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Abstract: The purposes of this descriptive study of 402 women from southern Thailand, 
who had undergone a recent abortion (spontaneous, therapeutic and unsafe), were to obtain 
data regarding their: pregnancy history; number of abortions and cost of abortion re-
lated treatments; abortion complications, impacts and related health care services; reasons 
for having an unsafe abortion; and, circumstances related to an unsafe abortion. Data were 
collected via use of a structured questionnaire and analyzed using descriptive statistics. 
 Even though 64.3% (n = 259) of the women had either a spontaneous (n = 238) or 
therapeutic (n = 21) abortion, 35.7% (n = 143) of them had undergone an unsafe abortion. 
They reported having an unsafe abortion due to: a social problem (not ready for a baby = 60.8%; 
being unmarried = 24.5%; or, being a student = 23.1%); a financial problem (insufficient 
income = 42.7%); a family problem (fear of family members being embarrassed = 16.8%; 
and/or, having enough children 6.1%). They complained, post-abortion, of having experienced: 
abdominal pain (n = 64; 44.8%); fever (n = 55; 38.5%); anemia (n = 25; 17.5%); and, shock 
(n = 10; 7.0%). Over one-third (n = 53; 37.1%) of them experienced psychological problems 
that did not include social or economic issues. Most (n = 115; 80.4%) of those who had 
an unsafe abortion reported making their own decisions regarding termination of the 
pregnancy, with 49% (n = 70) indicating they performed their own abortion. 
 Since the majority of women who had experienced an unsafe abortion were 
confronted with physical, psychological and economical problems, it behooves health 
care providers to offer counseling services and programs regarding the termination of 
an unwanted pregnancy. Such services and programs could help pregnant women make 
informed decisions regarding their health and quality of life. 
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Background

A pregnant woman may terminate or end her 
pregnancy via natural birth or an abortion. There are 
three main types of abortion: spontaneous; therapeutic; 
and, unsafe. A spontaneous abortion (miscarriage) 
involves the spontaneous end of a pregnancy at the 
stage when the embryo or fetus is incapable of surviving 
independently which, generally, is prior to 20 weeks 
gestation.1 A therapeutic abortion is termination of the 
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pregnancy by qualified health care providers as a result 
of maternal/fetal distress and/or rape.2, 3, 4, 5  An unsafe 
abortion is termination of a pregnancy by a woman 
herself, in her home, or by untrained individuals, 
without medical supervision, in an illegal clinic 
setting.6,7, 8 In the case of an unsafe abortion, the health 
of the woman is in danger due to potential complications 
(i.e. uncontrolled bleeding and/or infection) and 
possible death. 

Over 25% of unsafe abortions have been found 
to result in complications with permanent consequences, 
leading to 13% of the women involved in these 
abortions, in developing countries, dying. In addition, 
50% of those who die are less than 25 years of age.9  
The World Health Organization has reported the 
number of unsafe abortions increased from 19.7 
million, in 2003, to 21.6 million, in 2008.6  Unsafe 
abortions continue to be a major public health problem 
throughout the world,10 despite: the number of women, 
worldwide, who have undergone termination of     
a pregnancy, other than by childbirth, having decreased 
yearly (46 million, in 1995, to 42 million, in 2009);6 
abortions being recognized as a social stigma;7 and, 
non-medically induced abortions often being considered 
illegal. 

