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ABSTRACT 

OBJECTIVES: Adolescent girls and young women (AGYW) are particularly vulnerable to unsafe abor-

tion (UA). The study aimed to describe the distribution of women with complications of abortions, deter-

mine the frequency of complications and deaths, and estimate measures of disease burden in 2023 at 

two hospitals. 

STUDY DESIGN: The study employed a cross-sectional design, utilizing retrospective hospital record 

review, and lasted 12 months. We included all recorded cases of abortion complications managed at two 

referral hospitals of Yaoundé in 2023. Data on all complications of abortion, live births, and maternal 

deaths were collected and used to make estimates for the incidence of infertility due to UA, based on 

recognized assumptions in the literature, and to calculate disability adjusted life years (DALYs). 

RESULTS: We identified 324 cases of complications of abortion in 2023; 235 were declared sponta-

neous abortions (SAs) and 89 (27.5%) UAs. Adolescents and young women (AGYW) accounted for 

60,7% of UAs. There were 15 deaths (Case-fatality 16,900/100,000) in the UA group and none in the 

SA. The UA mortality ratio (per 100,000 live births) was 174. The proportion of maternal deaths due to 

UA was 16.0%. DALYs were 738.16 (Equivalence: 8,567/100,000 livebirths). 

CONCLUSION: UAs were very common, especially among AGYW, and associated mortality was high 

at the study hospitals in 2023. They contributed to a great proportion of maternal mortality, and the as-

sociated DALYs for 2023 are substantial. There is a need for a nationwide assessment and to improve 

access to contraception to reduce unwanted pregnancies, address stigma to favor timely consultation, 

and improve the quality of management. 
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Introduction 

Induced abortion done by persons lacking the necessary 
skills and/or in an environment that does not conform to mini-
mal medical standards is termed unsafe abortion (1,2). Such 
abortions frequently cause various complications (hemorrhage, 
infection, and tissue injuries) that can lead to infertility or death 
of the woman (3). It may also lead to psychological complica-
tions. On the other hand, according to the World Health 
Organization (WHO), spontaneous abortions (SA) and induced 
abortions done by qualified personnel and under optimal sani-
tary conditions carry very little risk of complication (1).  

1 Faculty of Medicine and Biomedical Sciences University of Yaoundé 1, 
Cameroon 

2 Department of Obstetrics and Gynecology Central Hospital of Yaoundé, 
Cameroon 

3 Department of Obstetrics and Gynecology Gynaeco-Obstetric and 
Paediatric Hospital of Yaoundé, Cameroon  

4 University Hospital Center of Yaoundé, Cameroon 
5 Martin Luther King Jr Memorial Foundation, Cameroon 
 Address of Correspondence: Cliford Ebontane Ebong 

Department of Obstetrics and 
Gynecology Faculty of Medicine and 
Biomedical Sciences University of 
Yaoundé 1 Yaoundé, Cameroon 
cliffebong@yahoo.com 

Submitted for Publication: 16.12.2025 Revised for Publication: 26.02.2026 
Accepted for Publication: 29.04.2026 Online Published: 30.04.2026 
ORCID IDs of the authors: CEE: 0009-0001-4345-5756 
IT: 0000-0003-4664-8841 VMB: 0000-0002-2337-6698  
FA: 0000-0003-3301-6028 FE: 0000-0002-0899-2775  
GB: 0000-0001-9177-8798 NA: 0000-0001-8919-0581 
BAT: 0009-0005-9186-0798 MND: 0000-0003-0591-4883 
JF: 0000-0001-9780-5056 ZN: 0000-0003-1392-3763 
JSD: 0000-0001-5421-7924

How to cite this article: Ebontane Ebong C. Tompeen  I. Mboua Batoum  V. 
Asah F. Essiben F. Bediang G. Akelekeh N. Atechi  BN. Ngo Dingom M. 
Fouedjio J. Njoumemi Z. Sama Dohbit J. Young Women and Burden of 
Unsafe Abortion: 2023 Estimates from Two Hospitals in Yaoundé, 
Cameroon. 2026;32(1):23-32

Copyright© 2026. Ebontane Ebong et al. This article is distributed under a Creative Commons Attribution 4.0 International License.

