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Method and Background
The research for this report was carried out by the Alkimia Consulting Team for the Voices for
Choices and Rights Coalition (VCRC), with financial support from the Namibia Planned
Parenthood Association (NAPPA). A desk review of existing literature was combined with
consultations with two medical practitioners, and a personal testimony of a Namibian woman
who had an abortion in South Africa. The research was conducted over a period of 8 days
during January and February 2022. 

There is limited understanding on the human and economic costs of the current legal
restrictions on accessing a safe abortion in Namibia, including the ways in which it is
exacerbating already high levels of maternal morbidity.  However, what we do know is that
there are severe disparities and inequities in who experiences and carries the burdens of these
costs. In most instances, it is the black, younger, uneducated women, women in rural settings
and women who are living in poverty who are more likely to experience the negative maternal
health outcomes and to suffer the subsequent complications and impacts.  In other words, the
current abortion law is not class, or race neutral.  

This report is a step towards accounting for such costs. It also aims to foster an understanding
of access to safe abortion as an urgent and pressing concern – not only for securing
reproductive, human and women’s rights in Namibia, but also for securing health and social
equity and justice for all. 
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The Facts and Figures 
Almost all abortions result from unplanned and
unintended pregnancies. The Guttmacher Institute
notes that about 121 million unplanned pregnancies
occurred globally each year between 2015 and 2019. Of
these, about 61% of all unplanned pregnancies
(somewhat less than 2 out of 3) end in abortion. In total,
approximately 73 million abortions took place each year
during that time.

Abortion legality is strongly associated with abortion
safety: 75% of abortions in legally restrictive settings
are unsafe, compared to 13% in settings where abortion
is available without legal restrictions.

Abortion carries more risk in sub-Saharan Africa
(SSA) than in any other region in the world. Women
here have a higher risk of unintended pregnancies that
are more likely to be terminated, most of which are
done through unsafe methods. As of 2010-2014, 77% of
abortions in the region are unsafe, compared with the
global average of 45%. In 2019, sub-Saharan Africa had
the highest abortion case-fatality rate of any world
region, at roughly 185 deaths per 100,000 abortions – a
total of 15,000 preventable maternal deaths every
year.

High rates of unsafe abortions place a major burden,
not only on women and communities, but on the public
health systems. Estimates from 2012 indicate that in
developing countries alone, 7 million women per year
were treated in hospital facilities for complications
from an unsafe abortion.

Estimates from 2006 show that complications from
unsafe abortions cost health systems in developing
countries US$ 553 million per year for post-abortion
treatments. Such cost-considerations do not fully
consider the long-term health and economic impacts
for women, households, and communities. 

In Namibia, rates of unwanted and unplanned
pregnancy are high, including rates of teenage
pregnancy. The United Nations Population Fund (UNPF)
in Namibia, reports that between 2003 and 2018 the
adolescent birth rate per 1,000 girls aged 15-19 was 64
– a number which has further increased since the
onset of the Covid-19 pandemic. 

Although the reasons for such high rates are complex,
there are clear and closely related factors: an unmet
need for family planning and

contraception; dismal rates of sexual, gender
based (SGBV) and domestic violence; failure of
men to take responsibility for their sexual activity
and for child support; poverty; limited access to
comprehensive sexuality education and
reproductive autonomy for all girls and women,
and pervasive patriarchal structures and values.

The 2013 Namibia Demographic and Health
Survey (NHDS) found that among all women aged
15-49, almost 12% had an unmet need for family
planning, while 18% of married women and 14% of
sexually active unmarried women stated that their
family planning needs were not met. The women
with significant unmet needs for family planning
were women residing in rural areas (15%), women
with no formal education (24%), and women in the
lowest wealth quintile (18%). A medical officer
based at a state hospital in Windhoek noted that,
almost 10 years later, such needs remain unmet –
with the supply regularly unable to meet the
demand and women unable to access their
contraceptives of choice. 