Southeast Asia continues to experience the 
highest rate of abortions (36 per 1,000 live births), 
with the lowest rates occurring in the western and south 
central regions (26 per 1,000 live births).11 Although 
Thailand has restrictive laws concerning abortions,  
the estimated unsafe abortion rate is still high, with 
approximately 300,000-400,000 cases per year.12 
Research and statistics regarding the occurrence of 
unsafe abortions in southern Thailand is extremely 
limited.  However, it has been reported that 29.4% of 
those who have undergone an abortion have experienced 
an unsafe abortion.13

The Thai Medical Council passed regulations 
and established criteria regarding abortions, in 2005, 
whereby termination of pregnancy is allowed if: the 

woman’s life, physical well-being or mental health is 
in danger; there is fetal impairment; and/or, the 
pregnancy resulted from rape.2, 14 These criteria, 
however, do not offer women increased access to legal 
processes if they desire to terminate a pregnancy for 
socio-economic reasons.2 

Typically, women report having undergone an 
unsafe abortion due to family, social and economic issues; 
age; being a student; and/or, being unmarried.15, 16 
Prior research has revealed women report having 
undergone an abortion due to not: being ready to have 
children; wanting to change their lives; having sufficient 
financial resources; having a spouse; and, wanting 
others to know about the pregnancy.17, 18 In addition, 
younger women have been found to have a higher rate 
of unsafe abortions compared to older women.15 

Unsafe abortions are a major public health 
concern, worldwide, as they impact not only the lives 
of women, their families and the public-health 
systems, but also the economy.19 Prior research has 
found adverse complications from an abortion occur 
most commonly among those who have undergone an 
unsafe vs. a spontaneous abortion.15, 20 These include 
a variety of physical (hemorrhage, infection and injuries 
to the reproductive tract systems) and psychological 
complications (depression, guilt and anxiety).21 
In addition, an unsafe abortion may result in retained 
contraceptive products, excessive bleeding and pain, 
pelvic infections, acute renal failure, hypovolemic 
shock, septic shock, septicemia, uterine perforation 
and death.15, 20 

Due to the restrictions imposed by Thailand’s 
laws, regarding such data, and the social stigmatization 
that occurs to those who have such procedures, the true 
incidence of unsafe abortions is not known.7 Unsafe 
abortions, from the researchers’ clinical experience, 
have been noted to continue to be performed and 
women continue to fail to report the reason for having 
an abortion to avoid being stigmatized. 
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The stigmatization Thai women experience, 
after undergoing an abortion, appears to be derived 
from the religious, ethical and moral values held by 
the majority of Thais.22 Thus, the purposes of this 
descriptive study of women from southern Thailand, 
who had undergone a recent abortion (spontaneous, 
therapeutic and unsafe), were to obtain data regarding: 
pregnancy history; number of abortions and cost of 
abortion related treatments; abortion complications, 
impacts and related health care services; reasons for 
having an unsafe abortion; and, circumstances related 
to an unsafe abortion. 

Method

Study design: The study design was descriptive 
and involved the use of one researcher-developed 
questionnaire.

Ethical Considerations: Approval to conduct 
the	study	was	granted	by	the	Institutional	Review	Board	
of the primary investigator’s academic institution, 
as well as the appropriate administrator of each hospital 
used as a study site. Subjects were told about: the 
objectives of the study; what study involvement would 
entail; confidentiality and anonymity issues; and, the 
freedom to withdraw, at anytime, without repercussions.  
Those who agreed to participate were asked to sign 
a consent form prior to data collection.

Sample and setting:  A convenience sample of 
post-abortion women, who were patients, between 
April and June 2007, in one of six government 
hospitals (one university, two regional and three 
provincial) in southern Thailand, was obtained. The 
six hospitals, used as study sites, were selected based 
on the number of women treated who either had 
experienced either a spontaneous, therapeutic or unsafe 
abortion.	Using	Yamane’s	 calculation	 technique,23 
with an alpha of 0.05 and based on 12,695 women 
having experienced an abortion in southern Thailand, 
in 2003,24 a sample size of 388 was determined to be 

needed.  However, to account for possible attrition, 
the number of subjects to be obtained was increased 
by 10%, for a sample size to 427.  A total of 461 women 
were approached until 427 of them met the inclusion 
criteria and consented to participate in the study.  
Twenty-eight potential subjects, who had undergone 
an unsafe abortion, did not consent to take part in the 
study because of fear that other people would find out 
about their health situation. The six women who had 
undergone a spontaneous or therapeutic abortion gave 
no reason for not wanting to participate in the study. 
Of the 427 subjects who responded to the questionnaire, 
25 failed to adequately complete all of the questionnaire 
items and, thus, were dropped from the study, making 
a final sample size of 402. 