QR Code Access this article online

www.gorm.com.tr • gorm@medicalnetwork.com.tr
full magazin: https://mndijital.medicalnetwork.com.tr

DOI:10.21613/GORM.2025.1672

Gynecol Obstet Reprod Med 2026;32(1):23-32

https://orcid.org/0009-0001-4345-5756
https://orcid.org/0000-0003-4664-8841
https://orcid.org/0000-0002-2337-6698
https://orcid.org/0000-0003-3301-6028
https://orcid.org/0000-0002-0899-2775
https://orcid.org/0000-0001-9177-8798
https://orcid.org/0000-0001-8919-0581
https://orcid.org/0009-0005-9186-0798
https://orcid.org/0000-0003-0591-4883
https://orcid.org/0000-0001-9780-5056
https://orcid.org/0000-0003-1392-3763
https://orcid.org/0000-0001-5421-7924


Gynecology Obstetrics & Reproductive Medicine. 2026;32(1):23-32 24

cause of deaths and infertility). This can be achieved by as-

sessing DALYs lost due to UAs. We did not find such data for 

Cameroon in the recent literature. In addition, given that de-

termining the real number of UAs in the community is virtu-

ally impossible in our context, we believe that determining the 

UA ratio (number of UAs/number of deliveries in a setting) 

from two hospitals that receive cases from all strata of the so-

ciety can provide a basis for making reasonable estimates, 

from the number of deliveries, with appropriate adjustments, 

as required. 

The aim of this study was to assess the burden of UAs at 

the Central Hospital of Yaoundé (CHY) and the GOPHY, 

using 2023 as a reference year, to provide data for advocacy 

to improve the health of women, especially AGYW. The spe-

cific objectives were to describe the distribution of women 

with complications of abortions with respect to age, sociode-

mographic and clinical characteristics, to estimate the UA 

ratio and the UA mortality ratio, and to calculate measures of 

disease burden (case-fatality, proportion of MM, and DALYs 

due to UAs) in 2023 at the CHY and GOPHY. These two 

teaching hospitals have high patient volume and robust patient 

records. 

Material and Method 

Study Design: The study was a cross-sectional analytical 

study based on a retrospective review of hospital records. This 

simple, cost-effective design was adequate to provide the 

baseline data needed to estimate the burden of UAs for 2023.  

Study site:We collected hospital data on abortions and 

their complications, maternal deaths, and deliveries at the 

CHY and GOPHY. These hospitals have high patient flow and 

a long-standing reputation in the management of complica-

tions of abortion. Together, they serve patients from all seg-

ments of Yaoundé's population, as well as referrals from other 

health facilities in the Center Region. The gynecology-obstet-

rics department of the CHY has a hand-written register for 

cases of complications of abortion received and managed at 

the facility, while the GOPHY has a well-developed adoles-

cent health unit. 

Study period and duration: The study lasted 12 months 

(September 2024 through August 2025), and the study period 

was 2023 (January 1 through December 31, 2023). 

Study participants: We included all cases consulting for 

complications of abortion, in 2023 at CHY and GOPHY, fol-

lowing termination of pregnancy before 22 completed weeks. 

Cases of termination of pregnancy after 22 completed weeks, 

cases received outside 2023, and cases with unclear diagnosis 

were not included. Sampling was consecutive and exhaustive, 

as all cases that met our selection criteria were included. 

Data collection: We obtained ethical clearance from the 

There are about 121 million unintended pregnancies and 

73 million induced abortions globally each year, and about 

45% of these are UAs (4,5). The significance of the problem 

posed by unsafe abortion (UA) is exacerbated by the fact that 

adolescent girls and young women (AGYW) are particularly 

vulnerable. According to a 2012 report, abortion-related mor-

tality among AGYW accounted for nearly one-third of abor-

tion-related deaths worldwide(6). They have limited access to 

family planning (because of stigma, suboptimal service qual-

ity, and the relatively high cost) and are less likely to afford 

safe abortion. UA is also a problem strongly associated with 

underdevelopment. About 97% of cases occur in developing 

countries (7). The estimated number of resultant deaths in the 

year 2000, virtually all in these same countries, was 60,000 

with disability adjusted life years (DALYs) of about 

4,940,000 (8).  

UAs remain a major contributor to maternal mortality 

(MM) in the world, as data up to 2014 reveal that they still 

cause about 22,800 maternal deaths per year (9). In relative 

terms, about 4.7-13.2% of maternal deaths are still attributed 

to UA (10). In countries with restrictive abortion laws, the in-

cidence of UA is even higher, and available estimates could be 

underestimates (7). In Sub-Saharan Africa (SSA), UAs ac-

counted for about 7% of MM through 2019 (11). In 

Cameroon, grey data from a major hospital in the capital city, 

the gynaeco-obstetric and pediatric hospital of Yaoundé 

(GOPHY), attributed about 17% of maternal deaths to com-

plications of abortion in 2014, making it the second most com-

mon cause of maternal death after hypertensive diseases of 

pregnancy, in that hospital. Furthermore, a 2018 study re-

ported that induced abortion is a major contributor to the MM 

in Cameroon and affects, especially, adolescent girls and 

women aged between 20 and 29 years (12).  

