27

72.0

Source: Population Policy Data Bank maintained by the Population Division of the Department of Economic and Socxal Affairs of the United

Nations Secretariat. For additional sources, see list of references.
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Republic of Moldova

":’m%;iilf;n-lb Pyl ey CRRT W 5 .’ EAIS f’lBACKGROUND [ 1 ROPST R VIO AV5 PR e L:r v Mt b

IR R [

As was the case with all of the former Soviet republics, the Republic of Moldova, known prior to 1992
as the Moldavian Soviet:Socialist Republic, observed the abortion.legislation and regulations of the former
Union of Soviet Socialist Republics. As aresult, abortion practices in the Republic of Moldova were srmllar
to those throughout the former USSR. A :

*The description given below.pertains to the situation in the Republrc of Moldova prror to 1ndependence
Smce mdependence there hag been no: change in the abortron law :

The Sovret Decree of 27 June 1936 prohlbrted the performance of abortlons except in cases of danger to
life, serious threat to-health, or the existence.of a serious disease that could be inherited from the parents. The
abortion had to be performed in a hospital or maternity home. Physicians who performed abortions outside a
hospital or without the presence of one of these indications were:subject to one to twoe years’ imprisonment. If
the abortion was performed under unsanitary conditions or by.a person with no special medical education, the
penalty was no less than three years’ imprisonment. A person who induced a woman to have an abortion was
subject to two years” imprisonment. A pregnant woman who underwent an abortion was subj ect toa repnmand
and the payment of a ﬁne of up to 300 roubles in the case of a repeat offence

t v
art e,

: ln its Decree of 23 November l955 the Govemment of the former USSR repealed the general prohtbmon
.on the performance of abortions contained in the 1936 Decree. Other regulations issued in 1955 specified that
abortions could be performed freely during the first twelve weeks of pregnancy if no contraindication existed
and after that point when the continuance of the pregnancy and the birth would harm the mother (interpreted
to include foetal handicap). The abortion had to be performed in a hospital by a physician and, unless
performed in cases of a threat to the mother’s health, a fee was charged. Persons who performed an abortion
illegally were subject to criminal penalties established by criminal laws such as the Criminal Code. For
example, if the abortion was not performed in a hospital, a penalty of up to one year’s imprisonment could
be imposed, and if it was performed by a person without an advanced medical degree, a penalty of up to two
years’ imprisonment was possible. In the case of repeat offences or the death or serious injury of the pregnant
woman, a higher penalty of up to eight years’ imprisonment could be imposed. A woman who underwent an
illegal abortion was not penalized.

Despite the approval of the 1955 Decree and regulations, the problem of illegal abortions did not entirely
disappear in the former Soviet Union. This situation resulted in part from the Government’s conflicted
attitude towards contraception. Although, at times, it manifested support for contraception, it did little to
make contraception available and in 1974 effectively banned the widespread use of oral contraceptives. The
situation was also due in part to a revived pronatalist approach to childbearing adopted at times by the
Government, which looked unfavourably on abortion. The result was a reliance on abortion as the primary
method of family planning. '

Concerned with the high rate of illegal abortions, the Government in 1982 issued a decree allowing
abortions for health reasons to be performed through the twenty-eighth week of pregnancy. Continuing this
approach of increasing the circumstances under which legal abortions were available, on 31 December 1987
it issued an order setting out a broad range of non-medical indications for abortions performed on request

- Source: Population Policy Data Bank maintained by the Population Division of the Department of Economic and Socnal Affairs of the Umted
Natrons Secretariat. For additional sources, see list of references. . R
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Republic of Moldova

through the twenty-eighth week of pregnancy. These included the death of the husband during pregnancy;
imprisonment of the pregnant woman or her husband; deprivation of maternity rights; multiparity (the
number of children exceeds five); divorce during pregnancy; pregnancy following rape; and child disability
in the family. Moreover, the order provided that, with the approval of a commission, an abortion could be
performed on any other grounds.

This extension of the grounds for abortion after the first twelve weeks of pregnancy, combined with the
.ambivalent attitude of the Government towards contraception, led to a dramatic increase in the number of
officially reported abortions. -

After Moldova’s independence, an overall décline in health care services was registered.. High rates of
maternal and infant mortality as well as complications from abortions resulted. Abortion continued to be
favoured as a tool of birth spacing and fertility control because of shortages of high-quality modern
contraceptives, a reliance upon traditional methods, a lack of knowledge of family planning among c¢ouples
and the absence of adequate training for physicians, nurses, teachers and other spec1ahsts

In 1989 the Moldavian Soviet Socialist Republic reglstered an abortion rate of 93. O per 1 000 women

aged 15-44 years, one of the highest rates in the former Soviet Union. The actual figure was much higher,
because this total did not include most abortions performed in departmental health services and commercial
clinics, early vacuum aspirations and self-induced abortions. As in other Soviet successor States, the abortion
rate fell throughout the 1990s, to SO abortions per 1,000 women in 1994, and to 38.8 in 1996. The
Government reported a further decline to 30.8 abortions per 1,000 in 1998. In the same period, the use of
modern contraception increased to 50 per cent of all sexually active women, suggesting that the use of
- abortion as a tool of fertility control is decreasing. Moldova has a total fertlllty rate of 1.8 and a populatlon
growth rate of 0.02 per cent for the perlod 1995-2000. :

- Source: Population Policy Data Bank maintained by the Population Division of the Dcpartment of Economxc and Socnal Affalrs of the Umted
Nations Sccretariat. For additional sources, see list of references.
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Romania

ABORTION POLICY

Grounds on which abortion is permitted: .~ :c - . ©

To save the life of the woman

-+ Topreserve physical health
To preserve mental health
Rape or incest
Foetal impairment
Economic or social reasons

i Avallable on request

fLEO YT

Addmonal requlrements

Yes
Yes

. Yes
Yes

Yes
Yes
Yes

Abortlon is perrmtted on request during the first trimester of pregnancy. Thereafter, a legal abortlon can:
only be performed . for therapeutic reasons.-A legal abortlon must be performed by an 0bstetr1c1an-

gynaecologrst ina hospltal or dispensary.

REPRODUCTIVE HEALTH CONTEXT

~rb =1

Govemment vrew on fertrllty level
Gb\}erhrﬁe'nt'ihtervention concemirig fertility level:
Govemment pol_icy on contraceptive use:

Percentage of currently married women using
modem contraceptlon (aged 15-44, 1993)

Tétal fertlltty rate (1995-2000)r

Age-speciﬁc fertility rate (per 1,000 women aged 15-19, 1995-2000):

Govemment has expressed partrcular concem about:
. Morbidity and mortality resulting from induced abortion
Compllcatlons of childbearing and childbirth

Matemal mortaltty ratlo (per 100,000 live blrths 1990)
’ “ National
" Developed counties

Female life expectancy at birth (1995-2000):

Too low
To raise

Direct support provided

14
12

36

Yes

130
27

73.9

Source: Population Policy Data Bank maintained by the Population Division of the Department of Economic and Socml Affairs of the United

Nations Secretariat.-For additional sources, see list of references L
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" Romania

BACKGROUND  Frritimisss »f auimpgeln oo no thagnt s

Abortion on request was first legalized in Romania in 1957. The abortionhad to be performed during the
first trimester of pregnancy in a hospital and the pregnant woman was required to-pay 30.lei. The Law was
enacted by the Government for several reasons in order to protect women’s health and to 5upport reproductlve
self-determination. R :

In 1966, the Government dramatically aitered its policy. Concerned about the low Tate of populatlon
growth, it introduced a number of measures to increase the fertility rate. These measures made abortion
legally available only in certain limited circumstances, restricted access to contraception, and increased
allowances for large families. Council of State Decree No. 770 of 29 September 1966 restricted abortion to
the following situations: the continuance of the pregnancy posed a serious danger-to-the life of the pregnant
woman that could not otherwise be prevented; one parent suffered from-a serious hereditary- disease ora
disease likely to cause serious congenital malformations; the pregnant woman suffered from a serious
physical, mental, or sensory disorder; the pregnancy resulted from rape or incest; the pregnant woman was
over age 45 (subsequently lowered to age 40 in 1972 and raised to 42 in 1984); or the pregnant woman had
given birth to at least four children that were under her care.

Except for abortions performed to save the life of the pregnant woman, a legal abortion had to be
performed within the first trimester of pregnancy by a specialist in obstetrics and gynaecology in a specnahzed ’
health-care unit, with the approval of a medical board. Women who obtamed an 1llega1 abortlon as well as the
persons performing it, were subject to fines and imprisonment.’

The sudden imposition of severe restrictions on access to legal abortion and modern contraception had an
immediate if somewhat short-term impact on fertility levels in Romania. The crude birth rate increased and
the number of abortions declined sharply from 973,000 in 1966 to 206,000 in 1967. However, the birth rate
began to decrease once again in 1967 and reached the 1966 level (14.3 births per 1,000 population) in 1983.
Despite Government restrictions on abortion, the abortion ratio also began to mcrease in 1967 due In part, to .
the existence of an underground illegal abortion network. ’

Sensing that its demographic policies had been ineffective, the Governmient of Romania commenceda
new campaign in 1984 to increase the birth rate and restrict abortion. A directive issued by the Central
Committee of the Romanian Communist Party in March 1984 included systematlc control systems and severe
measures. In practice this meant that women of reproductive age were required to undergo regular
gynaecological examinations at their place of employment. Pregnant women were monitored until delivery,
doctors were required to report all women who became pregnant and gynaecologlcal wards_were under
continuous surveillance. A special tax was levied on unmartied persons over 25 years of age, as well as on
childless couples that did not have a medical reason for being childless. Investlgatlons were carrled out to
determine the cause of all miscarriages.

In 1985, access to abortion was further restricted. The age required for a legal abdrtion was increased
from 42 to 45 years or older. Similarly, having four children was no longer considered sufficient grounds for
obtaining an abortion on request. Decree Number 411 of 26 December 1985 provided that to qualify for an
abortion, a woman must have given birth to a minimum of five children that were currently under her care.

Source: Population Policy Data Bank maintained by the Population Division of the Department of Econvpmic and,.SopialvAf‘fa‘.irs-;Qf vthg:::Unitcd;gj-
Nations Secretariat. For additional sources, see list of references.
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Romania LAt

As a result of the restrictive reproductive health policies enforced in Romania between 1966 and 1989,
matérmal mortality reachied heights unprecedented in Europe. The maternal mortality ratio rose from 85 deaths
per 100,000 live births in 1965 to 170 in 1983. Moreover, illegal-and unsafe abortion was the major.cause of
maternal mortality, accounting for more than 80 per cent of maternal deaths between 1980 and 1989.
Furthermore, unofficial estimates suggest that nearly 20 per cent of women of reproductive age may have
become infertile because, on average, a woman may have undergone at least five illegal abortions by age 40.

On 26 December 1989, one of the first acts of the new transitional Government of Romania was to
repeal restrictive abortion legislation. Shortly thereafter, it also repealed restrictions on sterilization and the
use of contraception. Romania, however, did not enact new abortion legislation until 1996. Under Law No:
140 of 5 November 1996, an abortion can be freely performed during the first 14 weeks of pregnancy.solong
as it is carried out with the pregnant woman’s consent in a medical institution or surgery approved for that
purpose by a physician. An abortion may be performed later in pregnancy if absolutely necessary for
therapeutic reasons, according to legal provisions. Abortions performed after 14 weeks with the consent of
the pregnant woman are punishable by six months’ to three years’ imprisonment If the woman does not
consent, the punishment is two to seven:.years’ 1mprrsonment and the suspension of other rights. A physrcran
who performs an illegal abortion is subject to suspension from practising his or her profession.

Asa consequence of this legal change in Romania, the abortion rate increased precipitously, whlle the
maternal mortality ratio declined dramatically. The abortion rate rose from 39 abortions per 1,000 women
dged 15-44 yedrs in 1989'to 199 in 1990.. Although the abortion rate fell to 78 abortions per 1,000 women
aged 15-44 by 1996, it remains by far the highest in Europe. The maternal mortality ratio also remains the
highest in Europe at a 1990 estimate of 130 deaths per 100,000 live births.

Since the revolution in December 1989, the Romanian Ministry of Health and of the Family has made
concerted efforts to improve women’s reproductive health and to reduce the incidence of abortion. The-
implementation of a family planning and sex education programme and the manufacture of locally produced
contraceptives are top priorities of the Ministry. However, in its efforts to improve and strengthen
reproductive health services, the Government faces major challenges, including the need to educate the
population in general and health professionals in particular about contraception. Because the policies pursued
by the previous Government prohibited contraception, family planning and sex education, mariy Romanian
women know very little about modern family planning methods and most believe that modern contraceptives
have adverse side-effects. The modern contraceptive prevalence rate thus remains low, estimated in 1993 to
be 14 per cent. Moreover, because of a lack.of experience with modern methods of contraception, many
members of the Romanian medical profession have been reluctant to accept the safety of modern
contraceptives, and many are unaware of the improvements made in recent years to certain methods, such as
oral contraceptives. For the period 1995-2000, Romania’s current total fertility rate is estimated at 1.2
children per woman and the country has a negative populatlon growth rate of 0.4 per cent.

Source: Population Policy Data Bank maintained by the Population Division of the Department of Economic and Social Affairs of the Umtcd
Nations-Secretariat,, For additional sources, sce list.of references
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‘Russian Federation |

ABORTION POLICY

Grounds on-which abortion is permitted:
To save the life of the woman
To preserve physical health -
To preserve mental health
Rape or incest
Foetal impairment

* Economic or social reasons’
Available on request'

Additional requlrements

“Yes i

Yes o
Yes
Yes

“ Yes

Yes
Yes

~ An abomon requires the consent of the-pregnant woman; it is authorlzed if performed by a- llcensed
physician in a hospital or other recognized medical institution. Abortion is available on request during the
first 12 weeks of gestation. Thereafter, induced abortion is available within 28 weeks from conception on
judicial, genetic, vital, broad medical and social grounds, as we]l as for personal reasons w1th the special

authorlzatlon of a commission of local physnc1ans

REPRODUCTIVE HEALTH CONTEXT _

- Government view on fertility level:
Government intervention concerning fertility level:
Govemment policy on contraceptive use:

Percentage of currently mamed women usmg
" modem contraception (aged 15-44, 1996):

Total fertility rate (1995:-2000):

Age-specific fertility rate (per 1,000 women aged 15-19, 1995-2000):

Govemment has expressed' particular concern about:
Morbidity and mortality resulting from induced abortion
Complications of childbearing and childbirth -

Maternal mortality ratio (per 100,000 live births, 1990):
National
Developed countries

Female life expectancy at birth (1995-2000):

? Including consensual unions, where possible.
® Adjusted from source to exclude breastfeeding.

14

" Too_low ‘ '

To raise

Direct support provided .

55

45

Yes
Yes

75
27

72.8

Source: The Population Policy Data Bank maintained by the Population Division of the Department of Economic and Social Affairs of*

the United Nations Secretariat. For additional sources, see list of references.
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Russian Federation

BACKGROUND

As was the case with all of the former Soviet republics, the Russian Federation, known prior to 1992 as
the Russian Soviet Socialist Republic, observed the abortion legislation and regulations of the former Union

- of Soviet Socialist Republics. As aresult, abomon practices in the Russian Federation were similar to those

throughout the former USSR

The Soviet Decree of 27 June 1936 prohibited the performance of abortions except in cases of danger to life,
serious threat to health, or the existence of a serious disease that could be inherited from the parents. The
abortion had to be performed in a hospital or maternity home. Physicians who performed abortions outside a
hospital or without the presence of one of these indications were subject to one to two years’ imprisonment. If
the abortion was performed under unsanitary conditions or by a person with no special medical education, the A
penalty was no'less'than three years’ imprisonment. A person who induced a woman to have an abortion was
subject to two years’ imprisonment. A pregnant woman who underwent an abortion was subject to a reprimand
and the payment of a fine of up to 300 roubles in the case of a repeat offence.

In its Decree of 23 November 1955, the Government of the former USSR repealed the general prohibition

* on the performance of abortions contained in the 1936 Decree. Other regulations issued in 1955 specified that

abortions could be performed freely during the first twelve weeks of pregnancy if no contraindication existed and
after that point when the continuance-of the pregnancy and the birth would harm the mother (interpreted to -
include foetal handicap). The abortion had to be performed in a hospital by a physician and, unless performed in
cases of a threat to the mother’s health, a fee was charged. Persons who performed an abortion illegally were
subject to criminal penalties established by criminal laws under the Criminal Code. For example, if the abortion
was not performed in a hospital, a penalty of up to one year’s imprisonment could be imposed, and if it was
performed by a person without an advanced medical degree, a penalty of up to two years’ imprisonment was
possible. In the case of repeat offences or the death or serious injury of the pregnant woman, a higher penalty of

up to eight years 1mprxsonment could be imposed. A woman who underwent an illegal abortion was not
penahzed L .

Despite the approval of the 1955 Decree and regulations, the problem of illegal abortions did not entirely
disappear in the former Soviet Union. This situation resulted in part from the Government’s conflicted attitude
towards contraception. ' Although at times the Government manifested support for contraception, it did little to
make contraception available and in 1974 effectively banned the widespread use of oral contraceptives. The

situation was. also due in part to a revived pronatalist approach to childbearing adopted at times by the .

Government, which looked unfavourably on abortion. The result was a rellance on abortion as the primary
method of famlly planmng

Concemed with the high rate of illegal abortions, the Government in 1982 issued a Decree allowing
abortions for-health reasons to be performed through the twenty-eighth week of pregnancy. Continuing this
approach of increasing the circumstances under which legal abortions were available, on 31 December 1987 it
issued an order setting out a broad range of non-medical indications for abortions performed on request through
the twenty-eighth week of pregnancy. These were included. the death of the husband during pregnancy;
imprisonment of the pregnant woman or her husband; deprivation of matemnity rights; multiparity (the number of

Source: The Population Policy Data Bank maintained by the Population Division of the Department of Economic and Social Affairs
of the United Nations Secrctariat. For additional sources, see list of references.
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Russian Federation

children exceeds five); divorce during pregnancy; pregnancy following rape; and child disability in the family.
Moreover, the order provided that, with the approval of a commission, an abortion could performed on any other
grounds.

In 1996, the Ministry of Health issued a new order on indications for the performance of abortions on
social grounds after the first twelve weeks of pregnancy. The order lists six new indications beyond those
mentioned above: they include the husband’s disability, the husband or wife’s unemployment the unmarried
status of the woman, the woman’s precarious financial condition, the woman’s lack of housing, and the
woman’s status as a refugee or a person.needing resettlement. On the other hand, the order eliminated the
possibility of a woman obtaining an abortion for other reasons if approved by a commission. Further, in July
another order was issued reducing from twenty-eight to twenty-two weeks the period in pregnancy in which
an abortion could be obtained on social grounds. The changes appear to reflect three factors: (a) the difficult -
economic and social conditions experienced by women since the break up of the Soviet Union; (b) the ability
of women to circumvent the requirements for late-term abortions; and (c) the ability of medical technology to -
keep a foetus alive outside the mother’s body earlier in pregnancy.

Moreover, at about the same time in 1996, the Russian Federation enacted a new Criminal Code with
provisions on the performance of illegal abortions. The former Code contained a blanket prohibition on the
performance of such abortions. The new Code repeals this provision and now provides that the only time that
an abortion will be considered to have been performed illegally is when the person performing it did not have
the proper qualifications. The Code, in effect, removes criminal sanctions on the performance of abortions as
long as they are carried out by a qualified practitioner. o . : |

This extension of the grounds for abortion after the first twelve weeks of pregnancy, combined with the
ambivalent attitude of the Government towards contraception, led to a dramatic increase in the number of
officially reported abortions. Other factors resulting in a high incidence of abortion have included shortages of
high-quality modemn contraceptives and reliance upon less reliable traditional methods; a lack of knowledge
concerning contraception and the detrimental health consequences of frequent abortions; and the absence of
adequate training for physicians, nurses, teachers and other specialists.

In 1990, a total of 3.9 million induced abortions were registered in the Russian Federation, giving an
abortion rate of 119.6 per 1,000 women aged 15-44 years, one of the highest in the world. The actual figure
is believed to be much higher, because this total does not include most abortions performed in departmental
health services and commercial clinics, early vacuum aspirations and self-induced abortions. Owing to the '
implementation of family planning programmes in the period 1994-1997, abortions declined by 29 percent
according to the International Planned Parenthood Federation. Still, the abortion rate for 1995 was estimated
to be 68.4 abortions per 1,000 women aged 15-44. The total number of abortions in the Russ1an Federation is
still estimated to be almost double the number of births. ,

Maternal mortality ratios in the Russian Federation were 68 per 100,000 births in 1980, 50 in 1988, and
75 in 1990, one of the highest rates in the former Soviet Union and in Europe. More generally, the population
growth rate for 1995-2000 was —0.2 per cent with a total fertility rate of 1.4 children per woman. The
Government of the Russian Federation finds these rates too low.

As a means of improving the demogfaphic situation, the Committee for the Family and Demographic
Policies, under the Council of Ministers of the Russian Federation, formulated the State Programme on
Family Planning for the period 1991-1995. The Programme was designed to modify the attitudes of citizens,

Source: The Population Policy Data Bank maintained by the Population Division of the Department of Economic and Social Affairs of
the United Nations Secretariat. For additional sources, see list of references.
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Russian Federation

to make the people aware of their right to family planning, to protect the reproductive health of individuals
‘and couples, and to enable them to have children that are desired and healthy. The Programme provided the
basis for regional programmes and accommodated demographic and religious diversity by integrating the
activities of various organizations, cooperatives and other institutions. After the International Conference on
Population and Development, held in Cairo in 1994, the Government created the Presidential Family Planning
Programme and the Presidential Safe Motherhood Programme. By 1999; the Government reported that these

programmes had helped reduce the total number of abortions by a third, and .abortion-related maternal
mortality by 20 per cent.

The modern contraceptivé -prevalence rate was 55 per cent in 1996 and avai]abillity-ar'id quality were
considered continuing obstacles. The only two condom factories in the Russian Federation reportedly ceased

production in 1992 because they could no longer afford to import latex, while the only factory manufacturmg
IUDs was closed down because of complaints concerning the quality of its products.

" -Sourée: The Population Policy Data Bank mainfained by the Population Division of the Department of Economic and Sogial Affairs
of the United Nations Secretariat.. For additional sources, see list of references.
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Rwanda -

ABORTION POLICY

Grounds on which abortion is permitted:

To save the life of the woman
To preserve physical health
To preserve mental health
Rape or incest

Foetal impairment
Economic or social reasons
Available on request

Additional requirements:

“'Yes* : S RS DO
“Yes SR

No

Yes
No
No
No * '

An abortion must be performed by a physician in a public hospital or other authorized health-care
facility. Two physicians must confirm in writing that continuation of the pregnancy would seriously endanger

the woman'’s health.

REPRODUCTIVE HEALTH CONTEXT

Government view on fertility level:
Government intervention concerning fertility level:
Government policy on contraceptive use:

Percentage of currently married women using
modern contraception (aged 15-49, 1992):

Total fertility rate (1995-2000):

- Age-specific fertility rate (per 1,000 women aged 15-19, 1995-2000):

Government has expressed particular concern about:
. Morbidity and mortality resulting from induced abortion
Complications of childbearing and childbirth

Maternal mortality ratio (per 100,000 live births, 1990):
National
Eastern Africa

Female life expectancy at birth (1995-2000):

Too high
To lower

Direct support provided

13
6.2

56

1300
1 060

41.7

Source: Population Policy Data Bank maintained by the Population Division of the Department of Economic and Social Affairs of the United Nations

Sccretariat. For additional sources, see list of references.
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Rwanda

BACKGROUND

Until 1977, abortion was generally illegal in Rwanda. The Criminal Code (Ordinance 43/Just. of 18 May
1970), which-was based on the 1940 Penal Code of the Belgran Congo, contained no stated exceptions to the

prohlbmon on the performance of abortions, and an abortion could be camed out only under general crrmmal '
law prmc1ples of necessrty to save the hfe of the pregnant Woman '

“In 1977, Rwanda enacted a new Penal Code (Law 21-77 of 18 August 1977) that liberalized to some
degree the performance of ‘abortions. The law prohibits -abortion except when the continuance’ of the
pregnancy seriously endangers the health of the pregnant woman. In such cases, a second medical opinion is
required, and the intervention must be performed by a State physwlan or physncran approved by the State ina
publrc hosprtal or a prlvate hosprtal approved by the State ' ’

Any person who induces an abortion is subject to 5-10 years” imprisonment if the woman does not
consent and to two to five years’ imprisonment if she consents. A person who is employed in a health
profession and performs an abortion is subject to suspension from practicing his or her profession for one to
five years or, in the case of repeat offenders, for life. A woman inducing her own abortion or consenting to an
abortion is subject to two to five years’ imprisonment.

Illegal abortions are performed in Rwanda, usually by means of plant extracts or heavy massages.

.However, abortion is not reported to be widespread. When abortion does occur, it appears to be limited

mainly to unmarried women. Rather than relying upon contraception or abortion, women in Rwanda space
their births by means of such traditional practices as abstinence due to mourning rites or prolonged
breastfeeding. ~

Family planning efforts in Rwanda date back 30 years. The first family planning programme offering
modern contraception was established in 1962, but family planning goals were included for the first time in
the Five-Year Plan for the period 1977-1981. In 1974, the Government of Rwanda established the Scientific
Council for Socio-demographic Problems, which proposed the creation of an institution that would address
population issues on a permanent basis. In 1981, the National Population Office (ONAPO) was established to
implement population programmes and to begin a programme to integrate family planning services into all of
the health-care facilities in Rwanda.

The Government of Rwanda has long been aware of the major threat that population growth poses for the
development of the country. Nevertheless, Government actions were constrained by the strong pronatalist
sentiments of the population and by the opposition of religious groups to family planning. However, the
pressure of population on agricultural land gradually brought about a change in attitude, and family planning
is now considered to be a key element in national development. Religious groups have also acknowledged
demographic problems in Rwanda and have begun to soften their opposition. In 1990, the family planning
programme was expanded and a national population policy and plan of action were adopted, with the goal of
reducing the population growth rate from 3.7 to 2.0 per cent by the year 2000. Related goals were to increase

the contraceptive prevalence rate from 2 to 48 per cent and to decrease the total fertility rate from 8.6 to 4.0
births per woman.

Source: Population Policy Data Bank maintained by the Population Division of the Department of Economic and Social A ffairs of the United Nations
Secretariat. For additional sources, see list of references.
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Rwanda

Currently, however, Rwanda is facmg overwhelmmg consequences of its civil war, which led to the
death of more than 500,000 people and a massive exodus from the country. The main challenge is to rebuild
the health and family planning infrastructure so as to restore the accessibility of services.. Victims of sexual
abuse during the genocide suffer persistent health problems in the area of reproductive health.including the
spread of HIV/AIDS. The National Population Office has estlmated the “pregnanc1es of war,” “enfantsnon-.
desirés” (unwanted children) or “enfants mauvais souvemr” (bad memories children).to be between 2,000.and;
5,000. Rape-related pregnancies resulted in a substantial number of induced abortions after the war despite
their illegality, and Rwandan doctors have treated women with serious complications resulting from self-
induced or clandestine abortxons ‘As a.result, there is continuing political pressure. to. further liberalize,
abortion law despite a general pronatallst view arising from the genoc1de s traumatic loss.of life.

'Rwanda’s maternal mortallty rano was estlmated at 1,300 deaths per 100, 000 llve births.in, 1990 :The,
country has a low level of modern contraceptive use (13 per cent in 1992) and a current total fertxhty rate of
6.2 chlldren per woman (1995 2000 estlmate) v

L R

Source: Population Policy Data Bank maintained by the Population Division of the Depanment of Economic and Social Affairs of the Umted Natlons
Secretarjat. For additional sources, see list of references.
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‘Saint Kitts and Nevis

ABORTION POLICY

Grounds on which abortion is permitted: v

. To save the life, of the woman ST 'Yes

- To preserve physical health .. Yes
To preserve mental health . . Yes
Rape or incest ‘ ‘ ' " No
Foetal impairment . . . _ .. No
Economic or social reasons o 1‘ _ No

Available on request. . .. No .

Cfe

Additional requirements:

ALegal abortions.are' usualiy perfdnned within 28 weeks of gestation.

REPRODUCTIVE HEALTH CONTEXT

Government view on fertility level: Too high
Government intervention concerning fertility level: - To lower
Govemment policy.on contraceptive use: Direct support provided

Percentage of currently married women usmg o . :
modern contraception (aged 15-44, 1984) 37

Total fertility rate (1995-2000):
Age- spe01ﬁc fertxhty rate (per 1,000 women aged 15-19, 1995- 2000):
' Govemment has expressed partlcular concern about
Morbidity and mortality resulting from induced abortion
Complications of childbearing and childbirth
Maternal mortality ratio (per 100,000 live births, 1990):
National

Caribbean . 400

Female life expectancy at birth (1995-2000):

Al sexually active women.

Source: Population Policy Data Bank maintained by the Population Division of the Department of Economic and Socnal Affairs of the :
United Nations Secretariat. For additional sources, sce list of references.
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Saint Kitts and Nevis

BACKGROUND

Abortion law in Saint Kitts and Nevis derives from the English Offences against the Person Act of 1861.
Under the Act, any person who, intending to procure a miscarriage, regardless of whether the woman is with
child, unlawfully administers to her any poison or noxious thing or unlawfully uses any instrumeit or other
means to the same end is subject to life 1mprlsonment with or without hard labour. A pregnant woman who acts
in the same way with respect to her own pregnancy is subject to the same penalty.

Nonetheless, under the Infant Life (Preservation) Act, also based on English legislation, an abortion may
be performed to save the life of the pregnant woman. The Act provides that a person who wilfully causes a
child capable of being born alive to die before it has an existence independent from'its mother shall not be
guilty of an offence if the person acted in good faith for the purpose of preserving the life of the m‘otherr

Moreover, Saint Kitts and Nevis, like a number of Commonwealth countries, whose legal systems are
based on the English common law, follows the holding of the 1938 English Rex v. Bourne decision in
determining whether an abortion performed for health reasons is lawful. In the Bourne decision, a physician
was acquitted of the offence of performing an abortion in the case of a woman who had been raped. The
court ruled that the abortion was lawful because it had been performed to prevent the woman from becoming
“a physical and mental wreck”, thus setting a precedent for future abortion cases performed on the grounds of
preserving the pregnant woman’s physical and mental heaith.

The Government of Saint Kitts and Nevis considers the rates of population growth and fertility to be too
high and has a policy of intervention directed to reducing those rates. It is extensively involved in family
planning and provides contraceptives through the national family planning programme. The Saint Kitts and
Nevis Family Planning Association, which was founded in 1966, complements the Government’s family
planning efforts by distributing contraceptives to government clinics and promoting family planning by
means of radio, television and newspapers. The modern contraceptlve prevalence rate was. estrmated in 1984
to be 37 per cent. C :

The Government of Saint Kitts and Nevis is especially concerned about the problem. of teenage
pregnancy and its social consequences. In response to those concerns, the Government has introduced
specialized family life education and family planning programmes directed at the youth of the country. A
relatively low total fertility rate and continuing economic emigration have produced a declining population
growth rate of —0.8 per cent per year during 1995-2000. After the 1994 Cairo conference, the Government
established a Mmrstry of Women’s Affairs with responsibility for reproductrve and sexual rlghts as well as
related health services.

"Source: Population Policy Data Bank maintained by the Population Division of the Department 'o,f Economié and Affairs of the United
Nations Secretariat. For additional sources, see list of references.
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Saint Lucia

- ABORTION POLICY

Grounds on which abortion is permitted:

3170 savé the'life of the woman’ ~ -7, 7 07 RS ety Y
To préserve physical health = - o " Yes
"~ To preserve mental health - o Yes
Rape or incest coe ' ‘ ' No
Foetal impairment ~ o T “ No
Economic or social reasons ‘ ' No
Available on request No

Addiii_bn'a'l req‘_uiréﬁiéntsi ‘

Information is not readily available.

. REPRODUCTIVE HEALTH CONTEXT. |

Government view on ferti.lity level: . Too high
Government intervention concerning fertility level: ~ Tolower
Goveminent policy on contraceptive use: . . , - , - Direct support provided .

Percentage of cﬁfrently married women using , .
~ modern contraception (aged 15-44," 1988): ) 46

Total fertility rate (1995-2000):

Age-specific fertility rate (per 1,000 women aged 15-19, 1995-2000):

Government has expressed particular concern about: :
Morbidity and mortality resulting from induced abortion No

Complications of childbearing and childbirth ’ Yes
Maternal mortality ratio (per 100,000 live births, 1990):

National y

Caribbean 400

Female life expectancy at birth (1995-2000):

* Including visiting unions.

Source: Population Policy Data Bank maintained by the Population Division of the Depariment of Economic and Social Affairs of the
United Nations Secretariat. For additional sources, see list of references.
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Saint Lucia

BACKGROUND

Abortion law in Saint Lucia is governed by the provisions of the Criminal Code, as:amended through
1992. Under the Code, abortion is generally 1llegal and any person who intentionally and unlawfully causes
abortion or miscarriage is subject to fourteen years’ imprisonment. Nonetheless, the Code allows abortions to
be legally performed for medical purposes. It provides that an act performed in good faith and, without
negligence for the purposes of medical or surgical treatment of a pregnant woman is justifiable although it
causes or is intended to cause abortion or miscarriage. 4

Adolescent fertility is a serious problem in Saint Lucia. Although the birth rate is relatively low, the
incidence of adolescent pregnancies and births is very high. It is estimated that teenage fertility accounts for
27 per cent of all births in the country. Therefore, the family planning programme places particular emphasis
on adolescents. Saint Lucia had a population growth rate of 1.4 per cent for 1995-2000. :

" The Government of Saint Lucia directly supports the provision of contracepﬁves. Activities of the Saint
Lucia Planned Parenthood Association complement the Government family: planning project. In 1987, the
Saint Lucia -Family Planning Association observed that the main obstacles to ‘delivering family planning
services were traditional and religious practices, the mountainous topography that made some rural villages
inaccessible and the high rate of illiteracy in the country. '

The Government of Saint Lucia has expressed concern about:its rapid population growth, emphasizing
that the rate is too high for a small island State that is heavily dependent upon agriculture. The Government
response to this concern was the establishment of the Population Planning Unit, which is charged with
monitoring population trends and advising the Government on strategies to reduce the population growth rate.
Following the International Conference on Population and Development, the Government expanded its sexual
and reproductive health services to include counselling on human sexuality, responsible parenthood, effective
prevention of sexually transmitted diseases and HIV/AIDS and the promotion, supply and dlstnbutlon of hlgh,
quality condoms.

Source: Population Policy Data Bank maintained by the Population Division of the Department of Economic and Social Affairs of the
United Nations Secretariat. For additional sources, see list of references. ' :
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Saint Vincent and the Grenadines*

ABORTION POLICY

Grounds on whlch abortlon is permltted

DELERYR s T [P EA T BT B A

To save the hfe of the woman . . e .. Yes
" To preserve physrcal health. . - R . " Yes”
i .. To preserve mental health - - C C Yes - -
i Rape or incest ' - Yes -
‘ Foetal impairment Yes
Ii . Economic or social reasons -’ Yes
: Available on request RN \ [ BRI

Addmonal requlrements YRS
: The procedure must be performed by a medrcal practmoner in-an approved hosprtal or other
establishment and two medical practitioners must certify that the legal grounds-for abortion have been met.

The pregnant woman’s actual or reasonably foreseeable environment may be taken into account when
deciding the legality of an abortion on health grounds.

~ REPRODUCTIVE HEALTH CONTEXT |

t :

: Government view on fertility level:- - - o Too hlgh
‘ Govemment intervention-conceming fertility level: - P To lower
Govemment pohcy on contraceptlve use: - - - Drrect support'pro'v'ided - f3-‘ ‘
! Percentage of currently marrxed women usmg A
modern contraceptlon (aged 15 44, 1988): 55
Total fertrllty rate (1995 2000)
Age specrﬁc fertlhty rate (per l 000 women aged 15-19, 1995- 2000): »
Government has expressed partlcular concern about S
. Morbidity and mottality resulting from induced abortion -~ No
( Compllcatlons of chlldbearmg and childbirth. Yes
Matemal mortality ratro (per 100, 000 lrve blrths 1990)
-National » e "
Caribbean _ S S 400

Female life expectancy at birth (1995-2000):

* Including visiting unions. .

Source: Population Policy Data Bank maintained by the Population Dlvrsmn of the Depanment of Economrc and Socnal Affarrs of the
United Nations Secretariat. For additional sources, see list of references.
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Saint Vincent and the Grenadines,

BACKGROUND

Until 1988 abortion law in Saint Vincent and the Grenadines, as in most Commonwealth Caribbean
countries, was governed by the Indictable Offences Ordinance, which was closely based on the English
Offences against the Person Act of 1861. Under this Ordinance, the performance of abortions was generally
prohibited, although one could be carried out according to general criminal law prmcrples of necessrty to save
the hfe of the pregnant woman. .

Moreover, Saint Vincent and the Grenadines, like a number of British Commonwealth countries whose
legal systems are based on English common law, followed the holding of the 1938 English Rex v. Bourne
decision in determining whether an abortion performed for health reasons was lawful. In the Bourne decision,
a physician was acquitted of the offence of performing an abortion in the case of a woman who had been
raped. The court ruled that the abortion was lawful because it had been performed to prevent the woman from
becoming “a physical and mental wreck”, thus setting a precedent for future abortioncases performed on the
grounds of preservmg the pregnant woman’s physwal and mental health. . o

In 1977, the Mmlster of Health estabhshed a commrttee to examine the abortion law. The Saint Vincent
Medical Association recommended a change in the law to allow for a broad range of indications for the
medical termination of pregnancy.