The inclusion criteria were Thai females, of 
any age, who: were able to speak, write and understand 
Thai; had experienced an abortion, regardless of 
chronological age, gestational age or type; and admitted 
to one of the study site hospitals. Potential subjects 
were obtained and identified via two nurses, in each 
of the six hospitals, who served as data collectors. All 
twelve nurse data collectors were trained, by the 
primary investigator (PI), regarding the inclusion 
criteria and data gathering process. In addition, they 
were in telephonic contact with the PI throughout the 
data gathering process.

 The subjects’ demographics, in both the unsafe 
abortion group (n = 143), and spontaneous (n = 238) 
and therapeutic (n = 21) abortion group, are shown 
in Table 1. Overall, subjects in the unsafe abortion 
category: had a mean age of 26.9 years; were primarily 
Buddhist,	 married	 or	 lived	 with	 a	 male;	 had	 a	
vocational/technical certificate; were not a student in 
an educational program; and were either employed or 
a housewife.  Subjects in the spontaneous/therapeutic 
abortion category: had a mean age of 28.3 years; were 
primarily	Buddhist;	were	married;	and,	had	either	a	
vocational/technical certificate or a college degree.
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Table 1 Demographic Characteristics of Women Who Experienced an Abortion

  Unsafe Abortion Group   Spontaneous or Therapeutic
Variables  (n = 143)   Abortion Group (n = 259)
  n %  n %
Age (years) M        = 26.9 SD     =  7.2 M     =  28.3 SD     = 6.9
   Min.    = 13.0 Max.  = 46.8 Min. = 13.0 Max.  =  42.3
 - 13-19   37.0  25.9  25.0  9.7
 - 20-24   58.0  40.6  54.0  20.8
 - 25-35  32.0  22.4  133.0  51.4
 - Over 35  16.0  11.2  47.0  18.1
Religion
					-	 Buddhist	 	 115.0	 	 80.4	 	 159.0	 	 61.4
     - Islam  28.0  19.6  99.0  38.2
     - Christian  0.0  0.0  1.0  0.4
Marital status
 - Single  35.0  24.5  10.0  3.9
 - Married  46.0  32.2  183.0  70.7
 - Unmarried, but  47.0  32.9  59.0  22.8
              living together
 - Separated  16.0  7.0  4.0  1.5
 - Divorced  3.0    2.1  2.0  0.8
 - Widowed  2.0  1.4  1.0  0.4
Highest educational level
 - No education  0.0  0.0  5.0  1.9
 - Grade  4  10.0  7.0  11.0  4.2
 - Grade  6   11.0  7.2  65.0  25.1
 - Grade  7  1.0  0.7  4.0  1.5
 - Grade 9  31.0  21.7  51.0  19.7
 - Grade 12  25.0  17.5  40.0  15.4
 - Vocational/technical  48.0  33.6  44.0  17.0
              certificate
					-	 Bachelor’s	degree	or		 	 17.0	 	 11.9	 	 38.0	 	 14.7
              Higher 
Student in an educational
program
 - No  100.0  69.9  239.0  92.3
	 -	 Yes	 	 43.0	 	 30.1	 	 20.0	 	 7.7
Occupation
 - None  4.0  2.8  0.0  0.0
 - Student only  35.0  24.5  6.0  1.9
 - Housewife  20.0  14.0  63.0  24.3
 - Farmer/Fisherman  11.0  7.7  18.0  7.0
 - Company employer  19.0  13.3  29.0  11.2
 - Governmental employer  0.0  0.0  10.0  2.5
	 -	 Business	owner	 	 16.0	 	 11.2	 	 47.0	 	 18.1
 - Laborer  38.0  26.6  85.0  32.9
 - Prostitute  2.0  1.4  0.0  0.0
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Instrument: A structured, 24-item, self-report 
questionnaire (Characteristics of Abortions in Southern 
Thailand), developed by the PI, based upon a literature 
review and her clinical obstetrics’ experience, was 
used for data collection. The 24-item questionnaire 
was divided into two parts: 1) demographics; and, 
2) pregnancy and abortion.  The demographic section 
(6 items) sought information regarding each subject’s: 
chronological age; religion; marital status; highest 
educational level; presence as a student in an educational 
program; and, occupation. The pregnancy and abortion 
section of the questionnaire included 18 items related 
to each subject’s pregnancy history (four items) and 
abortion (14 items).  The pregnancy history component 
was designed to gain information, related to: gestational 
age at the time of abortion; circumstances leading to 
pregnancy; feelings regarding getting pregnant; and, 
decision made regarding the pregnancy. The information 
sought related to the abortion included: type of 
abortion; number of abortions; source of payment for 
hospital services; length of hospital stay; cost of 
hospital stay; complications as a result of the abortion; 
impact of the abortion (physiological, psychological, 
economic and social) experience; and health care 
services provided related to the abortion experience. 
Data related to the items regarding length and cost of 
hospital stay, complications as a result of the abortion 
and health care services related to the abortion 
experience were obtained, by the data collectors, from 
each subject’s medical record at the time of discharge 
and recorded on the questionnaire. Only those who had 
an unsafe abortion were asked to respond to the last 
five questionnaire items: reason(s) for having an 
unsafe abortion (family problems, financial reasons, 
or social reasons); person who suggested having an 
unsafe abortion; person who conducted the unsafe 
abortion; location where the unsafe abortion was 
conducted; and method used to conduct the unsafe 
abortion.  The medical diagnosis of each subject, after 
completion of the unsafe abortion, was obtained from 
the medical record and recorded on the questionnaire 