According to the penal code of Cameroon (law number 

2016/007 of 12 July 2016), medical induction of abortion is 

allowed when pregnancy poses an unacceptable threat to the 

life of a woman. Induction is also allowed legally when a 

pregnancy results from incest or rape. To these, clinicians add 

situations where the fetus shows severe malformations that are 

not compatible with life. However, the procedures for achiev-

ing abortion, in all these circumstances, are sometimes chal-

lenging to varying degrees. Family planning services, charged 

with the provision of contraception for women who do not 

want a pregnancy or who desire to space out pregnancies, are 

available, but access and acceptability still pose problems for 

various reasons. 

The reported numbers of deaths due to UA in Cameroon 

and their contribution to MM are substantial. However, the 

significance of UAs in Cameroon cannot be fully reflected by 

case numbers and complication rates alone. A consideration of 

the age of occurrence of each complication or death gives a 

better appraisal of the magnitude of the losses due to UAs (be-
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National Ethics Committee for Research in Human Health 
(No. 2024/08/1709/CE/CNERSH/SP, dated 16 August 2024) 
(Appendix 1), as well as research authorization from the man-
agement of each hospital and informed consent from patients 
for the use of their data. Data collection was done by two med-
ical doctors versed in research data collection, beginning with 
the registers of abortions, consultations, and deaths at the de-
partment of obstetrics and gynecology. Data on cases of abor-
tion were collected using a case form designed for the study 
and pretested (Appendix 2). For each case of abortion identi-
fied, the case form was completed. Missing information was 
obtained by studying the patient’s file.  

Variables of interest included age, socio-demographic (oc-
cupation, place of residence, level of education, marital status, 
and religion) and obstetrical (gravidity, parity, and gestational 
age) parameters of participants, clinical stage of abortion at 
entry (threatened, inevitable, incomplete, complete, or septic), 
any complications observed, and overall patient outcome (sur-
vival or death). Cases were classified as UA based on patient 
declaration of voluntary termination (sometimes after a revisit 
when physical findings contradicted), the absence of an ade-
quate administration and follow-up platform, and the advent 
of a complication warranting consultation in our services. In 
contrast, all unintentional terminations were classified as SAs. 
Any death that occurred within 42 days of termination of preg-
nancy that was not obviously incidental or accidental was con-
sidered a maternal death. Gray data relevant to the study (the 
number of deliveries and maternal deaths in 2023) were ob-
tained from each hospital's records. Approval to use patient 
data was obtained, and the study was conducted in accordance 
with the principles of the Declaration of Helsinki. 

Estimation of variables: The standard life expectancy by 
age for women in Cameroon (not available) was estimated 
from life expectancy at birth (65.9 years) and at 65 (13.7 
years) obtained from “UN Estimates for life expectancy for 
various ages in 2023” (13). Assuming a linear increase in life 
expectancy (LE) between both ages, by using the formula 
below:  Ex = X ((E65 + 65)-E)/65 + E0 - X 

Where Ex is LE at age X, E0 is LE at birth (65.9), and E65 
is LE at age 65 years (13.7) 

The adoption of a linear increase in life expectancy, rather 
than a geometric curve, was due to the need for additional data 
and more complex calculations, despite the minimal expected 
difference, as the curve tends to become linear in adulthood. 
The years of life lost (YLL) were determined using the for-
mula: YLL = number of deaths x standard life expectancy at 
the age at which death occurred, and the years lived with dis-
ability (YLD) using the formula: YLD = number of incident 
cases x disability weight x average duration of the case until 
remission or death (years). Only infertility was considered for 
YLD due to UA, as it integrates most long-term consequences 
of abortion (trauma, infection, tubal, and intra-uterine scar-

ring), and others were not observed at discharge. Its occur-

rence was assumed to be 12%, as estimated for the Afro re-

gion, following a complication of abortion (8), and disability 

weight factor used was 0.180 (6), until death (since the infer-

tile woman would face the problem all her life). Lower figures 

for disability weight proposed more recently are 0.026-0.056; 

however, in the African context, this may not align with the at-

tachment to childbearing. The DALYs were obtained by using 

the formula: DALYs = YLL + YLD. Given variability in pub-

lished disability weights for infertility, sensitivity analyses 

were performed using alternative values (0.026 and 0.056) de-

rived from more recent estimates. DALYs were recalculated 

using these assumptions and compared with those obtained 

using the original disability weight of 0.18. 