This recommendation was incorporated into the new Criminal Code of 1988 (Act No. 23). Under the

Code, abortion is still generally illegal. Any person who, with intent to procure the miscarriage of a woman,
whether or not she is pregnant, unlawfully administers or causes her to take any poison orother noxious item,
uses force of any kind or uses any other means is guilty of an offence and is subject to imprisonment for 14
years. A pregnant woman who consents to the above or undertakes the same activity with respect to her own -
miscarriage is subject to seven years’ imprisonment. A person who unlawfully supplies poison or other
noxious things for any person or uses force or any instrument, knowing that it will be unlawfully used to -
induce the miscarriage of any woman, whether or not she is pregnant is gu1lty of an offence and is subject to
imprisonment for five years. : . ‘

However, a pregnancy may be lawfully terminated by a medical practitioner in a hospital or other
establishment approved by the Senior Medical Officer, when two medical practitioners are of the opinion
formed in good faith, that (a) continuation of the pregnancy would involve risk to the life of the pregnant
woman or injury to her physical or mental health, or to that of any of her existing children, greater than if the -
pregnancy were terminated; or (b) there is a substantial risk that, if the child were born, it would suffer from a
physical or mental abnormality so as to be seriously handicapped. The woman’s actual or reasonably
foreseeable environment may be taken into consideration in the determination of whether continuation of the
pregnancy would involve risk to the life or physical or mental health of the pregnant woman. In an
emergency, a registered medical practitioner may perform an abortion without the second opinion of another
medical practitioner in a place other than an approved hospital or establishment, if he or she is of the opinion
formed in good faith that the abortion is immediately necessary to save the life of the woman or to prevent
grave permanent injury to her physical or mental health. ;

Performance of an abortion is also legal if carried out in an approved hospital or other establishment
when the pregnancy results from an act of rape or incest, whether or not any person has been charged with the
offence of rape or incest.

Source: Population Policy Data Bank maintained by the Population Division of the Department of Economic and Social Affairs of the
United Nations Secretariat. For additional sources, see list of references.
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Saint Vincent and the Grenadines

_The Government of Saint Vincent and the Grenadmes considers the rates of population growth and
fertlllty to be too high and believes that the current population growth rate will severely strain the limited
natural resources of the country. The Government’s population policy is directed to reducing the ratée of
population growth to 0.7 per cent by the year 2030. Strongly committed to family planning, the Government
secks to lower fertility levels through a national family planning programme in which the Ministry of Health
provides free family planning services in all health-care centres. Adolescent fertility is viewed as a major
concern and special emphasis is placed on youth, for whom outreach programmes have been developed.
Family planning is a priority in the training of health-care personnel and in health education. The Ministry of

Health also conducts an education programme for parents, which includes workshops on’ sexuahty, family
planning, family life educatlon and communication skills.

The Government directly supports the provision of modern methods of contraceptives, a wide range of
which are available to men and women, including adolescents, regardless of marital status. A-1988 study
found the level of modern contraceptive use at 55 per cent. Female sterilization is permitted upon the

assurance that the woman will not want more children, with the consent of the spouse and upon consideration
of the woman’s age and marital status.

Source: Population Policy Data Bank maintained by the Population D'ivisidn'of the Department of Economic and Social Affairs of the

United Nations Secretariat. For additional sources, see list of references. -
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ABORTION PQLICY
Grounds on which abortion is permitted: -
BT B T L T T T 1 Tt AP E R SOR PSR A VINY G SRR VU FRLE O RN M BT
. To save the life of the woman Yes ‘
. To preserve physical health Yes . . ,
. To preserve mental health -~ Yes
"Rapeorincest- . . . o No., ... .
. Foetal impairment .- . . - - ., No, .. .. .,
Economic or social reasons No
Available on request No
Additional requirements.:'.
. ,Infdrmétion is not readily a;vailéble.v ,
REPRODUCTIVE HEALTH CONTEXT
Government view on fertility level: Too high
Government intervention conéerning fertility level: To lower
Government policy on contraceptive use: Direct support provided
Percentage of currently married women using
modern contraception (aged_ 15-49):
Total fertility rate (1995-2000): 42
Age-specific fertility rate (per 1,000 women aged 15-19, 1995-2000): 37
Government has expressed particular concern about:
Morbidity and mortality resulting from induced abortion
Complications of childbearing and childbirth
Maternal mortality ratio (per 100,000 live births, 1990):
National 35
Oceania 680
Female life expectancy at birth (1995-2000): 73.6

Source: Population Policy Data Bank maintained by the Population Division of the Department of Economic and Social Affairs of the

United Nations Secretariat. For additional sources, see list of references.
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BACKGROUND

The performance of abortions in Samoa is regulated by the Crimes Ordinance of 1961, as amendéd by the+
Crimes Amendment Act of 1969. Under the Ordinance, abortion is generally illegal. Anyone who unlawfully
uses any means on a woman, whether she is pregnant or not, with intent to procure her miscarriage is subject
to up to seven years’ imprisonment. A woman who undertakes the same act is subject to the same penalty.

Nonetheless, Article 73 of the Act provides that a person who before or during the birth of any child

causes its death by means employed in good faith for the preservation of the life of the mother is not gullty of
any crime.

In addition, Samoa, like many Commonwealth countries, whose legal systems are based on the English
common law, follows the holding of the 1938 English Rex v. Bourne decision in determining whether an
abortion performed for health reasons is lawful. In the Bourne decision, a physician was acquitted of the
offence of performing an abortion in the case of a woman who had been raped. The court ruled that the
abortion was lawful because it had been performed to prevent the woman from becoming ““a. physwal and

mental wreck”, thus setting a precedent for future abortion cases performed on the grounds of preserving the
pregnant woman’s physical and mental health. '

Induced abortion appears socially acceptable in Samoa and has reportedly. been performed routmely in
cases of rape or incest., Findings from the Western Samoa F amlly Planning Knowledge, Attitude and Practice
Survey (KAP) in 1971 show that induced abortion, although illegal, was considercd permissible by 34 per
cent of unmarried women, by 28 per cent of married women and by 15 per cent of husbands.

There are no reliable estimates on the frequency of induced abortion in Samoa. Since the early 1970s, the
Government of Samoa has made efforts to control the high natural growth rate of its population. In 1971, the
Government created the Family Welfare Programme incorporating famlly planning as an mtegral part of
maternal and child health (MCH) services. High priority has been given to improving maternal and child
health, largely through child spacing. Other non-governmental organizations, such as the Samoan Family:
Health Association, have been active in strengthening and developing MCH care and family planning
services, in collaboration with the government programme. Samoa has successfully extended basic health
services to all of its population and since the International Conference on Population and Development, held
in Cairo in 1994, has focused increasingly on maternal and child health care as well as family planning.

Source: Population Policy Data Bank maintained by the Population Division of the Department of Economic and Social Affairs of the

United Nations Secretariat. For additional sources, see list of references.
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San Marino-

ABORTION POLICY
Grounds en-which abortion is-permitted:. .« .. - v s W s e 6
- “Tosave the life of the woman . . ” S Yes'
. To preserve physical health . . = . .. No

To preserve mental health » - No

Rape or incest T i .. . - No.-

Foetal impairment S ' No

Economic or social reasons ‘ . No.

Available on request No
Additional requirements:'

| Not z;ppli,cable'. N

* - !
Legai interpretation generally permits this ground. .

- REPRODUCTIVE HEALTH CONTEXT ™ "
Government view on fertility level: o .': . ‘ o . Satiéfécféw -
Government intervéntion concerning fertility level: . _ No intervention
Gciv‘eljnmen’t.po_licy on cphtrécepti?e us‘eV:\ C A L _ I'_rlc.iirc;qt ‘sqppvgr',t,_?r,o.yidg(‘i_‘ .

Percentage éf cﬁ}réntl); married V:vomgn usmg ' .
. modern contraception (aged 15-49): .

Total fertility rate (1995-2000):
Age-'spéciﬁc fertii.ity rate (pef 1,000 womén ‘agved 15-19, 1995-2000):

Government has expressed particular concern about:
Morbidity and mortality resulting from induced abortion

Complications of childbearing and childbirth . No
Maternal mortality ratio (per 100,000 live births, 1990):

National .

Developed countries 27

Female life expectancy at birth (1995-2000):

Source: Population Policy Data Bank maintained by the Population Division of the Department of Economic and Social Affairs of the
United Nations Secretariat. For additional sources, see list of references.
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San Marino

BACKGROUND

Under Articles 153 and 154 of the Penal Code of San Marino, abortion is generally prohibited. A woman

who procures her own abortion and a person who helps her are subject to-imprisonment of the second degree.
A person who performs an abortion on a pregnant woman over twenty-one years old with her consent is

subject to the same penalty. The penalty of imprisonment of the third degree is imposed if the woman does
not consent to the abortion, if the abortion is performed for economic gain, or if the woman dies or is
seriously injured. A health professional performing an abortion is subject to imprisonment of the third degree
as well as suspension from the practice of his or her profession of the fourth degree. A pregnant woman who
because of her honour causes her own abortion or consents to it being caused is subject to imprisonment of

the first degree. Nonetheless, under general criminal law principles of necessity, an abortion can be performed
to save the life of the pregnant woman.

When the Penal Code of San Marino was modified in 1974, a proposal was submitted for liberalization
of the abortion law, which included six grounds on which abortion would have been permitted. Following a
lengthy discussion, the Government decided to defer modification of the abortion law in order to permit

further debate; the two articles on abortion were mamtamed unaltered. As of 1999, no new law had been
enacted. . ‘

San Marino, a small enclave within the territory of Italy, relies upon Italy for some functions. It is
therefore likely that women in San Marino desiring an abortion can seek one in neighbouring Italy, which has
a more liberal law. The Government reported that it did not wish to modify existing fertility levels. The

country is experiencing an ageing population and a decreasing rate of birth. The State provides free health
care for all of its 25,000 citizens and residents.

One of the questions raised when the modification of the Penal Code occurred was whether a new
abortion law would require new programmes on sex education.. A programme of health education, mcludmg
sex educatlon was subsequently implemented,; it also includes information on contraceptive use.

Source: Population Policy Data Bank maintained by the Population D1v1510n of the Department of Economic and Social Affairs of the
United Nations Secretariat. For additional sources, see list of references.
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Sao Tome and Principe

ABORTION POLICY

Grounds on which abortion is permitted: -

To save the life of the woman -
To preserve physical health

To preserve mental health
Rape or incest

Foetal impairment

Economic or social reasons
Available on request

Additional requirements:

. No

Yes

No

No

No

No .‘
No S

An abortion may be performed duririg» the first 12 weeks of pregnancy. The decision whether there are
- grounds to.perform an abortion is made by the physician who will perform the abortion. A waiver must be
signed by the pregnant woman or by her parents if she is a minor (under 18 years of age).

* Official interpretation generally permits this ground.

REPRODUCTIVE HEALTH CONTEXT

Government view on fertility level:
Government intervention concerning fertility level:
Government policy on contraceptive use:

"Percentage of currently married women using
modem contraception (aged 15-49):

Total fertilit_y rate (1995-2000):

Age-specific fertility rate (per 1,000 women aged 15-19, 1995-2000):

Government has expressed particular concern about:
Morbidity and mortality resulting from induced abortion
Complications of childbearing and childbirth

Maternal mortality ratio (per 100,000 live births, 1990):
National
Middle Africa

Female life expectancy at birth (1995-2000):

Too high
No-intervention -

Direct support provided

Yes

950

Source Population Policy Data Bank maintained by the Population Division of the Department of Economic and Soc1a| Affairs of the

United Nations Secretariat. For additional sources, see list of references.
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S»aq{lf_.ome@hd Principe

BACKGROUND .

Sao Tome and Principe achieved independence from Portugal on 12 July 1975, inheriting the Porfuguese
legal system. The pre-independence laws of the country were those of Portugal, including:the Penal Code of;
1886. After independence, this law remained in effect and has not been repealed. Under the Code, there are no

‘stated exceptions to a general prohibition on the performance of abortions, although general criminal law

principles of necessity allowed the operation to save the life of a pregnant woman. Any person performmg an
illegal abortion, including the pregnant woman, is subject to imprisonment.

The de facto policy on abomon is reportedly more liberal and abortion is allowed durmg the first 12
weeks of pregnancy on medical grounds and in cases of rape, incest or foetal impairment. The decision
whether there are grounds to perform an abortion is made by the physician who will perform the abortion.

National development plans have mainly been directed at promoting economic development and.
improving the health status of the population. The Government of Sao Tome and Principe is concerned about
the large number of induced abortions and attributes this situation to the deﬁc1ency of the family planning
programme. The Government supports family plannmg activities prmcnpally to improve maternal and child
health (MCH) and family life conditions. The Government is recelvmg international assistance_ for a
population programme that has as its immediate goals to expand the provision of integrated MCH and famlly
planning, to increase the contraceptive prevalence rate from 7.6 to 20 per cent, to lower the incidence of
abortion; and to-expand population-education and family life education programmes.

SR g g

Source Populatlon POlle Data Bank mamtamed by the Population Division of the Department for Economic and Social Informatlon and
Policy Analysis of the United Nanons Secretariat. For additional sources, see list of references.
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57 Saudi‘Arabia-

ABORTION POLICY

Grounds on which abortion is permitted:

“'To save the life of the woman'
“““To préserve physical health ~ *
To preserve mental health
~ Rape or incest
" Foetal impairment e
" Economic or'soéialreasons 7
Available on request

Additional'r'e'q'uirem'ents: o

A legal abortion must bé’ performed n'a’ govemment hosprtal A panel of three medrcal spec lists®
appomted by the hospital director must sign‘a recommendation before an abortion'can be performed "Written
consent must be obtained from the patlent and her husband or her guardlan usmg a standard Govemment-
approved form. '

REPRODUCTIVE HEALTH CONTEXT

Government view on fertility level: Satisfactory
Government intervention.concerning fertility level: Maintain

Govemment pollcy on contraceptrve use: ' Indirect support provided .

Percentage of currently matried women using
modern contraception (aged 15-49):

Total fertility rate (1995-2000): . 5.8

Age-specific fertility rate (per 1,000 women aged 15-19, 1995-2000): 113

Government has expressed particular concern about:

Morbidity and mortality resulting from induced abortion No

Complications of childbearing and childbirth No
Maternal mortality ratio (per 100,000 live blrths, 1990):

National 130

Western Asia - 320
Female life expectancy at birth (1995-2000): - 734

Source: Population Policy Data Bank maintained by the Population- Division of the Depanment of Economrc dnd Socral Affalrs of the
United Nations Secretariat. For additional sources, see llSt of references
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-Saudi Arabia.

BACKGROUND

Induced abortion is generally illegal in Saud1 Arabla under non-codlﬁed principles of Islamic law A
person who performs an illegal abortion is subJect to the payment of blood money to the relatives of the
aborted foetus. However, under article 24 of the Rules of Implementation:for Regulations of the:Praétice of
Medicine and Dentistry, Ministerial Resolution No. 218/17/L of 26 June 1989, an abortion may be performed
to save the pregnant woman’s life, and if the pregnancy is less than four months old and it is proven beyond

doubt that continued pregnancy-gravely endangers the mother’s health. Wntten consent of the panent and her

husband or guardian is requlred

Article 24 is based on Resolution No. 140 by the Committee of Senior Ulema, which is reproduced in the
above Rules and provides that a pregnancy cannot be aborted at any stage except when legally (accordmg to
Islamic Laws) justified and within very narrow limitations.

Resolution No. 140 refers to three stages of pregnancy. Within the first 40 days of pregnancy, an abortion
may be allowed if it is deemed necessary to accomplish a legal benefit or to prevent an expected harm. It is

not allowed, :however; for fear of hardship.in child upbringing or-inability to secure the cost of living,

education, or future; or:if the parents decide:that they have.enough children. At the.embryo stage, an abortion
is not allowed unless an approved medical committee decides that.continuation of the pregnancy endangers
the woman’s safety and could possibly lead to her death, and if all means to eliminate the danger have been.
exhausted. After four months of pregnancy, abortion is not allowed unless a panel of approved specialists
states that continuation of the pregnancy will cause the woman’s death and all means to eliminate the danger
have been exhausted. Resolution No. 140 prov1des that under these: condltlons abortion is allowed “to avoid
the gravest of two-darigers and to accomplish the better of two benefits”.

- The Government of Saudi Arabia has not formulated a comprehensive policy that specifically considers
population issues. However, because the Government views its population problems in the context of
ensuring national identity and meeting its labour force requirements, it considers the rate of population growth
to be too,low and intervenes, to increase population growth among its nationals. The Government views its
comparatlvely hi gh level of femllty as satisfactory but pursues a pronatalist policy. The total fertility rate has

fallen from 6.8 children per woman (1985-1990) to 5.8 (1995- 2000) and the: populatlon growth rate has also .

fallen over the same period from 4.8 per cent to 3.4 per cent.

Source: Population Policy Data Bank maintained by the Population Division of the Department of Economic and Social A ffairs of the

United Nations Secretariat. For additional sources, see list of references.
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ABORTION POLICY

“Grounds:on which abortion is:permitted:. - - -
. ..., To save the life of the woman
- = To preserve physical health.
To preserve mental health
Rape or incest
- Foetal impairment
. - Economic, or social reasons
Available on request

Additional requirements:

- -
5 e
P AT S

Yes

No- - N N A

No ... .. - e Bt
No

No

- No .

No

., .The vp'hysicién perforrhing the abortion must obtain the written advice of two consulting physicians, one
of whom must be taken from a list of experts provided by the Court. The physicians must attest to the fact that
the life.of the woman cannot be saved by any means other than the intervention contemplated. -

 REPRODUCTIVE HEALTH CONTEXT

Government view on fertility level:
Government intervention concerning fertility level:
Government policy on contraceptive use:

Percenta‘ge of currently married women using
modern contraception (aged 15-49, 1997):

Total fertility rate (1995-2000):

Age-specific fertility rate (per 1,000 women aged 15-19, 1995-2000):

Government has expressed particular concern about:
Morbidity and mortality resulting from induced abortion
‘Complications of childbearing and childbirth

Maternal mortality ratio (per 100,000 live births, 1990):
National

Western Africa

Female life expectancy at birth (1995-2000):

Too high

To lower -

Direct support provided™

5.6
119

Yes
Yes

1200
1020

54.2

Source: Population Policy Data Bank maintained by the Population Division of the Department of Economic and Social Affairs of the

United Nations Secretariat. For additional sources, see list of references.
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Senegal-

BACKGROUND

" The Criminal Code of Senegal is based on artlc]e 317 of the French Penal Code of 1810 as amended by

the French’ decree-ldw of 1939 Under thls Code the performance of an abomon 1s generally 1llegal Anyone ‘

50, 000 500 000 A woman who performs her own abortron or consents 0 1ts performance is subject to six ,
months’ to two' years 1mpr1sonment and payment’ ofa fir ine of CFAF' 20; ,000 to 100 ,000. In addition to these '
pénalties, health professionals are also subject to five years® to llfe-long suspension from practlsmg therr

professron ' ‘ ’

Nonetheless, under general criminal law principles of necessity, an abortion can be performed to save the
life of a pregnant woman. Moreover, this exception to the general prohibition against the performance of
abortions is specifically provided for in the code of medical ethics of Senegal. Under the Code, in such a
circumstance, the presiding doctor is required to obtain the approval of two consulting physicians, one of
whom must be taken from a list of experts established by the court. They must attest to the fact that the life of
the woman can be saved only by the performance of an abortion.

In March 1971, the Parliament declared that it favoured family planning; in April 1974, the Ministry of
Health announced the establishment of a new family planning association. In 1980, Law No. 80-49 of 24
December repealed the French anticontraception law of 1920, which prohibited the advertisement and
distribution of contraceptives while inserting a new article in the Penal Code prescribing penalties only for

. incitement to perform abortion and the display or distribution of abortifacients. The National Population

Council was also established in 1980 and a family planning programme was initiated and integrated into
maternal and child health services. In 1982, the first seminar on Islam and family planning to be held in
Senegal was convened; it recognized the compatibility of Islam with family planning and recommended
increased acce351b111ty to contraception, according to the Islamic teaching that one must not have more
children than one is able to protect and care for.

The Government inaugurated a new approach to population issues through the 'launching of a
comprehensive population policy in 1988, the first francophone Government to do so in the region. An action
plan was adopted in 1991, which included a programme for the promotion of women in development, an
information programme for adolescents and a more effective strategy on family planning. The National
Family Planning Programme- involves locally adapted initiatives designed to overcome specific obstacles, as
well as attempts to coordinate the activities of the different donors. In 1997, the Government drafted a
programme of priority actions and investments in population in response to the International Conference on
Population and Development held in Cairo in 1994. Reproductive health was one of three main areas of
action. Implémentation of these plans is still at an early stage. A national committee on reproductive health
worked throughout 1999 on a series of recommendations to the National Assembly on means of removing the
legal barriers to reproductive health in Senegal.

Source: Population'Pol(i'c'y Data Bank maintained by the Population Division of the Department of Economic and.Social Affairs of the
United Nations Secretariat. For additional sources, see list of references.
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Senegal

The 1997 contraceptive prevalence rate was estimated at 8 per cent in 1997 and the total fertility rate
Senegal and' surveys have shown that as many as 12 per cent of secondary-school grrls have had an abortion N
Estimates of the prevalence of clandestine abortions are uncertain, as women suffering from the comphcatlons
of illegal abortion are usually unwilling to divulge the reasons and the means used. The Government has
expressed concern about the number of induced abortions, as they are a major cause of maternal mortality
and morbldity ‘To reduce matemal mortahty (1,200 deaths per 100,000 live births in 1990) and morbidity,
programmes are under way for trarmng of personnel, renovation of health centres, research and procurement
of contraceptives.

Source: Population Policy Data Bank maintained by the Population Division of the Department of Economic and Socnal Affairs of the -
United Nations Secretanat For additional sources, see list of references. .
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Seychelles

ABORTION POLICY

Grounds on which abortion is permitted:

To save the life of the woman ' : Yes
To preserve physical health ’ Yes
To preserve mental health” - ' " Yes
Rape or incest ’ .7 Yes
Foetal impairment ' Yes
Economic or social reasons - SR 0 No
Available on request - " No

Addmonal requlrements

Abortion is legal in Seychelles during the first 16 weeks of gestation on the grounds of saving the life of
the mother, preserving her physical and mental health, foetal impairment and rape or incest. The abortion
must be performed in Victoria Hospital by a consulting gynaecologlst after the proper authorizations based on
medical or legal grounds have been obtained.

REPRODUCTIVE HEALTH CONTEXT

Government view on fertility level;  Too high
Government intervention concerning fertility level: - Tolower
Government policy on contraceptive use: Direct support provided

Percentage of currently married women using
modern contraception (aged 15-49):

Total fertility rate (1995-2000):
Age-specific fertility rate (per 1,000 women aged 15-19, 1995-2000):

Government has expressed particular concern about:

Morbidity and mortality resulting from induced abortion No

Complications of childbearing and childbirth No
Maternal mortality ratio (per 100,000 live births, 1990):

National , .

Eastern Africa » 1 060

Female life expectancy at birth (1995-2000):

Source: Population Policy Data Bank maintained by the Population Division of the Department of Economic and Social Affairs of the '
United Nations Secretariat. For additional sources, see list of references.
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Seychelies

BACKGROUND

Act No. 6 of 3 June 1994, which re-enacts the Termination of Pregnancy Act of 1981, provides that the
performance of an abortion is legal in the Seychelles under the following conditions: (1)’if three medical
practitioners are of the good faith opinion (a) that the continuance of the pregnancy would involve risk to the
life or physical or mental health of the pregnant woman greater than if the pregnancy were terminated; or (b)
that there is a substantial risk that if the child were born it would suffer from such physical or mental
abnormalities as to be seriously handicapped; (2) if the pregnancy is the result of rape, incest or defilement; or
(3) if the woman is mentally unfit to have care of the child.

An abortion may only be performed at Victoria Hospital by a consulting gynaecologist. The three
medical practitioners referred to above are to consist of the medical practitioner attending the woman, the
consultant gynaecologist who is to perform the abortion, and the Director of Health Services. In the case of
rape or incest or mental unsuitability to care for a child, a judge must certify the legal grounds. Abortions may
be performed during the first 12 weeks of pregnancy; they can be performed later only if there are exceptional
grounds ‘ . -

- In 1990 thefe were. 9 tﬁerapeutib abortions for every 100 live births in Seychelles. However, the ratio for
1989, when the known number of illegal abortions with compllcatlons (treated in the hospital) is included,
was almost 21 abortions per 100 live births.

The Government of the Seychelles considers its rates of fertility and population growth to be too high.
Concern about the increasing birth rate in the'1960s led to the implementation of family planning services,
which came under the direct supervision of the Government in 1978. Services have been provided within the
context of the maternal and child health programme in government clinics and social centres and by
community health nurses in outlying rural areas. In an effort to lower the high rate of teenage pregnancy,
family life and sex education programmes have been integrated into the school curricula. Sterilization is legal
in Seychelles.

Source: Population Policy Data Bank maintained by the Population Division of the Department of Economic and Social Affalrs of the
Unitecl Nations Secretariat. For additional sources, see list of references.
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- Sierra Leone

ABORTION POLICY

Grounds on whlch abortion is permitted RO TR T LR RN T O A SR S TR BEL AP IR TN RN Ly

: ;-To savethe hfeofthewoman oL e e Yes e e e BEER
To preserve physical health . + - SR s Yeso o A
To preserve mental health Yes
Rapeorincest = i B LT |\ (o R
Foetal impairment ' i - No
- Economic or social reasons . .. x0T N e
‘.--~-Available=on request'-,i Co e e oo - Nov
Addltlonal requlrements . BRI
Informatlon 1s not readlly avallable S e

. REPRODUCTIVE HEALTH CONTEXT :

. Government view on fertility level: .~ " Toohigh.
Govemment intervention concemirig fertility level: To lower
Govemment pollcy on contraceptlve use: S o “‘Ihdi_rec't support provided

Percentage of currently mamed women usmg
modern contraceptlon (aged 15-49):.

Total fertility rate (1995-2000): o el
‘Age-specific fertility rate (per 1,000 women aged 15-19, 1995-2000): 202 .
Government has expressed particular concern about:

Morbidity and mortality resulting from induced abortion

Complications of childbearing and childbirth

Maternal mortality ratio (per 100,000 live births, 1990):

National ‘ ‘ 1 800
Western Africa : 1020
Female life expectancy at birth (1995-2000): 38.7

“Source: Populatmn Policy Data Bank, maintained by the Population DlV|S|on Department of Economic and Socxal Affalrs Umted
Natlons Secretariat. For additional sources, see reference section.
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~Sierra Leone

BACKGROUND

Under Sierra Leone law, The English Offences Against the Person Act of 1861 is still in effect. This Act
prohibits the performance of all abortions and makes a person performing an abortion.and a:pregnant woman
consenting to the performance of an abortion subject to imprisonment. A law introduced in 1988 to regulate
the practlce of pharmacy (Pharmacy and Drugs Act of 1988) also prohibits any advertisement of drugs or
services that could be used to terminate or influence the course of a human’ pregnancy e

Nonetheless, under general criminal law principles of necessity an abortlon can be performed to save the
life of the pregnant woman. In addition, Sierra Leone, like many Commonwealth countries whose legal
systems are based on English common law, follows the holding of the 1938 English Rex, v.-Bourne.decision in
determining whether an abortion performed for health reasons is lawful. In the.Rex.v: Bourne decision, a
physician was acquitted of the offence of performing an abortion in the case of a woman who had been raped.
The court ruled that the abortion was lawful because it had been performed -to-prevent the womarn from
becoming “a physrcal and mental wreck”, thus setting a precedent for future abortion cases performed on the
grounds of preserving the pregnant woman’s physical and mental health. ;..o s o o 0

The high incidence of induced abortion is a growing concern in Sierra Leone. The problem is more acute
among young women, whose high rates of pregnancy force many to seek abortions. It isestimated that 80 per
cent of all legal abortions are performed on:women aged 15-24. Complications of induced abortion are the
most important cause of hospitalization and maternal mortality in Sierra‘Leone; a’situation that has placed
strains on an already overburdened health-care system. Sierra Leone suffers the world’s highest maternal
mortality ratio (1,800 deaths per 100,000 live births) and has an estimated total fértility rate of 6.1 children
per woman (1995-2000).

Both knowledge and availability of family planning services are limited, particularly in rural areas, and
birth spacing in the form of post-partum abstinence is the main contraceptive method. It is estimated that only
5 per cent of married women use modern contraceptives. In 1992, the Ministry of Health began to play a
major role in promoting family planning by including it as a part of maternal‘and child health'services: The
Government is committed to integrating population components into development planning. As a result, the
National Population Commission was created in 1982 and a national population programme framework
(National Population Policy Paper) was formulated in 1989. In 1992, the Government establishéd a national
family planning programme in the Department of Health and Social Services. The civil war of the 1990s
seriously affected the entire range of governmental population, health and family planning services.

Source: Population Policy Data Bank, maintained by the Population Dwrsron Depanment of Economrc and Social Affalrs of the Umted
Nations Secretariat. For additional sources, see reference section. :
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Singapore

ABORTION POLICY

Grounds on which abortion is permitted:

‘ :.ﬂ

To save o the life ofthe woman 7 . Yes
“To preserve physical health Yes
To preserve mental health Yes

. Rapeorincest Yes
", Foetal impairment ‘ _ ~ Yes.
" “Economic or social reasons ' -Yes

Available on request Yes

Additional requirements:

,‘ A legal abortron requrres the written consent of the pregnant woman. Abortron is available on request’
durmg the first 24 weeks.of gestation unless the procedure is immediately necessary to save the life or to,

prevent grave permanent m_]ury to the physical or mental health of the pregnant woman. A legal abortion is
restricted to citizens of Singapore, wives of Singapore citizens and women that have resided in Smgapore for
a minimum duration of four months. The qualifications required of physicians performing abortion at
different stages of pregnancy are defined: if gestation does not exceed 16 weeks, the physician should have a
minimum of 24 months’ experience ina recognized obstetrics and gynaecological unit; thereafter, additional
specralrst quahﬁcatrons are requrred A legal abortion must be performed in a government hospital or other

approved mstrtutron

REPRODUCTIVE HEALTH CONTEXT

1 C_i_o',\_g_,e‘r,nmerrt _v_iew‘.on fertility level:

Gbl_i:/-er;rrr'rie!nt:i'nferiien'tion concerning fertility level:
Government policy on contraceptive use:

Percentage of currently married women usin
" modern contraception (aged 15-44, 1982g)

Too low

To raise

Direct support provided = - -

73

Total fertllrty rate (1995 -2000): 1.7
Age specrﬁc fertllrty rate (per 1,000 women aged 15- 19 1995 2000). 7
Government has expressed particular concern about: ‘ ‘

Morbidity and mortality resulting from induced abortion No
Complrcatrons of childbearing and childbirth No L
Metemal mortallty ratro (per 100,000 live births):

Natronal (l990 1994 ' 4.8
v ““South-eastern Asia (1990) .40
Female life expectancy at birth (1995-2000): | 79.3

Source: Population Policy Data Bank, maintained by the Population Division, Department of Economic and Social Affairs of the United

Nations Secretariat. For additional sources, see reference section.
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Singaporé

BACKGROUND

Until 1969, abortion legislation in Singapore was based on British laws adopted in the nineteenth century.’
The performance of an abortion was in general a criminal act punishable under sections 312-316 of the Penal
Code. However, an abortion was permitted if performed in good faith to preserve the hfe of the pregnant :
woman.

The first legislative act designed to liberalize abortion law was enacted on 20 March 1970. ‘The Act
permitted an abortion to be performed on broad medical, eugenic, juridical and socio-economic grounds
Abortions carried out on medical or eugenic grounds could be performed durmg the first 24 weeks of
pregnancy, while abortions performed on juridical and socio-economic grounds could be performed only
during the first 16 weeks of pregnancy.

In general, before an abortion was performed, it had to receive the approval of a board composed of 11
members (Termination of Pregnancy Aiithorization Board) Sectlon 5@3) of the ‘Abortion Act, however,
permitted a physician to perform an abortion wrthout the Board s authorlzanon if, after consultlng anotherj
phy5101an both reached the conclusion that contmuance of the pregnancy would nvolve’ serious risk to the
life of the pregnant woman or serious injury to her physrcal or mental health In this case, the Board was to
be notrﬁed of the performance of the abortion within a two- week pcrlod

The 1970 law required the written consent of all mamed women regardless of their age and of unmarried
women that were at least 18 years of age. The consént of parents/guardlans was requ1red for all unmamedl
women under age 18. The Board was authorized to consent for unmarried women under age 18 if they had no
parents/guardians or were so insane or feeble-minded as to be incapable of giving a valid consent.

The Abortion Act of 1974 (Penal Code, chapter 119, sections 312-316), as.amended.by Act No. 12 of
1980, liberalized Singapore’s abortion law further. The Act provides that a person shall not be guilty of an
offence under the law relating to abortion when a pregnancy is terminated by a registered physician acting on’
the request of a pregnant woman and with her written consent during the first 24 weeks of pregnancy.
Beyond that time, an abortion may be performed only if immediately necessary to save the life or prevent
grave permanent injury to.the physical or mental health of the pregnant woman. Except in casesin which an
abortion is immediately necessary to save the life of the pregnant woman, she must meet certain residency or
citizenship requirements. The new Act abolished the Termination of Pregnancy Authonzanon Board and the
requirement that it consent to the performance of abortions.

The 1974 Act contains a conscience clause permitting medical personnel to be excused from partxcrpatmg
in any procedure to terminate a pregnancy, unless the procedure is immediately riecessary to save the life of
the pregnant woman. Violations of the Act constitute offences punishable by imprisonment and/or payment
of a fine. :

Under the 1974 Act, a legal abortion must be performed in a government hospital or in"an approved
institution unless the treatment to terminate the pregnancy consists solely of the use of drugs prescribed by a.
registered medical practitioner. Regulations issued under the Act define the quahﬁcanons requlred of
physicians performing an abortion at different stages of pregnancy. A medical, practmoner termlnatlng a
pregnancy not exceeding 16 weeks’ duration must be registered under the Medical Regulation Act and have at
least 24 months’ experience in an obstetric and gynaecological unit of a recognized hospital, while a medical

Source: Population Policy Data Bank, maintained by the Population Division, Department of Economic and Social Affairs of the United
Nations Secretariat. For additional sources, see reference section.
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Singapore

practitioner terminating a pregnancy of no more than 24 weeks’ duration must hold the degree of Master of
Medicine-(Obstetrics -and- Gynaecology) of -the University of Singapore or-the National -University-of
Singapore or be a Member or Fellow of a Royal College of Obstetricians and Gynaecologists. The regulations
also require the approval of institutions for the performance of abortions to be renewed every two years and
place a duty of conﬁdentlallty on such institutions. R O P

In 1987, these regulatlons were amended to introduce mandatory counsellmg prror to and followmg the
performance of an abortion. In addition, they require a pregnant woman to wait twenty- -four hours after
receiving the counselling unt11 the abortion is performed unless performance of the abortion is 1mmed1ately
necessary to save the life or prevent grave permanent injury to the physical or mental health of the pregnant
woman. Pre-abortion counselling is reportedly intended to provide women with mformatlon that may allow
them to continue their pregnancy and post-abortion counselling to discourage them from seeking repeat
abortions.

In 1996 the estrmated abortion rate was 15.9 abortions per 1,000 women aged 15 44 and the modem
tive pre ”e rate was estlmated most recently in 1982 at 73 per cent

The Govemment s concem about below-replacement fertlhty has led 1t to 1mp1ement a number of
‘measures de51gned torreverse this irend. In 1986 the total fertlllty rate hit'an all-time low of 1.4 chrldren per
woman. Asa result the Government set out in 1987 to encourage women to have at Teast three children: it
‘offered néw incentives in the form of tax deductions and rebates, improved matemlty leave benefits, childcare
subsidies and priority in housmg and school reglstratlon The total’ fertrhty rate for 1995- 2000 rebounded to

‘17 children per woman; -~ - - -

.......

Natlons ‘Secretariat. For additional sourdes, see ‘Teferance section.
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" Slovakia

SR S - ABORTION POLICY

Grounds on whlch abortlon is permltted
To save the life of the woman Dk
. To preserve physical health
- To preserve mental health
"~ Rapeorincest "
" Foetal 1mpa1rment o
3 Economrc or socral reasons
) 'Avallable on request

Additional requ_irements:

YCS ninaheeny rob e e
Yes ' ’

" Yes

Yes . l.. :\r'w N ’

‘Yes ]
o Yes o 4
~ Yes L

1

Abortlon is allowed within 12 weeks of gestatlon upon written request of the pregnant woman An
abortion may be performed on request only if at least six months have elapsed since a previous abortlon
except in the case of a woman that has had two other births or is 35 years of age or older, or in the case of
rape A woman must receive counsellmg before 2 an abortion is performed Parental consent is. requrred for
minors.under 16 years of age; for minors between 16 and 18 years of age, the physician must inform the
parents following the intervention. Second-trimester abortion is allowed only for medical and eugemc

reasons and in cases of rape or other sexual crimes.

L R T

REPRODUCTIVE HEALTH CONTEXT

Government view on fertility level:
Government intervention concerning fertility level: -
Govem'men’t policy on contraceptive use:

Percentage of currently married women using
modern contraception (aged 15-44, 1991):

Total fertility rate (1995-2000):

Age-specific fertility rate (per 1,000 women aged 15-19, 1995-2000):

Government has expressed particular concern about:
Morbldlty and mortality resulting from induced abortion
Compllcatrons of childbearing and childbirth

Matema‘ll mortality ratio (per 100,000 live births, 1990):
National

De\lzeloped countries

Female life expectancy at birth (1995-2000):

Too low
To raise

Indirect support provided

41
1.4

32

'No

27

76.7

" Source: Population Policy Data Bank maintained by the Population Division of the Department of Economlc and Soclal Affalrs of the Umted

Nations Secretariat. For additional sources, see list of references.
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Slovakia

BACKGROUND

Since the end of the Second World War, Slovakia’s abortion law has been amended a number of times,
with the general trend being towards liberalization. Law No. 86/1950 (the Penal Code, sections 227-229),
effective August 1950, permitted abortion when the pregnant woman’s life or health was endangered and in
cases of genetic defect. A woman who violated the law was subject to one year’s imprisonment, and the
person performing the abortion to ten years’ imprisonment. In 1957, owing to concern over the negative
effects of clandestine abortions on women’s health, the Government enacted new legislation broadening the
circumstances under which abortions could be legally performed. Law No. 68 of 19 December 1957
specified that abortions could be legally performed on the basis of medical or other important reasons. A

commission was requxred to approve the abortion and the abortion had to be performed in a health "

establishment. A woman who obtained an illegal abortion was no longér punished, and the sentence for the
person.performing the abortion was reduced to a maximum of fiveyears.