by the nurse data collectors. It took each subject 
approximately 30 to 55 minutes to complete the 
questionnaire. 

Prior to use the questionnaire was judged, for 
logical content validity, by five experts who provided 
care for women who had experienced an abortion (two 
gynecological nurses, two nurse educators and one 
obstetrician). Five items required minor rewording to 
make them more understandable, and five items 
required additional possible responses. Once minor 
revisions were made, the questionnaire was administered 
to ten women (five who had a spontaneous or therapeutic 
abortion, and five who had an unsafe abortion) to 
assure the items were understandable. No additional 
changes were made in the questionnaire as a result of 
the pilot test.

Procedure: After approval to conduct the study 
was obtained, and potential subjects were identified 
as meeting the inclusion criteria and consented to take 
part in the study, the data collectors administered the 
questionnaire. Subjects were given 40 minutes of 
privacy, in their respective hospital rooms, to complete 
the questionnaire. The questionnaires then were retrieved 
by the data collectors and checked for completeness. 
As a thank-you gesture for their participation, subjects 
were given a small towel gift.  At the end of each month, 
the data collectors sent the completed questionnaires 
to the PI, who also checked them for completeness. In 
addition, the PI called the data collectors, twice 
monthly, to check on their progress and find out how 
many subjects had been administered the questionnaire. 
Data collection took three months to complete.

Data analysis: All data were analyzed via 
descriptive statistics. 

Results

Pregnancy history information: Details 
regarding the women’s pregnancy history can be found 
in Table 2. Interestingly, the majority of women who 
experienced either an unsafe or spontaneous/therapeutic 
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abortion were at a gestational age of 0 to 12 weeks. 
More than a half of those who experienced an unsafe 
abortion were expecting a baby as a result of an 
unplanned	pregnancy.	By	comparison,	the	women	who	
experienced a spontaneous/ therapeutic abortion had 
planned for their pregnancy. The primary feeling about 
being pregnant, among those who experienced an 
unsafe abortion was shock/anxiety and insomnia/

stress. The vast majority of these women wanted to 
terminate	 their	 pregnancies.	 By	 comparison,	 the	
primary feeling about being pregnant, among women 
who experienced a spontaneous/therapeutic abortion, 
was happiness. All but one of these women wanted to 
carry their pregnancies to completion.