Data management and statistical analysis: Before analysis, 

the data were entered into an Excel sheet (Microsoft Excel 

version 16.95.4) and cleaned. The dataset was then imported 

into IBM’s Statistical Package for Social Sciences (SPSS) 

version 26.0. Descriptive statistics were used to summarize 

participants’ characteristics, with results expressed as fre-

quencies and proportions. The number of deliveries and ma-

ternal deaths in 2023, obtained from the records, was used as 

the denominator for calculating the UA ratio and the propor-

tion of MM due to UA. We compared proportions between 

unsafe and spontaneous abortions, and between the two hos-

pitals, using the Chi-square test, and ran a Mann-Whitney U 

test to compare the DALYs score distribution between the 

CHY and the GOPHY because the data were not normally dis-

tributed. Microsoft Word (version 16.95.4) was used for com-

piling the final report. 

Results 

We identified 324 cases of complications of abortion man-

aged in 2023 at the obstetrical emergency units of the two 

study hospitals; 175 (54%) were managed at the CHY and 149 

(46%) at GOPHY. In all, there were 235 cases declared spon-

taneous and 89 (27.5%) unsafe induced abortions.  

Sociodemographic and clinical characteristics of women 

managed for abortion.  

The age range was 16 to 43, with a modal age of 20-24 

years. However, for the SA group, the modal age group was 

higher (25-29 years). AGYW (10-24 years) accounted for 

29,8% of SA, compared with 60,7% for UAs. The majority 

(53.1%) of the women were single, with a higher proportion in 

the UA group (78.6%). The level of formal education showed 

the highest representation at the extremes, with 42.9% for 

none and 34.6% for university level. The largest occupational 

group was private sector employees (32.1%), while the most 

represented region of origin was the Center Region, account-

ing for 42.6%. All cases were from an urban area (Table I).  
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Clinical profile of participants: Reproductive health his-
tory revealed that the majority of women were at their second 
or third pregnancy (43.8%), had had one to two deliveries 

(41.7%), and had one to two living children (38.6%). In 38.6% 
of cases, the women had had at least one UA before (Table II). 
The majority of women (60.5%) presented at the incomplete 

Variable/ Spontaneous Unsafe abortion Total p 

Categories  abortion (n=235) (n=89) (n=324)   

n (%)  n (%) n (%)  

Age   

< 20 15 (6.4) 17 (19.1) 32 (9.9) <0.001 

20-24 55 (23.4) 37 (41.6) 92 (28.4)  

25-29 63 (26.8) 12 (13.5) 75 (23.1)  

30-34 54 (23.0) 17 (19.1) 71 (21.9)  

35-39 33 (14.0) 4 (4.5) 37 (11.4)  

40+ 15 (6.4) 2 (2.2) 17 (5.2)  

Marital status  

Single 102 (43.4) 70 (78.6) 172 (53.1) <0.001 

Married 86 (36.6) 7 (7.9) 93 (28.7)  

Cohabiting 33 (14.0) 12 (13.5) 45 (13.9)  

Others 14 (6.0) 0 (0) 14 (4.3)  

Level of education  

No formal 114 (48.5) 25 (28.1) 139 (42.9) 0.00022 

Primary 9 (3.8) 0 (0) 9 (2.8)  

Secondary 36 (15.3) 28 (31.5) 64 (19.7  

University 76 (32.3) 36 (40.4) 112 (34.6)  

Occupation  

Civil service 25 (10.6) 3 (3.4) 28 (8.6) <0.001 

Private sector 81 (34.5) 23 (25.8) 104 (32.1)  

Unemployed 76 (32.3) 15 (16.9) 91 (28.1)  

Student 53 (22.6) 48 (53.9) 101 (31.2)  

Region of origin  

Centre 104 (44.3) 34 (38.2) 138 (42.6) 0.101 

West 52 (22.1) 30 (33.7) 82 (25.3)  

Others 79 (33.6) 25 (28.1) 104 (32.1)  

Table I: Sociodemographic characteristics of women with complications of abortion at two reference hospitals in Yaoundé, by type 
of abortion, in 2023

Residence: all urban (n=324)

Variable/ Categories SA  

n (%) 