Followmg the enactment of Law No. 68 in 1957, a series of ordinances and instructions were issued that
specified in greater detail the nature of these “other important reasons™ and the procedures that had to be
followed to obtain the approval of the commission. By 1983, a woman was allowed to obtain an abortion if
she was over 40, if she had at least three living children, if the pregnancy was the result of rape or another
crime, if she was in a difficult situation due to an extramarital relationship, if she had lost a husband or her
husband was in bad health, if she had difficult housing or material conditions that endangered the standard of

~ living of her family (particularly minor children), or if a documented disintegration of the family had taken

place. Authorization would not be granted if the pregnancy was of more than 12 weeks’ duration, if it was
found that the woman had a condition that would increase the risks of the abortion or if she had undergone
an abortion in the past year. Exceptions to these rules were possible. An abortion could be performed despite
a risk to her health if continuing the pregnancy would endanger the woman’s life. An abortion could be
terminated .through the sixteenth week of pregnancy if the woman had contracted rubella and through the
26th week of pregnancy if there were genetic problems. Abortion could be performed only up to the twelfth
of gestation, except to save the life of the pregnant woman or in the case of known foetal impairment. In the
latter case, up to 24 weeks and exceptionally upto 26 weeks of gestation were allowed.

. The size of the commission that was to assess whether abortion was warranted was reduced from four to
three members in December 1962. The commission included a gynaecologist, a social worker and a deputy
from the National Committee. Only abortions performed on medical grounds or in cases of economic duress
were performed free of charge.

The most recent amendment to the abortion law .was passed on 23 October 1986 and took effect in

1987. It abolished the abortion commissions, leaving the decision to be made between the woman and her -

doctor. Under current laws, a woman makes a written request to her gynaecologist, whereby the physician
will inform her of the possible consequences of the procedure and of the available methods of birth control.
If gestation is under 12 weeks and there are no health contraindications for the procedure, the doctor
specifies the health centre where the procedure is to be performed. If gestation is over 12 weeks or if other
contraindications exist, the request is reviewed by a medical committee. Women who have had an abortion

within six months-are not permitted to undergo the procedure unless.they have had two deliveries, are at -,

least 35 years of age or the pregnancy was the result of a rape. Beyond the first trimester, the pregnancy can
be terminated only if the woman’s life or health is endangered or in the case of suspected foetal impairment.

Source: Population Policy Data Bank maintained by the Population Division of the Department of Economic and Social Affairs of the United
Nations Secretariat. For additional sources, see list of references.
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- Slovakia

If the woman is under 16 years of age, consent of her legal representative is required. If the woman is

between 16 and 18 years of age, her legal representative must be notified. An abortion must be performed in
a hospital.

Through the years, abortion has remained the preferred method of birth control in Slovakia.” Part of the
reason was that abortion, was free but contraceptives were not and were also difficult to obtain. The new
1986 law attempted to reduce the use of abortion by providing contraception (excluding condoms) free of

charge and discouraging abortion by charging a fee for abortions performed after elght weeks of gestatlon

The fee was waived only if the abortion was medically indicated.
\

_The abortion rate in Slovakxa rose from 30.5 per cent in 1984 to a high of 43. 1in 1988. However, the
abortion rate declined substantxally in the course of the 1990s. It was estimated at 19.7 abortions per 1,000
women aged 15-44 in 1996. The Government-reported a gross abortion rate of 4.9 per cent in 1999.

Slovakia’s rate of modem contraceptive usage was 41 per cent.in 1991. That rate is thought to have
increased after 1991. For example the International Planned Parenthood Federation reported a five-fold

increase in the use of oral| icontraceptives after 1990. The total fertility rate for 1995-2000 was 1.4 children.
per woman, and the populatlon growth rate was 0.1 per cent.

Source: Population Policy Data Bank maintained by the Population Division of the Department of Economic and Social Affairs of the United
Nations Secretariat. For additional sources, see list of references.
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~ Slovenia

" ABORTION POLICY

"Gr'bun:dsi‘en' whieh abortion is permitted:

- To savé the life of the woman
- To preserve physical health
* To preserve mental health
" Rape orincest '
“"-Foetal impairment -
* Economic or social reasons
‘ Avallable on request '

Additional reqmrements: '

Yes
Yes
Yes

" Yes

Yes

"Yes
" Yes

An abortion must be performed in a hospital or other authotized health-care facility. If the woman is
a minor, approval of her parents or guardian is required, unless she has been recognized as fully
competent to earn her own living. After the first 10 weeks of pregnancy, special authorization by a

medicine and a social worker or a psychologlst is required.

‘commission composed of -a gynaecologist/obstetrician, a general phys1cran or a spec1a11st in mtemal

REPRODUCTIVE HEALTH CONTEXT

Government view on fertility level:.
Government intervention concerning fertility level:
Government policy on contraceptive use:

Percentage of currently married women using
modern contraception (aged 15-49):

Total fertlhty rate (1995- 2000)

Age spemﬁc fertlhty rate (per 1 000 womern aged 15 19, 1995- 2000): :

Govemment has expressed partrcular concern about:
. Morbidity and mortality resulting from induced abortion
Complications of childbearing and childbirth

Matemal mortahty ratio (per 100,000 11ve births, 1990)

: :National
Developed countries

Femaie life expectancy at birth (1995-2000):

Too-low

To raise

Direct support providedv

No
No -

27 -

78.2

" -Source. Population Policy Data Bank maintained by the Population Division of the Department of Economic and Social Affalrs of the United

Nations Secretariat, For additional sources, see list of references.
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Slovenia

BACKGROUND

Although Slovenia achieved mdependence from the former Socialist Federal Repubhc of Yugoslav1a
in 1991, abortion is still regulated by the Law of 7 October 1977. This Law was enacted by Slovenia
when it was part of Yugoslavia to implement article 191 of the Federal Constitution of Yugoslavia of 21
February 1974, which proclaims that “it is a human right freely to decide on the birth of children”..Under
the 1977 law, an abortion may be performed on request during the first 10 weeks of pregnancy. The
intervention must be performed in a hospltal or other authorized health-care facility. If the woman is a
minor, approval of her parents or guardian is required, unless she has been recognized as fully competent
to earn her own living. After the first 10 weeks of prégnancy, special authorization by a commission,
composed of a gynaecologist/obstetrician, a general physician or specialist in internal medicine, and a
social. worker or psychologist is required. The commission decides on the basis of whether the procedure
entails a risk to the woman’s life, health, or future motherhood that is less than the risk to the woman or
the child associated with the continuation of the pregnancy or childbirth. The woman can appeal to the
Commission of Second Instance if the'Commission of First Instance rejects her request.

Medical orgamzatlons and persons who v1olate provxslons of the law are subject to- criminal
punishment. A woman, however, is never held crlmlnally resp0n51ble for mducmg her own abortion or
for cooperatmg in such a procedure.

In recent years signs of opposition to Slovenia’s liberal abortion law have been increasing. In
approving the new Slovene Constitution in 1991, the Government modified language ‘on reproductive
rights from its previous constitution that had closely resembled language contained in Article 191 of the
Federal Constitution of Yugoslavia (see above). Instead of the language “it is a human right freely to
decide on the birth of children”, the new Constitution simply states that “the decision to bear one’s own
childrén is free”. This change raised concern that the Government might amend the abortion law to
introduce greater restrictions. Furthermore, the new law on Provision of Health Care of 1992 contains a
conscience clause, allowing a physician to refuse to perform any medical procedure. Finally, a proposed
revision of the Code of Medical Ethics under discussion in 1992 included a conscience clause that a
physician could invoke in order to be exempted from performmg an abortton or sterlllzatlon 1f no medical
emergency existed. . R

Beginning in 1952, abortion legislation in the former Yugoslavia was liberalized in response to the
significant increase in illegal abortions associated with high levels of morbidity and mortality. The
subsequent changes in the abortion laws—general principles were adopted at the federal level and laws
were implemented at the local level—were expressly directed to facilitating access to legal abortion in
order to discourage illegal practices. For instance, a significant decline in the number of illegal abortions
is attributed to the decision in 1969 to eliminate the requirement of a commission’s approval for
termination of pregnancies of less than 10 weeks," a requirement that had been a ‘practical and
psychological obstacle to abortion. The policy of liberalizing legal regulations with regard to abortion was
facilitated by increased numbers of medical facilities, better access to information on abortion services
and higher levels of education. Although abortion rates continued to be high, the former Government
essentially achieved its objective: illegal abortions were practically eliminated, and the cduntry
experienced a'significant decline in maternal morbidity and mortality related to abortion. For example, in
Slovenia, mortality associated with abortion declined from 52 maternal deaths per 100,000 abortlons in
1960 to S per 100,000 in 1976. » :

R Source Population Policy Data Bank maintained by the Population Division of the Department of Economic and Social Affairs of the. United
Natxons Secretariat. For additional sources, sce list of references.
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Slovenia: | ;0000500

High rates of abortion, as well as a high rate of repeat abortions, an increase in second-trimester
abortions and an increase in abortions.among.adolescents..were..problems experienced . throughout the
former Yugoslavia. These trends demonstrated that women relied upon abortion as a contraceptive
method, with consequent health risks. Slovenia, however, has a’ very low incidence of second-trimester
abortions; during the period 1965-1980, they accounted for only 1.7-3.4 per cent of all legal abortions.
As concems its overall abortion rate, Slovenia is in the middle range among thé' former -Yugoslav
republics. The abortion rate has declined over the last fifteen years, from 40.3 abomons per 1 000 women
aged 15-44 in the early 1980 s, to 31in 1991, and to 23.2 in 1996. S

Family planning services were a part of the regular medical services in the former Yugoslavia from
the mid-1950s onward. A family planning institution was established in 1963- at the national and local

levels, and the Family Planining Association, affiliated with the International Planned Parenthood

Federation, has existed since 1966. However, sex education in the schools and family planning
counselling have not been systematically developed, and family planning has éncountered continuing
resistance throughout the country. As a result msuff' crent knowledge and fear of modem methods of

'contraceptron remain wrdespread

In the late 19803 the former Government indicated deep concern about the- hlgh abortlon rates and
low-iaies of iisage 6f modem contraceptive methods. In-the Resohition on’Population, Devéelopment and
Family Planning of 1989;-whichset out general principles and directions with regard to population
matters, special emphasis was given to fertility and family planning. The resolution, while reconfirming

the right of each person to decide freely on the number and.spacing of children, as established in the

Constitution of 1974, was directed to attaining replacement-level fertility in. all areas of the country. In
part to reduce the incidence of abortlon and in part to reduce fertility in some republics, specific measures
to disseminate contraceptive information and supplies more widely were taken at the federal level. Social
welfare measures, such as. prolonged maternity leave, child allowances and childcare facilities, were-also
strengthened in areas of the country where fertility was below replacement level. In the former
Yugoslavia, the republics-and ‘autonomous provinces were responsible: for implementing within. their
borders the general principles of population policy adopted by the Federal Assembly. However, the
republics and autonomous provinces often abstained from executing federally adopted policies.” . -+ .-

Concerned by the declining rate of fertility, which fell to 1.6 children per woman in 1989, Slovenia
had, prior to independence, implemented measures to halt the decline. However, the total fertility rate
continued to decline, to 1.3 children per woman for the period 1995- 2000 while the populatron growth

rate fell to —0.05 per cent.

“Source:” Population Policy Data Bank maintained by the Populatlon DlVlSlOn of the Department of Economic and Socral Affairs of the Umted
Nations Secretariat. For additional sources, see list of references.
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Solomon Islands:

_, ABORTION POLICY-

,G:rodndsl on which abortion is peﬁnitted: :

.. To save the life of the woman : oL . Yes
"« ...To preserve physical health = _ o . No
To preserve mental health By . . : - No ...
Rape or incest - No
.. Foetal impairment e L No C
- ..Economic or social reasons. . . .. -« ., .. ., No. . * '
Available on request - T S No..: -

Additio_nal requirements:.

Two physicians must approve an abortion in order for it to be performed. In addition, written consent of
the patient’s spouse or next of kin is required before any operation can be performed. Parental consent is
required if the girl is a minor. There is no time limit for an abortion to be performed except the one imposed
by medical practice, which is usually the first trimester of pregnancy, in-order to avoid serious. medlcal risk-to
the mother. Abortion is free of charge when performed ata govemment hospital. ‘ SRET

REPRODUCTIVE HEALTH CONTEXT

Government view on fertlity level: -~ . . Too 0 high P
Corerhment intervention concemirrg fertility level.:' S .uTo lower - E
G0vernrrxeot policy on contraceprive use: . . . -Direct support provided .‘
Percentage of currently married women using : P

- modern contraceptlon (aged 15 49)
Total fertlllty rate (1995-2000): - o | 49 |
Age-specific fertility rate (per 1,000 women aged 15-19, 1995-2000): 94
Government has expressed particular concern about:

Morbidity and mortality resulting from induced abortion

Complications of childbearing and childbirth

Maternal mortality ratio (per 100,000 live births, 1990):

National .
Oceania 680
Female life expectancy at birth (1995-2000): 73.9

— /
Source: Population Policy Data Bank maintained by the Population Division of the Department of Economic and Socnal Affairs of the’
United Nations Secretariat, For additional sources, see list of references. .
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Selomon Islands

BACKGROUND

Abortion in the Solomon Islands is governed by the Penal Code of 1963 (Chapter 26 of the 1996 Revised
Laws of the Solomon Islands), which makes the performance of abortions generally illegal. Under the Code,
any person who unlawfully uses any means with the intent to procure the miscarriage of a woman, whether
pregnant or not, is subject to life imprisonment. A pregnant woman who undertakes the same act or consents
to it is subject to the same penalty. ‘ ' ‘

Nonetheless, the Code allows an abortion to be performed to save the life of a pregnant woman. It
provides that a person is not criminally responsible for performing in good faith and with reasonable care and
skill a surgical operation upon an unborn child for the preservation of the mothet’s life;, if the performance of
the operation is reasonable, having regard to the patient’s state at the time and to all the circumstances of the
case.

Two physicians must reportedly approve an abortion in order for it to be performed. In addition, written
consent of the patient’s spouse or next of kin is required before any operation can be performed. Parental
consent is required if the girl is a minor. There is no time limit for an abortion to be performed except that
imposed by medical practice, which is.usually the first trimester of pregnancy, in order to avoid serious
medical risk to the mother. Abortion is free of charge when performed at a government hospital.

Two legal systems, customary and general law, exist side by side in the Solomon Islands. According to
custom, a birth is a gift from God and is generally accepted, as such even if not desired. In addition, among
the native population, the stigma attached to out-of-wedlock pregnancies is less than in many other cultures,
and adoption is a common solution for unplanned births. Demand for abortion is therefore relatively low. On
the other hand, it has been recognized that frequent pregnancies with short birth intervals and subsequent
complications are a major cause of maternal morbidity and mortality. Fertility levels in the Solomon Islands
remain high, with the total fertility rate estimated at 4.9 births per woman for the period 1995-2000.

Since the 1970s, the Government has sought to reduce the rate of population growth (which was
estimated at 3.1 per cent for the period 1995-2000), mainly through family planning. The family planning
programme, which is directed both to improving the health of mothers and children and to reducing
population growth, has achieved significant progress. A national population policy was.approved. by the

Government in 1987 and reformulated after the International Conference on Population and Development. In

recent years, the Solomon Islands Planned Parenthood Association has successfully introduced community-
based contraceptive distribution programmes in a few areas on a pilot basis. Although there is growing
acceptance of family planning among community and traditional leaders, some religious leaders and groups
still remain opposed to it. As a result, the Government is developing information programmes to increase
awareness of the negative effects of rapid population growth and closely spaced:pregnancies.. ... -

Source: Population Policy Data Bank maintained by the Population Division of the Department of Economic and Social Affairs of the

United Nations Secretariat. For additional sources, see list of references.
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Somalia

ABORTION POLICY

'Grounds on which abortion is permitted:

To save the life of the woman
To preserve physical health

To preserve mental health
Rape or incest -

‘Foetal impairment v
Economic or social reasons
Available on request

Additional requirements:

.. Information is not readilil available.

Yes
No

" No

No
No
No
No

REPRODUCTIVE HEALTHCONTEXT - - '+ ™

‘Government view on fertility level: ~
Government intérvention concerning fertility level:
Government policy on contraceptive use:

" Percentage of currently married women using
modem contraceptlon (aged 15- 49)

Total femllty rate (1995 2000)

Age specnﬁc fertlllty rate (per 1 000 women aged 15-19, 1995- 2000):

'Govemment has expressed pamcular concern about
Morbidity and mortality resulting from induced abortion
Comphcatlons of childbearing and childbirth

Maternal mortallty ratio (per 100,000 live births, 1990)
National
Eastern Africa

Female life expectancy at birth (1995-2000):

- Satisfactory

No intervention -

Indirect support provided - -

7.3

213

Yes

Yes

1 600
1060

48.6

Source: Population Policy Data Bank maintained by the Population Division of the Department of Economic and Social Affairs of the

United Nations Secretariat. For additional sources, see list of references.
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Somalia

BACKGROUND

Owing to the breakdown of central Government in Somalia, current abortion law and policy of the
country are unclear.

Before this breakdown, abortion was governed by the provisions of the Somalia Penal Code of 16
December 1962 (articles 418-422 and 424), which in general, prohibits the performance of abortions. The
penalty for performing an abortion without the woman’s consent is three to seven years’ imprisonment; if the
abortion results in injury to the woman, the person performing it is subject to three to.eight years’
imprisonment and, if the woman dies, 10-15 years’ imprisonment. Anyone performing an abortion on a
woman who is incapable of giving consent, or whose consent is extorted by violence, threat, undue influence
or fraud, is subject to the same penalties.

If the woman consents to the abortion, the person performing it is subject to one to five years’
imprisonment; if the abortion results in injury to the woman, the person performing it is subject to two to six
years’ imprisonment; and if the abortion results in her death, four to eight years’ imprisonment. A woman
corisenting to or causing her own abortion is subject to one. to five years’ imprisonment. Any person
instigating a:pregnant. woman to: perform an abortion by admlmstermg to her appropriate means thereto is
subject to'six months’ to two years lmpnsonment :

Nonetheless under general criminal law prmcrples of necessxty, an abortlon may be performed to save
the life of a pregnant woman. Moreover, the Penal Code provides that if an abortion is performed to safeguard
one’s own honour or that of a near relative, the penalties shall be reduced by one half to two thirds. On the
other hand, if the person performing the abortion exercises a medical profession, the penalty shall be
mcreased Repeat offenders who are medical professionals shall be permanently barred from medical practice.

Somalia’s estimated total fertility rate for 1995-2000 is 7.3 children per woman with a population growth
rate of 4.2 per cent. Maternal mortality remains high at an estimated 1,600 deaths per 100,000 live births.

1

Source: Population Policy Data Bank maintained by the Population Division of the Department of Economlc and Social Affairs of the
United Nations.Secretariat. For additional sources, see list of references.
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South Africa

ABORTION POLICY

Grounds on which abortion is permitted:

To save the life of the woman Yes

- To preserve physical health - - Yes
To preserve mental health S : oo Yes
Rape or incest : : Yes . .
Foetal impairment o Yes AR
Economic or social reasons : ‘ Coy - Yes - -
Available on request T o - Yes.

Additional requirements:

A legal abortion must be performed by a physician in a government hospital or other approved medical
institution with the permission of the hospital superintendent. Abortion requires the approval of two
independent physicians (besides the physician performing the abortion), one of whom must be a psychiatrist
if abortion is sought on mental health grounds or a district surgeon if the pregnancy resulted from unlawful
intercourse. One of the consenting physicians must have practised medicine for at least four years. The law
prohibits consenting physicians from participating or assisting in the abortion. Authority for an abortion on
the grounds of rape, incest or intercourse with a mentally retarded woman may not be granted without a
certificate from the local magistrate.

REPRODUCTIVE HEALTH CONTEXT

Government view on fertility level: | o Too high
Government intervention concerning fertility level: -~ - : To lower
Government policy on contraceptive use: Direct support provided

Percentage of currently married women using
modern contraception (under age 50, 1988): 48

Total fertility rate (1995-2000): " 33
Age-specific fertility rate (per 1,000 women aged 15-19, 1995-2000): 68

Government has expressed particular concern about:

Morbidity and mortality resulting from induced abortion No

Complications of childbearing and childbirth Yes
Matefnal mortality ratio (per 100,000|live births, 1990):

National 230

Southern Africa 260
Female life expectancy at birth (1995-2000): 58.1

Source: Population Policy Data Bank maintained by the Population Division of the Department of Economic and Social Affairs of the
United Nations Secretariat. For additional sources, see list of references.
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South Africa

BACKGROUND .

Upto 1975 abortion law in South Africa was govemed by Roman-Dutch common law, which permrtted
' abortlon only when the life of the mother would be endangered by continuation of the pregnancy. In practice,
" however, physicians often performed abortions on other grounds without prosecution by law enforcement
agencies. In 1968, for example, it was estimated that at least 28 per cent of therapeutic abortions were
_ performed_ for reasons other than saving the life of the mother

‘In 1975 “The Abortion and Sterilization Act of 1975 (Act No 2 of 1975) was enacted, which extended
the grounds under which an abortion could be legally obtained in South Africa. Under the Act, as amended in
1982, abortrons could be performed in the following cases: (a) when the continued pregnancy endangered the
woman’s life; (b) when the continued pregnancy constituted a serious threat to the woman’s phy51cal or

“mental health; (c) when there was a serious risk that the child to be born would suffer from a physical or
" 'mental defect of such a nature as to be 1rreparably serlously handlcapped and (d) when the pregnancy was the
" Tesult of unlawful intercourse such as rape or incest, or with an “idiot or imbecile”. The abortion had to be
 approved by three physicians and performed in a State-designated institution and was subject to other
" procedural requirements depending on the indication. For example, when the abortion was requested because

the pregnancy resulted from unlawful intercourse, the magistrate in whose district the offence was alleged to

_ have occurred was required to provide the hospital superintendent with a certificate attesting to the fact that
the alleged offence was reported to the pollce or if no complaint was lodged, that there was a good and
_ ‘acceptable reason for it.

Although the Act in theory legalized abortion under a broad series of indications, in effect very few legal
“abortions were performed after its enactment. Estimates are that under 1,000 legal abortions were carried out
) edch year. Mostabortions, estimated to be at least 200,000 a year, continued to be performed illegally. Some
45, OOO of these resulted in hospitalization due to incomplete abortion and led to 1,500 to 3,000 deaths per

year. In addition, the vast majority of these were performed on white women, who made up only a'small
_percentage of the population seeking abortions. The preponderance of white women among the women who
 obtained legal abortions was evidently due to the strict procedural requirements imposed by the 1975 Act.

These worked to the advantage of those with mioney, skill in dealing with government bureaucracy, and
~ access to urban medical facilities.

' This legal situation was dramatlcally altered in 1994 after the transition from the apartheld reglme to full
- democracy and the victory of the African National Congress (ANC) in the first fully democratic elections in

" South Africa.. The ANC had campargned ona platform of liberalized abortion and once it came to power, it

‘ proceeded to fulfill its campaign pledge on this issue. After receiving the report of the Ad Hoc Select

" Committee on Abortion and Sterilisation, appointed to review this matter, the Government introduced draft
o leglslatlon in Parliament to allow abortions to be performed on request during the first fourteen weeks of
pregnancy. The proposed legislation provoked a heated debate between pro-choice and pro-life groups, and
the latter held numerous rallies to protest suggested changes. 'Despite polls 1ndrcat1ng that the great majority
" of the population did not support the legislation and considerable opposition among legislators both within

“and without the ruling ANC party, the legislation (the Choice on Termmatlon of Pregnancy Act) was enacted
" in 1996, with almost one quarter of the legislators absent.

» In its enacted form, the new abortion law is shghtly different from the leglslatlon initially proposed Like
_.much abortlon leglslatlon itis based ona tlme-frame ‘model. During the first twelve weeks of pregnancy,
“woéman may’ obtain an abortion’ upon request From the thirteenth to the twentieth week of prégnancy, an

Source: - Population Policy Data Bank maintained by the Population Division of the Department of Economic and Social Affairs of the
United Nations Secretariat. For additional sources, see list of references.
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abortion may be performed in the following circumstances: if a medical practitioner is of the opinion that the
continued pregnancy would pose a risk of injury to the woman’s physical or mental health; if there is a
substantial risk that the foetus would suffer from a severe physical or mental abnormality; if the pregnancy
‘resulted from rape or incest; or if the continued pregnancy would significantly affect the social or economic
circumstances of the woman. After the twentieth week of pregnancy, an abortion may t be performed if two
medical practitioners or one medical practitioner and. a midwife are of the opinion that the continued
pregnancy would endanger the woman'’s life, would result in severe malformatlon ofthe foetus or would pose
a rrsk of i mjury to the foetus

Although all abortlons must be performed in government- des1gnated factlmes durmg ‘the first twelve
weeks an abortion may be performed by a medical practitioner or a midwife; after this period only a medical
* ‘practitioner is qualified to carry out an abortion., While non-directive and non- mandatory counselling is

encouraged, it is in no case mandated, and all women requesting an abottion are to be mformed of their rights

under the Act. Aslong as the woman is mentally competent, no parental or spousal consent is required, even
“in the case of a minor. Ifthe woman is mentally incompetent or in a state of contmuous unconsmousness an

abortion may be carried out with the consent of her guardian or spouse and the fulﬁlment of varlous other
’ procedural requirements. The Act contains détailed notification and recordkeepmg requirements and imposes

penalties of a fine or up to ten years’ imprisonment on those who perform abortions in contravention of its

provisions or who prevent the lawful termmatlon ofa pregnancy or obstruct access to a facrhty for the
* termination of pregnancy.

‘The 1996 abortion law is now the most liberal in Africa and, mdeed the world authorlzmg the
performanice of abortions not only during the first trimester of pregnancy on request ‘but also through the
twentieth week of pregnancy on very broad grounds, including socio-economic grounds. Although the
_preamble to the law stresses that abortion is not considered a form of contraception or population control, it
_ aiso makes clear that the law is firmly based on a notion of individual human rights. The preamble provides

that South Africa’s Constitution protects the right of persons to make decisions concemmg reproductlon and
~ to achieve security in and control over their bodies; that both men and women have the right to have access to
" safe, effective, and acceptable methods of fertility control of their choice; and that s women have a rlght of
access to appropriate health care services to ensure safe pregnancy and childbirth. It also makes the State
responsible for providing reproductive health to all, contraception and termination of pregnancy services, as
well as safe conditions under which the right of choice 'can be exercised without fear or harm.

Nevertheless, opposition to the law has persisted. Shortly after its approval, the Christian Lawyers
Association and other right-to-life groups brought an action against the Government claiming that, in
' authonzmg the takmg of life, the law violated the right to life of human beings, which, they ¢ asserted, starts at
r conceptron They based their claim on Section 11 of South Affica’s new Constitution, which prov1des that
~ “éveryone has the right to life,” arguing that the phrase “everyone” applies to an unborn child. In 1998 in a
procedural ruling before trial, the Transvaal Provisional Division of the High Court dismissed the suit
- (Christian Lawyers. Association v. Minister of Health, 1998). It held that there was no express provrslon in
the Constitution, mcludmg Section 11, affording the foetus or embryo legal personality or protection and that
to interpret “everyone” as encompassing a foetus would ascribe to the word a meaning different from that
which it bears everywhere else in the Constitution. Moreover, the Court concluded that to afford the foetus the
status of a legal person mrght impinge on the rights of women that are. expressly guaranteéd in'the
Constitution. Although the ruling constitutes a forceful endorsement of the abortlon law the issue has not
been fully settled since the plaintiffs have appealed the decision.

After the reform of the law, the number of legally performed abortions rose qulckly Within the ﬁrst Six
" months (January to June 1997) the number of abortrons reported was tw1ce that of the total number legally

Source: Population Policy Data Bank maintained by the Population Division of the Department of Economrc and Social Affarrs of the
United Nations Secretariat. For additional sources, see list of references. - . . ‘
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' conducted duﬁhg‘the-é-ight-yea'r hériod 1984'- 1991. The abortion raie‘ was estimated in 1997 at 2.7 abortions
per 1,000 women aged 15-44. In Octobér 1999, the National Medicines Control Council announced that
" abortifacients would be made available in the country in mid- 2000

!

t

|

!

|

The South African Government views the fertility rate as too high. It has expressed particular concern

about the high level of adolescent fertility and illegal abortion. The Government target is to reduce the total }
fertility rate from 3.3 births per woman in 1995-2000 to 2.1 by 2010 and to increase contraceptlve use from ‘!
48 per cent (as estimated in 1988) to 80 per cent of fertile women. The Government supports family planning - 1
services, and- contraceptlves are provided free of charge at all government medical estabhshments ’
|

!

- Source: Populanon Policy Data Bank maintained by the Population Division of the Departmenl of Economic and Social Affalrs of the
Umted Nations Secretariat. For additional sources, see llst of references. .
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Spain

ABORTIONPOLICY " 7 70

: LR NS 4 1 S S VU S
Grounds on which abortion is permitted:

‘To save the life of the woman P © Yes .

‘To preserve physical health ~ .~ ©~ " "Yes .
' To preserve mental health T Yes L
L Rape Oi' inCCSt . ) | ’ | Lo .l At i | Yes »“ ‘.

Foetal impairment ' ‘ S T Yes T

Economic or social reasons No

Available on request ' ~ No

Additional requirements:

An abortion must be performed by or under the supervision of a physician in an approved public or private
health centre or establishment, provided the pregnant woman gives her express consent and one of the legal
indications for abortion is met. A qualified specialist, other than the physician performing or supervising the
abortion, must certify that the abortion is necessary to avoid a serious risk to the physical or mental health of the
pregnant woman. If the pregnancy is a result of rape, the rape must first be reported to the police and the abortion
must be performed within the first 12 weeks of pregnancy. In case of foetal impairment, two specialists from an
approved health centre, other than the physician performing or supervising the abortion, must certify that the
foetus, if carried to term, would suffer from severe physical or mental defects. Such an abortion must be
performed within the first 22 weeks of pregnancy. In case of an emergency involving a risk to the life of the
mother, an abortion may be performed without the €xpressed opinion of the physician and without the consent of
the woman. All abortions must be reported to the national health authorities.

REPRODUCTIVE HEALTH CONTEXT

Government view on fertility level: Too low
Government intervention concerning fertility level: ' No intervention
Government policy on contraceptive use: ' Direct support provided
Percentage of currently married women using

modern contraception (aged 18-49°,995): 67
Total fertility rate (1995-2000): 1.2

Age-specific fertility rate (per 1,000 women aged 15-19, 1995-2000): 8

Government has expressed particular concern about:
Morbidity and mortality resulting from induced abortion

Complications of childbearing and childbirth ~ No
Maternal mortality ratio (per 100,000 live births, 1990):

National 7

Developed countries 27
Female life expectancy at birth (1995-2000): 81.5

* Respondents whose contraceptive status is unknown are considered non-users of contraception,
The percentage of respondents in this category is 0.1 in Spain.

.Source: Population Policy Data Bank maintained by the Population Division of the Depanment of Economlc and Socnal Aﬂ'alrs of the'
Umtc,d Nations Secretariat. For additional sources, see list of references. - N . et
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“Spain

BACKGROUND

Under Spamsh Crirhinal Taw prov1s1ons ‘first enacted in the 1800s and in effect until 1985, there were no

stated exceptions to the prohlbltlon against the performance of abortions, although one could be carrred outon
“ the grounds of necessity under general principles of criminal law to save the life of the pregnant woman., A

person who performed an illegal abortion was subject to imprisonment, as was a woman who performed her

. own abortion or consented to its performance. Varrous medrcal personnel who performed 111ega1 abortlons
) were subJect to harsher penaltles

In 1983, the Government of Spain enacted legislation that allowed the performance of abortlons in cases

4 ~of aserious threat to life or health, pregnancy resulting from rape and serious foetal impairment. Before the

leglslatron could take effect, however, its validity was cha]lenged by legislators opposed to its enactment. In
1985, the Constitutional Court held that the legrslatron was unconstitutional because it did not adequately
" protect prenatal life. Tt obJected in particular, to the lack of procedural safeguards to protect such life and
suggested provrsrons that could be 1ncluded in future legrslatron to establrsh such safeguards.

"On’5 July 1985, new w abortion legislation was adopted (Orgamc Law No. 9 of 1985), containing more

' extensrve procedural safeguards than the old legislation. Under the legislation, an abortion can be: legally

performed by or under the direction of a physician in an approved public or private health centre or

estabhshment provrded that the woman gives her express consent to the procedure and onie of the followmg
.' COIldlthI‘lS is met (a) the abortion is necessary to avert a serious risk to the physical or mental health of the

prégnant woman, in accordance with an opinion eéxpréessed prior to'the abortion by a physician, other than the
one performing the abortion of under whose direction the abortion is to be performed, and who holds an
appropriate specialist qualification; (b) the pregnancy is the result of rape, provided that the rape has been
“reported to the police and the abortion is performed within the first 12 weeks of pregnancy; or (c) the foetus,

': 'if carried to term, will suffer from severe physical or mental defects, provrded that the abortion is performed
“within the first 22 weeks of pregnancy and the medlcal opinion, communicated prior to the abortion, is

expressed by two specialists of an approved public or private health centre or establishment, nerther of whom

s the physrclan by whom or under whom the abortion is to be performed

" Undef the above circumstances, a pregnant woman is p'enalized if the abortion is not performed in an
approved public or private health centre or establishment, or if the prescribed medical opinions have not been
“expressed. In the case of an emergency that involves a risk to the life of the pregnant woman, an abortion can
- be performed w1thout the expressed opinion of a second phys1c1an and wrthout the consent of the woman

Further procedural requlrements were established in an Order of 31 July 1985 onthe practrce of abortlon
in health centres or establishments. The Order prescribed the minimum staff and resource requirements for

~ accreditation and the guidelines for specialists and methods employed in the dlagnOSlS of serious physical or

psychologlcal handlcaps in the foetus. The Order requrred the creation of a commission of evaluatron in each
' health centre or establishment to facilitate the performance of all legal provisions, provrde advice whenever
~_ problems surfaced and gather statistical information. It also required health centres and establishments to keep

chmcal hrstorres and documents that record the consent of the woman to an abortron

R

By Order of the Mrmstry of Health of 16 June 1986, all Voluntary mterruptlons of pregnancy camed out
in conformrty ‘with Organi¢ Law No. 9 of 1985 must be reported to the national health authorities by the
Ministry of Health of each Autonomous Community upon receipt of a form filled out by the physician
performing the abortion. In order to preserve the confidentiality of the pregnant woman, the form-does not
require the woman to provide her name; moreover, no individualized data obtained in the forms can be made

- ' Source: Population Policy Data Bank maintained by the Population Division-of the Department of Ecohomic and Socml Affalrs of the
United Nations Secretariat. For additional sources, see list of references.
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- Spain

public. The national health authorities are required to provide local authorities with information concemmg
abortrons specrfymg the characterlstrcs of the women on whom abortions are performed.

Crown Decree No. 2409/ 1986 of 21 November 1986 repealed the Order of 31 July. 1985 and set forth
" new provisions on the practice of abortions in accredited health centres. Sections 1 and 2 are similar to
Sectrons land2 of the 1985 Order and deal wrth accredrtatlon of health centres and establishments. Sectlon
"4 requires accredited public and private héalth ceritres and establishments to retain the case hrstory and the
“_‘assessments reports and other documents requrred for thé legal practice of abortion, and the form mdrcatmg
““the express consent of the pregnant woman. This information must be Kept confidential. Section 5 provides
that the health authority in each Autonomous Commumty is responsible for assuring the availability of the
necessary services, including access to the emergency diagnostic techniques needed for abortion to be
. performed within the established time-limits. Section 6 provides that in cases where the abortion is performed
~ to avert a sefious danger to the life or physrcal or mental health of the pregnant woman, physmans in the
corresponding speciality are considered accredited in respect of the opinion. When the abortion is performed
" on thé grounds of foetal impairment, the opinion is to be issued by two medical specialists on the staff of a
* public or private health centre or of an establishment accredited for that purpose. This accreditation is to be
granted by the compétent agency of the Autonomous Commumty and is distinct from and independent of the
accreditation for performing abortion. Section 9 requires health professionals to inform applicants for abortion
‘of the medical, psychological and social consequences of continuation of pregnancy and of its termination, as
- well as of the existence of social assistance and family counselling available to applicants. Apphcants must
also be informed of the various requirements that must be fulfilled, the date of the abortion and the name of
‘the health centre or establishment where it can be performed A woman must immediately be notified if
~ abortions are not carried out in the, department that she attends, so that she may have sufficient time to consult
[ another physrclan The’ conﬁdentrahty of consultatrons must be guaranteed in all cases.

“In January 1991, the Supreme Court of Spain sanctioned abortion for the first time on social grounds.
The Court dismissed a criminal case brought against a married couple and the friend who helped them,
concluding that if the woman had been forced to give birth, her right to the free development of her person
‘would have been violated. The Court pointed to the fact that the couple could not support another child and
‘that the woman was suffering both physically and mentally. This decision, however, does not mean that the
abortion law in Spain has changed, especially since the Court upheld the conviction of the physician. It
indicates that, in some cases, if a court so chooses it may exonerate a pregnant woman from gullt on the basis
~of social grounds o
" Since 1991 several attempts ‘have been made to enact legislation liberalizing Spain’s abortion law further,
mcludmg the publication of a draft Penal Code permitting abortions to be performed on socio-economic
grounds and the submission to Parliament of a bill allowing abortion to be performed on request after a
compulsory three day waiting perlod None has received ﬁnal approval by Parhament

o There are no public clinics that offer family planmng and abortion services; as a result, most abortlons in

" Spam are performed in pfivate clinics. In 1988, an‘estimated 94 per cent of all abortions were carried out in

private cliniics. Approx1mate1y 85 per cent of the abortions performed in private clinics are performed on the

- grounds of averting severe danger to the woman’s physical or mental health (especially mental health), which
may conceal reasons prohibited by law. The relatively large proportion of hospitals where only a few abortion

_procedures are performed reflects a general tendency in those institutions to perform abortions only on

"medical mdrcatrons The abortion rate in 1996 was estimated to be 5.7 abortions per 1 OOO women aged 15-
44.

- Source: Population Pohcy Data Bank maintained by the Population Division of the Department of Economic and Social Affalrs of the
United Nations Secretariat. For additional sources, see list of references. .
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The Government of Spain considers fertility to be an individual matter and has no explicit policy of
intervention with regard to population growth and fertility, although it is aware that various social and
economic policies designed to improve the situation of families with children and working mothers can have
an_impact_on demographic trends. The total’ Tertility rate for the period 1995-2000 was 1.2 children per
woman. The Government desires to achieve lower levels of infant and maternal mortality through an
improved health-care system, including maternal health care during pregnancy. Health promotion activities
include programmes connected with family planning and sex education. In fact, Government priorities are
directed towards improving the health situation in the country through a network of family planning centres.
The Government believes that instruction, information and assistance should be made accessible to the entire
population so that couples may decide the number and spacing of their children. Contraception was legalized
in Spain in 1978, and sterilization has been penmtted since 1983. The contraceptive prevalence rate for
modem methods was estlmated at 67 per cent in 1995.