Number of abortions and cost of related 
treatment issues: Details regarding the number of 

Table 2 Pregnancy History

  Unsafe Abortion Group   Spontaneous or Therapeutic
Variables  (n = 143)   Abortion Group (n = 259)
  n %  n %
Gestational age at time of M        = 12.0 SD     = 5.1 M     =  12.8 SD     = 5.8
abortion (weeks) Min.    = 4.0 Max.  = 28.0 Min. = 6.0 Max.  =  27.0
 - 0 -12     92.0    65.2  149.0  58.2
 - 12.01- 20.00   40.0  28.4  77.0  30.1
 - More than 20   9.0  6.4  20.0  11.7 
Circumstances related to
the pregnancy
 - Planned pregnancy  5.0  3.5  146.0  56.4
 - Having unplanned sexual 24.0  16.8  15.0  5.8
  intercourse
 - Unplanned pregnancy  76.0  53.1  53.0  20.5
 -  Rape  0.0  0.0  1.0  0.4
 - Partner disagreed to use  6.0  4.2  8.0  3.1
  birth control  
 - Incorrect use of contraceptive  23.0  16.1  18.0  6.9
 - Failed use of contraceptive  8.0  5.6  13.0  5.0
 - No use of a contraceptive  1.0  0.7  5.0  1.9
Feelings about pregnancy
 - Happiness  11.0  7.7  198.0  76.4
 - Unhappy/sad  31.0  21.7  12.0  4.6
 - Insomnia/stress  58.0  40.6  10.0  3.9
 - Confusion  43.0  30.1  19.0  7.3
 - Shock/anxiety  71.0  49.7  21.0  8.1
 - Can’t believe was pregnant 48.0  33.6  44.0  17.0
 - Wanted to immediately  52.0  36.4  1.0  0.4
  terminate pregnancy  
Decision regarding the pregnancy
 - Carry on pregnancy  3.0  2.1  253.0  97.7
 - Terminate pregnancy  140.0  97.9  6.0  2.3
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abortions and cost-related treatment issues experienced 
by the women are shown in Table 3. For most of 
the women, in both the unsafe abortion group and 
the spontaneous/therapeutic abortion group, this was 
their first abortion. Universal health care coverage was 
the primary payment option for both groups. The mean 
length of the hospital stay, among the subjects in 
the unsafe abortion group, was slightly longer than 
the mean length of the hospital stay among those in 

the spontaneous/therapeutic abortion group.  However, 
it was interesting to note subjects in the spontaneous/
therapeutic abortion group had a wider range, in days, 
of hospital stay, compared to those in the unsafe abortion 
group.  Not surprisingly, the cost of health care treatment 
was found to be slightly higher among subjects in 
the unsafe abortion group compared to those in      
the spontaneous/therapeutic abortion group. 

Table 3 Number of Abortions and Cost of Related Treatments

  Unsafe Abortion   Spontaneous or Therapeutic
Variables  Group   Abortion Group
  (n = 143)   (n = 259)
  n %  n %
Number of abortions
     - First   112.0  78.3  195.0  75.3
     - Second   24.0  16.8  49.0  18.9
     - Third   3.0  2.1  11.0  4.3
     - Fourth   4.0  2.8  4.0  1.5
Payment of hospital services
     - Universal health  95.0  66.4  178.0  68.7
  coverage
     - Civil servant  2.0  1.4  13.0  5.0
  medical benefit
     - Health insurance  0.0  0.0  1.0  0.4
     - Social security  15.0  10.5  54.0  20.8
     - Medical support  2.0  1.4  0.0  0.0
     - Car insurance  0.0  0.0  1.0  0.4
Length of  hospital stay M      = 3.1; SD  = 1.6 M              =  2.9; SD    =   2.0
(days) Min.  = 1-12   Min-Max = 1- 27 
Cost of  hospital services  M      = 7,891.2; SD  = 4,805.2 M             =  7,165.9 SD     =  4,593.4
(baht)  Min-Max = 930.0- 83,813.0  Min-Max =     927.0 - 44,307.0 