UA  

n (%) 

Total 

n (%) 

p

Gravidity  

1  

2-3 

4+  

Parity 

0  

1-2  

3+  

Living children 

0 

1-2  

3-4  

5+ 

 

40 (17.0) 

106 (45.1) 

89 (37.9) 

 

61 (26.0) 

100 (42.6) 

74 (31.5) 

 

69 (29.4) 

93 (39.6) 

54 (23.0) 

19 (8.1) 

 

30 (33.7) 

36 (40.4) 

23 (25.8) 

 

39 (43.8) 

35 (39.3) 

15 (16.9) 

 

40 (44.9) 

32 (36.0) 

14 (15.7) 

3 (3.4) 

 

70 (21.6) 

142 (43.8) 

112 (34.6) 

 

100 (30.9) 

135 (41.7) 

89 (27.4) 

 

109 (33.6) 

125 (38.6) 

68 (21.0) 

22 (6.8) 

 

0.0034 

 

 

 

0.003 

 

 

 

0.038 

 

 

 

Previous UA for G2+  

(N1=195, N2=59)

0 

1 

2+ 

122 (62.6) 

49 (25.1) 

24 (12.3) 

34 (57.6) 

13 (22.0) 

12 (20.3) 

156 (61.4) 

62 (24.4) 

36 (14.2) 

0.298

Table II: Obstetric characteristics of women with complications of abortion at two reference hospitals in Yaounde, in 2023

SA: Spontaneous abortion, UA: Unsafe abortion, G2+: Two or more pregnancies
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abortion stage of the abortion spectrum, and the least propor-
tion (3.1%) with a threatened abortion. The most common 
complication at presentation was severe or non-tolerated ane-
mia in 15.7% (31.5% in the UA group). This was followed by 
hemorrhagic shock in 7.4% of cases. 

Complications and deaths due to abortion: A third of cases 
(37.3%) were discharged on the same day. This ratio was 
much lower (10.1%) in the UA group, in which 41.6% of 
cases required admission for 5 or more days. We recorded 
15/89 deaths (16.9%) in the UA group and none in the spon-
taneous group (p<0.001). Of the 15 deaths, 06 (40%) were 
AGYW. No other short-term complications were recorded at 
discharge (Table III).  

Providers and methods of UAs: The patient was the most 
common provider (59.6%), and the most common method 
used was medication (46.1%). In the latter group, misoprostol 
use was prominent (39.0%), and in addition, the medication 
was unspecified in 46.3% of cases (Table IV). 

Measures of disease burden: UA ratio, MM, and DALY 

due to UA in 2023: The UA ratio was 1.03% overall, with a 

much higher figure for CHY (2.15%). The proportion of MM 

attributable to UA was 15.96% (15/94), and the DALYs at-

tributable to UA at the two hospitals in 2023 were 738.16 

years. This equates to 8,569.1 years/100,000 live births. We 

ran a Mann-Whitney U test to compare the distributions of 

DALY scores between the CHY and the GOPHY. The result-

ing p-value was 0.421 (Table V). 

Sensitivity analyses demonstrated that lower disability 

weights led to lower YLD and total DALY estimates. 

However, years of life lost (YLL) remained the dominant con-

tributor, accounting for over 90% of total DALYs across all 

scenarios. Compared to the primary analysis (disability 

weight=0.18), total DALYs decreased by 8.5% and 6.9% 

when disability weights of 0.026 and 0.056 were applied, re-

spectively. 

Variable/Categories Spontaneous abortion 

n (%) 

Unsafe abortion 

n (%) 

Total 

n (%) 

p

Duration of admission

< 1 day 

1-2 days 

3-4 days 

5+ days 

112 (47.7) 

98 (41.7) 

18 (7.7) 

7 (3.0) 

9 (10.1) 

21 (23.6) 

22 (24.7) 

37 (41.6) 

121 (37.3) 

119 (36.7) 

40 (12.3) 

44 (13.6) 

<0.001 

<0.001 

<0.001 

<0.001 

Outcome of treatment

Complete recovery 

Death 

Other complications 

235 (100.0) 

0 (0) 

0 (0) 

74 (83.1) 

15 (16.9) 

0 (0) 

309 (95.4) 

15 (4.6) 

0 (0) 

<0.001 

<0.001 

<0.001 

Table III: Outcome of treatment of abortion and its complications at two reference hospitals in Yaoundé, in 2023

Variable/Categories Number Proportion (%)

Providers of unsafe abortion (n=89)