Source: ‘Population Policy Data Bank maintained by the Population vanslon of the Department of Economlc and Socnal Affairs of the
United Nations Secretariat. For additional sources, see list of references.
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Sri Lanka

77 ABORTION POLICY,

Grounds on which abortion is permitted:

To save the life of the woman

To preserve physical health . o
To preserve mental health -
Rape or incest

Foetal impairment

Economic or social reasons

Available on request

Additional requirements:

- Yes -

.No ..
- .No-. .
. No .

No
No

The Penal Code contains no procedural requirements for the legal termination of pregnancy, except that
the pregnant woman’s consent is necessary. There are no provisions specifying the qualifications of those
authorized to perform abortions nor the type of facilities in which the procedures are to be performed.

REPRODUCTIVE HEALTH CONTEX’I

Government view on fertility level:
Government intervention concerning fertility level:
Government policy on contraceptive use:

Percentage of currently married women using
modern contraception (aged 15-49,” 1993)

Total fertility rate (1995-2000):

Age-specific fertility rate (per'l,OOO women aged 15-19, 1990-1995):

Govémment has expressed particular-concern about:
Morbidity and mortality resulting from induced abortion
Complications of childbearing and childbirth

Maternal ‘mortality ratio (per 100,000 live births, 1990):
National
South-central Asia

Female life expectancy at birth (1995-2000):

* Excluding areas containing roughly 15 per cent of the population.

Satisfactory
To lower

Direct support provided

44
2.1
20

No
Yes

140 y
560

75.4

Source: Population Policy Data Bank maintained by the Population Division of the Departmem of Economic and Affairs of the Umted

Nations Secretanat For additional sources, see list of references.
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Sri Lanka

'BACKGROUND.

Abomon is generally 1llegal in Sri Lanka under the Penal Code of 1883, which is based on the Indian
Penal Code. Section 303 of the Penal Code provides that anyone voluntarily causing a woman with child to
miscarry is subject to up to three years’ imprisonment and/or payment of a fine, unless the miscarriage was
caused in good faith in order to save the life of the mother. The penalty is lmpnsonment for up to seven years
and payment of a fine if the woman is “quick with child”, a term which, while not defined in the Code refers
to an advanced stage of pregnancy when there is perception of foetal movement, as opposed to “woman with
child”, which simply refers to “belng pregnant”. A woman who induces her own miscarriage is subject to the
same penalnes If the miscarriage is caused without the consent of the woman, whether or not she is quick
with child, the person causing it is subject to up to 20 years’ imprisonment and payment of a fine (Section
304). The same penalty is imposed if the woman’s death results from any act carried out with intent to bring
about a miscarriage, whether or not the offender knew that the act was likely to cause death (Section 305).

In 1973, the abortion legislation of the country was studied by a committee of the Medical Legal Society
of Sri Lanka, which recommended that the law should be liberalized to allow abortions to be performed to
prevent grave injury to the physical and mental health of the mother, in cases where pregnancy resulted from

‘Tape or incest, and in cases where there was substantial risk that the child, if born, would suffer from severe

physical or mental abnormalities that would cause it to be seriously: handicapped for life. No legislative
action, however, resulted from these recommendations. The Ministry of Health has begun however, to
publicize the linkage between illegal abortion and maternal mortallty as a means of gwmg support to a
liberalization of the abortlon law : -

- Despite rigid statutory provisions, Sri Lankan women from higher income households who desire to
terminate their pregnancies find little or no difficulty in doing so. They often consult a psychiatrist for severe
mental depression combined with suicidal tendencies. The psychiatrist may advise an abortion in order to.
save the life of the mother, and the pregnancy may then be terminated in a private or government hospital by a
qualified medical practitioner. Women from middle-income and lower income households, However, must
often resort to abortions performed by “back-door abortionists” under primitive and unhygienic conditions,
resulting in high maternal mortahty and chronic ill health. ‘

Although any abortion wxlfully induced without the specific intent to save the life of the mother
constitutes illegal abortion in Sri Lanka, in practice, indictments for: criminal abortion rarely occur and
convictions are even rarer. The incidence of abortion is believed to be considerably higher than is commonly
acknowledged. A rural survey suggests that 54 abortions per 1,000 population are performed each year.

‘The Government of Sri Lanka considers the rates of fertility and population growth to be too high and
hoped to achieve a target of replacement-level fertility by the year 2000. Sri Lanka has a current total fertility

_rate of 2.1 .children per woman and a population growth rate of 1 per cent, a rate: satisfactory to the

Government. Recogmzmg that a reduction in fertility will enhance socio-economic development, the
Government has sought to strengthen and expand the delivery of family planning services, to provxde
incentives for controlling population growth and to promote population education. Family planning services
are part of a comprehensive family health programme that provides a variety of subsidized clinical and
contraceptive services. Existing maternal and child health and family planning services are being enhanced,
especially in rural and poor urban areas. The modern contraceptive prevalence rate was estimated at 44 per
cent in 1993. Local health officials estimated the 1999 maternal mortallty rate to be 250 deaths per 100,000
live bll’thS 25 per cent of them related to unsafe abortions.

Source: Populatlon Policy Data Bank maintained by the Populatlon Dmsnon of the Deparlmenl of Economlc and Social Affalrs of the
United Nations Secretariat. For additional sources, see list.of references. X o e L
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" Sudan

* ABORTION POLICY

“ Grounds on which abortion is permitted: = "
To save the life of the woman
To preserve physical health ; e T Ne
" To preserve mental health ™+ 000 T RN
Rapeorlncest EEE R
~ Foetal 1mpa1rment '
-+ Economic or 'social reasons '
o Avallable on request

Additional requirements:

Information is not readily available. P

REPRODUCTIVEHEALTH CONTEXT

. - . . | . R v
. e e L TR PR P SR R
-bs PR U S S P S KA al PR e L I N N P

Gevemment v'iew on fertility level: - L «Toohigh's % e i ol

~.Government mterventron concemmg fertrllty level e 7To lower

- Govemment pollcy on contraceptlve use:. - ooi ol R ‘T_.i IR Dlrect support provrded

REDRRSEA ‘1‘» iy

Percentage ofcurrently married women usrng Con DT e ey s e o
- modem contraception (aged 15-49,-1992/93). - -~ - . . .. 7" ;

Total fertlty rate 1995-2000): N

! Age specrﬁc fertlllty rate (per 1 000 women aged 15 19 1995- 2000):" .52
'Govemment has expressed partlcular concern about , '
Morbidity and mortality resulting from induced abortron
Complrcatxons of chlldbearmg and chrldbxrth TR TP

:,Maternal mortallty ratio, (per 100 000 llve blrths 1990) -: s e o
National . - - . _ co oL 660 Vo

NorthemAfnca I L R EAR AN 340:-" .

Female life expectancy at b1rth(1995 2000) e 56 4 -

. Data refer to Northem Sudan. o T S S ST L PR

Source Populatnon Pohcy Data Bank mamtamed by the Populatron Division of the Department of Economic and Socnal Affalrs of the -+
United Nations Secretanat For addmonal sources, see list of references.
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fBACKGROUND .

Until 1983, abortion was governed in Sudan by the prov1sxons of the Penal Code of 1 August 1925
(sections 262-267). Under the Code, abortion was prohibited except when performed to save the life of the
pregnant woman. A person performing an abortion with the woman’s consent was subject to |mpnsonment
for a term not exceeding three years and/or payment of a fine if the pregnancy had. not reached the stage of

“quickening”. A woman performing her own abortion was subject to the same penaltles Harsher penalties
were applied if the abortion was performed without the consent of the pregnant woman, if the pregnancy had
reached the stage of “quickening”, or if the abortion resulted in the death of the pregnant woman. On the other
hand, if the unmarried woman performed an abortion on herself in order to conceal her dishonour, the
punishment was reduced.

In 1983, this Code was replaced by new criminal legislation designed to conform more closely to the
principles of Islamic law than had the 1925 Penal Code. The performance of abortions was still prohibited
except to save the life of the pregnant woman; but the punishment had been changed to reflect the Islamic
penalty of payment of blood money. Persons who violated the law were subject to the payment of

* compensation, as well as to imprisonment and payment of fines. The payment was to be made to the relatives

of the foetus and/or mother dependmg oni:the: circumstances’ of the: abortlon

In 1991, the Penal Code of Sudan was amended once again, resulting in changes in the abortion law
The major change was the expansion of the circumstances under which the performance of an abortion was
legal. A person who mtentlonally causes a woman to miscarry is not guilty of an offence where (a) the
miscarriage is necéssary to save the mother’s life; (b) the pregnancy is the result of rape which has occurred
not more than 90 days before the pregnant woman has desired to have the abortion; or () it is proved that the
quick uniborn ¢hild has died in the mother’s womb. If the pregnancy is of less than 90 days’ duration, the
person who performs the illegal abortion is subject to up to three years’ 1mprlsonment and/or payment of a
fine. If the pregnancy is of more than 90 days’ duration, the penalty is increased to up to five years’
imprisonment and payment of a fine. In both cases, the person may be subject to the payment of
compensation. As of 1991, the new legislation did not apply to largely Chrlst1an Southern Sudan.

- Information on the incidence of mduced abortion in the Sudan is scarce. However, a survey conducted in
Khartoum between 1974 and 1976 found that the largest proportions of gynaecologlcal admissions were due

- to complications of induced abortion. A similar observation has been made in Southern Sudan, and studies

have found abortion to be one of the major causes of matemal death in the Sudan estlmated at 660 deaths per
100,000 live births in 1990 -

The Government of the Sudan provides direct access to modern methods of family plannmg Family
planning services were introduced in the country in 1965 when the Sudan Family Planning Association was
founded. The maternal and child health and family planning prOJect within the Ministry of Héalth was
established in 1975 and the Sudan Fertility Control Association in 1976. The Sudan Family Planning
Association and the Sudan Fertility Control Association provide family planning services throughout the
country. The main rationale for family planning is to improve MCH. Family planning services are provided
free of charge, and there are no legal restrictions on the importation of contraceptives. Recent studies show

 that the level of contraceptive use is low but has increased slightly. The percentage of women using modern

methods of contraception in Northern Sudan rose, for example, from 4 per cent in 1977-1978 to 6 per cent in
1989 and 7 per cent in 1992-1993. The total fertility rate for the Sudan has fallen in the last decade from 5.4
children per woman to 4.6 in the period 1995-2000. :

Source Populatlon Pohcy Data Bank mamtamed by the Populanon Division of the Department of Economic and Soclal Affairs-United -
Nations Secretariat. For additional sources, see list of references.
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Suriname

ABORTION POLICY

_ Grounds on which abortion is permitted:

To save the life of the woman § ) o Yes L

~ To preserve physical health B 0 Noo o
To preserve mental health ’ sl ~ No ~ - vl
Rape or incest o . oo No T e
Foetal impairment o I . UNo oot
- Economic or social reasons ' . No " '
"Available on request S No o S

§a
Additional requirements:
" Information is not readily available.

REPRODUCTIVE HEALTH CONTEXT...+ - i+ i’ ot

Government view on fertility level: B - L ‘S,atiis‘_fa‘l(_:to"fy_' L .
" Government intervention concerning fertility level: 'Nointervention
Government policy on contraceptive use: o ' Direct support provided '

Percéﬁtage of currently married women using
~modern contraception (aged 15-49):

Total fertility rate (1995-2000): S22

Age-specific fertility rate (per 1,000 women aged 15-19, 19952000 22. 0 7T

A_Gd\j/érnment has e’i(préssed particular concern about:, . e
Morbidity and mortality resulting from induced abortion No . '~

Complications of childbearing and childbirth _ No

Maternal mortahty ratlo (per 100, 000 live births, 1990)
National

South Amenca , - o ' o 260
Female life expectancy at birth (1995-2000): ’ 72:'7 R

Source: Population Policy Data Bank maintained by the Population Division of the Department of Econom:c and Affaxrs of the Umted
Nations Secretariat. For additional sources, see list of references.
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- : Suriname

BACKGROUND

Under Suriname’s criminal code, abortion is generally illegal. A woman who intentlonally causes the
abortion or death of her unborn child or allows another person to cause it is subject to up to three years’
imprisonment. The other person is subj ect to up to four years and six months’ imprisonment if the woman
consents to the abortion and up to twelve years’” imprisonment if she does not consent. In the first of these
cases, if the woman dies, the penalty is increased to up to six years’ imprisonment and in the second to up to
fifteen years’ imprisonment. If the person performing the abortion is a medical practitioner, midwife or
pharmacist, the above-mentioned penalties may be increased by one third and the person can be barred from
practising his or her professxon : : :

In addition, the code prohibits a person from intentionally treating a woman or providing treatment to her
knowing that thereby her pregnancy may be destroyed. The law subjects such a person to up to three years’

- 1mprxsonment or payment.of a fine of up to three thousand guilders. If the person has acted out of profit, or
_’fhas acted professmnally or regularly, or 1s amedical practltloner m1dw1fe or pharmacist, the penalty may be
i‘zlncreased by one thlrd

Nonetheless, an abortion may be performed under general criminal law prmCIples of necessity to save

~the-life of the pregnant-woman.

-Although the provision of ‘contraceptives and contraceptive information is illegal under the country’s
criminal law, the laws are not enforced, and there has been no legal interference with the activities of the
country’s family planning organization, the Stichting Lobi (LOBI). The Stichting Lobi works to integrate
family planning into the Government’s primary health-care system and to include sex education in the school
curriculum. Founded 'in 1969, it operates clinics, provides family planning services through private
physicians, offers medical/clinical services, conducts sex education classes in schools, offers counselling
services; trains health workers, educates patients at prenatal clinics and conducts a wide range of community
education activities. It is also involved in various research projects to assess attltudes and constramts on
contracepnve use, and it sponsors media campaigns on fam1ly plannmg e :

The total femllty rate has fallen substantially in the last two decades and was estlmated at 2.2 children per
woman for 1995-2000. The Government of Suriname considers the current rate of fertility and population
growth to be satisfactory. Although it has no official population policy, the Government supports the
availability of accessible and affordable health services, focusing on the development of primary health care
and supporting the provision of contraceptives. Although 70 per cent of the population is concentrated in or
around the capltal Paramaribo, beyond it physical geography has been a bamer to the access to health services
by the poor and 1nd1genous populat1ons '

Source Populahon Pollcy Dita Bank rhaintained by the Population Division of the Department of Economic and Social Affalrs of the
United Nations Secretariat. For addmonal sources, see list of references.
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Swaziland

'ABORTION POLICY

Grounds on which abortion is permitted:

- To save thé life of the woman
lTo preserve physical health
To preserve mental health
Rape or incest
Foetal 1mpa1rment ‘
Economic or social réasons
Available on request

'Additional Ir‘eq‘ui‘rements'

Yes
No

No
"No
No.

No .
No

Cod

Although there aré no legal prov1sxons spemfymg by whom or where a legal abortion must be performed
or the gestational limits to be observed, practice suggests that legal abortions are performed by registéred
physicians in government hospitals, private clinics or other approved institutions and may be performed up to

20 weeks of gestation.

S U T SO

REPRODUCTIVE HEALTH CONTEXT

B Government view on fertility level:
.:Go,vernmeht intervention concerning fertility level: .
Government policy on contraceptive use: .

Pereentage of currently married women using
modern contraception (aged 15-49," 1988):

' Total fertility rate (1995-2000):

;Age-specxﬁc fertlllty rate (per 1,000 women aged 15-19, 1995- 2000):

Govemment has expressed pamcular concem about
Morbidity and mortality resulting from induced abortion
Complications of childbearing and childbirth '

Maternal mortality ratio (per 100,000 live births, 1990)
National
Southern Africa

Female life expectancy at birth (1995-2000):

* Including never-married women who have a child.

Too high

" To fower-

' Direct support provided.

17
47
90

No . |
Yes

560
260

62.5

Source: Population Policy Data Bank maintained by the Population Division of the Depanmem of Economlc and Social Affairs of the United

Nations Secretariat. For additional sources, see list of references.
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Swaziland

BACKGROUND

There is no statutory law in Swaziland governing the performance of abortions. Instead, abortion is a matter
of common law, which is patterned after Roman-Dutch common law. Under this law, which was also in effect in
South Africa prior to the enactment of its Abortion and Sterilization Act (1975), abortion is prohibited except in
cases of necessity. There is some disagreement, however, as to what constitutes a case of necessity. The majority
position of commentators is that a case of necessity exists only when an abortion is performed to save the life of
the pregnant woman. However, it is possible that a case of necessity need not be so serious and that an abortion
could be performed in cases of serious threat to both physical and mental health, foetal defectand rape. There is
no case law on this issue in Swaziland. -

Because there is no statutory law on abortion in Swaziland, there are no legal provisions dealing with the
professional qualifications required to perform an abortion, the place where the procedure must be performed
or the period during pregnancy when an abortion can be performed. Abortions are reportedly usually
performed by a registered physician in a government hospital or other approved institution and may be
performed within 20 weeks of pregnancy. Swazi physicians generally seek permission from the Ministry of
Health prior to performing an abortion. Although this permission is not a legal requirement, it is a precaution
that physicians have choser to take in order to protect themselves and to prove their good faith. In practice,
the person performing the abortion must usually be satisfied that the woman’s physical or mental health is
endangered by the birth and must act in good faith for therapeutic purposes only. There are no data
concerning the number of legally induced abortions, but it is believed that the numbers are small.

The high incidence of illegal abortion is a growing concern in Swaziland. Induced abortion is a
particularly significant problem among teenage girls. Faced with the prospect of an unwanted pregnancy,
many teenage girls resort to abortion to avoid expulsion from school. Unmarried teenage women are more
likely to have unwanted pregnancies because of the barriers they face in obtaining contraceptives. For
example, it is reported that health workers often require proof of the husband’s authorization before
dispersing contraceptives, even though this is not a legal requirement.

Swaziland had a total feftility rate 0f 4.7 children per woman and a population growth rate of 2.9 per cent

for 1995-2000. The Government recognizes that the current levels of population growth and fertility are too
high and its goal is to reduce the level of fertility in order to improve family well-being and maternal and
child health. Contraceptives are provided at all government health-care centres. The national family planning
programme, which was launched in 1973, provides family planning services at all its service delivery centres
and mobile units. The family planning programme has achieved a certain measure of success. By 1988 more
thari 80 per cent of women knew at least one effective contraceptive method, and 17 per cent of all women
reported use of a modern contraceptive method, up from about 5 per cent in 1985.

Following the International Conference on Population and Development, held in Cairo in 1‘994
Swaziland launched the National Population Council in 1998. Both a national population pollcy and a
comprehensive reproductive health programme were reported under formulation in 2000.

Source: Population Policy Data Bank maintained by the Population Division of the Department of Economic and Social Affairs of the United
Nations Secretariat. For additional sources, see list of references.
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Sweden

ABORTION POLICY

Grounds on which aboertion is permitted:

To save the life of the woman . - Yes
To preserve physical health Yes
To preserve mental health Yes
Rape or incest . _ Yes
Foetal impairment . Yes
Economic or social reasons , -Yes
Available on request : Yes

Additional requirements:

Abortion is legal in Sweden on a wide variety of grounds, including on request, up to 18 weeks of
gestation, provided that the procedure will not seriously endanger the woman's life or health. For
pregnancies between 12 and 18 weeks of gestation, the pregnant women is required to discuss the
abortion with a social worker; after 18 weeks, permission must be obtained from the National Board: of
Health and Welfare. The abortion must be performed by a licensed medical practitioner and, except in
cases of emergency, in a general hospital or other approved health-care establishment. Abortion is

subsidized by the Government. o :

REPRODUCTIVE HEALTH CONTEXT

Government view on fertility level:

Government intervention concerning fertility level:

Satisfactory

No intervention

Government policy on contraceptive use: Direct support provided
Percentage of currently married women using

modern contraception (aged 20-44" 1981): 71
Total fertility rate (1995-2000): 1.6
Age-specific fertility rate (per 1,000 women aged 15-19, 1995-2000): 7
Government has expressed particular concern about: '

Morbidity and mortality resulting from induced abortion No

Complications of childbearing and childbirth No
Maternal mortality ratio (per 100,000 live births, 1990):

National 7

Developed countries 27
Female life expectancy at birth (1995-2000): 80.8

* All sexually active women.

Source.: Population Policy Data Bank maintained by the Population Division of the Department of Economic and Social Affairs of the

United Nations Secretariat. For additional sources, see list of references.
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Sweden

‘BACKGROUND

Performance of an abortion was considered a crime in Sweden at the beginning of the twentieth
century except to save. the life of a pregnant woman or protect.her.from.serious health' consequences.
Both the sale of contraceptives and the dispensing of information-on contraceptives were prohibited by
law in 1910. In 1938, Sweden enacted legislation permitting the termination of pregnancy under broader
circumstances. The 1938 Abortion Act, which remained in force until 1975, provided that abortion,
although prohibited in principle, could be legally performed on a wide range of grounds. In addition to
health indications, an abortion was permitted for eugenic reasons, in cases where the pregnancy was the
result of a crime, and in: cases -of medical-social -hardship;/designated ‘as ““frailty of ‘the mother”. ‘An
abortion performed for medical reasons could be performed.at any time ‘during pregnancy, after the
approval' of two physicians. Abortions performed on other grounds required the approval of a health
authorities' board and had-to .be performed during the first 20: weeks of pregnancy. Women who.did not
meet the requirements and wished to terminate their pregnanciés resorted to illegal abortions. -

The 1938 Act was amended in 1946 to enlarge the definition of medical-social hardship so- as to
allow abortions -to- be performed- when, taking -into consideration - the. living. conditions and . other
circumstances, the ;physical or mental strength of the mother would be seriously weakened by the birth or
rearing:of the child. The amendment stipulated that a woman seeking an abortion had to consult a social
worker, who would investigate the ‘woman’s situation and help her prepare the application.. Social
workers were expected to offer social and economic assistance so that a woman could reconsider her
decision or provide her with support if the application for abortion was refused. In-addition, -the period
during which abortions could be legally performed on other than health indications was extended to 24
weeks of pregnancy. In 1963, the Abortion Act was amended again to include the exxstence of “prenatal
injury in the foetus” as a.ground for the termination of pregnancy. :

In 1965, a government committee was assigned to study the application of the 1938 Abortion Act and
to consider alternatives for future legislation. The committee’s report proposed that a woman should have
an unconditional right, without any time limit, to decide whether to terminate her pregnancy. The report
also contained many suggestlons about family plannmg services in the publlc health system.

-The ﬁnal version of the committee’s recommendatlons was approved by the SWGdlSh Parlxament and
became known. as the Swedish Abortion Law of 14 June 1974. The law, which came into effect in 1975,
permits the interruption of pregnancy on request, provided there are no medical contraindications (that is,
that the procedure will not seriously endanger the woman'’s life or health), during the first 18 weeks of
pregnancy. For pregnancies between 12 and 18 weeks of pregnancy, the pregnant woman is required to
discuss the abortion with a social worker. An abortion may be performed only on Swedish citizens or
residents, or in cases where the National Board of Health and Welfare grants the authorization on special
grounds. Only persons licensed to practise medicine may perform an abortion. Except in cases of
emergency, the procedure must be carried out in a general hospital or in another health-care establishment
approved by the National Board of Health and Welfare. Abortion is provided free of charge up to 18
weeks of pregnancy.

An abortion performed after 18 weeks of pregnancy is legal only if the National Board of Health and
Welfare authorizes the procedure based on special reasons. In general, such an abortion may not be
performed if there is reason to suppose that the embryo is viable. However, if there is a serious threat to
the life or health of the pregnant woman, an abortion may be authorized at any time during pregnancy In

¢

- Source: Populatlon Policy Data Bank maintained by the Population Division of the Depanment of Economlc and Socnal Affaxrs of the
United Nations Secretariat. For additional sources, see list of references.
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cases of emergency, a person authorized to practise medicine may -perform -an- abortion ‘without
authorization. The abortion law makes no specific provision for consent.

Non-physicians who perform an abortion are subject to a fine or imprisonment for a maximum of one
year. This penalty does not apply to a woman who terminates her own pregnancy :or cooperates.in a
illegal termination. In 1995, the Abortion Law .was amended to remove the requirement:that.a woman
desiring to obtain an abortion between 12 and 18 weeks of pregnancy should dlscuss the abomon w1th a
soc1al worker. : : ' L ‘

After the new Abortion Act went into effect in 1975, the procedure. for having an abortion in Sweden
was simplified, making it possible for more women to obtain an abortion early in théir pregnancy.
Ninety-five per cent of abortions are performed during -the first 12 weeks of gestation.. Since 1975,
between 30,000 and 37,000 abortions have been performed annually in Sweden, consntutmg 18-21.
abortions per 1,000 women -aged 15-44 years, or 24-26 per cent of known pregnancies.:In 1996, for
example, there were 32,100 reported abortions, producing a rate of 18.7 abortlone per 1 000 women. aged
15-44. Illegal abortion is very rare in Sweden. -~ . . . ) T R T T AR RIS

For the period 1995-2000, Sweden registered a total fertility rate of 1.6 children per woman. and a
population growth rate of 0.3 per cent. In its response :to the Eighth United. Nations Inquiry- among
Governments on Population and Development, the Government of Sweden said it had no official. position-
on the fertility rate and no. policy to.influence the rate. Population is ‘integrated within development
planning, and various government agencies are responsible for taking population variables into account.
The Swedish social welfare system lessens the financial burdens of childbearing-and child-rearing.
Maternity and paternity leave is available for-up to 290 days, during which time 90 per cent of wages.are
paid. Sixty days of paid leave are also provided annually if a family is caring for a sick child. ‘Until the
child reaches the age of 16, a system of family allowances pays 750 Swedish kronor (SKr) a month-for
one child, SKr 1,500 for two children, SKr.2,625 for three children, SKr 4,125 for four children and SKr
6,000 for five children.

Family planning services, integrated within maternal and child health care, have been established
throughout the country. The emphasis is on preventive measures.and a reduction-in the number of
abortions. Sweden has a high rate of modern contraceptive use, estimated-in:1981: at:71-:per..cent .of;all
sexually active women aged 20-44. Sterilization is available upon request in Sweden to those 25 years of
age or over and with medical approval to those under age 25. The combination of health education on
sexuality and family planning, easy access to contraceptive services, and free: abortion: on request is
thought to have helped reduce both teenage birth rates and abortion rates in Sweden IR :

i

Source: Population Policy Data Bank maintained by the Population Division of the Department of Economic and Soc1a1 Affalrs of. the
United Nations Secretariat. For additional sources, see list of references.
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Switzerland

ABORTION POLICY

'Gro’hnds'on which abort_ion is permitted:

"To save the'lrfe'of the Woman
" To preserve physrcal health
- Topréserve mental health
" Rape or mcest cho
' Foetal impairment
Economic or social reasons
~Available on request

Additional requiremenits:

Yes -
Yes
Yes
No
No
No
No

“An abortion miust:Be performed by a physician, with the woman’s written consent, and except in an
emergency, with the written approval of a second physician. Swiss law does not set a time-limit for
therapeutlc abortron, nor does 1t requlre compulsory counsellmg or a waiting perrod before an abortlon can be

performed

4 REPRODUCTIVE HEALTH CONTEXT

Governmert view on fertility level:
Government intervention concerning fertility level:
Govemment policy on contraceptive use:

Percentage of currently marr1ed women usmg .
modem contraceptron (age 20 49 1994/95)

Total'fertility rate'(1995-2000):_ .

' Age specxﬁc fertllxty rate (per 1 OOO women aged 15- 19 1995 2000):

Govemment has expressed partrcular concern about
Morbldrty and mortallty resultmg from induced abortion
Compllcatlons of childbearing and childbirth

Matemal mortahty ratro (per 100, 000 hve brrths 1990)
Natlonal ,
Developed Ccountriés

Female life expectancy at birth (1995-2000):

* Including women in partnerships

Too low
No intervention

No support provided
78
1.5

i

‘No

No

81.8

Source: Population Policy Data Bank, maintained by the Population Division of the Department of Economic and Social Affairs of the

United Nations Secretariat. For additional sources, see reference section.
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| BACKCRO&ND o
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Swrtzer]and’s abortion law, Wthh is contained in the Penal Code of 21 December 1937, is one of the.
oldest abortion laws still in effect in Europe. The Code, in general, prohrbrts the performance of abortions.
Under Article 118 of the Code, a woman who performs her own abortion or lets it be performed is subject to
imprisonment. Article 119 prov1des that any person who performs an abortion ona consentmg woman is
subject to up to five years” imprisonment. If the woman does not consent the penalty is mcreased to.up toten
years’ imprisonment. If the abortion is performed for economic gain or the woman dies as, a result of the
abortion and this was foreseeable by the person performing the abortion, he or she is subject to a mrmmum of
three years’ imprisonment. : : :

' Freayetae e sondd pe Rt

Nonetheless, an abortion may be legally performed for therapeutic reasons. Under article 120 of the
Code, a pregnancy may be terminated by a licensed physician, with the woman’s written consent, in.order,to
avoid a danger to her life or serious danger of severe and lasting injury to her health that cannot otherwise be
avoided. -Before. the abortion is performed the physician must obtain a written opinion from a second

physrclan who is familiar with the woman’s condmon and who is- desxgnated by the authormes in the canton,

where the woman resides or where the abortlon will be performed If the woman is mcapable of g1v1ng_

consent, the written consent of her legal representative is required. In case of an emergency, an abortron nay.
be performed without a consenting second opinion, with the stipulation that the physician notify the cantonal
authorities within 24 hours following the operation. A physician who fails to notrfy the authorities after’

performmg an emergency abortion is subject to detention or a:fine.: i i+ ¢’

Swrss law does not set a time llmrt durmg pregnancy w1th1n whlch an abortron may be performed Nor

does it require parental consent for minors. In practice, however, physicians are reluctant to perform an

abortion during the second trlmester The abortion rate was estlrnated at 8 4 abortlons per, 1, 000 women aged_v

15-44 in 1996.

Although the abortion provisions of the Swiss Penal Code are highly restrictive and have not changed

since it came into force in 1942, they are subject to major differences in interpretations among the cantons of,
the country due to the fact that implementation of the law has’ been left to the cantons Some cantons view
serious danger to health very broadly as encompassing a threat to mental health'and s soclo-economrc ‘welfare,

while other cantons view serious danger to health quite narrowly. Indeed, abortion practices began to evolve
differently in the various cantons soon after the enactment of the Penal Code ‘and within a few years, six
cantons already had very liberal abortion practices. This trend towards liberalization has contmued over the

years. Currently, psychosocial grounds for the termination of pregnancy are broadly accepted accounting for

more than 95 per cent of abortions. In fact, in the more liberal cantons, it is rare for a woman requesting an

abortion to be refused,; vntually any woman wishing to termlnate her pregnancy is able’ to have a legal'

P

abortion. Nonetheless, in a few cantons it is still almost 1mpos51ble to obtam a legal abortron o

- In some cantons, abortions are performed by physicians (both gynaecologlsts and general practrtroners) in
their private offices or in private clinics under local anaesthesia and on an out-patiént basis. In’ other cantons,
abortions are performed mainly in public hospitals or private clinics, usually under general anaesthes1a w1th a
hospltal stay of from one to thrée (or more) days. -

Source: Populatlon Policy Data'Bank, maintained by the Population Division of the Department of Economrc and Soclal Affalrs of the

United Nations Secretariat. For additional sources, see reference section. . et
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Switzerland . .

Prior to the 1970s, Swiss abortion practices were among the most liberal in Western Europe. ‘As a result,
pregnant women from other countries sought safe, legal abortions in the Swiss cantons where “health” was
interpreted more broadly. Attempts in the 1970s to reformulate Swiss abortion law along the lines of the more
liberal abortion legislation then being adopted in other Western European countries were not successful. The
debate on whether to relax or restrict the abortion law, which lasted more than 15 years, had very little impact
at the legislative level. Two laws: were passed in 1981, however: one obliged cantons to-create counselling
services for pregnant women, and the other ordered health insurance to reimburse (without exception) the cost
of legal abortion. In 1998 the Conseil National (the house of representatives) adopted, a bill providing for
abortion on request in the first 14 weeks of pregnancy. In 2000, srmrlar brll was sent to the ﬂoor by the

"Judiciary Committee of the Conseil des Etats (the senate).

Prior to the enactment of the Swiss Penal Code, illegally performed abortions were seldom prosecuted,
despite the fact that they were widely practised. In 1929, thete were 72 convictions in Switzerland; after the
passage of the abortion law in 1937, the number rose sharply and peaked in 1950 with 667 convictions..
Subsequently, the increasingly liberal interpretation of the law resulted in a decline in the number of
prosecutions: In the late 1960s, there were, on average, 150 prosecutions per annum, and after the initiation
of public discussions to decriminalize abortion in 1971, prosecutions declined further to only a few each year.
Very few illegal abortions were being performed in Switzerland in the early 1990s, with most of them
con51stmg of abortions performed by physicians who failed to obtain the mandatory second opinion. There
are no reported casés of wornen entering hospitals in Switzerland as a result of complications following
clandestme abortlons Smce 1973 there have been no reported* deaths resultmg from abortlon

There is a high rate of modem contraceptive usage, estimated by the Office Federal de la Statrstrque in

1999 at 88 per cent of sexually active persons aged 20-49 years. In terms of method, 38 per cent use the pill,’
21 per cent the condom and 6 per cent the [UD, and 17 per cent have undergone sterlhzatlon

The Government of Switzerland considers the rate of population growth to be satisfactory but the femhty
level to be too’ low "The total fertlllty rate for 1995-2000 was estimatéd at 1.5 children per woman. The
Government intends indirectly to increase the fertility rate by estabhshmg an atmosphere of economic
security and well-being for children and families in all socio-economic sectors. Famrly assistance. SErvices,
family counselling, marriage guldance centres and pregnancy advrsory services were expanded in the 1980s.
Maternity allowances introduced in 1987 include an entitlement of 16 weeks beginning at the time of

confinement. A system of famrly allowances exists at both the federal and the cantonal level, with the amount

varying according to region, occupatlon canton and number of chlldren )

Source: Population Policy Data Bank, maintained by the Population Division of the Department of Economic and Social Affairs of the
Umted Natlons Secretanat For additional sources, see reference section. .
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Syrian Arab Repiiblic

_ ABORTION POLICY

Tt Gt o N emefa e et e NP
O R i T AL L PPN TR L ELE I

: . " - PR
Grounds on whlch abortlon is permltted: '
“To savethe life of the woman -: - S AR Yes: L i, o0
To preserve physical health - = - S ;. S #No o o R "
- To preserve mental health S v . T o “No
" Rape or incest T ‘ " No
Foetal impairment , . -+ .. «No -
Economic or social reasons _ " "No
R T TN 'NOV"A . ]

- 'Available on request

Additio'nal requirementS' :

Authorlzanon for an abortlon must be 1ssued by two physxclans Written consent is requlred from the

woman and her spouse or guardlan ‘ o L B : o
REPRODUCTIVE HEALTH CONTEXT - =~ .~ " -~ .. .
oévemi}ignt view on fefltilit-y.lex-/e'l:' | '_ ‘ ‘ .' ; | ' Satfsfactofy
Government in'terventi'en_ conceming fertility level: A No intervention
Ge\%emment'pol'icy on contraceptive use: = . . B . .b _‘I)i'reet'supporfp'r(;vided; O
Percentage of currently married women using A o }
‘modern contraception (aged 15-49 1993): ‘ 28 e o ‘

Total fertity rate (1995-2000); o S 40
Age-specific fertility rate (per 1,000 women aged 15-19, 1995-2000): 44 -
Government has eXpressed particular concern about:

Morbidity and mortality resulting from induced abortion

Complications of childbearing and childbirth

Maternal mortality ratio (per 100,000 live births):

National ‘ 180
Western Asia : 320
Female life expectancy at birth (1995-2000): 71.2

. o -
Preliminary or provisional.

Source: Population Policy Data Bank, maintained by the Population Division of the Department of Economic and Social Affairs of the
United Nations Secretariat. For additional sources, see reference section.
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Syrian Arab Republic

BACKGROUND

Induced abortion is generally illegal in the Syrian Arab Republic. Under the Penal Code of 22 June 1949,
there are no stated exceptlons to a general prohibition ofiabortion. A person who performs an abortion on a
woman with her consent is subJect to one to three years’ imprisonment. If she does not consent, the penalty is

increased to at least five years’ forced labour. A woman who performs her own abortion or consents to its

performance is subject to six months’ to three years’ imprisonment. Harsher penalties are applied if the
abortion results in the death of the woman of if the person performing the abortion is a health professional.
Penalties are reduced if the abortion is performed by the woman to save her honour or another person
performs the abortion to save the honour of a descendant or a relative to the second degree.

. Nonetheless, under general criminal law prmcrples of necessrty, an abortiorn can be legally performed to
save the life of the pregnant woman. Moreover, the law on the exercise of health professions specifically =

allows an abortion to be performed by a: physrclan or midwife when continuation of the pregnancy poses a
danger to the life of the woman. In this case; the performance of the abortion must be approved by another
physician. Before the operation, a record must be drawn up certifying the necessity of the abortion; and the
record must be srgned by the two physwnans and the patlent or her spouse or guardran :

Data on the mcxdence of induced abortion in the Synan Arab Republlc are scarce. However one study of -

family formation and pregnancy outcome conducted in 1981 found that out of 31,567 pregnancres reported by
5,621 women, 9 6 per cent termmated in abortion. :

The Government’s involvement in family planning began in 1974, when it announced plans to integrate
family plannmg into its health-care programme by estabhshmg the Family Planning Unit as a component of
its maternal and child health programme. The Family Planning Unit works in collaboration with the Syrian
Family Planning Association, which began providing family planning services in the Syrian Arab Republic in
1974. The Government supports family planning activities through a network of MCH centres. It sets no
major limits on contraceptives and directly supports their use. National statistics report 94,513 new acceptors
and 460,258 clinic visits to the family planning programme in 1988, numbers that have risen steadily over the
years. In 1988, 71 per cent of new acceptors chose oral contraceptives, 17 per cent used an intrauterine device
and 11 per cent chose other methods. Efforts are under way to provide a wider mix of contraceptives and to
reduce the dependence upon oral contraceptives. The modern contraceptive prevalence rate rose to 28 per cent
by 1993. To improve the success of the family planning programme, local leaders have been consulted, and
greater use has been made of traditional birth attendants. Cooperation has been encouraged among a wide
variety of organizations, such as women and youth groups, and literacy and agricultural extensron
programmes have been used to disseminate information.