Complications, impacts, and health care services 
related to the abortions: Details involving complications, 
impacts and health care services related to the abortions 
can be found in Table 4. Women who experienced 
an unsafe abortion more frequently were found to 
experience abdominal pain, fever, infection, anemia, 
and shock compared to subjects who experienced 
a spontaneous/therapeutic abortion. Women in both 
groups encountered physiological impacts as a result 

of their abortions. However, those in the spontaneous/
therapeutic abortion group experienced more 
psychological impact compared to subjects in          
the unsafe abortion group. Compared to those in                
the spontaneous/therapeutic abortion group, women 
in the unsafe abortion group experienced more 
psychological/social impacts and psychological/
economical/social impacts.
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Table 4 Complications, Impacts and Health Care Services Related to Abortions

  Unsafe Abortion   Spontaneous or Therapeutic
Variables  Group   Abortion Group
  (n = 143)   (n = 259)
  n %  n %
Complications (can have 
multiple responses)
 - Shock  10.0  7.0  8.0  3.1
 - Vaginal tract injuries  2.0  1.4  0.0  0.0
 - Anemia  25.0  17.5  37.0  14.3
 - Abdominal pain  64.0  44.8  55.0  21.2
 - Hysterectomy  1.0  0.7  1.0  0.4
 - Endometriosis  12.0  8.4  2.0  0.8
 - Pelvic inflammatory  3.0  2.1  0.0  0.0
  disease
 - Infection   14.0  9.8  6.0  2.3
 - Fever  55.0  38.5  19.0  7.3
Impact of abortion (can
have multiple responses)
      - Physiological   143.0  100.0  259.0  100.0
      - Psychological   53.0  37.1  150.0  57.9
      - Economic   4.0  2.8  7.0  2.7
      - Social   0.0  0.0  1.0  0.4
      - Psychological and  22.0  15.4  37.0  14.7
  economic
      - Psychological and social   18.0  12.6  2.0  0.8
      - Psychological,   14.0  9.8  3.0  1.2
  economic and social  
Health care services provided
related to the abortion (can
have multiple responses)
 - Dilatation & curettage  91.0  63.6  175.0  67.6
 - Antibiotics  93.0  65.0  121.0  46.7
	 -	 Blood	 	 14.0	 	 9.8	 	 24.0	 	 9.3
 - Surgery   5.0  3.5  1.0  0.4
 - Syntocinon  16.0  11.2  54.0  20.8
 - Methergin  18.0  12.6  49.0  18.9
 - Naradole  1.0  0.7  5.0  1.9
 - Other  24.0  16.8  35.0  13.5
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Multiple health care services were provided to 
subjects in both groups, with dilatation and curettage 
being the most frequently used treatment.  Compared 
to women in the spontaneous/therapeutic abortion 
group, those in the unsafe abortion group encountered 
greater use of antibiotics and surgery.  On the other 
hand, subjects in the spontaneous/ therapeutic abortion 
group encountered greater use of medications 
(Syntocinon, Methergin and Naradole) to control 
vaginal bleeding. 