Unplanned and unwanted pregnancy affects a
woman’s life in every sense, including her
livelihood, educational pursuits, employment, social
status and physical and mental well-being.
Avoiding the social and economic repercussions
and the shame associated with an
unintended/unwanted pregnancy, can be a
particularly strong motivation among young and
unmarried women. Globally, sexually active
adolescents have far higher rates of abortion than
all women of reproductive age.

Given Namibia’s high rates of teenage and
unplanned pregnancies and the criminalisation of
abortion, a large percentage of women deal with
these pregnancies without access to
comprehensive information or any support
services. This can have dire consequences,
including high rates of unsafe abortions. Data
available suggests that unsafe abortions may
account for 12-16% of Namibia’s annual
maternal deaths.



Legal Realities 
Evidence from across the world shows that
restrictive laws on abortion do not discourage
women from having abortions. In fact, in most
countries that legally restrict access to abortion,
abortion rates are rising. Legally restricting access to
abortion does not prevent abortion, it only drives
“abortion underground and into backstreets, with
tragic consequences for women’s health and
wellbeing”, particularly for women from poorer and
more disadvantaged backgrounds.

Abortions are taking place, and will continue to take
place, no matter the legal, socio-economic, cultural,
and geographic context. What the laws and the
context do influence are the circumstances under
which abortion takes place and whether access to
abortion services is safe and dignified. A landmark
case study in Romania showed that the lifting of the
abortion ban in 1989 resulted in a 50% decline in
maternal mortality in less than a year. 

Legal reform, although crucial, is not enough. It must
be accompanied by structural and social changes
which address other access-barriers to abortion
services in general. These include those shaped by
social stigma, poverty, inequalities and patriarchal
norms.

Medical Realities
Abortion is among the safest medical procedures
when performed according to the World Health
Organisation's (WHO) recommended guidelines.
However, the risk of complication or death increases
substantially when it involves unsafe methods oris 
 performed during an advanced stage of the
pregnancy. Unsafe abortion is a principal – but
preventable – cause of maternal deaths and
morbidities globally. According to WHO, global
estimates from 2010-2014 demonstrate that 45% of
all induced abortions are unsafe, with at least one
third performed under the least safe conditions, i.e.,
by untrained persons using dangerous and invasive
methods.

Unsafe abortion methods come with enormous
health risks, especially if the abortion is incomplete.
The physical complications are critical and mitigating
long-term effects require comprehensive post-
abortion care, which is both costly, resource-
intensive and traumatic.

Barriers and the System
The Abortion and Sterilization Act 2 of 1975 was
inherited from apartheid South Africa at
Independence and is extremely restrictive. It allows
for abortion, but only in the following cases:

the pregnancy endangers the woman’s life,
physical or mental health
serious risk to the child 

pregnancy resulted from rape or incest 

Abortion in any other circumstances is a criminal
offence for both the woman who seeks it and the
person who performs it. The punishment is a fine of
up to N$5 000 or imprisonment for up to five years,
or both. To access a legal abortion under the
circumstances listed above, a girl/woman must
follow a set of complex procedures. 



Although these steps seem straightforward, they
must be situated within the Namibian context and
existing social and structural access barriers. 

The law does not prevent abortion, what
it does do is restrict access to safe and
legal abortion for women with the least
resources. 

These are women and girls who are in the most
vulnerable positions in society, often living in poverty
and in rural settings, and are black, uneducated,
adolescent, and survivors and victims of sexual
violence.

For women and girls from poorer backgrounds, or
who reside far from public health facilities, access
can be costly and difficult. About 21% of Namibians
live more than 10 km from a health care provider
and must travel long distances to access basic and
emergency obstetric care services. Overall, the 2013
NDHS found that the most common barrier for
women accessing health care was distance to the
health facility (31%), followed by money for treatment
(28%), not wanting to go alone (15%), and failure to
get permission (6%).