Source: Population Policy Data Bank, maintained by the Population Division of the Department of Economic and Social Affairs of the
United Nations Secretariat. For additional sources, see reference section,
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Tajikistan

ABORTION POLICY |

Grounds on which abortion is permitted

. To save the life of the woman
-~ To preserve physical health
To preserve mental health
Rapeorincest
Foetal impairment

. Economic or social reasons T

" Available on request -

Additional reqhirémﬁnts: .

An abortion requires the consent of the pregnant womén; it is authorized if performed by a licensed
physician in a hospital or other recognized medical institution. Abortion is available on request during the
first 12 weeks of gestation. Thereafter, induced abortion is available within 28 weeks from conception on

VA Yes‘

Yes
Yes
Yes.
Yes

- Yes .
- Yes

judicial, genetic, vital, broad medical and social grounds, as well as for personal reasons with the special

authorization of a commission of local physicians.

REPRODUCTIVE HEALTH CONTEXT

Government view on-fertility level:
Government intervention concerning fertility level:
Government policy on contraceptive use:

Percentage of currently married women using
modern contraception (aged 15-49):

Total fertility rate (1995-2000):

Age-specific fertility rate (per 1,000 women aged 15-19, 1995-2000): -

Government has expressed particular concern about:
Morbidity and mortality resulting from induced abortion
Complications of childbearing and childbirth

Maternal mortality. ratio (per 100 000 live births, 1990):
National
South-central Asm

Female life expectancy at birth (1995-2000):

Too high
No intervention

Direct support provided

42

35

Yes

- Yes

560

70.2

Source: Population Policy Data Bank maintained by the Population Division of the Department of Economlc and Social Affairs of the United

Nations.Secretariat. For additional sources; see list of references.
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Tajikistan

‘BACKGRO‘UND .

As was the case with all of the former Soviet repubhcs Tajrkrstan known prior to 1992 as the Tajlk
Soviet Socialist Republic, observed the abortion leglslatlon and regulations of the former Union of Soviet
Socialist Republics. As a result, abortion practices in Tajlkrstan were similar to those throughout the former
USSR.

_The descrlptlon given below pertams to the srtuatlon in Tajlklstan prior to mdependence Since
mdependence there has been no change in the abortxon law .

- The Sovnet Decree of 27 June 1936 prohrbrted the performance of aborttons exeept in cases of danger to
life, serious threat to health, or the existence of a serious disease that could be inherited from the parents. The
abortion had to be performed in a hospital or maternity home Physmlans who performed abortlons outsnde a
hospital or without the presence of one of these indications were subject to one to two years’ 1mprlsonment if
the abortion was performed under unsamtary conditions or by a person with no special medical education, the
penalty was no less than three years’ 1mprlsonment A person who induced a woman to have an abortion was
subject to two years’ 1mpr1sonment A pregnant woman who underwent an abortlon was subject to a reprlmand
and the payment of a fine of up to 300 roubles in the case of a repeat offence.

’ In its Decree of 23 November 1955, the Goverriment of the ‘former USSRrepealed the general prohibition
on the performance of abortions contained in the 1936 Decree. Other regulations issued in 1955 specified that
abortions could be performed freely during the first twelve weeks of pregnancy if no contraindication existed
and after that point when the continuance of the pregnancy and the birth would harm the mother (interpreted
to include foetal handicap). The abortion had to be performed in a hospltal by a phySIClan and, unless
performed in cases of a threat to the mother’s health, a fee was charged. Persons who performed an abortion
illegally were subject to criminal penalties established by criminal Iaws under the Criminal Code. For
example, if the abortion was not performed in a hospital, a penalty of up to one year’s imprisonment could be
imposed and if it was performed by a person without an advanced medical degree, a penalty of up to two
years’ imprisonment was possible. In the case of repeat offences or the death or serious injury of the pregnant
woman, a higher penalty of up to eight years’ imprisonment could be imposed. A woman who underwent an
illegal abortion was not penalized.

Despite the approval of the 1955 Decree and regulations, the problem of illegal abortions did not entirely
disappear in the former Soviet Union. This situation resulted in part from the Government’s conflicted
attitude towards contraception. Although at time the Government manifested support for contraception, it did
little to make contraception available and in 1974 effectively banned the widespread use of oral

contraceptives. The situation was also due in part to a revived pronatalist approach to childbearing adopted at -

times by the Government, which looked unfavourably on abortion. The result was a reliance on abortion as

the primary method of family planning.

Concerned with the high rate of illegal abortions; the Government in 1982 issued a decree allowing
abortions for health reasons to be performed through the twenty-eighth week of pregnancy. Continuing this
approach of increasing the circumstances under which legal abortions were available, on 31 December 1987 it

.+ ... Source: Population Policy. Data Bank maintained by the Populatlon Division of the Department of Economic and Social Affairs of the United
Nauons Secretariat. For additional sources, see list of references. e ¢ A R e f B s B+ Ll el
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Tajikistan

issued an order setting out a broad range of non-medical indications for abortions performed on request
through the twenty-eighth week of pregnancy. These included the death of the husband during pregnarcy;
imprisonment of the pregnant woman or her husband; deprivation of maternity rights; multiparity (the number
of children exceeds five); divorce during pregnancy; pregnancy following rape; and child-disability in the
family. Moreover, the order provided that, wrth the approval of a commlssxon an abortron could be
performed on any other grounds.

This extension of the grounds for abortion after the first 12 weeks of pregnancy, combined with the
ambivalent attitude of the Government towards contraception, led to a dramatic increase in the number of
officially reported abortions. Other factors resulting in a high incidence of abortion have included shortages of
high-quality modern contraceptives and reliance upon less reliable traditional methods; a lack of knowledge
among couples of contraception and of the detrimental health consequences of frequent abortions; and the
absence of adequate training for physicians, nurses, teachers and other specialists. Data from the All-Union
sample survey of contraceptive use conducted in 1990 indicate that in Tajikistan, 15 per cént of all women
aged 15-49 years regularly used contraception, 6 per cent sometimes used contraception, 59 per cent drd not
use any contraceptive method and 18 per cent knew nothing about contraception,

In.1990, the abortion rate was estimated to be 49.1 per 1,000 women aged 15-44 (including spontaneous
abortions). The actual figure is much higher, bécause this total dées not include most abortions performed in
departmental health services and commercial clinics, early vacuum aspirations or self-induced abortions. In
1989, illegal abortions, calculated on the basis of their registéred complications, accounted for 40 per cent of
all abortions and 61 per cent of all abortions among prlmlgrawdae Among women. under age 17 _they
accounted for 24 per cent of all mduced abortlons ‘

Maternal mortality ratios in Tajikistan were 43.6 per 100, 000 live births in 1988, 65 per cent of which
were due to unknown or “other” causes. The civil war that broke out in 1992 had disastrous consequences for
the country’s development and for its maternal and child health services in particular. Tajikistan is recovering
from the civil war, and the socio-economic situation continues to stabilize. The total fertrllty rate was 4, 2
children per woman in 1995-2000.

Source: Population Policy Data Bank maintained by the Population Dwrsnon of the Department of Economnc and Socral Affans of the Umted Nauons
Secretanat For additional sources, see list of references. . B
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Thailand

ABORTION POLICY

““Grounds on which abortion is permitted:

: ,ﬁ To save the life of the woman

_ To preserve physical health

" To preserve mental health
Rape or incest '
Foetal impairment
Economic or social reasons

. Avaxlable on request,

PR

":Additiona.l req_uiremenrs:

A legal abortion must be performed by a physicia‘n.'

i Yes ~
Yes

Yes
Yes .
No
No
No

REPRODUCTIVE HEALTH CONTEXT

Govermnment view on fertility level:

Governrrrent.in_terventiorr concerning. fertiliry level:

.Government policy on contraceptive use:

~ Percentage of currently married women using

modern contraception (aged 15-44, 1993)

Total fertlllty rate (1995-2000):

Age-specxﬁc fertlhty rate (per 1 OOO women aged 15 19 1995- 2000):A .

Govemment has expressed particular concern about:
. Morbidity and mortalxty resulting from induced abortion
Complications of chlldbearmg and childbirth

Matemal mortallty ratio (per 100 000 live blrths 1990)

. Natlonal .

South eastem Asra

Female life expectancy at birth (1995-2000):

Satisfactory

To maintain

" Direct support provided

72

1.7

90

Yes
Yes

200

’ 440

72.0

" Source: Populatlon Pohcy Data Bank Tainiained by the Populauon Division of thc Departmem of Economlc and Soclal Affaxrs of the

United Nations Secretariat. For additional sources, see list of references.
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 Thailand

" BACKGROUND
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Abortion law in Thailand is governed by the provisions of Sections 301-305 of the Thai Penal Code of 1 3
November 1956. Under the Code, the performance of abortions is generally prohlblted ‘A woman who
causes her own abortion or allows any other person to procure her abortion is subject to up to three years’
imprisonment and/or payment 'of a fine not exceedmg 6,000 baht. A person who procures an abortion for a
woman with her consent is subject to up to five years’ imprisonment and/or payment of a fine not exceeding

10,000 baht. If this act causes grievous bodily harm to the woman, the penalty is increased fo up to seven |

years’ imprisonment and/or payment of a fine not exceeding 14,000 baht; and if the act causes the woman’s

death, the penalty is increased to up to ten years’ imprisonment and payment of a finé not exceedlng 20,000

baht. A person who procures an abortion for a woman without her consent is subject toup to seven years’

imprisonment and/or payment of a fine not exceeding 14,000 baht. If the act causes grievous bodlly harm, the

penalty is increased to one to ten years’ imprisonment and payment of a fine of 2,000 to 20,000 baht. If the

act causes the death of the woman, the penalty is increased to five to twenty years’ imprisonment and
payment of a fine of 10 000 to 40,000 baht.

Nonetheless, the performance of an abortion is legal under the Code if carried out by a medical

practitioner and (a) the abortion is necessary for the sake of the woman’s health or (b) the woman is pregnant
asaresultof a cnmmal offence

el

In practice, the law is not rigorously enforced. The prevalence of illegal abortion has been w1dely
documented, particularly in the rural areas of the country.” One estimate suggests that, in the late 1970s, at
least 300,000 illegal abortions were performed in rural Thailand. Most illegal abortions are performed by
non-medical personnel, such as self-trained practitioners, within the first trimester of pregnancy. "Whereas
abortions can be obtained in urban hospitals using vacuum curretage, the most frequently used procedure in
rural areas is traditional massage abortion, followed by uterine injections. Some studies have $hown that for a
majority of women in rural areas, the stated reason for obtaining an abortion was to limit family 'size. A
significant proportion of women also expressed the need for child spacing.

Although maternal mortality in Thailand has been considerably reduced over the past two decades wide
disparities remain between urban and rural areas with regard to maternal and child health care. Because the
increasing number of illegal abortions are performed under unsamtary conditions by unqualified practitioners,
hospitalization for complications from illegal abortion has been rising in many hospitals in Thailand. One
study conducted in 1981 found that in Ramathibodi Hospltal at Bangkok, one fourth of maternal deaths were
due to complications from induced abortions improperly performed outside the hospital. In another study
conducted in 1979 on the health consequences of induced abortion in north-eastern Thailand, the abortion rate

in the rural province of Chayapoom was estimated to be as high as 107 per 1,000 women of reproductxve age -

(15-49); the same study estimated a complication rate of about 25 per cent. An increasing trend has'also been
observed for adolescent pregnancies and abortions in Thailand. A 1982 study indicated that more than 25 per
cent of the women that received abortions were aged 15-20 years..
Since the 1960s, the Government of Thailand has sponsored an active and effective integrated national
family planning programme. The service network of the Thai Family Planning Programme has tried to
provide complete, accessible family planning services free of charge. The modern contracteptive pravelence

rate is high, estimated in 1993 at 72 per cent. Consequently, fertility has fallen dramatically in Thatland, in

Source: Population Policy Data Bank mamtalned by the Populatxon Dmsxon of the Department of Economlc and Socnal Affalrs of the™
United Nations Secretariat” For additionai Soiifcés, s6¢ Tist of references -
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Thailand

both urban and rural areas from 6.4 children per woman in 1965 to 2.6 by 1990 and 1.7 by 2000. The
population growth rate is currently 0.9 per cent (2000). Despite the ready availability of contraceptives,
however, several studies have shown that a significant proportion of abortion patients were not practising any
method of contraception prior to the most recent abortion. In addition, changes in social and sexual lifestyles
and the challenges of migration have translated into an increase in unwanted pregnancies, unsafe abortions,
HIV/AIDS and sexually-transmitted diseases. The Government has attempted to direct family planning
programmes increasingly towards the poor and uneducated in order to ensure access to contraceptlve servnces
by these high-risk groups. s : K

" Source: Populauon Pollcy ‘Data Bank maintained by the Popalation Division of the Deparlment of Econorplc and Social Affaxrs of the
United Nations Secretariat. For additional sources, see list of references. e R L AU I
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The former Yugoslav Republic of Macedonia

ABORTION POLICY

Grounds on which.abortion is permitted:
To save the life of the woman
To preserve physical health
To preserve mental health
Rape or incest
Foetal impairment

Economic or social reasons
Available on request

Additional requirements:

Yes
Yes
Yes
Yes
Yes
Yes

- Yes

An abortion must be performed in a hospital or other authorized health-care facility. If the woman is a
minor, approval of her parents or guardian is required, unless she has been recognized as fully competent to
earn her own living. After the first 10 weeks of pregnancy, special authorization by a commission composed
of a gynaecologist/obstetrician, a general physician or a specialist in internal medicine and a social worker or

a psychologist is required.

REPRODUCTIVE HEALTH CONTEXT

Government view on fertility level:
Government intervention concerning fertility level:
Government policy on contraceptive use:

Percentage of currently married women using
modern contraception (aged 15-49):

Total fertility rate (1995-2000):

Age-specific fertility rate (per 1,000 women aged 15-19, 1995-2000):

Government has expressed particular concern about:
Morbidity and mortality resulting from induced abortion
Complications of childbearing and childbirth

Maternal mortality ratio (per 100,000 live births, 1990):
National _
Developed countries

Female life expectancy at birth (1995-2000):

Too high
To lower

Direct support provided

2.1

42

No
No

27

75.3

Source: Population Policy Data Bank maintained by the Population Division of the Department of Economic and- Soc1al Affairs of the United

Nations Secretariat. For additional sources, see list of references.
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The former Yugoslav Republic of Macedonia

BACKGROUND

.. The former Yugoslav Republic of Macedonia achieved independence from the former Socialist Federal
Republic of Yugoslavia in 1993 and ratified a new constitution. However, abortion is still regulated by the
Law of 1977 enacted by the Republic when it was still part of Yugoslavia to implement article 191 of the
Federal Constitution of Yugoslavia of 21 February 1974, which proclaims that “it is a human right to decide
freely and responsibly on the number and timing of offspring”. Under the law of the former Yugoslav
Republic of Macedonia, abortion is allowed on request during the first 10 weeks of pregnancy. The
intervention must be performed in a hospital or other authorized health-care facility. If the woman is a minor,

.approval of her parents or guardian is required. After the first 10 weeks of pregnancy, special authorization

by a commission, composed of a.gynaecologist/obstetrician, a second physician and a social worker or nurse,
is required. The commission decides on the basis of the existence of medical, eugenic, juridical or
socioeconomic grounds. The woman can appeal to the Commission of Second Instance if the Commission of
First Instance rejects her request.

Penal provisions are imposed on medical organizations and persons that violate provisions of the law.
However, a woman is never held criminally responsible for inducing her own abortion or for cooperating in
such a procedure.

Beginning in 1952, abortion legislation in the former Yugoslavia was liberalized in response to the high
levels of morbidity and mortality associated with a significant increase in illegal abortions. The subsequent
changes in the abortion laws (general principles were adopted at the federal level and laws were implemented
at the local level ) were expressly directed to facilitating access to legal abortion in order to discourage illegal
practices. For instance, a significant decline in the number of illegal abortions is attributed to the decision in
1969 to eliminate the requirement of a commission’s approval for termination of pregnancies of less than 10
weeks, a requirement that had been a practical and psychological obstacle to abortion. The policy of
liberalizing legal regulations with regard to abortion was facilitated by increased numbers of medical
facilities, better access to information on abortion services and higher levels of education.

The former Yugoslavia registered high rates of abortion, a high rate of repeat abortions, increased
second-trimester abortions and increased abortions among adolescents. These trends suggest that abortion
continued to be used as a contraceptive method, with all the attendant health risks. In the late 1980s, the

former Government indicated deep concern about these trends and the low rates of usage of modern

contraceptive methods.

In the former Government’s Resolution on Population, Development and Family Planning of 1989,
which set out general principles and directions with regard to population matters, special emphasis was given
to fertility and family planning. The resolution, while reconfirming the right of each person to decide freely
on the number and spacing of children, as established in the Constitution of 1974, was directed to attaining
replacement-level fertility in all areas of the country. In part to reduce the incidence of abortion and in part to
reduce fertility in some republics, specific measures to disseminate contraceptive information and supplies
more widely were taken at the federal level. Social welfare measures, such as prolonged maternity leave,
child allowances and childcare facilities, were also strengthened in areas of the country where fertility was
below replacement level.

2eh Source’-\Population’ Policy Data Bank maintained by the Population Division of the Depanmem of Economlc and Social Affan‘s of the United

Nations Secretariat. For additional sources, see list of references. RIS
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The former Yugoslav Republic of Macedonia

Although abortion rates continued to be very high, the former Government of Yugoslavia essentially
achieved its objective through the legal liberalization of abortion: illegal abortions were practically eliminated
and the country experienced a significant decline in maternal morbidity and mortality related to abortion. In
the former Yugoslav Republic of Macedonia itself, maternal mortality associated with abortion declined from
35 per 100,000 abortions in 1969 to 3 per. 100,000 in 1986. Although the abortion rates did not begin
declining until the late 1980s, when they did fall, they did so dramatically, from a 1986 peak of 70:6
abortions per 1,000 women aged 15-44 to 28.5 only a decade later in 1996.

Family planning services had been a part of the regular medical services in the former Yugoslavia since
the mid-1950s. A family planning institution was established in 1963 at the national and local levels, and the
Family Planning Association, affiliated with the International Planned Parenthood Federation, has existed
since 1966. However, sex education in the schools and family planning counselling were not systematlcally
developed, and family plarining has encountered continuing resistance throughout the country. As aresult,
insufficient knowledge and fear of modern supply methods of contraception remain widespread.

Source: Population Policy Data Bank maintained by the Population Division of the Department of Economic and Social Affairs.of the Umted
Nations Secretariat. For additional sources, see list of references. .
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ABORTION POLICY

Grounds on which abortion is permitted:

- To-save the life of the woman. -
To preserve physical health -
To preserve mental health
Rape or incest
Foetal impairment
«-~:Economic or.social reasons -
*I: Available on request -

Additional requirements:

.Yes:: .. -
. No* ‘ .

No’
No'
No

-No

The decision to interrupt a pregnancy is made under the authority of the physician, who reqﬁires the
permission of the family of the pregnant woman in order to proceed. The intervention may take place up to

the third month of pregnancy.
* Official interpretation generally permits these grounds.

" REPRODUCTIVE HEALTH CONTEXT

YGovcmr'n.ent vicW on fertility level: . "
Government intervention concerning fertility level:
Govemment pollcy on contraceptlve use:

bPercentage of cur'rently marrled women. usmg
.modern contraception (aged 15-49, 1998):

Total fertility rate (1995 2000):

Age spe01ﬁc fertxhty rate (per 1 OOO women aged 15-19, 1995- 2000):

Govemment has expressed partlcular concern about , o
., Morbidity:-and mortality resulting from induced abortion
... Complications of chll_dbearu,lg and chlldblrth

Maternal mortality ratio (per 100,000 live births, 1990):
National
Western Afrlca

Female llfe expectancy at blrth (1995 2000):

'Yes‘." L

 Satisfactory. -

To maintain. -

Direct support previded .

6.1

120

640
1020

50.1°

Source: Population Policy Data Bank maintained by the Population Division of the Depanmenl of Economic and Social Affairs of the United

Nations Secrelanal For additional sources, see list of references.

130.

S




Togo

BACKGROUND

The exact status of abortion law in Togo is unclear. In 1981, the Government of Togo enacted a new
criminal code explicitly repealing the French Penal Code of 1810, which was in force at the time of
independence and which generally prohibited the performance of abortions. The new code omits reference to
abortion altogether. Under the usual rules of legislative interpretation which provide that where there is no
law there is no pumshment such an omission would imply that the performance of abortions has been
depenalized completely.

There are reports, however, that this is not the case. While the removal of the abortion provisions from
the Penal Code may have liberalized abortion law in Togo, it appears not to have eliminated it.” Reportedly
the performance of abortion is possible through the third month of pregnancy when the woman's life or health
would be endangered by continuation of the pregnancy, as well as when there is evidence of foetal
impairment or when the pregnancy results from rape or incest. The decision to interrupt a pregnancy is made
under the authonty of the physician, who is said usually to require the permission of the family of the
prégnant woman in order to proceed. - : :

Illegal abortion appears to occur in Togo, and backstreet interventions are reported to be performed
outside authorized facilities. The practice is not widespread, however, owing to the existence of customary,
traditional, moral and religious practices that strongly condemn abortion. Ina 1975 survey, only 6 per cent of
women reported that they would resort to induced abortion for unwanted pregnancy, although the strong
social disapproval of abortion suggests that the incidence may be widely under-reported.

The French anticontraception law of 1920 forbidding the advertisement, manufacture, transport, sale and
importation of contraceptives has apparently not been repealed in Togo. However, it does not appear to be
enforced. The Togolese Association for Family Welfare, an affiliate of the International Planned Parenthood
Federation, was given legal status in 1976 and participated in the Government's national family planning
programme. In 1989, the Programme national du bien-étre familial received the United Nations Population
Award in recognition of its achievements in the family planning field. Nevertheless, surveys show a
continuing lack of knowledge of family planning methods. Abstinence is still the most frequently used
method of spacing births, frequently by the woman moving away from her husband. In addition, the delivery
of family planning services is uneven: a 1994 survey found that of 375 health centres, only 190 offered
family planning services and 59 provided all contraceptive methods.

The use-of modern contraceptives improved from 3 per cent of married women in 1988 to 7 per cent in
1998. The total fertility rate has only recently begun to decline, from 6.6 children per woman in 1990-1995 to
a projected 6.0 children per woman for the period 1995-2000. Given the low contraceptive prevalence rate,
this decline has been cited as potential evidence of an increase in either traditional contraceptive methodsor
induced abortion. There is, however, to date no data supporting either conclusion. The m'atei'nal'mértality
ratio (640 maternal deaths per 100,000 live births in 1990) remains s1gmﬁcant1y below the regional average
of 1,020. , . ’

The Government of Togo has expressed deep concern about the growing number of teenage pregnancies.
In a 1984 decree, the President of Togo established that “Whosoever makes a girl pregnant if she is a regular
member of a school or training college . ..” is subject to imprisonment for from six months to three years and

Source: Population Policy Data Bank maintained by the Population Division of the Department of Economic and Social Affairs of the United
Nations Secretariat. For additional sources, see list of references.
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Togo -

to a fine of 500,000 CFA francs. Adolescents are also a target group for the family planning programme,
although only married couples appear to have relatively easy access to family planning services in Togo.
After the International Conference on Population and Development, the- Government.recommitted .itself to -
population issues through the formulation of a national population policy and the establishment of regxonal
programmatic lmplementatlon committees on reproductive health and famlly planmng

» w-Sourcé: » Popiilation Policy Data Bank maintained:by the Population -Division-of the Dcpartmem of Economic and Socxal Affalrs of the Umted
Nations Secretanat For additional sources, see list of references. R T R
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Tonga

ABORTION POLICY

Grounds on which abortion is permitted: :~ - - A DRI

To'save the life of the woman : ST “ Yes

To preserve physical health No
To preserve mental health No
Rape or incest ' o . No
Foetal impairment No
Economic or social reasons No
Available on request ' No

Additional requirements:

Information is not readily available.

'REPRODUCTIVE HEALTH CONTEXT

Government view on fertility level: ‘ Satisfactory
Government intervention cbnceming fertility level: ' To maintain
Government policy on contraceptive use: Direct support provided

Percentage of currently married women using
modemn contraception (aged 15-49):

Total fertility rate (1995-2000):
Age-specific fertility rate (per 1,000 women aged 15-19, 1995-2000):
-Government has expressed particular concern about:
Morbidity and mortality resulting from induced abortion

Complications of childbearing and childbirth

Maternal mortality ratio (per 100,000 live births, 1990):
National .
Oceania 680

Female life expectancy at birth (1995-2000):

Source: Population Policy Data Bank maintained by the Population Division. of the Department of Economic and Social Aﬁ'alrs of the United
Nations Secretariat. For additional sources, see list of references. .
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Tonga

BACKGROUND

Sections 103-105 of the Criminal Offences Act regulate abortion in Toniga. Under these sections, there
are no exceptions to a prohibition against the performance of all abortions. A person who with intent to
procure a mlscamage administers any drug or noxious thing or unlawfully uses any means is subject to up to
seven years’ imprisonment. A woman who undertakes the same act or allows it to be undertaken with respect
to her with intent to cause her own miscarriage is subject to up to three years’ imprisonment. Nonetheless,

under general criminal law principles of necessity, an abortion can be legally performed to save the life of a
pregnant woman.

Since the 1960s, the Government has strongly supported maternal and child health care and family
planning. Two voluntary organizations, the Tonga Family Planning Association and the Catholic Family
Planning Centre, have been offering family planning services throughout most of the country. By the mid-
1980s, about 28 per cent of women of reproductive age practised family planning. By the late 1990s, the
International Planned Parenthood Federation reported that an estimated 70.per cent of the population had
some knowledge of family planning.

Tonga comprises 36 inhabited islands; remoteness thus presents a continuing barrier to the delivery of
reproductive health care services, including family plannmg The low rate of contraceptive usage is also
attributed to enduring traditional, cultural and religious beliefs. In 1999, the Government expressed its
concern that the sustainability of population policies and programmes was threatened by the lack of adequate
human and financial resources, particularly in the face of emerging challenges in the areas of adolescent
pregnancy, sexually transmitted diseases and HIV/AIDS.

Tonga has a relatively high total fertility rate, but it has been offset by heavy emigration under the impact
of inflation and unemployment, increasingly producing what is thought to be a negative population growth
rate. The World Health Organization estimated the annual population growth rate average for the entire 1990-
1999 period to be 0.3 per cent. .

.
B A

Source: Population Policy Data Bank maintained by the Population Division of the Department of Economic and Social Affairs of the -
United Nations Secretariat. For additional sources, see list of references,
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Trinidad & Tobago

ABORTION POLICY

Grounds on which abortion is permitted:

. To save the life of the woman . . . Yes
. To preserve.physipe{l health S . Yes
- To preserve mental health . _ ; _ Yes
Rape or incest o No
Foetal impairment o No
Economic or social reasons ‘ ~ No
- Available on request . . e - . _ . No

Additional vrequire‘ments\:', - )

v

Information is not readily available.

REPRODUCTIVE HEALTH CONTEXT

Government view on fertility level: o : -+ :Too high
Govermnment intervention concerning fertility level: . + . Tolower

Government policy on contraceptive use: - o : Direct support provided

Percentage of currently married women using _ .
modern contraception (aged 15-49,” 1987); . 44

Total fertility rate (1995-2000): 1.7
Age-specific fertility rate (per 1,000 women aged 15-19, 1995-2000): 40

Government has expressed particular concern about:
Morbidity and mortality resulting from induced abortion

Complications of childbearing and childbirth } Yes
Maternal mortality ratio (per 100,000 live births, 1990):

National : 90

Caribbean ' 400
Female life expectancy at birth (1995-2000): . 76.2

* Including visiting unions,
A}

Source: Population Policy Data Bank maintained by the Population Division of the Department of Economic and Social Affairs of the I.
United Nations Secretariat. For additional sources, see list of references.
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Trinidad & Tobago

- BACKGROUND

The performance of abottions is generally illegal in Trinidad and Tobago under the Offences A'g'ai;'{st the
Person Actof 3 April 1925, as amended. Any person who, with intent to procure the miscarriage of a woman,
unlawfully administers to her any noxious thing or unlawfully uses any means is subject to four years’
imprisonment. A woman who undertakes the same act with respect to herself is subject to the same penalty.
Any person who unlawfully supplies means to procure an abortion knowing that it is intended for that purpose
is subject to two years’ imprisonment.

Nonetheless, under general criminal law principles of necessity, an abortion can be legally performed to
save the life of a pregnant woman. Moreover, Trinidad and Tobago, like a number of Commonwealth
countries, whose legal systems are based on the English common law, follows the holding of the 1938
English Rex v. Bourne decision in determining whether an abortion performed for health reasons is lawful. In
the Bourne decision, -a physician was acquitted of the offence of performing an abortion in the case of a

- woman who had been raped. The court ruled that the abortion was lawful because it had been performed to

prevent the woman from becoming “ physical and mental wreck” thus setting a precedent for future abortion
cases performed on the grounds of preserving the pregnant woman’ physical and mental health.

~ Although statistics on abortion in Trinidad and Tobago are not accurate, the practice is believed to be

widespread and abortion is a major cause of maternal mortality and hospital admissions.

The Government of Trinidad and Tobago considers the rates of fetility and population growth to be too
high, and its population policy since the late 1960s has consisted primarily of a national family planning
programme designed to lower fertility, reduce excessive pressure on natural resources and ease the resuiting
problems of housing, unemployment and unequal income distribution. The national family planning
programme has focused on integrating maternal and child health and information and education progtammes
at the community level. Through the Health Sector Reform Programme, the national health system in Trinidad
and Tobago has been further decentralized. As aresult, well over 100 government health centres offer family
planning as a part of their maternal and child health care programme. '

According to the Demographic and Health Survey conducted in 1987 by’ the Family Planning Association
of Trinidad and Tobago, knowledge of modern methods of contraception is nearly universal, with 83 per cent
of women in a union having used a method at some time and 44 per cent practising modern contraception.

' Oral contraceptives, the condom and female sterilization are the most widely used methods of contraception
among couples in Trinidad and Tobago. However, a decline in modern contraception utilization was recorded

in clinics during the 1990s. This decline is presumably related to the limited range of available methods, to
supply problems, or to the increasing availability of over-the-counter contraception. The total fertility rate for
the period 1995- 2000 was 1.7 children per woman.

In 1989 the Government reconstituted its natlonal populatlon councnl and after the 1994 ICPD in Cairo,
Trinidad and Tobago adopted a national population policy in 1996. More recently, the Population
Programme Unit of the Ministry of Health completed a nation-wide training programme for nurses to improve
the quality of reproductive health care. Adolescent pregnancy and adolescent HIV/AIDS have evolved into
major concerns of the Government.

REL RS

Source: Population Policy Data Bank maintained by the Populauon Division of the Depan.ment of Economlc and Social Affairs of the United
Nations Secretariat. For additional sources, see list of references. .
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Tunisia

ABORTION POLICY

Grounds on which abortion is permltted Tt ey e T g e
"To save the lifé of the woman . S . Yes:
To preserve ‘physical health . o S e Yes o
“To preserve mental health = o _ . Yes
" "Rape or incest’ , Yes
Foetal impairment Yes
Economic or social reasons ‘ ‘ Yes

Available on request R cooweYes e noaL e Do
h AdditiOnal requirements:

‘The interveiition must be performed during the first trimester of pregnancy by a phys1c1an legally
practising his professxon ina hospltal health-care establishment or authorized chmc :

'REPRODUCTIVE HEALTH CONTEXT

Government view on fertility level: - o o T Too high v
'Go'\:/er_'nm_ent' intervention concerning fertility level: . ' R To lower
‘Government policy on contraceptive use: o Dlrect support provnded

Percentage of currently married women using : -
modem contraception (aged 15-49, 1994/95): I

Total fertility rate (1995-2000):- . - - . v oo omitast s 267 SRR R
Age specnﬁc fertlllty rate (per 1,000 women aged 15-19, 1995 2000): 13

Govemment has expressed pamcular_coneern about: -
Morbidity and mortality resulting from induced abortion -~ No

Complications of childbearing and childbirth » ~ Yes
Maternal mortality ratio (per 100,000 live births, 1990)

National - ‘ . S 170 0
" Northern Africa ' ) o - 340 S
Female life expectancy at birth (1995-2000): - -~ - = ' 70.7

Preliminary or provisional.

Source: Population Policy Data Bank maintained by the Population Division of the Department of Economic and Social Affairs of the United
Nations Secretariat. For additional sources, see list of references.
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Tunisia

,' BACKGROUND

.woman.
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In 1965, Tumsra was the ﬂrst Musllm country to hberahze its abortlon Iaw The Tumsran Penal Code of

'1913 and the legislative decrees of 1920 and 1940, whlch amended the abortion provisions of the. Code, had

all prohibited the performance of abortions, except to save the life of the pregnant woman. Law No. 65-24 of
1 July 1965 amended the Code to allow abortions to be performed during the first three months of pregnancy,
if a couple had at least five living children and the woman had been pregnant for less than three months, and
at any time during pregnancy if the continuance of pregnancy posed a danger to the health of the pregnant

o~

Tumsra S current abortxon law dates from 1973 when the new Penal Code was enacted Artrcle 2 14 of

" the Code authorizes the performance of abortions on request during the first three months of pregnancy. After

this period, an abortion may be performed when there is a risk that the health or mental balance of the mother

will be compromised by the continuation of the pregnancy or a risk that the unborn child will suffer from a

serious drsease or infirmity. During the first three months of pregnancy, an abortion must be performed by a
pl’lySlClan in a hospital or health establishment or authorized clinic. After this period, an abortion must be
performed in an establishment approved for this purpose and the treating physician must present a report to
the physician who will perform the abortion. The performance of abortions is subsidized by the Government

in the same way as all other medical services,.and those entitled.to receive free health.care can obtain an

abomon free of charge in publlc hosprtals )

Persons who perform an abortlon in Vrolatlon of the provrsrons of the Code are sub_lect to ﬁve years

51mprlsonment and/or payment of a fine of 10,000 dinars. A woman who performs an abortion on herself in
violation of the law or consents to its performance 18 subject to two years’ imprisonment and/or payment of a

fine of 2,000 dinars.

A The hberahzatron of abortion 1 in the penal law is only one element of the global pollcy of the Tumsran
Govemment with regard to fertility and population growth. Tumsra was the first country in Africa (or the
Mlddle East) to adopt an official national policy directed to reducing fertility as a means of improving socio-

economic development After Tums1a attajned mdependence from France in 1956, the Government enacted a

number of legislative changes in order to change public opinion concerning the status of women. Legislation
enacted in 1956 provided equal rights for women, while the Personal Status Code abolished polygamy and

repudiation, introduced women’s right to divorce and set a minimum age for marriage. In 1961, the

Government added to its goals the reduction of fertility and passed a law that repealed the French
anticontraception law of 1920, stating that the importation, sale and advertising of contraceptives would be
henceforth regulated by the legislation governing other pharmaceutical products. In 1964, the minimum age
at marriage was raised, the number of children entitled to receive family allowances was limited to four and
the National, Family Planning Programme was implemented in a few regions, before being implemented
throughout the country in 1966. In 1965, the first liberalization of abortion took place; however; the law was
soon considered to be too restrictive and not in conformity with the family planning and fertility objectives of
the country.

In 1973, when the new abortion law was approved, the Office National de la Famille et de la Population
was created to direct the family planning programme. It was also charged with conducting demographic
research and with informing and educating the public about family planning and family health. Subsequently,

Source: Population Policy Data Bank maintained by the Population Division of the Department of Economic and Social Affairs of the United

" Nations Secretariat. For additional sources, see list of references.
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in 1988, the number of children entitled to receive family allowances was further limited to three. Al along,
legislative action was complemented by other measures intended to raise the status of the woman and
decrease fertility, such as providing schooling for both sexes, -affirming the right of -women-to-practise

_ contraception and using the media to encourage family planning. Family planning was fully mtegrated into
the basic health care system and maternal care centers were created to provide abortions and other servrces In
the Eighth Plan, for the period 1992-1996, the Government identified the demographic targets of increasing
'contraceptlve prevalence from 53 per cent in 1991 to 64 by 2001 and of reducing the total fertlllry rate to 2 6,

-w1th the v1ew of achlevmg arate of 2.1 by 2026. O

-Through its comprehensive approach, the Tunisian Government has achieved significant results, with the

total fertility rate decreasing from 7.2 children per woman in 1965 to 3.4 in 1991 and 2.6 by 2000. The
population growth rate also decreased from 2.6 per cent in 1985 to 1.4 per cent for 1995-2000. The fertility
drop is ascribed to a high rate of contraceptlve use. In 1994-1995, 51 per cent of women used a modern
‘method of contraception. Despite the success of the national family plannmg programme ‘however, acceptors
enter the programme at a relatively advanced age, indicating that contraception and abortion are used mamly
to prevent subsequent births once the desired number of children has been reached. The average Tumsran
acceptor of family planmng is aged 30 years; has 3.7 hvmg children and has been mamed nine"* years
Although high parity is no longer a requirement to obtain an abortlon the majomy of women have four or
more children when they seck an abortion.