Patient  

Family or friend 

Health staff 

Others  

53 

4 

32 

0 

59.6 

4.5 

36.0 

0.0 

Methods of unsafe abortion (n=89) 

Endo uterine manoeuvre 

Injections 

Medication  

Traditional  

21 

12 

41 

15 

23.6 

13.5 

46.1 

16.9 

Medications used for abortion (n=41) 

Misoprostol  

Levonorgestrel 

Others  

Unspecified  

16 

3 

3 

19 

39.0 

7.3 

7.3 

46.3 

Table IV: Distribution of cases of unsafe abortion by providers and methods at two reference hospitals in Yaoundé, in 2023
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Discussion 

This study was hospital-based and aimed to assess the bur-

den of UA. The two hospitals of the study receive referrals 

from other health facilities as well as cases that come directly 

to them for care. These hospitals do not, at least officially, do 

voluntary abortions but readily manage the complications of 

all abortion types, with no reports of legal implications for a 

woman because she had an UA. This is expected to facilitate 

the disclosure of UAs and improve their appropriate manage-

ment. The results showed that 324 cases of complications of 

abortion were managed, 89 of them classified as UA, based on 

patient declaration of voluntary termination (sometimes after 

a revisit when physical findings contradicted), and the absence 

of an adequate administration and follow-up platform. More 

than half (60.7%) of cases were aged below 25 (AGYW), and 

we recorded 15 deaths out of 89 cases in the UA group and 

none in the SA group. UA contributed to 16% of maternal 

deaths, and the estimated DALYs were 738.16 years. 

Out of 324 cases of complications of abortion, 175 (54%) 

were managed at the CHY, a purely public hospital, even 

though this hospital does fewer deliveries than the para-public 

GOPHY. This may be due to a relationship between low 

socio-economic status and abortion complications, as sug-

gested by other studies (14). The 27.5% UA proportion based 

on declaration is similar to the 25.0% reported recently in the 

same setting, among women consulting for gynecological 

emergencies, but much lower than the 65.4% reported in 2018 

among cases seeking care for abortion complications (15,16). 

This difference could be due to differences in case definition 

methods, as some cases registered as SAs may be undisclosed 

UAs. It may also be due to advances in UA methods, given the 

increased availability of the safer misoprostol and mifepris-

tone. UAs declared as SA could also account for the differ-

ences, making our figure an underestimate. 

The modal age range for the UA group (20-24 years, 

41.6%) is lower than that of the 25-29 years for the SA group, 

but is similar to the 20-25 years reported at CHY in 2018, with 

41.9% of UAs (16). This may reflect a combination of factors, 

including child marriages, sex abuse, unemployment, and 

poorer access to contraception and relatively safe clandestine 

abortion services at this age bracket (17). Concordantly, 

AGYW accounted for 60,7% of UAs. This is slightly greater 

than the 55.4% observed for women seeking post abortion 

care in the same setting in 2018 (16), and their 40% contribu-

tion to UA deaths is slightly higher than the one-third contri-

bution reported globally in 2012 (6). 

The higher proportion of single status and students in the 

UA group and the conspicuous representation of university 

level of education were also reported by earlier studies in 2018 

and 2024 (16,18), and may also reflect a link with low socio-

economic level, as well as the high level of education and un-

employment in the Capital city of Yaoundé. The high propor-

tion of women from the Center and West regions reflects the 

demographic weight of these groups in Yaoundé. However, 

there is a disproportionate representation of women from the 

West in favor of UA that could associate them with the pre-

disposing factors discussed above.  

Women at their second or third pregnancy (43.8%) were 

most represented in both groups, which is in line with the 

53.5% reported earlier among cases of UA among women 

gravida 2-4 (16). However, the proportions of women with no 

delivery and no living child are higher in the UA group. This 

is consistent with an earlier study, in which 37.6% of women 

with UAs had no children, while a slightly higher proportion 

(48.1%) had 1–3 children. In our study, 36.0% of women had 

1–2 children (16). The reproductive health history revealed 

that the majority of women were at their second or third preg-

nancy (43.8%), had had one to two deliveries (41.7%), and 

had one to two living children (38.6%). In up to 38.6% of 

cases, women had a history of at least 1 prior UA, and this was 

represented in both groups. This concurs with the 2023 report, 

Variable CHY Gophy Total P

Number of live births in 2023 

Number of unsafe abortions 

Total MDs  

Mds due to abortion 

Mds due to ua 

Unsafe abortion ratio 

Proportion of mds due to ua 

Ua mortality ratio (/100,000 lb)  