For girls and women in rural areas, those living in
poverty, and who wish to terminate their pregnancy
because of rape/or incest, this means organising the
resources to travel between primary and referral
health care centres, the police station, the
magistrate’s office, and between urban centres and
their rural homes. It can also mean waiting for
transport to the referral hospital to become available.
Women potentially have to undergo the process far
from home or are forced to make difficult decisions
on a time-sensitive and complex matter without the
needed support. 

A medical officer based at a State Hospital in
Windhoek noted that many women who do not have
a formal education background are uncomfortable
with the process, given that it involves a number of
forms and bureaucratic hurdles. Girls and women
from poorer backgrounds are also less likely to
access quality care. In the end, these services might
not meet their cultural and socio-emotional needs,
including the need for secrecy and confidentiality. 

Health practitioners can also exercise immense
influence to discourage a girl or woman from having
an abortion or deny them information, based on their
own beliefs, or simply due to being misinformed. For
example, a crucial barrier to accessing a legal
abortion is the widespread belief that abortion is
completely illegal. Although progress has been made
to sensitise health care workers, state service
providers and communities, there is still much to be
done, including breaking down the social stigma. If a
girl or woman is bombarded with messaging that
signals to her that abortion is morally wrong and
criminal, she is much less likely to ask the right
questions and to access the information she needs
to make an empowered and safe decision. 

These “nonclinical aspects” can be strong
motivating factors for seeking abortion
services in the informal sector, despite
the heightened health risks.

Barriers in the Namibian justice system also prevent
many women from reporting SGBV cases and from
receiving the support needed in the case of an
unwanted pregnancy. Women without the means
and the necessary information are then pushed into
continuing unwanted pregnancies or to having
abortions by unsafe methods. In contrast, women
with the financial means have options: they can
access the morning after pill or travel to South Africa
for a safe and legal abortion, one that meets their
demands for privacy and quality care. As Dianne
Hubbard of the Legal Assistance Centre (LAC) in
Namibia said more than 20 years ago, “This is the
practical reality, and it is manifestly unfair.”

Some women, out of desperation, make immense
financial and economic sacrifices to access a safe
abortion in South Africa, including selling their
belongings or homes. Costs for this can easily add
up to between N$10 000 to N$20 000, including the
cost of travel (including the recent requirements for
Covid-19 testing), accommodation, and the
procedure itself (costs range from R3500 upwards,
depending on the gestation stage of the pregnancy
and whether it’s a medical or procedural abortion). 



Additionally, although the current Abortion Act
makes provision for a legal abortion if the pregnancy
poses a serious threat to a woman’s mental health,
what constitutes such a threat is not clearly defined
or explained in the legal framework. This means that
the power to define and assess the risk is largely in
the hands of the referring health care worker and/or
physician. There are only a limited number of
psychiatrists in the country and very few state
facilities have psychiatrists. A publication in 2017
noted that there were only seven psychiatrists in
Namibia, of which four were in private practice in
Windhoek, two employed by the government, and
one in private practice in Swakopmund.

Moreover, talking openly about unwanted
pregnancies and mental health problems in Namibia
is riddled with cultural and intergenerational taboo
and stigma and is still vastly misunderstood. This
excludes many girls and women for whom an
unwanted pregnancy creates chronic mental health
struggles, including anxiety, depression, suicidal
thoughts, and the inability to lead constructive lives.

The Human and Medical Cost of Denial of
Abortion
Restricted access to safe and legal abortion services
comes at great human and medical cost. The more
unsafe abortions are performed, the higher the risk
for maternal morbidity and severe complications,
and the higher the burden on Namibia’s already
highly unequal, under resourced and overburdened
health system. Apart from the direct costs to women
and to the public health system, including pressure
on our health workers, there are a multitude of
indirect social and economic costs. 