- Since its hberallzatlon in 1973, abortion has been practised by‘an mcreasmg number of women’ ‘4nd is
currently the third most commonly used method of birth control, after intrauteriné ‘dévices and ' oral
contraceptives. The 1996 rate of 8.6 abortions per 1,000 women aged 15-44 is relatively modest. Official
statistics, however, omit legal abortions performed in the private sector. In 1980, -official abomons were
eestimated to account for 15-20 per cent of the total number of reported abortions. Tunisia also hasa matemal
mortahty ratio of 170 deaths per 100,000 livé births, about half the regional average. =<' """ -~

Although there was httle religious opposition to the hberahzatxon of abortion in 1973, it is often difficult
- for a-woman openly to seek a legal abortion. Surveys have shown that people continue to be misinformed
about the availability of abortion. Moreover, abortion for unmarried women continues to be a taboo subject
in traditional communities. Therefore, illegal abortion continues to be practlsed especrally in the case of
extramarital pregnancy and in rural areas. Illegal abortions are often- self-mduced elther by vegetable
‘products, by drugs obtained from pharmacists or by vinegar or salt mjectrons : -

Source: Population Policy Data Bank maintained by the Population Division of the Department of Economic and Social Affairs of the United
Nations Secretariat. For additional sources, see list of references.
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Turkey

ABORTION POLICY

Grounds on which abortion is permitted: -

To save the life of the woman . .- . o . Yes
To preserve physical health ' ... . o o o s a7 Yes
To preserve mental health : ' " Yes
Rape or incest. . , - Yes
Foetal impairment - : . - Yes
Economic or social reasons o o ' ' Yes

.-Avallable on request s - Yes
Addmonal requrrements ,. | o

Abortion is available on request during the first 10 weeks of pregnancy. Thereafter, a legal abortion is
permitted only to save the life or health of the pregnant woman and in cases of foetal impairment. The
procedure must be performed by a gynaecologist with additional training in abortion procedures The
pregnant woman must consent to the abortion. Parental consent is required if the pregnant woman is a minor.
‘Ifa woman has a legal guardian because she is either a minor or is mentally mcompetent the consent of the
guardian, of a justice of the peace and of the woman must be obtained. The law requires a married woman to
obtam spousal authorization prior to obtaining an abortion. The consent requirements are waived. if the
woman s life is in 1mmed1ate danger »

REPRODUCTIVE HEALTH CONTEXT

Government view on fertility level: | Too high

‘Co\./ernm'ent intervention concerning fertiliry level: . o ‘To lower
"(.}ovemment policy on eontraceptiye use: - o ' Direcr suppoi’t provided
l;e'rCentage of eUrrentIy marriéd women usi'ng. ' B

modern contraception (aged 15-49, 1998) 38"
Total fertrhty rate (1995-2000): 2.5.

Age-specific fertility rate (per 1,000 Women aged 15-19, 1995-2000): 44

Government has expressed particular concern about:

Morbidity and mortality resulting from induced abortion - = " No
Complicatiohs of childbearing and childbirth . .. Yes
Matemnal monallty ratio (per 100,000 live births, 1990)
National o _ 180
- Western Asia , ' - 320
Female life expectancy at birth (1995-2000): 71.7

* Preliminary or provisional.

Source: Population Policy Data Bank maintained by the Population Division of the Department of Economlc and Social Affairs of the Umted

Nations Secretariat. For additional sources, see list of references.
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Turkey

BACKGROUND

R R R T ey e O

Until 1983, abortion in Turkey was permitted only to save the life or preserve the health of the pregnant
woman and in cases of foetal 1mpa1rment (Penal Code of 1 March 1936; Law No 557 of 1] anuary 1965, and
Ordinance of 12 June 1967). .

Anyone performing an illegal abortion with the woman’s consent was subject to two to five years’
imprisonment. A woman inducing her own abortion was subject to one to four years’ imprisonment, while a
woman consenting to an abortion performed by another person was subject to .one to five ‘years’
imprisonment. Any person performing an abortion without the woman’s consent was subject to 7-12 years’
imprisonment; a similar penalty was applied if the consenting woman was under 14 years of age or if her
consent was obtained by violence, threat or deceptior}.

* In'the early 1980s, the growing incidence of unsafe abortion in Turkey and the resulting rmorbidity and
mortality led the Government to liberalize the law further and make abortion widely available. Under the
Population Planning Law of 24 May 1983 (Law Number 2827, sections 5 and 6,dnd Ordinance No. 83/7395
of 14 November 1983, issued undér the Law) an abortion may be performed on therequest of the pregnant
woman within 10 weeks of pregnancy. Thereafter, the performance of an ‘abortion is permitted to save the life
or preserve the health of the woman and in cases of foetal impairment. The existence of these mdlcatxons'
must, however, be confirmed by a specialist in obstetrics and gynaecology and by a specialist in another
related field. This requirement is waived if the pregnancy poses an- immediate risk to the- woman’s life,
provided that the performing physician informs the Directorate of Health and Welfare in provincial centres of
the name and address of the patient, the intervention performed and the. justification.for the intervention,
either prior to the procedure or within 24 hours following the abortion.

A legal abortion must be performed by a gynaecologist/obstetrician or, in the case of menstrual
regulation, by a general practitioner with special training under the supervision and ‘control of a
gynaecologist/obstetrician. The pregnant woman must consent to the abortion, and the consent of her legal
representative is-also required if she is a minor. If the pregnant woman has a legal guardian because she is a
minor or is mentally incompetent, the consent of her legal guardian and of.a justice of the peace, as well as.
her consent, must be obtained. The current law requires married women to obtain spousal authorization prior
to obtaining an abortion. The consent requirements are waived, however, if the pregnancy poses an 1mmed1ate
danger to the life of the woman. . : S

-Despite the liberal nature of abortion laws in Turkey, the number of legal abortions performed in thé
country has been sharply restricted by the requirement that the procedure be carried out only by or under the
supervision of gynaecologists. This factor is especially critical in rural Turkey, where medical specnahsts of
any type are scarce or non-existent. Many rural health facilitiés that are w1thout 4 trained specxahst are -
excluded from providing services. Consequently, a rural Turkish woman seeking an abortion within the first
ten weeks of pregnancy may not be able to obtain one. :

Although abortion has been legal in 'Turkey only since 1983, several studies indicate that abortion has
been widely practised in the country for a considerable period. The Turkish Fertility Survey, which was
conducted in 1978 before abortion became widely available, found that 34 per cent of Turkish women had

et T i e DR 2 g B T e T e

Source: Population Policy Data Bank maintained by the Population Division of the Depanment of Economic and Social Affairs of the United
Nations Secretariat. For additional sources, see list of references.
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~had at least one induced abortion by the time of the survey. The Turkish Population and Health Survey in

1983 found that 37 per cent of ever-married women had had at least one abortion and estimated that 12 per

.cent of all pregnancies were artificially terminated. Similarly, the Population and Health Survey conducted in

1988 found that 24 per cent of the respondents had had at least one induced abortion. Most recently, in 1993
the abortion rate was estimated at 25 abortions per 1,000 women (based on ever-married women aged 15-49).
Several studies have shown that urban women with higher educational Ievels are more hkely to have had an

abortion than less educated rural women.

The total fertility rate declined from 3.8 children per woman in 1990-1995 to 2.5 in 1995-2000, as has
the population growth rate, from 2.2 per cent to 1.7. Despite these declines, the Turkish Govérnment still
considers the rates of fertility and population growth to be too high. Efforts at fertility reduction continue. For
example, in 1996-1997, the Social Marketing for Change project in Turkey targeted for contraception
education those women who were seeking or had had an abortion. Although Turkey has a socialized public-
health system that provides free medical care to all of its citizens that require it, traditional and religious
attitudes have prevented modern family planning methods from becoming widely accepted: Thie use of
modern contraceptives was estimated in 1998 at 38 per cent of currently married women. Finally, Turkey’s
* maternal mortahty ratio (1 80 deaths per 100 ,000 live births in 1990) remamed 51gn1ﬁcantly under the reglonal

average of 320

In 1982 the Govemment adopted a population policy providing family planning as a means of improving
family health and welfare. In addition to legalizing abortion, the Population Planning Law of 24 May 1983
legalized all family planning services, including permitting sterilization, which is permitted with spousal
consent. In 1995, following the International Conference on Population and Development, the Government
revised its National Action Plan for Women’s Health and Family Plannmg

#77 SourcexPopulation Policy Data Bank: ridintained by the Population Division:of the Dcpartmcnt of Economrc and Socral Affarrs of the United
Nations Secretariat. For additional sources, see list of references. .

142




Turkmenistan

'ABoRfrIQN‘PQLICY' .

Grounds on whlch abortlon is. permltted

oo
i

‘Tosavethellfeofthewoman R .‘ - . _' Yes

To preserve physical health . Yes
To preserve mental health -~ . .-~ Yes
- . Rape or incest e o - Yes o _
. Foetal impairment . L : Yes S
~. Economic or social reasons « :. i v i o Yes e

'Avallable onrequest L e e - Yes -
;Addmonal requxrements B

An abomon requlres the consent of the pregnant woman; it is authorized if perfonned by a hcensed
physician in a hospital or other recognized medical institution. Abortion is available on request during the
first 12 weeks of gestation. Thereafter, induced abortion is available within 28 weeks from conception on
judicial, genetic, vital, broad medical and social grounds as well as for personal reasons with the spec1a1
authorization of a.commission of local phys1c1ans Lo

e “REPI;ODUCTIVEHEALTH CONTEXT -

Government view on fertility level: Satisfactory
Government intervention cdnceming fertility level: No intervention
Government policy on contraceptive use: No support provided

Percentage of currently married women using
modern contraception (aged 15-49):

Total fertility rate (1995-2000): 3.6
Age-specific fertility rate (per 1,000 women aged 15-19, 1995-2000): 20

Government has expressed particular concern about:

Morbidity and mortality resulting from induced abortion Yes

Complications of childbearing and childbirth Yes
Maternal mortality ratio (per 100,000 live births, 1990):

National .

South-central Asia 560
Female life expectancy at birth (1995-2000): 68.9

Source: Populatlon Policy Data Bank maintained by the Population Division of the: Depanmenl of Economic and Social Affairs, of the Umted
Nations Secretariat. For additional sources, see list of references. e : : . .
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Turkmenistan

BACKGROUND

As is the case with all the former Soviet republics, Turkmenistan, known prior to 1992 as the Turkmen
Soviet Socialist Republic, observed the abortion legislation and regulations of the former Union of Soviet
Socialist Republics. As a result, abortion practices in Turkmenistan were similar to those throughout the
former USSR. The description given below pertains to the situation in Turkmenistan prior to mdependence
Since independence there has been no change in the abortron law.

The Soviet Decree of 27 June 1936 prohlbrted the performance of abortions except in cases of danger to
life, serious threat to health, or the existence of a serious disease that could be inherited from the parents. The
abortion had to be performed in a hospital or maternity home. Phys1crans who performed abortions outside a
hosprtal or without the presence of one of these indications were subject to one to two years’ imprisonment. If
the abortion was performed under unsanltary conditions or by a person with no special medical education, the

penalty was no less than three years” imprisonment. A person who induced a woman to have an abortion was
subject to two years’ imprisonment. A pregnant woman who underwent an abortion was subject to a reprimand
and the payment of a fine of up to 300 roubles in the case ofa repeat offence. :

Inits Decree 0f 23 November 1955, the Government of the former USSR repealed the general prohibition
on the performance of abortions contained in the 1936 Decree. Other regulations also issued in 1955 specified
that abortions could be performed freely during the first 12 weeks of pregnancy if no contraindication existed
and after that point when the continuance of the pregnancy and the birth would harm the mother (interpreted
to include foetal handicap). The abortion had to be performed in a hospital by a physician and, unless
performed in cases of a threat to the mother’s health, a fee was charged. Persons who performed an abortion
illegally were subject to criminal penalties established by criminal laws under the Criminal Code. For
example, if the abortion was not performed in a hospital, a penalty of up to one year’s imprisonment could be
imposed and if it was performed by a person without an advanced medical degree, a penalty of up to two
years’ imprisonment was possible. In the case of repeat offences or the death or serious injury of the pregnant
woman, a higher penalty of up to eight years’ 1mprlsonment could be imposed. A woman who underwent an
illegal abortion was not penalized.

Despite the approval of the 1955 Decree and regulations, the problem of illegal abortions did not entirely
disappear in the former Soviet Union. This situation was due partly to the Government’s conflicted attitude
towards contraception. Although at times it manifested support for contraception, it did little to make
contraception available and in 1974 effectively banned the widespread use of oral contraceptives. The
situation was also due in part to a revived pronatalist approach to childbearing adopted at times by the
Government, which looked unfavourably on abortion. The result was a reliance on abortion as the primary

method of family planning.

Concerned with the high rate of illegal abortions, the Government in 1982 issued a decree allowing
abortions for health reasons to be performed through the twenty-eighth week of pregnancy. Continuing this
approach of increasing the circumstances under which legal abortions were available, on 31 December 1987 it
issued an order setting out a broad range of non-medical indications for abortions performed on request
through the twenty-eighth week of pregnancy. These included the death of the husband during pregnancy;

Source: Population Policy Data Bank maintained by the Populatlon Division of the Department of Economic and Social Affairs of the United
Nations Secretariat. For additional sources, see list of references.
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imprisonment of the pregnant woman or her husband; deprivation of maternity rights; multiparity (the
number of children exceeds five); divorce during pregnancy; pregnancy following rape; and child disability in
the family. Moreover, the order provided that w1th the approval of a commission, an abortion could be
performed on any other grounds. :

~ This extension of the grounds for abortion after the first 12 weeks of pregnancy, combined with the
ambivalent attitude of the Government towards contraception, led to a dramatic increase in the number of
officially reported abortions. Other factors resulting in a high incidence of abortion have included shortages of
high-quality modern contraceptives and reliance upon less reliable traditional methods.

The abortion rate was estimated at 44.9 abortions per 1,000 women aged 15-44 (including spontaneous
abortions) in 1990. However, that abortion rate reportedly fell 27 per cent between 1990 and 1995. In 1989
the President adopted a comprehensive health plan and a family planning service was established. In terms of
reproductive health, 12 centers and 49 units were opened around the country. The Government was
considering the creation of a national coordination body on population issues in 1999. The total fertility rate

declined from 4.0 children per woman in 1990-1995 to 3.6 in 1995-2000, with a current population growth

rate of 1.8 per cent.

Source: Population Policy Data Bank maintained by the Population Division of the Depamncm of Economic and Social Affairs of the United
Nations Secretariat. For additional sources, see list of references.
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' Govemment policy on contraceptlve use:

ABORTION POLICY

Qrounds o_nv whieh_ abdrtion is perrnitted: '

To save the life of the woman -~ 7 Yes
. To preserve physical health - ~ _No.
~ To preserve mental health s No .
Rape or incest : ‘No
Foetal impairment No
Economic orsocial reasons , ..~ ... .- . . No_
Available on request - . .. ... . . 'No

Additional‘requi'rements:

Information is not readily available. S L

REPRODUCTIVE HEALTH CONTEXT

Government view on fertiiity;level: L "Too high -

Government intervention conceming fertility levelzv - To lower
Direet support provided _
Percentage of currently marned women usmg .
modern contraceptron (aged 15-49)
Total fertrhty rate (1995 2000)
Age-specrﬁc fertility- rate (per l 000 women aged 15 19 1995- -2000):
Govemment has expressed partlcular concern about ; o
Morbidity.and mortality resulting from induced abortion.

. Complications.of childbearing and childbirth

Maternal mortality ratio (per 100,000 live births, 1990):
National -
Oceania 680

Female life expectancy at birth (1995-2000):

Source: Population Pohcy Data Bank mamtamed by ke Populatlon Drvtsron of the Department of Economlc and Sacial Aﬂ"arrs of the" .

United Nations Secretariat. For additional sources, see list of references.
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BACKGROUND

En . ey T T T P e Ay o e A,

Abortnon in Tuvalu is governed by the provisions of the Penal Code of 18 October 1865 as dmended

Under the abortion provisions of the Code (sections 150-152), which-aré based on' the’ Enghsh Offences’
against the Person Act of 1861, any person who, with intent to procure the miscarriage of a woman,
unlawfully administers any noxious thing or uses any means is subject to imprisonment for ten years. A
pregnant woman who undertakes the same act or consents to its performance is subject to'life imprisonment.
Any person who unlawfully supphes means to procure an abortlon knowing that it is unlawfully mtended for
that purpose is subject to five years’ imprisonment. : :

Nonetheless, an abortion may be performed to save the life of a pregnant Woman: Section227 6f the Code
provides that a person is not criminally responsible for performing in good faith and with'réasonable caré and
skill a surglcal operation upon an unborn child for the preservation of the mother’s life if the performance of
the operation is reasonable having regard to the patient’s state at the time, and to all the'circumstances of thé
case. Inaddition, Section 214 of the Code provides that no person shall be guilty of the offence of causing by
wilful act a child to die before it has an independent existence from its mother if the act was carried out in
good faith for the purpose of preserving the mother’s life.

Little mformatxon exists on the legal status and incidence of abortion in Tuvalu. A]though the 1982 Penal
Code does not contain a section on abortion, two sections (214 and 215) concern the destruction of the life of
achild capable of being born alive, which could be applicable to abortion. Based on these sections, it appears
that no one will be guilty of an offence unless it is proved that the act that caused the‘child’s death-was not
done in good faith for the purpose of preserving the mother’s life.

There is a long-standing tradition of family planning in Tuvalu. The Family Planning Association was
~ established in the late 1960s and the Government has made efforts to integrate family -planning into its
maternal and child health services. Family planning programmes are being carried out throughout the country,
with a clinic on the central island of Funafuti and a nurse in each dispensary in the outer islands-who'is
responsible for teaching .and encouraging couples to use family planning methods. The Govérnment
acknowledges that existing family planning programmes need to be broadened to include single men and

women, because the number of births to single mothers has been increasing.” Moréover, family plantiing

education is necessary in order to overcome the continuing lack of awareness with regard to the availability of
family planning services. Additional obstacles include the lack of reliable transportation to outer islands and
the fact that sterilization can only be done currently at the hospital on Funafuti. A contraceptive prevalence

rate of 30 per cent was reported in 1983. The Government’s 1995-1998 National Developmeént Strategy

placed considerable emphasis on family planning, and sirice 1998 the Ministry of Health has increased its
collaboration with women and youth NGOs in the areas of family planning awareness, education, and
training.

Source: Population Policy Data Bank maintained by the Population DlVlSlon of the Department of Economic and Social Affairs of the United'
Nations Secretariat. For additional sources, see list of references. -
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.Uganda

ABORTION POLICY

; Grounds on,which abort_ion is permitted-:» S

" Tosave the life of the worman
To preserve physical health
To preserve mental health
Rape or incest
Foetal impairment
Economic or social reasons ,
Avallable on request o e g s

Additiona’l requirements: e

Yes
Yes

Yes
No
No
No

. No

A legal abortlon must be performed by a registered physwlan Although ‘the law does not requlre the
approval of a commlttee the consent of two physicians is usually sought before a legal abortlon can be

Female life expectancy at birth (1995-2000):

performed.
"1'"""‘?'" @?RdbUéTIVE:HEALTHCONTEXT’ R
’ Govemment view on femhty level - Too high" |
Govemment intervention concerning fertrhty level -To lower
Govemment Spolicy on contraceptive use: Direct support provided
Percentage of currently mamed women using :
modern contraceptlon (aged 15 49 1995) . -8 .
Total fertlhty rate (1995 2000) 7.1
Age -specific fertllxty rate (per- 1 000 women aged 15 19, 1995 2000): 180 .
Government has expressed-particular concern about: :
.. .. Morbidity-and mortality resulting from induced abortion " Yes:
Comphcatrons of chlldbearmg and chlldblrth . Yes
Maternal mortallty ratro (per 100 000 lrve blrths 1990) S
- National : : : 1200 -
Eastern Afrrcav« ‘ﬁ ‘ SRR R 1060 -
40.4

Source: Population Policy Data Bank maintained by the Population Division of the Department of Economic and Socxal Affalrs of the United

Nations Secretariat. For additional sources, see list of references. 148




Ugandé

BACKGROUND

Under the Ugandan Penal Code of 15 June 1950 (sections 136-138, 205 and 217) the performance of
abortions is generally prohibited. Any person who, with intent to procure the miscarriage of a woman,
unlawfully administers any noxious thing or uses any means is subject to imprisonment for fourteen years. A
pregnant woman who undertakes the same act or consents to its performance is subject to seven years
imprisonment. Any person who unlawfully supplies means to procure an abomon knowing that it is
unlawfully intended for that purpose is subject to three years’ imprisonment.

Nonetheless, under other provisions of the Penal Code an abortion may be performed to save the life of a
pregnant woman. Section 217 of the Code provides that a person is not criminally responsible for performing
in good faith and with reasonable care and skill a surgical operation upon an unborn child for the preservation
of the mother’s life if the performance of the operation is reasonable, having regard to the patient’s state at the
time and to all the circumstances of the case. In addition, Section 205 of the Code provides that no person

“shall be gullty of the offence of causing by willful act a child to die before it has an independent existence
from its mother if the act was carried out in good faith for the purpose of preserving the mother’s life.

Moreover, Uganda, like a number of Commonwealth countries, whose legal systems are based the
English common law, follows the holding of the 1938 English Rex v. Bourne decision in determining whether
an abortion performed for health reasons is lawful. In the Bourne decision, a physician was acquitted of the
offence of performing an abortion in the case of a woman who had been raped. The court ruled that the.
abortion was lawful because it had been performed to prevent the woman from becoming “a physical and
mental wreck”, thus setting a precedent for future abortion cases performed on the grounds of preserving the
pregnant woman’s physical and mental health. The liberalization and legality of abortion in Uganda has been
complicated by the use of rape as a weapon of war and terror by rebel groups in the region.

Illegal abortions are common in Uganda. As a result, there is a high level of maternal mortality,
estimated in 1990 at 1,200 deaths per 100,000 live births. A 1986 study found that 35 per cent of maternal
deaths were linked to complications from unsafe abortion. Induced abortion has been ranked as the second
leading cause of maternal mortality in the main referral hospital in Uganda. Illegal abortion is more prevalent
among young women. A survey carried out in 1988 among women aged 15-24 years found that 23 per cent
of all the women that had ever been pregnant had had one or more abortions. The Government has expressed
serious concern over these trends. The high level of induced abortion among young women in Uganda has led
the Government to establish family life education programmes in primary and secondary schools.

Uganda has a very high total fertility rate, 7.1 children per woman for the period 1995-2000. For the
same period, the population growth rate was 2.8 per cent. In recognition of the negative consequences of rapid
population growth on per capita incomes and social services, the Government launched a comprehensive
population program in 1988 and adopted the National Population Policy for Sustainable Development in
1995. The main focus of these policies is to strengthen maternal and child health and family planning services
and to expand population and family life education campaigns. One objective was to increase the
contraceptive prevalence rate from 5 to 20 per cent by the year 2000. The modern contraceptive rate was
estimated in 1995 to be 8 per cent. :

Contraceptive services in Uganda are available at government clinics and at clinics operated by the
Family Planning Association of Uganda. Increased condom use in the late 1990s was successful in reducing
the rate of HIV/AIDS infection but has not significantly reduced the number of unwanted pregnancies and
therefore abortions.

Source: Population Policy Data Bank maintained by the Population Division of the Department of Economic and Social Affairs of the United
Nations Secretariat. For additional sources, see list of references.
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Ukraine

ABORTION POLICY

Grounds on whlch abortlon is permltted

~To save’ the lrfe of the woman ,
" To preserve physical health e
- To-preserve mental health
Rape or incest
Foetal impairment
+ .;Economic or.social reasons
Available.on: request shr by i

e \,;.-:} lv,‘..,.f

Addrtlonal requirements: -

.An: abortion requires the consent of the pregnant woman; it is authorized if performed by a licensed
physician in:a hospital or other recognized medical institution. Abortion is available on request during the
first 12 weeks of gestation. Thereafter, induced abortion is available within 28 weeks from conception on
judicial, genetic, vital, broad medical and social grounds, as well as for personal reasons with the special

authorlzatlon of a commnssmn of local. physrclans

- Yes -

Yes
Yes -
Yes
Yes
Yes

‘Yes. .. -

AT i

pRecEBemv g ot

| .RE?RQDUCTIVE HEALTH CONTEXT

Yoa e K
[ .

Govemment view on fertnlrty level
Govemment 1ntervent10n concemmg fertlhty level
Govemment pohcy on contraceptlve use: -

Percentage of currently mamed women using
modem contraceptron (aged 15-49):

Total fertllrty rate (1995 2000)

Age specrﬁc fertrhty rate (per 1 000 women aged 15 19 1995 2000): '

Govemmcnt has expressed partlcular concern. about
Morbidity and mortality resulting from induced abortion
Comphcatlons of chlldbearmg and chrldblrth

Matemal mortallty ratro (per 100 000 hve brrths 1990)
“-National :

: Developed countries -

Female lrfe expectancy at blrth (1995 2000)

-Source: . Population Policy Data Bank maintained by-the Population Division of the Departmem of Economic and Social Affairs of the Umted

Nations Secretariat. For additional sources, see list of references.
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To raise

Direct support provided o

1.4

Yes
Yes

.50 .

27
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Ukraine

BACKGROUND

As was the case with all of the former Soviet republics, Ukraine, known prior to 1992 as the Ukrainian
Soviet Socialist Republic, observed the abortion legislation and regulations of the Union of Soviet Socialist
Republics. As aresult, abortion practices in Ukraine were similar to those throughout the former USSR. The
description given below pertams to the situation in Ukraine prior to mdependence Since mdependence there
has been no change in the abomon law.

The Soviet Decree of 27 June 1936 prohibited the performance of abortions except in cases of a danger to
life, a serious threat to health, or the existence of a serious disease that could be inherited:from the parents.
The abortion has to be performed in a hospital or maternity home. Physicians who performed abortions outside a
hospital or without the presence of one of these indications were subject to one to two years’ imprisonment. If
the abortion was performed under unsanitary conditions or by a person with no special medical education, the
penalty was no less than three years’ imprisonment. A person who induced a woman to have an abortion was
subject to two years’ imprisonment. A pregnant woman who underwent an abortion was subjectto a repnmand
and the payment of a fine of up to 300 roubles in the case of a repeat offence

In its Decree of 23 November 1955, the Government of the former USSR repealed the general prohibition
on the performance of abortions contained in the 1936 Decree. Other regulations issued in 1955 specified that
abortions could be performed freely during the first 12 weeks of pregnancy if no contraindication existed and
after that point when the continuance of the pregnancy and the birth would harm the mother (interpreted to
include foetal handlcap) The abortion had to be performed in a hospital by a physician and, unless performed
in cases of threat to the mother’s health, a fee was charged. Persons who performed an abortion illegally were
subject to criminal penalties established by criminal laws under the Criminal Code. For example, if the
abortion was not performed in a hospital, a penalty of up to one year’s imprisonment could be imposed, and if
it was performed by a person without an advanced medical degree, a penalty of up to two years’
imprisonment was possible. In the case of repeat offences or the death or serious injury of the pregnant woman,
a higher penalty of up to eight years’ imprisonment could be imposed. A woman who underwent an illegal
abortion was not penalized.

Despite the approval of the 1955 Decree and regulations, the problem of itlegal abortions did not entirely
disappear in the former Soviet Union. This situation resulted in partly from the Government’s conflicted
attitude towards contraception. Although at times the Government manifested support for contraception, it did
little to make contraception available and 'in 1974. effectively banned the widespread use of oral
contraceptives. The situation was also due in part to a revived pronatalist approach to childbearing adopted at
times by the Government, which looked unfavourably on abortion. The result was a reliance on abortion as
the primary method of family planning. SR .

Concerned with the high rate of illegal abortions, the Government in 1982 issued a decree allowing
abortions for health reasons to be performed through the twenty-eighth week of pregnancy. Continuing this
approach of increasing the circumstances under which legal abortions were available, on 31 December 1987 it
issued an order setting out a broad range of non-medical indications for abortions performed on request
through the twenty-eighth week of pregnancy. These included the death of the husband during pregnancy;

Source: Population Policy Data Bank maintained by the Population Division of the Department of Economic and Socxal Affalrs of lhe Umted
Nations Secretariat. For additional sources, see list of references.
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imprisonment of the pregnant woman or her husband; deprivation of matemnity rights; multiparity (the number
of children exceeds five); divorce during pregnancy; pregnancy following rape; and child disability in the
family. Moreover, the order provided that thh the approvalzof a commission, an abortion could be performed
on any other grounds.

This extensi'on of the grounds for abortion after the first 12 weeks of pregnancy, combined with the
ambivalent attitude of the Government towards contraception, led to'a dramatic increase in the number of
officially reported: abortions. The rising incidence of abottion has been- attributed to-a number of factors,
including a shortage of high-quality modern contraceptives, the recourse to less:reliable methods, a lack of
knowledge among couples of contraception, and the absence-of. adequate trammg for physicians, nurses,
teachers and other.specialists.. ..

The abortion rate. declined dramatically in the 1990s, from 109 abortlons per. 1 ,000 women aged 15-44in
1986 to 80.9 in 1991 and. 57.2 in 1996. This decline reportédly results from the | lexpansion of contraceptive

services. However, the uneven-quality, inconsistent supply. and cost of contraception have ensured- that
abortion remains a central method of fertility control in Ukraine. :

In terms of population growth, Ukraine has fallen below replacement fertility levels. With a total fertility
rate that declined between 1990 and 2000 from 2 children per woman to 1.4, the country’s current population
growth rate is —0.4 per cent. After the International Conference on Population and Development held in Cairo
in 1994, the Government implementéd a special plan of action on population issues and a series of natlonal
programmes, including one on family planning. : .

Source: Population Policy Data Bank mamtamed by the Populatlon Dmsmn of the Departmem of Econom:c and: Socnal Affairs of the United
Nations Secretariat. For additional sources, sée list of references. st D N o
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United Arab Emirates

ABORTION POLICY

Grounds on which abortion is permitted:

To save the life of the woman
To preserve physical health
To preserve mental health -
Rape or incest

Foetal impairment

Economic or social reasons
"Available on request

Additional requirements:

Yes
No
No
No
No
No
No

A gynaecologist may perform the abortion with the approval of a physician familiar with the condition
that makes the abortion necessary and with the written consent of the woman’s husband or guardian.

REPRODUCTIVE HEALTH CONTEXT

Government view on fertility level:
Government intervention concerning fertility level:
Government policy on contraceptive use: -

Percentage of currently married women using
modern contraception (aged 15-49, 1995):

Total fertility rate (1995-2000):

Age-specific fertility rate (per 1,000 women aged 15-19, 1995-2000):

Government has expressed particular concern about:
Morbidity and mortality resulting from induced abortion
Complications of childbearing and childbirth

Maternal mortality ratio (per 100,000 live births, 1990):
National
Western Asia

Female life expectancy at birth (1995-2000):

* Preliminary or provisional.

Satisfactory
No intervention

No support provided

24"
34

73

26
320

76.5

Source: Population Policy Data Bank maintained by the Popula;tion Division of the Department of Economic and Social Affairs of the

United Nations Secretariat. For additional sources, see list of references.
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United Arab Emirates

BACKGROUND -

Under the Penal Code of 20 December 1987, there are no stated exceptions to a general prohibition on

the performance of abortion in the United Arab Emirates. A person who intentionally induces an abortion by

providing medicines or other means is subject to up to five years’ imprisonment. The maximum penalty is
increased to seven years if the abortion is performed without the woman’s consent.

However, under general criminal law principles of necessity, as expressed in article 64 of the Penal
Code, an abortion may be performed to save the life of the pregnant woman. Moreover, Law No. 7 of 1975
on the practice of human medicine permits an abortion to be performed when continuation of the pregnancy
endangers the life of the pregnant woman. The abortion must be carried out by a gynaecologist with the
approval of a physician who is a specialist in the condition rendering the abortion necessary and with the
written consent of the woman’s husband or guardian.

Very little reliable mformatlon is avallable on the 1n01dence of abortlon both legal and xllegal in the
United Arab- Emlrates :

Alth_OUgh the Government has not adopted an official population policy, population issues are important
and included in planning activities such as achieving high levels of health care. Because citizens account for
only 15 to 20 per cent of the total number of residents, the size and growth rate of the national population in
relation to the expatrlate populatlon remains a sensitive issue.

The Umted Arab Emlrates does not have an official family planning programme. Access to contraceptive
methods is officially restricted only, for unmarried adolescents. Among citizens, the modern contraceptive
prevalence rate was estimated at 24 per cent of married women 15-49 in 1995, The United Arab Emirates,
made substantial improvements in the availability of contraception from private as well as public sources in
the 1990s, mainly in response to the growing demand for contraception among its relatlvely wealthy and

educated population.

For the period 1995-2000, the total fertility rate was 3.4 children per woman while the populatlon growth

rate was estimated at 2 per cent.

Source: Population Pohcy Data Bank mamtamed by the Population D1v1snon of the Department of Economic and Social Affalrs of the United
Nations Secretariat.. [For:additional sources, see list of references. =
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United Kingdom of Great Britain and Northern Ireland

ABORTION POLICY

Grounds on which abortion is permitted:

To save the life of the woman _ .. Yes
To preserve physical health Yes
. To preserve mental health ' . Yes .
Rape or incest ‘ ’ No . .
 Foetal impairment , . .. Yes- .
Economic or social reasons \ +  Yes
Available on request . ' . No

Additional requirements:

Abortion is legal in England, Wales and Scotland when two registered medical practmoners (only one in,
an emergency) certify that the required medical grounds as set forth in the Abortion Act of 1967 have been”
met. The termination of pregnancy must be carried out (except in an emergency) in a National Health Service
hospital or in a nursing home, private hospital or other approved place. Abortion is legal during the first 24
weeks of gestation. The consent of the spouse is not a prerequisite of the medical termination of pregnancy
The Abortion Act of 1967 does not apply in Northern Ireland.

'l;&_f"

REPRODUCTIVE HEALTH CONTEXT

Government l'view on fertility level: _ . Satisfactory

Government ;Iintervention concerning fertility level: ’ No inte}'vention o

Gevemment pelicy on contraceptive use: Direct support provided

Percentage.of" cufrently married women using - AR g
modern contraception (aged 16-49, 1993): 82"

Totaj ferti]ityfirate (1995-2000): ' 1.7

Age-speciﬁc fertility rate (per 1,000 women aged 15-19, 1995-2000): 29

Government has expressed particular concern about:

Morbidity and mortality resulting from induced abortion No

Complications of childbearing and childbirth No
Maternal mortality ratio (per 100,000 live births, 1990):

National ' 9

Developed countries ' _ 27
Female life expectancy at birth (1995-2000): 79.8

!
" Data refer to Great Britain.

Source Population Policy Data Bank mamtamed by the Population Dwxsnon of the Department of Economxc and Socnal Affalrs of, the Umted,
Nations Secretanat ‘For additional sourccs, see list of references.
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United Kingdom of Great Britain and Northern Ireland

BACKGROUND

- Until 1967, abortlon m ‘the United Kingdom was governed by a combination ‘of statute and court
decrsron as 1nterpreted by Jjurists (common law). Before the nineteenth century, there were no statutes relating
to abortlon and it was not considered a crime to kill a child in the womb so long as it had not reached the
stage of qulckemng the point in pregnancy when the movement of the foetus was felt. After that point
durmg pregnancy, the performance of an abortion was considered an offence, although there were very few

prosecutlons 4

,"The ﬁrst abomon statute was enacted in 1803. It provided for the death penalty fora person performing
an abortion after qurckemng and a sentence of up to fourteen years’ deportation or lashing with a whip for a
person performing an abortion before quickening. Although the law was amended in 1837, it was not until
1861, with the enactment.of the Offences against the Person Act, that statutory abortion law achieved the
form that 1t was to keep for over 100 years. Under the Offences against the Person Act, any person who, with
mtent 0 procure the ‘miscarriage of a woman, unlawfully administered any noxious thing or used any means
was sub_] ectto 1mpr1sonment for fourteen years. A pregnant woman who undertook the same act or consented

to its performance was subj ect to the same penalty.

Although there were no stated exceptions in the Act to the prohibition against the performance of
al)ortlons the use of the word “unlawfully” by the Act implied that some abortions were not unlawful, and,
jndeed it was, the general opinion that the performance of abortion would not be unlawful to save the life of a

p gnant woman L
: Lo

i} In the twentleth century, this s1tuatxon was clarified somewhat by two developments The ﬁrst was the
enactment of the Infant Life (Preservation) Act of 1929 which introduced the offence of “child destruction”,
the killing of a child capable of being born alive (gestation age of 28 weeks or more) unless the act that
caused the death of the child was done in good faith for the sole purpose of preserving the life of the mother.
Although the Act'dealt only with abortions performed after the 28th week of pregnancy, it strongly implied
that abortrons performed earlrer in pregnancy to save the lrfe of the pregnant woman were also lawful

Fprn ol

The second development was the 1938 judicial decision of Rex v. Bourne whrch dealt with the i issue of
whether an abortion performed for health Teasons was lawful. In the Bowrne decision, a physician was
acquitted of the offence of performing an abortion in the case of a woman who had been raped. The court
ruled that the abortion was lawful because it had been performed to prevent the woman from becoming “a

physrcal and mental wreck”, thus setting a precedent for future abortion cases performed on the grounds of

preservmg the pregnant woman’s physical and mental health..

_ Nerther the Offences Against the Persons Act of 1861 nor the Infant Life (Preservation) Act of 1929
appli di m Scotland. Abortion was defined as a criminal offence by Scottish common law, but prosecutrons
étyp ally were not brought in cases where the operation had been performed for “reputable medical reasons”,
a’term that was never officially or Judrcrally defined. In Northern Ireland, the law was the same as in England

and Wales until 1968

Source: Popplatlon Policy Data Bank maintained by the Population Division of the Department of Economlc and Socml Affarrs of the
‘Uhited Nations'Sectetariaf, For additional sources, see list of references. .
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that in 1998 an estimated 50 per cent of women aged 16-49 in England used a non- surglcal meth

United Kingdom of Great Britain and Northern Ireland

Abortion in England, Scotland and Wales is currently regulated by the Abortion Act of 1967, as amended
by the Human Fertilization and Embryology Act of 1990, which permits abortion to be performed on broad
grounds, as certified by two physicians. The two physicians must be of the opinion formed in good faith: (a)
that the pregnancy has not exceeded 24 weeks and continuance of the pregnancy would involve arisk, greater
than if the pregnancy were terminated, of injury to the physrcal or mental health of the pregnant worian or
any existing children of her family; (b) or that the termination is necessary to prevent grave permanent mjury
to the physical or mental health of the woman; (c) or that the continuance of the pregnancy would involve I’lSk
to the life of the woman, greater than if the pregnancy were terminated; (d) or that there is a substantial rlsk
that if the child were born, it would suffer from such physical or mental abnormalities as to be sériously
handicapped. In assessing the risk to the health of the woman and her exrstmg children, physicians may take
into account the woman’s “actual or reasonably foreseeable environment”. meg to this provision and a
broad interpretation about what constitutes a threat to health, abortrons are avarlable vrrtually on request 1n the
United Kingdom.

[ . L

" Within the National Health Service, the provision of abortion services, as with other medlcal SeI'VlCCS 1s
controlled by the individual health-care authorities. Approval to perform abortions i in pnvate medical facn]mes
is vested in the Secretary of State for Health. Currently, there is no statutory duty on the part of the Health
Authorities to provide a particular level of abortion service. ‘Traditionally, the provision of abortion services,
as part of the gynaecological services, has been a matter for local determination by the Health Authorities
according to local circumstances.