Yld[DW of infertility 0.18] (years) 

Yll due to ua (years) 

Daly (years)  

2,046 

44 

38 

6 

6 

2.15% 

15.8% 

293 

37.53 

263.03 

300.56 

6,568 

45 

56 

9 

9 

0.69% 

16.1% 

137 

36.22 

401.38 

437.60 

8,614 

89 

94 

15 

15 

1.03% 

16.0% 

174 

73.75 

664.41 

738.16 

/ 

/ 

/ 

/ 

/ 

<0.001 

/ 

/ 

/ 

/ 

0.421 

CHY: Central hospital of Yaoundé, GOPHY: Gyneco-obstetrics and pediatrics hospital of Yaoundé, Md: Maternal death,Ua: Unsafe abortion, yld: 
Years lived with disability, Yll: Years of life lost, Daly: Disability adjusted life years, LB: Live birth, DW: Disability weight

Table V: Unsafe abortion ratio, and indicators of burden of UA at CHY and GOPHY, in 2023
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with a prevalence of past UA of 30.5%, which also reports a 
modest acceptance of modern contraception of 31.7% after 
post-abortum counseling (15). This poor uptake of contracep-
tion after UA may be due to inadequate counseling and con-
cerns about the side effects of modern contraception. 

The majority of women (61.5%) presented at the incom-
plete abortion stage of the abortion spectrum. This is only 
slightly lower than the 72% reported in the same setting in 
2018 (16). The proportions with septic abortion were 28.1% 
and 1.7% in the UA and SA groups, respectively. This is be-
cause UA often involves intrauterine maneuvers that may lead 
to more severe bleeding and infection (19). 

The most common complication at presentation was se-
vere or poorly tolerated anemia, accounting for 15.7% of cases 
(31.5% in the UA group). This ties with earlier studies, where 
the proportion of cases of severe anemia in women with UA 
were 24.5%-31.4% (16,20), and a recent meta-analysis in 
Yaoundé that reported severe bleeding in 40% (21). The 2023 
report also revealed bleeding was the presenting complaint in 
70.7% (15). The proportions of cases with shock and septic 
abortion (incomplete abortion with signs of infection of uter-
ine content) were also higher in the UA group compared to the 
spontaneous abortion group. These are probably the effects of 
intrauterine manipulation involved in some UAs (19). In 7.9% 
of cases, laparotomy was required for generalized peritonitis; 
a figure close to the 9% reported by another recent study. 
Many other complications reported earlier were not observed 
in our study (21). This may be due to a shift toward the use of 
misoprostol for UAs (22). 

A high proportion of cases (37.3%) were discharged on 
day one, though this ratio was much smaller (10.1%) in the 
UA group, where 41.6% of cases required admission for 5 or 
more days. We recorded 15/89 deaths (16.9%), which equates 
to a case-fatality rate of 16,900/100,000, in the UA group, and 
none in the spontaneous group. This is more than 3-fold the 
average UA mortality of 5% reported in a 2023 meta-analysis 
in the country (21). Sub-Saharan Africa (SSA) is reported to 
have the highest abortion case-fatality rates in the world 
(185/100,000), with great disparities within sub-regions (23). 
The worst figures are recorded in our sub-region, central 
Africa (260/100,000), and the least in southern Africa 
(30/100,000). The reasons advanced for lower figures in 
southern Africa include the legalization of abortion in most 
countries, improved management of abortion complications, 
and an increased clandestine use of misoprostol for abortion 
(22). The strain of the COVID-19 pandemic on the health sys-
tem up to 2023 may have contributed to the high mortality in 
2023, as many resources were devoted to the pandemic re-
sponse (24), and patients tended to seek care later due to ru-
mors of obligatory COVID-19 testing. No other short- and 
mid-term complications were recorded before discharge. 

Self-administration of abortion in our study (59.6%) con-

trasts with the 1.8% reported in 2018 in the same setting (16). 

In the latter study and another 2014 report, paramedics ac-

counted for at least 62% of UA cases managed (16,20). In an-

other 2015 report, health staff provided UA in 84.7% (urban) 

and 77.2% (rural), and 83% of AUs were performed in health 

facilities (25). The involvement of health staff was lower 

(36%) in our study. Another recent study reported 39.5% in-

volvement of physicians in UA (18). These figures suggest a 

progressive shift to medication abortion by the women them-

selves, with the progressive recognition of their safety and ef-

ficacy (26). The increased availability of internet content and 

social media may be contributing to this trend. 