One medical officer, based at a State Hospitals’
Obstetrics and Gynaecology Department, shared
that in the last two weeks alone she treated four
women who were severely ill and needed critical
care due to abortion-related complications – with all
four suspected of having been induced through
unsafe methods. 

One of them was a young woman in her
early twenties, a student, whose
complications were so severe she almost
died and had to have a hysterectomy.

Given the criminalisation of abortion, when women
suffer post-abortion complications, many wait too
long to seek help and are reluctant to disclose their
procedure for fear of being reported or mistreated. 

As one doctor expressed it: 

“by the time they seek help they have
already been bleeding for a week.” 

Among those who experience complications, women
living in poverty, in rural areas, young women and
those who struggle to access health care facilities,
especially referral facilities, are the least likely to
access post abortion care on time – often with
deadly consequences.

A recent study in Namibia in 2019 found that the
most common causes for maternal near misses (i.e.,
the number of women who almost died) over a 6-
month period were obstetric haemorrhage (30.9%),
hypertensive disorders (30,9%), and pregnancy with
abortive outcomes (16,4%). In the last category, five
women suffered septic miscarriages after self-
induced abortions. Of these, two were complicated
by a ruptured uterus and one needed a
hysterectomy. 

One woman also had a perforated uterus
after a self-induced abortion using a
branch. Among the women who
experienced these severe maternal
outcomes, 18.1% were between the ages
of 13 and 19. 

The long-term implications of becoming infertile or
disabled in your adolescence or early twenties  are
manifold and include lifelong mental health struggles.
The immediate impact includes a long recovery
period and being unable to pursue ones’ studies, or
engage in work. Being unable to bear children can
affect a young woman’s social status and her
options for marriage. This has a lasting impact on
her sense of self and community. Again, it is mostly
women and communities who are already living in
structurally marginalised conditions who are most
affected by these outcomes, and whose livelihoods
are severely diminished. 



In the case of loss of life, the other children and
family members might lose their primary care-
giver and their mother, sister or daughter. This
increases the burden of care for other family
members. This burden of care also increases
substantially where “backdoor” abortions are
unsuccessful and result in the disability of both
the mother and child. This can drastically alter
the economic security and well-being of the
household.

Apart from unsafe abortions, adolescent girls and
women of all ages are forced to give birth in a
context where there is a lack of financial,
emotional and family resources to properly care
for and protect the child. This can result in
immense consequences to the well-being of those
involved, including growing incidences of “baby
dumping” and neglect, infanticide, and the
growing number of Namibian orphans.
 
Who would access to legal abortion be
saving?
The current Abortion Act and legal framework is
creating health and social inequities and negative
public and maternal outcomes. This cements
discrimination and existing socio-structural injustices
in Namibia – not only based on sex and gender, but
also on race and class.

Given that Namibia is the second most unequal
country in the world, and that 43,3% of the
population are living in multidimensional poverty, this
means a further entrenchment of existing structural
inequalities. Moreover, it reinforces vulnerabilities
amongst those already marginalised – including
women and girls in general. However,  the impacts
and costs are not only felt or carried by girls and
women: it reverberates out, to our communities and
to our health systems – most of whom are already
battling on multiple fronts. 

For more information, please contact VCRC
Namibia, the IPPF, NAPPA or Alkimia Consulting: 

liberalizeabortionnamibia@gmail.com
info@ippfaro.org
info@nappa.org
tulimelila.alkimia@gmail.com
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61% of unplanned pregnancies
end in abortion 

approximately 121 million unplanned
pregnancies occur each year

75% of abortions in legally restrictive
settings are unsafe

a total of 15,000 preventable
maternal deaths occur every year

in 2012, 7 million women per year were treated
in hospital facilities for complications from an

unsafe abortion in developing countries

complications of unsafe abortions cost health
systems in developing countries US$ 553

million per year for post-abortion treatments

Such cost-considerations do not yet fully consider the long-
term physical and mental health impacts of unsafe

abortions for women, households, and communities.
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