Except in cases of emergency, a legal abortion must be obtained in National Health Service hosprtals or
in approved institutions operating as private abortion clinics. The abortion is available free of charge thri ugh
the National Health Service, or it may be paid for privately. The abortion must be performed by a reglstered
medical practitioner; however, a nurse may also induce the abortion if delegated by a physician as partofa
team. The consent of the spouse is not a prerequisite of the termination of pregnancy; a husband has no, r1ght
to prevent his wife from having a legal abortion. L

According to figures from the Office for National Statistics, a total of 187,402 legal abcrtiexi‘deér'e
péerformed in England and Wales in 1998, an increase of 4.3 per cent from 1997. The overall abortion rate for
women resident in England and Wales (excluding ‘abortion tourism’) increased 4.8 per cent to 13.9 abortions
per 1,000 women aged 14-49. Eighty-nine per cent of abortions were carried out at less than 13 weeks and
another 10 per cent by 19 weeks. The most s1gn1ﬁcant increase was among womer 16-19'yeats old their
abomon rate rose 8.3 per cent t0 26.5 abortlons per 1,000 women.

In 1997, the conception rate for girls under 16 was 8.9 per 1,000, the highest rate of teenage pregnancy in
Western Europe. Half of the under-16 conceptions and over one third of the 16-19 conceptions ended i in
abortion. There were also increases in virtually all the categories of sexually transmitted infections.

In 1993 the modern contraceptive rate for Great Britain was estimated to be 82 per cent. ThlS ﬁgure
includes a high rate (22 per cent) of male sterilization. More recently, the National Health Servwe repdrted

contraception while an additional 12 per cent had been sterilized. Of those women using non-surglcal
contraception, 42 per cent chose the pill (down from 70 per cent in 1975) while 37 per cent used condoms (up

Source: Population Policy Data Bank mamtamed by the Population D1v1snon of the Department of. Economrc and Socral Affanrs of the)Umted
Nations Secretariat. For additional sources, see list of references.
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United Kingdom of Great Britain and Northern Ireland

from 6 per cent in 1975). The number of women attending national health clinics has remained roughly
constant, although the demographic profile of attendants has changed. Under-16 attendants increased from’
negligible numbers in 1975 to 7 per cent in 1998-1999. Attendants aged 16-19 rose from 15 per cent in 1975
to,22 per cent in 1998-1999. These increases have been offset by a declme in attendance among women 20-

34 from 21 per cent in 1975 to 12 per cent in 1998-1999.

The Abortion Act of 1967 does not apply in Northern Ireland. There the provisions of the Offences
Against the Persons Act.of 1861 are still in effect, as interpreted by court decision. Until 1993, however,
there were no Northern Ireland court decisions specifically applying the Rev v. Bourne decision to Northern
Ireland, although it was usually presumed that it would be applicable. In late 1993 and early 1994, two cases
resolved by Northern Ireland courts confirmed this presumption. One involved a fourteen-year-old girl who
had become pregnant and threatened to commit suicide if she could not obtain an abortion; the other involved
a severely mentally handicapped 23-year-old woman who had been sexually assaulted and became very
distressed over the resulting pregnancy. In both cases, the courts ruled that an abortion could legally be
performed n Northem Ireland on serious mental health grounds one of them specifically stating the holdrng

. of Bourne.

In practice, the decision to terminate a pregnancy in Northern Ireland is usually made following
consultation with two physicians and with the informed consent of the pregnant woman. Although abortions
are performed each year in Northern Ireland within the legal guidelines, the fear of possible accusation of
acting illegally and the fact that abortion is an emotionally charged issue in Northern Ireland prevents medical
staff from revealing precise data on abortions. The Department of Health and Social Services does not supply
official statistics. In Northern Ireland, a woman faced with an unwanted pregnancy that does not fulfil the
stated requrrements can choose (a) to carry the pregnancy to term; (b) to seek an illegal abortion and risk
endangering her health and lrfe or (c) to travel to England, where abortion is legal. Many women choose the

third option.

In addition to Scotland and Northern Ireland, there are three anomalous island jurisdictions that, although
under the control of the United Kingdom, are technically not part of the United Kingdom, but are considered
dependencies of the British crown: the Bailiwick of Jersey and the Bailiwick of Guernsey, which are situated
off the coast of Normandy and together make up the Channel Islands, and the Isle of Man (Tynwald), which
lies between Ireland and Great Britain. Each has maintained a great deal of autonomy from the central
Government and has its own system of law-distinct from that of the United ngdom In all three, abortion

has tradmonally been largely prohibited.

~ In recent years legislators in all three jurisdictions have taken steps to legalize abortion under certain
circumstances, despite great opposition among certain segments of the islands’ population. In 1995, the Isle
of Man enacted the Termination of Pregnancy (Medical Defences) Act. Under the Act there are three grounds
for the performance of legal abortions: (a) when two physicians are of the good faith opinion that it is
necessary to preserve the life of the pregnant woman; examples include the situation in which the continuance
of the pregnancy involves a substantial risk (other than such risk as is normally associated with pregnancy and
childbirth) to the life of the pregnant woman greater than if the pregnancy is terminated and the situation in
which termination of the pregnancy is necessary to prevent grave permanent injury to the physical or mental

" Source: Population Policy Data Bank maintained by the Population Division of the Department of Economic and Social Affalrs of the
Umted Nations, Secretanat For addmonal S0UrCes, see_ hsl of referenccs
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health of the woman (throughout pregnancy); (b) when two physicians are of the good faith opinion that the
child, if carried to full term, would be unlikely to survive (throughout pregnancy) or would suffer from
serious handlcap (up to 24 weeks); and (c) when two physicians are of the good faith opinion, as
substantiated, that the pregnancy has resulted from rape, incest or alleged assault (up to 12 weeks). In
addition, an emergency abortion can be performed at any time with the approval of only one physician:

Jersey and Guernsey enacted similar legislation in 1996 and 1997, respectively Although neither law
contains special provisions for the performance of abortions in the case of pregnancies resulting from rape or
incest, both laws are significantly less restrictive than the law of the Isle of Man in terms of health indications.

In Guernsey an abortion can be performed during the first twelve weeks of pregnancy when the pregnancy

involves a risk of injury to the physical or mental health of the pregnant woman or any ex1stmg children of
her family greater than if the pregnancy were terminated. Jersey’s law allows abortions during the same’
period if the woman’s condition causes her “distress”, if she then receives information from a medlcal
practitioner other than the one performing the abortion (on medical risks connected with abortion; on’
entitlements for mothers, families, and children; on counselling that is available; on places where abortions:
can be performed; and on opportunities for adoption), and if she waits seven days until the abortion is
performed.

Since abortion was legalized in Great Britain, many women from other countries have travelled to
England for a safe, legal abortion. Described in the abortion statistics as “non-residents”, these women come
from Northern Ireland, as well as from other European countries, including France, Germany, Ireland, Italy
and Spain. Others have travelled from as far away as South Africa and the United States of Amierica. The
number of women travelling to England to obtain an abortion has declined as abomon has been legalized and
laws have been reformed in other countries (5,000 non-resident women had a legal abortion in England in
1969, the first full year that abortion was legal in Great Britain; the number peaked in 1973 at 53,600 non-
resident abortions).

In July 1991, the United Kingdom became the second country, France being the first, to approve the use
of RU-486, the abortion pill. The distribution of the pill is subject to strict controls, conﬁnmg its use to
Natlonal Health Service gynaecological units.

The Government of the Unitéd Kingdom considers the rates of femhty and population growth to be
satisfactory. The Government has no explicit policy of intervention with respect to fertility rates, since it
believes that decisions concerning fertility and childbearing should be left to the individual. The Government
provides individuals with information and the necessary means for family planning and funds health
programmes to improve the prevention, diagnosis and treatment of illness. The Government has also taken
steps to reduce the increasing abortion rate due to unwanted fertlhty among young unmarried women and to
encourage greater male responsibility with regard to contraception. Family planning services, including
sterilization, are widely available free of charge through the National Health Service.

Source: Population Policy Data Bank maintained by the Population Division of the Department of Edoriomic and Social“Affairs of 'the Utiited
Nations Secretariat. For additional sources, see list of references.
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United Reﬁﬁblte of '”I"arlzania

ABORTION POLICY

Grounds on which abortion is permitted:

- To save the life of the woman
. To preserve physical health
"To preserve mental health
Rape or incest
Foetal 1mpa1rment
Economic or social reasons
.. Available on request

Kdditidhal reqlrirementS:

Yes
Yes
Yes
No
No
No
No

Two physrcrans must certify that the abortion is necessary in order to preserve the life of the pregnant

woman

REPRODUCTIVE HEALTH CONTEXT

Govemment \;ievlv on fertility level:

deerrrmeat ljnter\rerltion concerning tertility level:v-
Govemment poIiey on contraceptive lrse:
Percentage of currently married women using
modem contraceptron (aged 15-49, 1996)

N

Total. fertllrty rate (1995 2000)

Age specrﬁc fertrllty rate (per 1 OOO women aged 15 19, 1995- 2000):

Governmenthas expressed partlcular concern about:
Morbidity and mortality resulting from induced abortion
- Complications of childbearing and childbirth

Matemal mortahty ratio (per IOO 000 live births, 1990):

" National *
. Eastem;Afrrca o

Female life expectancy at birth (1995-2000):

Too high
To lower

Direct support provided

13
5.5

125
Yes
770

1060

49.1

_Source: Population Policy Data Bank maintained by the Population Division of the Department of Economlc and Social Affairs of the

United Nations Secretariat. For additional sources, see list of references. * *
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United Republic of Tanzania

BACKGROUND

Abortion leglslatlon in the United Republic of Tanzania is based on the Enghsh Offences Against the
Person Act of 1861 and the Infant Life (Preservation) Act of 1929. Under the Revised Penal Code of TanZariia
(chapter 16, sections 1501 152) the performance of abortions is generally prohibited. Any person who, with
intent to procure the miscarriage of a woman, whether she is pregnant or not, unlawfully uses any means upon
her is subject to 14 years’/imprisonment. A pregnant woman who undertakes the same act with respect to her
own pregnancy or permits it to be undertaken is subject to seven years’ imprisonment. Any person who
supplies anything whatsoever knowmg thatitis mtended to be unlawfully used to procure the mnscamage ofa
woman is subject to three years’ imprisonment.

Nonetheless, an abortlon may be performed to save the life of a pregnant woman. Section 230 of the
Code provides that a person is not criminally responsible for performing in good faith and with reasonable
care and skill a surgical operation upon an unborn child for the preservation of the mother’s life if the
performance of the operation is reasonable having regard to the patient’s state at the time, and to all the
circumstances of the case. In addition, Section 219 of the Code provides that no person shall be guilty of the
offence of causing by w1llful act a child to die before it has an independent existence from its mother if the act
was carried out in good falth for the purpose of preserving the mother’s life.

Moreover, the United Republic of Tanzania, like a number of Commonwealth countries whose legal
systems are based on English common law, follows the holding of the 1938 English Rex v. Bourne decision in
determining whether an abortion performed for health reasons is lawful. In the Bourne decision, a physician
was acquitted of the offence of performing an abortion in the case of a woman who had been raped. The court
ruled that the abortion was lawful because it had been performed to prevent the woman from becoming “a
physical and mental wreck”, thus setting a precedent for future abortion cases performed on the grounds of
preserving the pregnant woman’s physmal and mental health.

Although abortion is restrxcted by law, there is overwhelming evidence that it is widely practised in the
country. The Government has expressed concern about the high incidence of illegal abortion because of its
effect on maternal morbidity and mortality. Studies show that illegal abortion is one of the major causes of
maternal mortality. A study conducted in the Southern Highlands in 1983 estimated that 17 per ‘cent of
maternal deaths were directly associated with abortion. Another study carried out in the Kilimanjaro region
suggested that about 21 per cent of maternal deaths were related to abortion. In a study undertaken in 1987 at
Muhimbili Medical Centre, the teaching hospital in Dar es Salaam, it was determined that in a random sample
of 300 women admitted to the hospital for early pregnancy loss, 31 per cent had had an induced abortion.

With the adoption of a national population policy in 1992, the Government committed itself to dealing
with the adverse consequences associated with high rates of population growth. Among the objectives of the
Government’s population programmes were to promote the improvement of maternal and child health and
welfare through the prevention of illness and premature death and to establish an appropriate information,
education and communication programme that would encourage the provision and use of servicesrelated to
family planning and responsible parenthood.

To meet the unmet demand for family planning services, estimated to be 30 per cent of married women in
1991, a programme was established to raise the contraceptive prevalence rate. The contraceptive prevalence

Source: Population Policy Data Bank maintained by the Population Division of the Department of Economic and Social Affairs of the
United Nations Secretariat. For additional sources, see list of references.
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United Republic of Tanzania

rate was estimated to be- 13 per cent in 1996 for modern methods. The programme components included
community-based distribution of contraceptives, family planning services in workplaces, male involvement in
family planning. and in-school and out-of-school family life education. The population growth rate has
dropped in recent years, from 3.2 per cent for the period 1990-1995 to 2.3 per cent for 1995-2000. The
population growth rate remains high, as does the current total fertility rate, estimated at 5.5 children per

woman.

In the late 1990s, the cumulative impact of HIV/AIDS, the influx of Rwandan refugees, the burden of
debt servicing and deteriorating socio-economic conditions resulted in a general deterioration of the sexual
and reproductive health of women and adolescents. Illegal abortion and maternal mortality as a result of

complications from abortion are reportedly on the rise.

Source: Population Policy Data Bank maintained by the Population-Division of the Department of Economic and Social Affairs of the
United Nations Secretariat. For additional sources, see list of references. )
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United States of America

ABORTION POLICY

Grounds on which abortion is permitted:

To save the life of the woman
To preserve physical health

" To preserve mental health
Rape or incest
Foetal impairment
Economic or social reasons
Available on request

Additional requirements:

Yes
Yes
Yes

" Yes

Yes
Yes
Yes

Abortion is available in all states on request prior to foetal viability. After foetal viability, a state may
prohibit abortion only if it provides exceptions for endangerment to the woman’s life or health. Although
federal law grants a woman the constitutional right to terminate her pregnancy before foetal viability,
individual states are permitted to impose restrictions on abortion throughout pregnancy if they do not unduly

burden a woman’s right to choose.

REPRODUCTIVE HEALTH CONTEXT

Government view on fertility level:
Government intervention concerning fertility level:
Government policy on contraceptive use:

Percentage of currently married women using
~ modern contraception (aged 15-44, 1990):

Total fertility rate (1995-2000):

Age-specific fertility rate (per 1,000 women aged 15-19, 1995-2000):

Government has expressed particular concern about:
Morbidity and mortality resulting from induced abortion
. Complications of childbearing and childbirth

Maternal mortality ratio (per 100,000 live births, 1990):
National _
Developed countries

Female life expectancy at birth (1995-2000):

Satisfactory
No intervention

Direct support provided

67
2.0

59
Yes
12

27

80.1

Source: Population Policy Data Bank maintained by the Population Division of the Departmen} of Economic and Social Affalrs of the United

Nations Secretariat. For additional sources, see list of references.
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-

BACKGROUND

_ In the United States of America, abortions before “quickening” were permitted by traditional common
law untll 1845, when the first of many states passed laws prohibiting all or most abortions. By the early
19605 ‘41 states permrtted abortron only if the life of the pregnant woman was threatened by continuation of
the pregnancy, while the remammg states permitted abortion only if the woman’s life or physical health was
in Jeopardy 'In the ‘mid: 1960s, when the: pregnant woman’s mental health gained acceptance as a valid
justification for abortion, more legal aboitions were performed, a trend that accelerated with the passage of
liberalized abortion legislation in various states. In the five years leading up to the landmark Supreme Court
decision of January 1973, which legalized abortion throughout the United States, 18 states had reformed or
repealed their anti-abortion legislation. In the other 32 states and the District of Columbia, laws remained on
t tatute books that made abort1on a crrme unless performed to save the life or health of the woman.

states could regulate abortion in the second trimester in ways designed to preserve and protect the woman’s
health; and that after foetal viability, or the third trimester of pregnancy, the states could regulate or even
proscribe abortion unless the procedure was necessary to preserve the life or health of the mother. Lastly, the
Supreme Court held that a foetus was not a person and was therefore not entitled to protection guaranteed by
the ‘United States Constitution until it reached the point of viability. Vlablhty was deﬁned as occumng
l?etween 24 and 28 weeks of gestanon ‘

The effect of Roe v. Wade on women in the United States seeking to terminate pregnancies was profound.
After Roe abortion procedures in the United States became widely available, legal, safe and simple. Within
a few years of the decision, data indicated that the mortality rate for women undergoing legal abortions was
10: tlmes fower than the mortality rate for women that had illegal abortions and five times lower than the’ rate
for women undergoing childbirth.

The Roe v. Wade decision also had an immediate impact on the abortion debate. The right-to-life
nfo ement; which had existed'in a nascent form prior to Roe, became very active after the ruling, and with the
reversa] ‘of Roe- 4s its ultimate ‘objective. The' ‘right-to-life moyement also began a campaign directed to
creating as many legal barriers to abortion as possible. The abortion- -rights movement was similarly engaged
and campalgned to make safe and legal abortion available throughout the country.

These two' opposmg movements have been involved in constant legal and political battles over the

abortion issue ever since, and their representatives have regularly appeared before the United States Supreme -

Court to argue cases concerning the nature and meaning of the constitutional protection afforded by the Roe
decxsron Over the years, the rulings of the Supreme Court have cut back on the constitutional guarantees in
Roé "V 'Wade! Thé first of these significant decisions was the Webster ruling of 3 July 1989 (Webster v.
Reproductzve Health Servzces) By a vote of 5 to 4, the Supreme Court upheld a Missouri ‘statute that barred
the'se of pubhc funds employees or buildings for abortions and required abortion providers to conduct tests
to determine whether a foetus believed to be at least 20 weeks old was viable.

. By upholding the Missouri law requiring physicians to conduct extensive viability tests on women at
least’20 weeks pregnant before performmg an abortion, the Webster decision weakened the trimester

i E LT

Source: Population Policy Data Bank maintained by the Population Division of the Department of Economic and Social Affairs of the United
Nﬁ‘,i?“S,_,.S‘?‘?f‘?‘;,‘i}iﬂt: .For additional sources, see list of ergfe‘rences’./ v . .
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framework established in Roe v. Wade. Furthermore, the Court signalled its willingness to give individual.
states far greater latitude in placing restrictions on a woman’s right to have an abortion. Following the
Webster decision, restrictive statutes were introduced in a number of state legislatures. For examp]e within
five months of the decision, Pennsylvania enacted a law requiring a woman to notify her husband, receive
state-prepared information concerning adoption and child-support alternatives from her physician and delay
the procedure for a minimum of 24 hours before obtaining an abortion. Kansas, Mlss1s51pp1 North Dakota
and Ohio likewise imposed similar restrictions requiring anti-abortion mformat10n to be prov1ded and
imposing mandatory delays. Louisiana, Utah and the territory of Guam went even further and enacted
sweeping criminal abortion bans with exceedingly narrow exceptions. Other states, such as Connectlcut

moved in the opposite direction by enacting legislation guaranteeing a woman the rlght to an abortion under
the state law. - .

 Abortion law in the United States is currently governed by the Supreme Court decmon of 29 June 1992
(Planned Parenthood of Southeastern Pennsylvania v. Casey). The Supreme Court ruhng in Casey reafﬁrmed
the holding in Roe v. Wade that a woman has a constitutional right to obtain an abortion prior to foetal
viability and that a state may prohibit abortion thereafter only if it provides exceptions for endangerment to
the woman'’s life or health. Although the Casey ruling left no doubt that laws, prohlbltmg abortion were
unconstitutional, the Court rejected the trimester framework set forth in Roe and held that states have
legitimate interests in protecting the health of the woman and the life of the unborn ch11d from the outset of
pregnancy.

The Supreme Court decision in Casey also adopted a more lenient standard for analysing the
constltutlonahty of abortion restrictions than had been articulated in previous rulings. The Court ruled that a
state may act to regulate abortion throughout pregnancy if it does not “unduly burden a woman ’s nght to
choose. “Undue burden” was defined as a substantial obstacle in the path of a woman seekmg an abortion
before the foetus attains viability. In applying the “undue burden” standard, the Court in Casey upheld
portions of the Pennsylvania abortion law that had required a woman to delay an abortion for 24 hours after
hearing a state-prepared presentation on adoption and child-support alternatives and required teenagers to
obtain the consent of one parent or the approval of a judge before obtaining an abortion. The only provision, in
the Pennsylvania statute struck down by the Casey decision was a husband notification requirement, whleh
the Court found to be an “undue burden” on a married woman’s right to obtain an abortion. )

Following the Casey decision, abortion restrictions in the United States continue to vary by state As of
October 1999, forty states have laws that prevent a minor from obtaining an abortlon without parental consent
or notice. Thirty-six of these states provide for a judicial bypass procedure as an alternative to parental
consent or notification, and eleven provide some alternative to both parental involvement and _]UdlClal bypass.

In 11 of these states, these laws have been enjoined by courts from enforcement. Of the remaining states, one
requires that minors receive counselling that includes discussion of the possibility of consulting her parents
before obtaining an abortion and the other allows a minor to receive counselling in place of obtammg parental
consent for an abortion.

Twenty-nine states have abortion-specific informed consent laws, many of which require that women be
given anti-abortion information and state-prepared materials intended to dlscourage them from obtammg an
abortion. Seventeen states have specific mandatory waiting periods of at least 24 hours between the time at
which information is provided and the time at which an abortion may be performed In five of these states
these laws have been enjoined by courts from enforcement.

Under federal law, states that accept federal Medicaid funds (matching funds provided to the states for
health insurance for the poor) are required to pay for abortions sought by Medicaid recipients in cases of

Source: Population Policy Data Bank maintained by the Population Dwmon of the Department of Edoriomic and Socxal Affairs of the Umted
Nations Secretariat, For additional sources, see list of references.
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pregnancy that is life-endangering or the result of rape or incest. Thirty-two states have declined to use their
own funds to pay for abortions for Medicaid recipients other than in these circumstances, and two states
(Mississippi and Sotith Dakota) are in violation of federal law by refusing to fund abortions except in case of

‘pregnancy that is lifé-threatenting. Sixteen states use their own funds to pay for medlcally necessary abortions '

”sought by Medlcald recrplents
A ,; B PO 1 . B -
~The presrdentlal admmlstratlon that came into office in January 1993 took early action on the issue of
“federal limitations on abortions. On 22 January 1993, the policies of the previous administrations that were
intended to discourage women from obtaining abortions were rescinded. First, the President of the United
States lifted restrictions on abortion counselling at federally financed family planning clinics that had been in
¢ffect since 1988, as well as the ban on federal research using foetal tissue from aborted foetuses that was
imposed in 1989. Another presidential order allowed physicians at United States military hospitals to resume
performing abortions for armed services personnel and for their dependants who paid the cost. Federally
“finariced abortrons for military personnel have been barred since 1979 except in cases where the life of a
" pregnant woman is in danger. ‘A fourth order cleared the way for United States funds to flow to international
-efforts providing abortions and other family planning services: Previously, the 1984 “Mexico City Policy”
“stipulated that the United States: Government would not support international programmes that offered
-abortion services. Lastly, the President directed the Department of Health and Human Services to review the
“import ban on the French-made abortion pill, RU-486, and to rescind it if there were grounds for doing so.

However, congressional efforts continued to be directed at restricting the legality of abortion in the United

' States. One was the reinstatement of the prohibition against physicians at United States military hospitals

: performing abortions for -armed services personnel and their dependants who paid for such abortions.

" Another was the enactrnent of legislation prohibiting federal employees’ health insurance from mcludmg
abomon coverage except i the case of life endangerment, rape or incest.

Perhaps the most visible area of congressxonal activity, though, was reflected in its efforts to restrict the

:1 performance of the dilation and extraction procedure for the performance of late-term abortions. Most recent

+ estimates’ indicate that there were probably some 650 such procedures performed in 1996, accounting for
-~about 0.03-0.05 per cent of all abortions. Legislation was introduced to prohibit the procedure entirely except

» when necessary to save the-life of the pregnant woman. Proponents of the ban characterized the procedure as
'a-brutal'act that inflicted unnecessary suffering on the foetus and argued that there were alternative methods
rthat could be used. -Opponents of the' ban contended that in a small number of cases, the procedure was both
necessary to protect the health of the woman and safer than any ‘other procedure employed to induce an
abortion. Some, although opposed to the procedures, sought to include within the proposed legislation an

additional exception to the ban when necessary to protect the health of the pregnant woman. The legislation -

> was:approved by Congress without this health exception by wide margins twice between 1996-1998, but the

s Pre31dent of. the United States vetoed the legislation, and Congress was unable to override the veto.

T .

A number of states’ efforts designed to prohibit the procedure were more successful. By October 1999,

o thirty states had enacted. various: versions -of legislation to ban the procedure, most of them facing an

-immediate challenge in couit. In'twelve states the bans are partially or fully in effect, while in eighteen states,

“they have been enjoined from enforcement by courts. The great majority of the courts that have considered

- the'validity of such.laws have ruled that the laws are deficient in one of three ways: they define the procedure
in terms that have no clear medical meaning; the procedures that they do define are so vague as to encompass
the performance of abortions before foetal viability, which a woman has a constitutional right to have
performed, and thus constitute an “undue burden” on woman’s ability to obtain such a pre-viability abortion;

et :
Source: Populatron Pohcy Data Bank mamlamed by the Population Division of the Depanment of Economic and Social Affairs of the United
Nations Secretariat. For additional sources, see list of references.
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and, even if precise in definition, the laws do not provide for a health exception to the prohlbltlon as required
by Roe, Casey, and other Supreme Court decxsxons

On the other hand, in one area, Congress acted to protect the right of access to abortion services. In 1994,
it enacted the Freedom of Access to Clinics Act (FACE) in order to counteract the more extreme activities of
pro-life advocates picketing clinics where abortions are performed. The express purpose of the Act s to
protect and promote public safety and health by establishing federal criminal penalties and civil remedies for

~certain violent, threatening, obstructive and destructive conduct that is intended to injure, intimidate or
interfere with persons seeking to obtain or provide reproductive health services. To this end, the Act imposes
fines and/or imprisonment on persons who contravene its provisions and authorizes persons who-are
“aggrieved” by conduct prohibited by the Act to sue those engaging in the conduct to obtain injunctions and
compensatory and punitive damages. The Act also authorizes the federal Attorney General and -states’
»attorneys general to institute suits on behalf of individuals and groups. - D SRR

The Act was immediately criticized by some pro-chmce individuals and groups as a violation of their
constitutional first amendment right to freedom of speech and a violation of the Commerce Clause of the
Constitution which restricts the authority of the federal Government to. enact legislation unless such
legislation regulates interstate activity that has a substantial effect on interstate commerce. As yet the Supreme
Court has not ruled on any challenge to the Act, although lower courts have generally upheld its provisions as
constitutional. In addition, courts have generally upheld the validity of similar laws enacted by thirteen
individuals states to protect access to clinics. -~

Despite the fact that abortion has been legal in the United States since 1973, economic forces, political
pressures, geography and the shortage of physicians trained and willing to perform abortions.constitute a
major barrier to women’s access to abortion services. This problem is more acute among low-income women
and women living in rural areas where there are few clinics or hospitals that provide abortion services. For
many low-income women, abortion has effectively been out of reach since 1977, when Congress barred the
use of federal funds to pay for abortions; and as of 1992 only 13 state governments paid for abortions for low-
income women. In June 1993, the House of Representatives endorsed a continuation of the long-standing ban
on federal funding of abortions for indigent women under the Medicaid programme, adding exceptions.only
for cases of rape or incest to the previous exception of life endangerment. Although a law went into effect in
October 1993 requiring state Medicaid programmes to pay for the abortions of low-income women in cases of
‘rape or incest, at least six states have indicated that they would flout the new law.- Obstetrics-gynaecology
residency programmes have made abortion an elective or have stopped offering abortion training altogether.
Also, some physicians are opposed to the practice of abortion. y

The United States Centres for Disease Control and Prevention reported 1,184,758 legal induced abortions
in 1997, a 3 per cent decrease from 1996. These figures translate into an abortion rate of 20 abortions per
1,000 women aged 15-44. The abortion rate rose from 13 to 25 abortions per 1,000 women aged 15-44
between 1972 and 1980, and remained stable during much of the 1980s before declining in the 1990s. The
1997 rate of 20 is the lowest since 1975. In 1997, 20 per cent of women obtaining abortions were aged 19 or
under, and 32 per cent were aged 20-24. In terms of gestation, 55 per cent of the 1997 abortions: were
performed within the first 8 weeks; and by 12 weeks that number had increased to 88 per cent..The Alan
Guttmacher Institute reports that 49 per cent of pregnancies among American women are unintended and of
that number, half are terminated by abortion. African-American women remain three times as likely as white
women to have an abortion, and Hispanic women are roughly twice as likely. An estimated 14,000 abortions
are obtained each year for rape or incest.

Source: Population Policy Data Bank maintained by the Population Division of the Department of Economic and Socnal Affzurs of the
United Nations Secretariat. For additional sources, see list of references. .
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Uruguay

ABORTION POLICY

- Grounds on which abortion is permitted:

.. To save the life of the woman
* To preserve physical health
To preserve mental health

Rape or incest

Foetal impairment

Economic or social reasons
" Available on request

. Additional requiremen't's': .

. An abortion must be carried out within the first three months of pregnancy. The penalty for undergoing
an abomon may be reduced or waived if the pregnancy results from rape or when there is economic hardship.

Yes
Yes
Yes
Yes
No
No
No

REPRODUCTIVE HEALTH CONTEXT

Government view on fertility level:

- Government intervention concerning fertility level:
~ Government policy on contraceptive use:

Percentage of currently married women using

modern contraception (aged 15-49):

- Total fertility rate (1995:2000):

 Age-specific fertility rate (per 1,000 women aged 15-19, 1995-2000):

Government has ekpressed particular concern about:
Morbidity and mortality resulting from induced abortion
Complications of chlldbearmg and childbirth

Maternal mortality ratio (per 100,000 live births, 1990):

e Natlonal ,
. South Amenca

Female life expectancy at birth (1995-2000):

Too low
To raise

Direct support provided

24
70

No
No

85
260

78.0

Source: Population Policy Data Bank maintained by the Population Division of the Department of Economic and Social Affairs of the

United Nations Sccretarjat. For additional sources, see list of references.
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BACKGROUND

Under the Criminal Code of 4 December 1933, as amended, abortion is generally illegal in Uruguay. A
woman who causes her own abortion or consents to its being caused by another person is subject to three to
nine months’ imprisonment. Anyone who participates in the abortion of a woman with her consent in a
principal or secondary manner is subject to 6-24 months’ 1mpnsonment A person who causes the abortion of
a woman without her consent is subject to two to eight years’ imprisonment. Harsher penalties are imposed
if, as a result of the abortion, the woman suffers serious injury or dies; or if the abortion is committed through
violence or fraud, on a woman under eighteen years old deprived of her reason or senses, or by a husband.

A physician is exempt from punishment for committing the offence of abortion if the abortion is
performed at any time during pregnancy with the woman’s consent for serious health reasons or to save the
life of the woman, whether she consents or not. A physician is also exempt from pumshment if the abortion is
performed during the first three months of pregnancy with the woman’s consent in cases of rape. A judge
may exempt a physician from punishment if the abortion is performed durmg the first three months of
pregnancy with the woman’s consent to save the honour of the woman or in cases of economic hardship.

Uruguay is believed to have a high rate of abortion; most of these abortions are illegal. In fact, abortion
appears to be a major means of fertility control in the country, as well as the single most important cause of
maternal mortality. Despite the lack of precise statistics on abortion, the most conservative estimates indicate
that there are at least as many abortions as live births.

The total fertility rate for the period 1995-2000 was 2.4 children per woman, while the population growth
rate was estimated at 0.7 per cent. The Government of Uruguay considers the rates of fertility and population
growth to be too low. A number of incentives to increase fertility levels are provided, including a maternity
benefit of 100 per cent of wages payable for up to 12 weeks (which can be extended up to an additional five
months if confinement occurs after the expected date or in case of illness), a family allowance of not less than
8 per cent of the monthly minimum wage and nursing breaks for working mothers. The Govemment provides
support for modern methods of contraception.

The Asociacién Uruguaya de Planificacion Familiar e Investigaciones sobre Reproduccion Humana
(AUPFIRH) was founded in 1961 as the first family planning association in South America. It cooperates
with local public-health authorities in service delivery programmes to poor urban and rural areas, operating
mobile clinics to reach remote areas and directing a community-based contraceptive distribution programme.
AUPFIRH offers family planning services in many government health-care facilities and manages a women’s
programme and an adolescent centre where teenage mothers are given social, medical and legal aid. It also
discusses adolescent and women’s issues in the media, holds sex education training workshops and offers
courses for parents, teachers and institutional and community leaders.

Unmet demand for family planmng and sex education has contributed to high rates of unwanted
pregnancies, adolescent pregnancies, induced abortions and infertility due to sexually transmitted diseases.
Following the International Conference on Population and Development, held in Cairo in 1994, the
Government inaugurated a National Programme on Reproductive Health with a family planning component
that focused on information and improved access to contraception. Projects have been established in the
capital and in ten regions to provide training in sex education, reproductive health and income-generating
skills for women, while another project is examining adolescents’ knowledge and attitudes concerning
sexuality and reproduction.

Source: Population Policy Data Bank maintained by the Population Division of the Department 6f 'Economic and Social Affairs of the* * -
United Nations Secretariat. For additional sources, see list of references.
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ABORTION POLICY

Grounds on which abortion is permitted:

1ween To-save.the life of the woman
» s+ To preserve physical health:

-+ To preserve mental health
Rape or incest
Foetal impairment
Economic or social reasons
T “Available on request -
Cab R

"~ Additional requirements: -

Yes

" Yes

Yes
Yes .
Yes
Yeés
Yes

+An abortion requires the consent of the pregnant woman; it is authorized if performed by a licensed

--physician in a hospital or other recognized medical institution. Abortion is available on request during the

first 12 weeks of gestation. Thereafter, induced abortion is available within 28 weeks from conception on
judicial, genetic, vital, broad medical and social grounds, as well as for personal reasons with the special

authorlzanon of a commission of local physrcians

‘.o 4. REPRODUCTIVE HEALTH CONTEXT

‘Government view on fertility level:
‘jGo'_vernment intervention concerning fertility level:
' "Govci'nme‘ntpolicy on contraceptive‘ use:

Percentage of currently married women using
o modem contraception (aged 15-49, 1996):

,,».

Total fertility rate'(l995-2000):

‘Age-vsp‘eci‘ﬁc fertility rate (per 1,000 women aged 15-19, 1995-2000):

Government has expressed particular concern about:
. Morbidity and mortality resulting from induced abortion
- Complicatlons of chlldbearmg and childb1rth

:‘Matemal mortallty ratio (per 100 ,000 live bu‘ths 1990):
- Nat10nal ' .
South central Asia

Female life expectancy at birth (1995-2000):

Satisfactory
To maintain

Direct support provided

51

35

35

- Yes

Yes

560

70.7

Source: The Population Policy Data Bank maintained by the Population Division of the Department of Economic and Social Affairs of the

Umted Nauons Secretariat For additional sources, see lxst of references
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BACKGROUND

As was the case with all of the former Soviet republics, Uzbekistan, known prior to 1992 as the Uzbek
Soviet Socialist Republic, observed the abortion legislation and regulations. of the former Union. of Soviet
Socialist Republics. As a result, abortion practices in Uzbekistan were similar to those throughout the former
 USSR. The description given below pertains to the situation in Uzbekistan prior. to. 1ndependence Since

mdependence there has been no change in the abortion law. -

" The Soviet Decree of 27 June 1936 prohlblted the performance of abortions except in cases of danger to
life, serious threat to health, or the existence of a serious disease that could be inherited from the parerits. The
abortion had to be performed in.a hospital or maternity home. Physicians who performed abortions outside a
hospital or without the presence of one of these indications were subject to one to two-years’-imprisonment..If
the abortion was performed under unsanitary conditions or by a person with no special medical education, the
. penalty was no less than three years’ imprisonment. A person who induced a2 woman to have an abortion was
" - subject to two'years’ imprisonment. A pregnant woman who underwent an.abortion was subj ecttoa reprrmand
and the: payment of a fine of up to 300 roubles in the case of a repeat offence S T T R T IONINE EA

In its Decree of 23 November 1955 the Government of the former USSR repealed the general prohrbmon
on the performance of abortions contained in the 1936 Decree. Other regulations issued in 1955 specified that
abortions could be performed freely during the first 12 weeks of pregnancy if no contraindication existed and
after that point when the continuance of the pregnancy and the birth would harm the mother (interpreted to
include foetal handicap). The abortion had to be performed in a hospital by a physician and, unless performed
in cases of threat to the mother’s health, a fee was charged. Persons who performed an‘abortion illegally were
subject to criminal penalties established by criminal laws under the Criminal Code. For example, if the
abortion was not performed in a hospital, a penalty of up to one year’s imprisonmient could be imposed and if
it was performed by a person without an advanced medical degree, a penalty of up to two years
imprisonment was possible. In the case of repeat offences or the death or serious injury of the pregnant worhan,
a higher penalty of up to eight years’ imprisonment could be imposed. A woman who underwent an 1llegal
abortion was not penallzed

Despite the approval of the 1955 Decree and regulations, the problem of rllegal abortlons dld n entrre”ly
disappear in the former Soviet Union. This situation was due partly to the Government’s conflicted attitude
towards contraception. Although at times it manifested support for contraception, it did little to make
contraception available and in 1974 effectively banned the widespread use of oral contraceptives. The
situation was also due in part to a revived pronatalist approach to childbearing adopted at times by the
Government, which looked unfavourably on abortion. The result was a reliance on abortion as the primary
method of family planning,

Concerned with the high rate of illegal abortions, the Government in 1982 issued a decree allowmg
abortions for health reasons to be performed through the twenty-eighth week of pregnancy.” Continiing this
approach of increasing the circumstances under which legal abortions were available, on 31 December 1987 it
issued an order setting out a broad range of non-medical indications for abortions’ performed on request
through the twenty-eighth week of pregnancy. These included the death of the husband during pregnancy,

Source: The Population Policy Data Bank maintained by the Populatlon Dlvrsron of the Depanment of Economlc and Socral Affairs of the
United Nations Secretariat. For additional sources, see list of references.
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imprisonment of the pregnant woman or her husband; deprivation of matemnity rights; multiparity (the number
of children exceeds five); divorce during pregnancy; pregnancy following rape; and child disability in the
family. Moreover, the order provided that, with the approval of a commission, an abortion could be performed
on any other grounds.