In line with the above, the most common method was med-

ication (46.1%), with misoprostol being prominent in this sub-

group (at least 39.0%), while in many cases (46.3%), the med-

ication used was unspecified. This concurs with a recent report 

of 58.5% for medical abortion (15). Furthermore, the intra-

uterine manipulation proportion of 23.6% in our study con-

trasts with 69.3% reported in 2014 (20). Misoprostol is in-

creasingly available in pharmacies and on the black market in 

urban areas of Cameroon and is relatively cheap. However, 

traditional abortion methods prevailed in 16.8% of cases. 

The UA ratio was 1.03% overall, with a much higher fig-

ure for CHY (2.15%), suggesting a preference for this hospi-

tal for the management of UAs rather than deliveries. The pro-

portion of maternal deaths due to UA (15.96%) is within the 

range of 14.2% - 25% reported earlier in the country (21,27), 

but much higher than the 9% average reported for SSA (10). 

The UA mortality rate was 174 per 100,000 live births, more 

than double the WHO threshold of 80 estimated in 2008 for 

the Middle Africa region (28). This could be because these 

hospitals are referral hospitals and tend to receive and manage 

more complicated cases. A related argument is that these hos-

pitals have seen a decline in simple deliveries due to the open-

ing of numerous small private health facilities in the city over 

the past few years. 

The DALYs due to UA at the two hospitals (with 8,614 

births) in 2023 were 738.16 years. This equates to 

8,567/100,000 livebirths. The Eastern SSA had its highest 

DALY rate due to abortion in 2019, amounting to 208.42 per 

100,000 (29). Even though the arguments suggested for a high 

UA mortality ratio also apply to the DALYs to livebirth ratio, 

the figure observed here is substantial and probably reflects 

the involvement of younger women. According to a 2006 re-

port, UAs cause an estimated 5 million DALY losses each 

year (30). There has been a decline in abortion related mor-

bidity and mortality globally since then, even though progress 

has been slow in SSA. This study demonstrates that the esti-

mated burden of disease is robust to variations in disability 

weight assumptions. While lower disability weights, as re-

ported in more recent studies, reduced YLDs and overall 

DALYs, the total burden remained largely driven by YLL. 
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This finding suggests that, in this setting, mortality contributes 

more substantially to disease burden than morbidity. 

Consequently, although the choice of disability weight influ-

ences absolute estimates, it does not materially affect the over-

all interpretation of the results. 

However, the interpretation of the UA ratio and DALY re-

ported here should take into account that these are referral 

hospital-based estimates, likely reflecting the selection of 

complicated cases, and that some basic statistical data may be 

estimated based on assumptions.  

Strengths and limitations of this study: In this study, we 

provide a more comprehensive assessment of the conse-

quences of UA by using measures that account for the ages at 

which complications occur. We worked at two health facilities 

with high patient flow for referrals and with good records for 

abortions and maternal deaths.  

As a hospital-based study, our findings may not accurately 

reflect what occurs in the community or lower-level health fa-

cilities. Furthermore, this study was conducted in two of the 

five major referral health facilities, and no clearly defined 

catchment areas exist for each facility. This made it difficult to 

determine a clear denominator, necessitating reliance on ra-

tios. The retrospective nature of the study made it liable to 

missing and record-related errors. These factors may have in-

fluenced our findings. 

The classification of cases as UA was based on declara-

tion. Even though efforts are made to reassure these women, 

some statements may not be entirely accurate due to the 

stigma attached to UA in our context. The estimation of stan-

dardized life expectancy by age and disability due to infertil-

ity was based on recognized assumptions, as exact figures 

could not be obtained. 

Conclusion 

Unsafe abortions remain highly prevalent, especially 

among AGYW and single women, with a high mortality from 

complications at the CHY and GOPHY. In most cases, unsafe 

abortion was self-induced, most commonly using medication, 

notably misoprostol. Complications contribute substantially to 

maternal mortality and to the overall burden of disease, as re-

flected by the high disability-adjusted life years’ estimates 

recorded at two referral hospitals (CHY and GOPHY). 

These findings underscore the need for a national evalua-

tion and strengthened adolescent reproductive health services, 

including expanded access to sexuality education and contra-

ception, especially reversible methods for AGYW not intend-

ing pregnancy. Efforts should focus on adolescent-friendly 

care, stigma reduction, and improved quality of management 

of abortion-related complications through standardized proto-

cols, provider training, and adequate resource availability. 
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