This extension of the grounds for abortion after the first 12 weeks of pregnancy, combined with the
ambivalent attitude of the Government towards contraception, led to a dramatic increase in the number of

officially reported abortions. Other factors responsible for the high incidence of abortion included shortages of -

high-quality modern contraceptives and reliance upon less reliable traditional methods; a lack of knowledge
among couples of contraception and of the detrimental health consequences of frequent abortions; and the
absence of adequate training for physicians, nurses, teachers and other specialists.

The modern contraceptive prevalence rate was 51 per cent in 1996. The intrauterine device was by far the
most used method of contraception. While reporting is incomplete in Uzbekistan, the abortion rate for the
same year was 11.8 abortions per 1,000 women aged 15 to 44. As in other former Soviet states, abortion rates
have fallen sharply in the 1990s. In Uzbekistan, the abortion rate fell from 23 per 1,000 women in 1992 to
11.8 in 1996, a drop of 51 per cent. The maternal mortality ratio in Uzbekistan deceased from an estimated
38.9 'maternal deaths per 100,000 births in 1988 to 10.5 in 1997. There has also been a drop in overall
fertility, from 4.4 children per woman in 1985-1990 t6 3.5 in 1995-2000.

Source: The Population Policy Data Bank maintained by the Population Division of the Department of Economic and Social Affairs of the
United Nations Secretariat. For additional sources, see list of references.
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Vanuatu

\ ~ ABORTION POLICY

Grounds on which abortion is permitted:

To save the life of the woman
" To preserve physical health

To preserve mental health

Rape or incest

Foetal impairment

Economic or social reasons

Available on request

Additional requirements:

Information is not readily available.

Yes , _
Yes: - o oo Tl
Yes o LTI TR T

No - S
No . ) B AR AT N £
No = : coolr L s

REPRODUCTIVE HEALTH CONTEXT

Government view on fertility level:
Government intervention concerning fertility level:
Government policy on contraceptive use:

Percentage of currently married women using
modern contraception (aged 15-49):

Total fertility rate (1995-2000):

Age-specific fertility rate (per 1,000 women aged 15-19, 1995-2000):

Government has expressed particular concern about:
Morbidity and mortality resulting from induced abortion
Complications of childbearing and childbirth

Maternal mortality ratio (per 100,000 live births, 1990):
National
Oceania

Female life expectancy at birth (l995-2000)f

- Satisfactory

No intervention

Direct support provided

43
74

No
Yes

280
680

69.5

Source: Population Policy Data Bank maintained by the Population Division of the Department of Economlc and Socnal Affaxrs of the - e

United Nations Secretariat. For additional sources, see list of references.
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- BACKGROUND

Abortion in Vanuatu is governed by the provisions of Section 117 of the Vanuatu Penal Code, Act No. 17
of 7 August 1981. Under Section 117, the performance of abortions is generally illegal. A woman who
intentionally procures her own miscarriage is subject to two years’ imprisonment, as is a person who
intentionally procures the miscarriage of a woman. The Code, however, allows an abortion to be performed
on health grounds. Section 117 also provides that it shall be a defence to the charge of having committed the
offence of abortion that the miscarriage procured constituted a termination of pregnancy for good medical
reasons. The Code does not define what constitutes “good medical reasons”. '

Although the Code does not set a specific limit on the period during pregnancy when an abortion may be
legally performed for good medical reasons, Section 113 of the Code implies that the period ends at 28 weeks.
Section 113 of the Code, which is entitled “killing unborn child”, provides that no person shall, when a
woman is about to be delivered of a child, prevent the child from being born alive. Under English law, from
*Wthh this section of the Code was derived, the term “unborn child” was usually applied to unborn children
‘of a minimum of 28 weeks gestatlon Penalties range from 2 years for an abortlon to life imprisonment for

‘killing an unborn child:

Although the Government does not have an overall population policy, family planning has been included
in the health policies of Vanuatu since it attained independence in.1980. Currently, health and family planning
services are organized at the district level and are free of charge. The Family Planning Association of
Vanuatu assists in the distribution of contraceptives to government centres and mission health centres. These
government institutions are the only entities allowed to distribute contraceptives, with the exception of
condoms, to the general population. Despite these efforts, however, the contraceptive prevalence rate is
believed to be relatively low in Vanuatu. Some of the obstacles to achieving greater acceptance of family
planning in Vanuatu include a cultural preference for large families, a reluctance to discuss family planning,

and service delivery problems to the 14 inhabited islands.

By 1990, however, a resurgence of interest in family planning, combined with a number of health
concerns, such as poor maternal health, led to the establishment of the Family Health Project. One of the
objectives of the project is the improvement of family planning services by enhancing the quality of care;
offering a wider range of family planning methods, including long-acting contraceptives; and facilitating

access to family planning services, partlcularly in rural areas.

Over the period 1970-2000, the total fertility rate dechned from 6.5 children per woman to 4.3, but
remains high. The current population growth rate also remains high at 2.4 per cent.

Source: Population Policy Data Bank maintained by the Population Dlvxslon of the Dcpartmem of Economic and Social Affairs of the United
Nation$ Secretaridt..For additional sources, see list of references.-
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Venezuela

ABORTION POLICY

Grounds on which abortion is pei‘mitted:

To save the life of the woman
To preserve physical health
To preserve mental health
Rape or incest '
Foetal impairment

Economic or social reasons
Available on request

Additional requirements:

Yes
No
No.
No
No
No

" No

An abortion may be performed only with the written consent of the woman, her husband or her 'le‘g‘al
representative. The procedure must be carried out in a suitable environment, using all possible scientific

resources.

REPRODUCTIVE HEALTH CONTEXT

Government view on fertility level:
Government intervention concerning fertility level:
Government policy on contraceptive use:

Percentage of currently rﬁarried women vusing
modern contraception (aged 15-44, 1977):

Total fertility rate (1995-2000):

Age-specific fertility rate (per 1,000 women aged 15-19, 1995-2000):

Government has expressed particular concern about:
Morbidity and mortality resulting from induced abortion
Complications of childbearing and childbirth

Maternal mortality ratio (per 100,000 live births, 1990):
National
South America

Female life éxpectancy at birth (1995-2000):

Satisfactory , - . .

“To lower

Direct support provided
38

3.0

98

No
No

120

- 260

75.7

Source: Population Policy Data Bank maintained by the Population Division of the Department of Economic and Social Affairs of tﬁe -

United Nations Secretariat. For additional sources, see list of references.
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Venezuela

BACKGROUND

Under the Criminal Code of 2 June 1964, the performance of abortions is generally illegal in Venezuela.
A, person who provokcs the abortion of a woman with her consent is subject to 12 to 30 months’
imprisonment. If the woman .does not consent, the penalty is increased to 15 months’ to three years’
imprisonment. A woman who intentionally performs her own abortion or consents to its performance by
another person is subject to six months’ to. two years’ imprisonment. Harsher penalties are applied if the
abortion results in the death of the woman or if it is performed by the husband of the woman or by a health
professional. Decreased penalties are applied if the abortion was carried out by a woman to preserve her own
honour or carried out by another person to preserve the honour of a spouse, mother, descendant, sister or
adoptive child.

Nonetheless, under the Criminal Code, ah abortion may be legally performed by a health professional if
necessary to save the life of a pregnant woman. Moreover, the Code of Medical Ethics of 1971 authorizes an
abortion to be performed for “therapeutic purposes,” although it does not define what therapeutic purposes
are. Such an abortion may be performed only with the written consent of the woman, her husband or her legal
representative. In case of emergency, however, the favourable opinion of another physician may suffice, if
this can be obtained. A therapeutic abortion must be performed in a suitable environment, using all possible
scientific resources. The physician selected to perform the abortion must inform the relatives if the pregnant
woman is suffering from major obstetric complications and must clearly explain the procedure to be followed,
with a view to obtaining their consent. In the event of a divergence of opinion, the physician must, where
possible, transfer the case to another professional practitioner; otherwise, except in an emergency, the
physician must request the relatives of the woman to make a written statement that they do not consent to the
proposed procedure.

Proposals to reform the Venezuelan Penal Code, which were introduced in the National Congress in
1986, included recommendations to permit abortion on therapeutic grounds to preserve the physical and
mental health of the mother; in cases of rape or incest; for eugenic reasons, in cases where either of the
parents suffers from oligophrenia or epilepsy and a foetal injury is suspected, according to the opinion of
three specialists; and in cases where the mother has suffered any sickness or exposure to radiation that might
produce mental or physical defects in the foetus. These proposals, however, have not been incorporated into
the Penal Code. :

According to official data, complications from illegal abortions, which are often performed with
unsterilized instruments by untrained persons, accounted for 24.6 per cent of all maternal deaths in Venezuela
during the period 1980-1983. By 1995, that number had declined to 13.6 per cent, according to the Pan
American Health Organization.

The Government of Venezuela has permitted the gradual expansion of family planning, for health-related
reasons as well as to lower fertility. The total fertility rate has fallen in the period 1970-2000 from 5.9
children per woman to 3. The health-related aims of the national maternal and child health and family
planning programme include providing safe and efficient contraceptives to help women avoid unwanted
pregnancies; and contributing to the reduction of fertility rates among high-risk groups, such as adolescents
and women with pregnancies spaced less than two years apart. A 1977 study reported a modern contraceptive
prevalence rate of 38 per cent.

Source: Population Policy Data Bank maintained by the Population Division of the Depanmem of Economic and Social Affairs of the
United Nations Secretariat. For additional sources, see list of references.
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Sterilization is permitted in Venezuela only for medical or eugenic reasons. The Government views the
high incidence of illegitimate births and abortion as a social problem that can be alleviated by the increased
provision of family life education and family planning services. In 1987, the Government created the Ministry
of the Family, the first and only institution of its type in Latin America, to coordinate sectoral programmes
dealing with youth, women and the elderly. A project promoting family life and sex education in the informal
sector was begun through the Ministry of Youth in 1987. Recognizing the social and hedlth problems
associated with adolescent childbearing, the Government estabhshed the permanent Commlssmn for the
Prevention of Adolescent Pregnancy.

Source: Population Policy Data Bank maintained by the Population Division of the Depdrtmcnt of Econoimic and Social Afta)rs of the *
United Nations Secretariat. For additional sources, see list of references” -
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Viet Nam

ABORTION POLICY

Grounds on which abortion is permitted:

“* To save the life of the woman
. To preserve physical health
To preserve mental health-
Rape or incest
Foetal impairment
-+ Economic or-social reasons
++ Available on request

Additional requirements:

.~ “A légal abortion must be performed by a physician.

Yes
Yes

" Yes

Yes
Yes
Yes
Yes

REPRODUCTIVE HEALTH CONTEXT

Governmient view on-fertility level:
Government intervention concerning fertility level:
Government policy on contraceptive use:

Percentage of currently married women using
E modem contraception (aged 15-49, 1997):

Total fert1hty rate (1995 2000)

Age -specific fertility rate (per 1,000 women. aged 15-19, 1995- 2000):

Government has expressed particular concern about:
Morbidity and mortality resulting from induced abortion
Complications of childbearing and childbirth

Maternal mortality ratio (per 100,000 hve births, 1990):
" National

South-eastern Asia

Fémale life expectancy at birth (1995-2000):

e

Too high
To lower

Direct support provided

56

2.6

27

Yes

Yes

160
440

69.6

Source Populatlon Pollcy Data Bank maintained by the Population Dlvxs:on of the Department of Economlc and Social Affairs of the

United Nations Secretariat. For additional sources, see list of references.
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Viet Nam

BACKGROUND

Limited information is available on the legal status of induced abortion in Viet Nam in early post-colonial
times. What information exists suggests that abortion on request was available in the Democratic Republic of
Viet Nam (North) by at least 1971 and has been available in the entire country since its unification in 1975.
Previously, abortions could be performed in the Republic of Viet Nam (South) only for narrowly interpreted
medical indications, owing to the ex1stence ofa 1933 decree enforcing a French law prohibiting abortlon and
the use of contraception.

In recent years, the Government of Viet Nam has approved a number of laws that regulate abortion in
various ways. The Law on the Protection of Public Health (30 June 1989) clearly provides that ““‘women shall
be entitled to have an abortion if they so desire”. Decision No. 162 of the Council of Ministers in January
1989 obligates the State to supply, free of charge, birth control devices and public-health-services: for.
abortions to eligible persons who work for the Government, to persons to whom priority is given under
policy, and to poor persons who register to practice family planning. Under the regulations-of 1991, which
deal with pregnancy termination in the context of maternal and child health care, a medical establishment or
person may not perform an abortion without the proper authorization. Decree No. 12/CP on the promulgation
of Social Insurance Regulations authorizes sick leave for abortions. Most importantly, Viet Nam’s Criminal
Code contains no abortion provisions, evidence that the procedure has been decriminalized.

Emphasis on family planning varied greatly between the Northern and Southern Provinces of Viet Nam,
before unification. Beginning in 1962, in the Northern Provinces, the government plannmg pollcy was
directed to reducing the rate of population growth. The use of certain relatively permanent contraceptive.
methods, such as the IUD, was promoted. Abortion on request (with the husband’s consent) was available
during the first trimester of pregnancy and was usually performed by vacuum curettage. In .contrast, the
family planning programme in the Southern Provinces began in the late 1960s, largely in response to concern
over maternal and infant mortality and the i mcreasmg numbers of illegal abortions. However, up until the,
early 1970s, family planning clinics offered services only to women with at least five living chlldren Even
when family planning services were later expanded to include women with one living child, a marriage or
cohabitation certificate was required to obtain services. In the mid-1970s, the Government of the Republic of-
Viet Nam stated that family planning had been adopted as an official policy, but 1nadequate medical facilities
made it impossible to implement an effective famlly planning programme. :

Since the unification of Viet Nam, family planning has been considered a major national priority. In
1982, various family planning measures were adopted by the Government, including the use of abortion and
the creation of the National Committee for Population and Family Planning. After 1983, limiting families to
two children became obligatory. Incentives for contraceptive and abortion acceptors, as well as penalties for
family planning violations, were further increased in 1985, in an effort to promote implementation of family
planning. Viet Nam has successfully lowered its total fertility rate over the period 1970-2000 from 59
children per woman to 2.6. e g

Abortions rose six-fold between 1982 and 1994 in Viet Nam. The country had an estimated abortion rate
of 83.3 abortions per 1,000 women in 1996, the highest in the world for that year according to the Alan
Guttmacher Institute. The National Committee for Population and Family Planning reported 1.5 million

Source: Population Policy Data Bank maintained by the Population Division of the Department of Economxc and Socml Affalrs of the -
United Nations Secretariat. For additional sources, seé list of referénces. :
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abortions in 1998. These figures do not include a growing number of private-sector abortions, estimated at
500,000 or more additional abortions per year. At the same time, the maternal mortality ratio of 160 maternal
deaths per 100,000 live births is low, roughly a third of the regional rate of 440. ’ ‘

Surveys indicate that contraceptive awareness is very high in the country, particularly in regard to IUDs,
the predominant method. The use of modern contraceptives has grown steadily in the 1990s, from 38 per cent
in 1988, to 44 per cent in 1994 and to 56 per cent in 1997, according to the most recent Demographic Health
Survey. While the IUD remained the most widely used method, supply-based methods and the condom in
particular were increasingly used. There appears to be a substantial unmet demand for family planning, given
the reliance upon pregnancy termination and menstrual regulation and the significant number of women not
using contraceptives that do not desire another birth. Limited contraceptive choice, erratic supply and delivery
problems in a largely agrarian and mountainous State are some of the continuing obstacles to family planning
in Viet Nam.

Source: Populalio}l Pblicy Data Bank maintained by the Population Division of the Department of Economic and Social Affairs of the
United Nations Secretariat. For additional sources, see list of references.
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Yemen

ABORTION POLICY

Grounds on which abortion is permitted:

- To save the life of the woman
To preserve physical health
To preserve mental health

- Rape or incest
Foetal impairment
Economic or social reasons
Available on request

Additional requirements:

Information is not readily available.

: PN v
T T ST S
Yes Sy T st D

No

No
No

st by o S Ter

No « " vee
1

;

REPRODUCTIVE HEALTH CONTEXT

Government view on fertility level:
Government intervention concerning fertility level:
Government policy on contraceptive use:

Percentage of currently married women using
modern contraception (aged 15-49, 1997):

Total fertility rate (1995-2000):

Age-specific fertility rate (per 1,000 women aged 15-19, 1995-2000):

Government has expressed particular concern about:
Morbidity and mortality resulting from induced abortion
Complications of childbearing and childbirth

Maternal rhortality ratio (per 100,000 live births, 1990):
National
Western Asia

Female life expectancy at birth (1995-2000):

Too high
To lower

Direct support provided

10
7.6

102

1 400
320

58.4

Source: Population Policy Data Bank maintained by the Populallon Division of the Department of Economlc and Socnal Affairs. of the

United Nations Secretariat. For additional sources, see list of references.
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BACKGROUND

" Abortion in Yemen s ‘governed by the uncodified principles of Islamic law. Under Islamic law, the"
performance of an abortion is generally 1llegal except when carried out to save the life of the pregnant
woman. Prior to unification of the country in May 1990, both the Yemen Arab Republlc and Democratic
Yemen prohibited abortion except when continuation of the pregnancy would endanger the life of the mother.

The Government of Democratic Yemen considered growth rates to be satisfactory but expressed concern
about the high fertility rate. As aresult ofits belief that population issues should be viewed comprehensively
within the framework of economic and social development, Government policy was directed to improving
socio-economic conditions as a means of resolving population problems. The Government provided family
planning services and population information and education. -

Although the Government of the Yemen Arab Republic did not have an explicit population policy, it
considered fertility reduction necessary to achieve social and economic development objectives. The
Government encouraged family planning activities mainly to improve maternal and child health and family
well- bemg It. established -the. Yemeni Family Care Association, which provnded prenatal services and
mformatlon on birth control The Government directly supported the provision of contraceptives.and the
trammg of famlly planning volunteers. It also encouraged women’s participation in the labour force and
supported raising the educational status of women.

“~On *22"May‘1‘990,‘the Yemen Arab Republic and Democratic Yemen united to become the Republic of
Yemen. The new Government recognized that a deeper understanding of the relations between population and
development, as-well as the means of influencing those relations, was critical to the future development of the
country. Faced with a number of serious population problems, including the negative effects of high fertility
on women’s health due to frequent childbearing, the Government in 1991 held its first national conference on
population, adopted a National Population Strategy, and established the National Population Commission.
The Government set several targets for the year 2000, including a contraceptive prevalence rate of 35 per cent
and a total fertility rate of 6.0 births per woman. By 1997, the modern contraceptive rate had risen to 10 per
cent from 6 per cent in 1991-1992. The total fertility rate remained high at 7.6 children per' woman for the
period 1995-2000, as did the population growth rate at 3.7 per cent. Maternal mortality was also very high,
estimated in 1985 to be at 1,400 maternal deaths per 100 000 llve blrths The dellvery of famlly planmng
services to remote areas remams a challenge. . ,

Source: Populatxon Pohcy Data Bank maintained by the Populatlon Division of the Department of Economlc and Socnal Affalrs of the Umted
Nations Secrétatiat.“For additiohal'sources, seé list of references. . .
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Yugoslavia® ‘.

ABORTION POLICY

Grounds on which abortion is permitted:

‘To save the life of the woman .
To preserve physical health
To preserve mental health
Rape or incest

Foetal impairment

Economic or social reasons
Available on request

Additional requirements:

e et

Yes'
Yes
Yes -
Yes
Yes
Yes ~
Yes

-An abortion must be performed in a hospital or other authorized health-care facility. If the woman is & "
minor, approval of her parents or guardian is required, unless she has been recognized as fully competent to
eamn her own living. After the first 10 weeks of pregnancy, special authorization by a commission comp'ose‘d‘
of a gynaecologist/obstetrician, a general physician or a specxahst in internal medlcme and a social worker ¢ or

a psychologist is required.

REPRODUCTIVE HEALTH CONTEXT

Government view on fertility level:
Government intervention concerning fertility level:
Government policy on contraceptive use:

Percentage of currentiy married women using
modern contraception (under age 45, 1976):

Total fertility rate (1995-2000):

Age-specific fertility rate (per 1,000 women aged 15-19, 1995-2000):

Government has expressed particular concern about: -
Morbidity and mortality resulting from induced abortion
Complications of childbearing and childbirth

Maternal mortality ratio (per 100,000 live births, 1990):
National ,
Developed countries

Female life expectancy at birth (1995-2000):

Source: Population Policy Data Bank maintained by the Population Division of thé Depaﬂment of E«.onomlc and Socml Affans of the ,_‘,,_‘,",L»,,

United Nations Secretariat. For additional sources, see list of references.
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Satisfactory

To maintain

Indirect support providéd o ;

12

1.8

39

Yes
No

27

75.5




Yugoslavia

BACKGROUND

Article 191 of the Federal Constitution of Yugoslavia of 21 February 1974 provides that “it is a human
right to decide on the birth of children”. To implement this article, the eight territorial units of the former
Socialist Federal Republic of Yugoslavia took legislative action between 1977 and 1979 concerning the legal
status of abortion. Most recently, the 1995 Law on Conditions and Procedures for Induced Abortion in
Health Care Institutions reiterated the basic provisions governing abortion in Yugoslavia.

Under these laws, which are all similar in nature, abortion is allowed on request during the first 10 weeks
of pregnancy. The intervention must be performed in a hospital or other authorized health-care facility. Ifthe
woman is a minor, the approval of her parents or guardian is required. After the first 10 weeks of pregnancy,

~ special authorization by a commission, composed of various health personnel, including social workers and

psychologists, depending on the territorial unit, is required. The commission decides on the basis of the
existence of medical, juridical, or socio-economic grounds or foetal impairment, depending on the territorial
unit. The woman can appeal to the Commission of Second Instance if the Commission of First Instance rejects
her request. An abortion may be performed at any time during pregnancy to save the life or health of a
seriously endangered woman.

Penal provisions are imposed on medical organizations and persons who violate provisions of the law. A
woman, however, is never held criminally responsible for inducing her own abortion or for cooperating in
such a procedure.

Beginning in 1952, abortion legislation in the former Yugoslav1a was liberalized in response to the
significant increase in illegal abortions associated with high levels of morbidity and mortality. Subsequent

changes in the abortion laws were adopted at the federal level and implemented at the local level. They were -

expressly directed to facilitating access to legal abortion in order to discourage illegal practices. For instance,
a significant decline in the number of illegal abortions is attributed to the decision in 1969 to eliminate the
requirement of a commission’s approval for termination of pregnancies of less than 10 weeks, a requirement
that had been a practical and psychological obstacle to abortion. Increased numbers of medical facilities,

better access to information on abortion services and higher levels of education all facilitated the legal
liberalization of abortion. Although abortion rates continued to be very high, the Government of the former
Yugoslavia essentially achieved its objective: illegal abortions were practically eliminated, and the country
experienced a significant decline in maternal morbidity and mortality related to abortion. For example,

mortality associated with abortion declined from 180 maternal deaths per 100,000 abortions in 1960 to 11 per

100,000-in 1976.

Family planning services have been part of the regular medical services in Yugoslavia since the mid-
1950s. A family planning institution was established in 1963 at the national and local levels, and the Family
Planning Association, affiliated with the International Planned Parenthood Federation, has existed since 1966.
However, sex education in the schools and family planning counselling have not been systematically
developed, and family planning has encountered continuing resistance throughout the country. As a result,
insufficient knowledge and fear of modern methods of contraception is widespread. According to official

Source: Population Policy Data Bank maintained by the Population Division of the Department of Economic and Social Affairs of the
United Nations Secretariat. For additional sources, see list of references. : T
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Yugoslavia

.data, the percentage of married women using any method of contraception in Yugoslavia actually decreased

slightly between 1970 and 1976, from 56.2 to 52.9 per cent. Withdrawal accounted for 66.7 per cent of that
total. According to the same 1976 data, only 12 per cent of married women used a modern method of
contraception. Sterilization is prohibited by law. Contraceptive practices were roughly similar in the.1980s.

- Taken as a whole, Yugoslavia experienced declining total fertility rates and population growth rates over
the period 1970-2000: the total fertility rate fell over that period from 2.4 children per woman to 1.8, while
the population growth rate fell similarly from 0.9 per cent to 0.1. High rates of abortion, as well as a high rate
of repeat abortions, an increase in second-trimester abortions and an increase in abortions among adolescents
are problems experienced throughout the country. The estimated abortion rate for Yugoslavia in 1993 was
54.6 abortions per 1,000 women aged 15-44. Abortion continues to be relied on as a contraceptive method,
with consequent increased health risks.

In the late 1980s, the former Government indicated deep concern about the high abortion rates and low
rates of usage of modern contraceptive methods. In the Resolution on Population, Development and Family
Planning of 1989, which set out general principles and directions with regard to population matters, special
emphasis was given to fertility and family planning. The resolution, while reconfirming the right of each
person to decide freely on the number and spacing of children, as established in the Constitution of 1974, was
directed to attaining replacement-level fertility in all areas of the country. In part to reduce the incidence of
abortion and in part to reduce fertility in some republics, specific measures to disseminate contraceptive
information and supplies more widely were taken at the federal level. Social welfare measures, such as
prolonged maternity leave, child allowances and childcare facilities, were also strengthened in areas of the
country where fertility was below replacement level.

In the former Yugoslavia, the republics and autonomous provinces were responsible for implementing
within their borders the general principles of population policy adopted by the Federal Assembly. However,
the republics and autonomous provinces often abstained from executing federally adopted policies.
Implementation of population policies, in particular, was often hampered by the sensitivity of demographic
issues in maintaining the fragile equilibrium between individual republics and the national minorities.

Throughout the 1990s, the dissolution of the former Yugoslavia involved armed conflict in Croatia,
Bosnia and Herzegovina, and Kosovo and has’led to the largest movement of war victims and internally
displaced persons in Europe since the Second World War. The dissolution of the former Yugoslavia also
reinforced the sensitivity of regional demographic issues in the successor State of Yugoslavia. Given the
persistence of wide regional differences in fertility, the Government of Yugoslavia reiterated in 1998 that it
sought to harmonize rates of fertility throughout the country.and to achieve a net reproduction rate of
approximately 1.0 in order to perpetuate the demographic status quo. Measures have been designed with the
goal of encouraging the three-child family, while discouraging higher order births. Family allowances for the
third child are not subject to an income test and maternity allowances are provided for the third child in areas

‘of the country experiencing negative population growth.

Source: Population Policy Data Bank maintained by the Population Division of the Department of Economic and Social Affairs of the
United Nations Secretariat. For additional sources, see list of references.
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Zambié

ABORTION POEICY

Grounds on which abortion is permitted:

To save the life of the woman
To preserve physical health
To preserve mental health
Rape or incest

Foetal impairment ,
Economic or social reasons
Available on request

Additional requirements:

Yes
Yes
Yes
No
Yes -
Yes

An abortion requires the consent of three physicians, one of whom must be a specialist in the branch of
medicine related to the woman’s reason for seeking an abortion. However, the requirement may be waived if
the abortion is immediately necessary to save the life or prevent grave permanent injury to the physical or
mental health of the woman. A legal abortion must be performed by a registered physician in a government
hospital or other approved institution unless the patient’s life is in danger.

REPRODUCTIVE HEALTH CONTEXT

Government view on fertility level:
Government intervention concerning fertility level:
Government policy on contraceptive use:

Percentage of currently married women using
modern contraception (aged 15-49, 1996):

Total fertility rate (1995-2000):

Age-specific fertility rate (per 1,000 women aged 15-19, 1995-2000):

Government has expressed particular concern about:
Morbidity and mortality resulting from induced abortion
Complications of childbearing and childbirth

Maternal mortality ratio (per 100,000 live births, 1990):
National
Eastern Africa

‘Female life expectancy at birth (1995-2000):

Too high
To lower

Direct support provided

14
5.6
134

Yes
Yes

940
1 060

40.6

 Source: Population Policy Data Bank maintained by the.Population Division of the Department of Economic and Social Affairs of the United

Nations Secretariat. For additional sources, see list of references. .
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Zambia

BACKGROUND

Zambia has one of the most liberal abortion laws in sub-Saharan Africa, allowing abortions to be carried
out on broad health, as well as socioeconomic grounds. The Termination of Pregnancy Act of 1972 permits
an abortion to be performed if three registered medical practitioners are of the opinion formed in good faith ,
that (a) continuation of the pregnancy would involve risk to the life or of injury to the physical or mental
health of the pregnant woman, or of injury to the physical or mental health of any existing children of the
pregnant woman, greater than if the pregnancy were terminatéd; or (b) that there is substantial risk that if the
child should be born, it would suffer from such physical or mental abnormalities as to be severely
handicapped. In determining whether (a) above exists, account may be taken of the pregnant woman’s actual
or reasonably foreseeable environment or age.

A person who performs an abortion in violation of the provisions of the Act is subject to the punishments
prescribed in the Penal Code of 1 November-1931 for the performance of an illegal abortion. The penalty is
fourteen years’ imprisonment for a person who, with intent to procure a miscarriage, unlawfuily administers a
noxious thing or uses any means. A woman who undertakes the same act with respect to herself or consents
to such an act is subject to'seven years’ imprisonment.

A legal abortion must be performed by a registered medical practitioner in a hospital. One of the three
physicians consenting to an abortion must be a specialist in the branch of medicine in which the patient is
specifically required to be examined. Thus, a woman seeking an abortion for mental health reasons must be
examined by a psychxatrlst while one with a specific medical condition must be examined by a spemahst in
that area of medicine. In the case of an emergency, an abortion need not be performed in a hospital and only
one physician need consent to its performance. ' :

Complicated procedural requirements and inadequate services limit the number of legal abortions
performed in Zambia. Thus, despite the liberal nature of its abortion law, there are continuing obstacles to
obtaining a legal abortion and therefore a continued reliance on illegal abortion. For example, the University
Teaching Hospital is the only facility at Lusaka where a legal abortion can be obtained. Moreover, such
facilities are almost non-existent in the rest of the country because of a scarcity of gynaecologists at provincial
hospitals. The requirement that three physicians consent to the abortion is also difficult to satisfy because
many hospitals do not have three physicians. Moreover, some physicians are reluctant to sign the forms for
religious and personal reasons, and crowded hospitals make it difficult to obtain timely appointments with
physicians. These obstacles force many women to induce their own abortion and then proceed to a hospital
for emergency medical treatment. In 1976, a total of 173 legal abortions were performed at the University
Teaching Hospital at Lusaka, whereas 1,000 cases of 1llegally induced abortions were admitted to the same
hospital.

The Government has expressed concern about the high incidence of illegal abortion in Zambia. Many
studies have also shown that illegal abortion is or:e of the major causes of the high rate of maternal mortality
in the country (940 deaths per 100,000 live births in 1990). A study conducted at the University Teaching
Hospital between 1982 and 1983 found that 18 per cent of all maternal deaths were due to complications-from
incomplete induced abortions. Zambia also has one of the highest proportions of orphaned children in the
world, with 23 per cent of children under 15 missing one or both parents.

Source: Population Policy Data Bank maintained by the Population Division of the Department of Economic and Social Affairs of the United
Nations Secretariat. For additional sources, see list of references.
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Attitudes towards population growth rates and fertility among Zambian leaders have ranged until recently
from pronatalist to laissez-faire. While knowledge of contraception is high in Zambia, the use of modern

methods of contraception is low but increasing from 9 per cent of women in 1992 to 14 per cent in 1996. The

- formulation of a population policy was not a priority in the decade following independence because it was felt
that the country was relatively large (about 750,000 square kilometres) in relation to its population size (8.4
million in 1990). In the mid-1980s, however, two major developments forced the Government to change its
attitude towards population policy. The first was the release of the 1980 census, which provided evidence of
high fertility and rapid population growth. The other factor was a stagnating economy. Although Zambia had
been experiencing a series of economic problems since the mid-1970s, they became more severe during the
1980s. Indeed, per capita income in the 1980s was lower than it had been at the time of independence in
1964. Following these developments, the National Commission for Development Plannmg drafted a national
population policy in 1986, which was ultimately adopted in 1989.

The overall objective of the Government’s population policy was to improve the health and quality of life
of all Zambians as well as slow the rate of population growth. The policy called for sustained measures to
reduce the total fertility rate from 7.2 in 1975 to 4.0 by the year 2015 and to reduce the population growth rate
from 3.7 to 2.5 per cent per annum during the same period. The Government sought to provide family
planning services to at least 30 per cent of all adults in need of them by the end of the century. The total
fertility rate did indeed drop to 5.6 children per woman by 2000 The population growth rate for the period

- 1995-2000 was estimated at 2.3 per cent.

Source: Population Policy Data Bank maintained by the Population Division of.the Department of Economlc and Social Affairs of the United
Nations Secretariat. For additional sources, see list of references.
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Zimbabwe

- ABORTION POLICY

Grounds on which abortion is permitted:

To save the life of the woman
To preserve physical health
To.preserve mental health
Rape or incest

Foetal impairment

Economic or social reasons
Available on request

Additional requirenients:

Yes. .
Yes:
No

- Yes

Yes
No

A legal abortion must be performed by a physician in a designated institution with the permission of the
superintendent of the institution . If the pregnancy resulted from unlawful intercourse, a magistrate of a court
in the jurisdiction where the abortion will be performed must certify that the alleged intercourse was reported
to the police and that pregnancy may have resulted from it. When the abortion is requested because the
pregnancy poses a threat to the life or physical health of the pregnant woman, or on grounds of foetal
impairment, two physicians that are not members of the same practice must certify to the relevant hospital
superintendent that one of these conditions exists. However, if the woman’s life is in danger, a physician can
perform the abortion in a place other than a designated institution and without a second medical opinion.

REPRODUCTIVE HEALTH CONTEXT

Government view on fertility level:

Government intervention concerning fertility level:
Government policy on contfa'ceptive use:

Percentage of currently married women using
modern contraception (aged 15-49, 1994):

Total fertility rate (1995-2000):

Age-specific fertility rate (per 1,000 women aged 15-19, 1995-2000):

Government has expréssed particular cc;nc;em about:
Morbidity and mortality resulting from induced abortion
Complications of childbearing and childbirth

Maternal mortality ratio (per 100,000 live births, 1990);

National o
Eastern Africa

Female life expectancy at birth (1995-2000):

Too high
To lower

Direct support provided

42
3.8

89

" Yes

Yes

570
1 060

44.7

Source: Population Policy Data Bank maintained by the Population Division of the Department of Economic and Social Affairs of

the United Nations Secretariat. For additional sources, see list of references.
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Zimbabwe

BACKGROUND

Prior to the enactment of the Termination of Pregnancy Act of 1977, abortion legislation in Zimbabwe
was governed by Roman-Dutch common law, which permitted an abortion to be performed only to save the
life of the pregnant woman. The Termination of Pregnancy Act (No. 29 of 1977) extended the grounds under
which a legal abortion could be obtained in Zimbabwe. The Act permits the performance of an abortion if
continuation of the pregnancy so endangers the life of the woman or so constitutes a serious threat or
permanent impairment to her physical health that the termination of the pregnancy is necessary to ensure her
life or physical health, or where there is a serious risk that if the child to be born would suffer from a physical
or mental defect of such a nature as to be severely handicapped, or where there is a reasonable possibility that
the foetus is conceived as a result of unlawful intercourse. “Unlawful intercourse” is defined by the Act as
rape, incest or intercourse with a mentally handicapped woman.

A legal abortion must be performed by a medical practitioner in a designated institution with the written
permission of the superintendent of the institution. If thé pregnancy resulted from unlawful intercourse, the
superintendent is not to provide written permission unless a magistrate of a court in the jurisdiction where the
abortion will be performed has furnished a certification of satisfaction that a complaint about the alleged
intercourse was lodged with the police; that, on the balance of probabilities the unlawful intercourse has taken
place; and that the pregnancy is the result of suchi intercourse (in the case of incest, that the prohibited degree
of relationship exists between the complainant and the alleged perpetrator). When the abortion is requested
because the pregnancy poses a threat to the life or the physical health of the woman, or on grounds of foetal
deformity, the superintendent of the institution is not to provide written permission unless he or she is
satisfied that two physicians who are not members of the same practice have certified that the grounds for the
abortion exist and that, in the case of foetal deformity, any prescribed investigation has been carried out. In
the case of an emergency mvolvmg a threat to life or physwal health, a medical practitioner may terminate a
pregnancy outside a designated institution without the permission of the superintendent, provided that a report
on the intervention is submitted to the Secretary of Health within the following 48 hours.

Under the Act, no medical practitioner or nurse or person employed in any other capacity at a designated
institution is obliged to participate or assist in the termination of a pregnancy.

Any person who performs an abortion in violation of the provisions of the Act, provides a false certificate
or grants permission for an abortion on the basis of a certificate known to be false is guilty of an offence and
liable to a fine not exceeding 5,000 Zimbabwe dollars and/or to imprisonment for a period not exceeding five
years.

While there are no reliable figures readily available, the Government has expressed concern about the
high level of induced abortion in Zimbabwe. Studies indicate that complications from unsafe, illegal abortions
are a major and growing public health concern. While there are no national estimates, records obtained from
Harare Hospital do show that the number of admissions for abortion complications have increased over time
and have resulted in high rates of maternal mortality. The maternal mortality ratio in 1990 was estimated to be-
570 deaths per 100,000 live births. The demand for abortion is fueled by the erosion of traditional cultural
values in the wake of rural-urban migration, the increased need to limit family size, delay in the age at
marriage owing to increased educational opportunities for women and the fact that contraceptives are not
readily available to women under 18 years of age.

Source: Population Policy Data Bank maintained by the Population Division of the Department of Economic and Social Affairs of the
United Nations Secretariat. For additional sources, see list of references.
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Zimbabwe

Zimbabwe has one of the most successful family planning programmes in sub-Saharan Africa. Its modem
contraceptive prevalence rate is one of the highest in the region, estimated in 1994 at 42 per cent of married
women, mebabwe was also the first sub-Saharan African country to experience a fertility decline; the total
fertility rate declined from 6.5 to 3.8 births per woman between 1984 and 2000. The population growth rate
has recorded a similar decline and is estimated at 1.4 per cent for the period 1995-2000. Following the
International Conference on Population and Development, held in Cairo in 1994, the Government of
Zimbabwe incorporated family planmng and reproductive health into its rollmg three-year national
development plans. -

Source: Popu;lation Policy Data Bank maintained by the Population Division of the Department of Economic and Social Affairs of
the United Nations Secretariat. For additional sources, see list of references.
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