Reasons for having an unsafe abortion: Details 
regarding the reasons for having an unsafe abortion 
are reported in Table 5. The major reasons were found 

to be: family, financial and social. The most frequently 
stated family reasons were: “fear of family members’ 
embarrassment about the pregnancy”; and, “already 
have enough children.” The most frequently stated 
financial reasons for having an unsafe abortion were: 
“insufficient income;” and, “have debt.” “Not ready 
for a baby,” being unmarried,” and “being a student 
in an educational program” were the most frequently 
stated social reasons for undergoing an unsafe abortion.

Circumstances related to an unsafe abortion: 
Information regarding circumstances related to an 
unsafe abortion is shown in Table 6. The vast majority 
of the subjects who had an unsafe abortion made their 

Table 5 Reasons for Having an Unsafe Abortion  (n = 143)

Reasons   Women involved
    n  %
Family problems 
 - Husband has previous wife 6.0  4.2
 - Separated from husband  10.0  7.0
 - Husband has another wife 5.0  3.5
 - Husband has serious illness 1.0  0.7
 - Fear of family members’ embarrassment about the pregnancy 24.0  16.8
 - Parents forced abortion or did not accept the pregnancy 12.0  8.4
 - Already have enough children 23.0  16.1
 - Husband in jail for a serious crime 2.0  1.4
 - Separated from partner before knowing about pregnancy 3.0  2.1
Financial reasons
 - Insufficient income 61.0  42.7
 - Have debt 17.0  11.9
 - No income 4.0  2.8
 - Pregnancy interferes with job/career 14.0  9.8
Social reasons
 - Not ready for a baby 87.0  60.8
 - Unmarried 35.0  24.5
 - Embarrassment to friends 20.0  14.0
 - Student in an educational program 33.0  23.1
 - Too young 20.0  14.0
 - Too old  5.0  3.5
	 -	 Boyfriend/partner	did	not	accept	the	pregnancy	 11.0	 	 7.7
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Table 6 Circumstances Related to an Unsafe Abortion  (n = 143)

Reasons   Women involved
    n  %
Person who suggested having an unsafe abortion
 - Self  115.0  80.4
	 -	 Boyfriend/lover	 21.0	 	 14.7
 - Husband 13.0  9.1
 - Friend 52.0  36.4
 - Father 2.0  1.4
 - Mother 4.0  2.8
 - Sister 11.0  7.7
	 -	 Brother	 1.0	 	 0.7
 - Heath personnel  1.0  0.7
Person who conducted the unsafe abortion
 - Self-induced  70.0  49.0
 - Doctor 6.0  4.2
 - Unqualified practitioners  31.0  21.7
 - Community health nurse 8.0  5.6
	 -	 Boyfriend/lover	 10.0	 	 7.0
 - Husband 8.0  5.6
 - Friend 4.0  2.8
 - Unknown  8.0  5.6
Location where unsafe abortion was conducted
 - No answer 3.0  2.1
 - Clinic 12.0  8.4
 - Hospital  1.0  0.7
 - Personal house/dormitory room 84.0  58.7
 - Friend’s house 7.0  4.9
 - Illegal abortion clinic 31.0  21.7
 - Drug store 1.0  0.7
 - Hotel 2.0  1.4
 - Other 2.0  1.4
Method used to conduct unsafe abortion
 - Oral pills 63.0  44.1
 -  Intend to have accident 4.0  2.8
 - Injection 14.0  9.8
 - Vaginal pills 70.0  49.0
 - Intrauterine normal saline injection 5.0  3.5
 - Insertion of equipment into uterus 27.0  18.9
 - Dilation & curettage 3.0  2.1
 - Massage the abdomen  10.0  7.0
 - Compression on abdomen with feet  2.0   1.4
Medical diagnosis after completion of unsafe abortion
 - Incomplete abortion 43.0  30.1
 - Completed abortion 9.0  6.3
 - Septic abortion 12.0  8.4
 - Criminal abortion 79.0  55.2
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own decisions to do so. Only 36.4% of them obtained 
advice from friends and 14.7% obtained advice from 
boyfriends/lovers regarding whether to obtain an 
unsafe abortion. The person most frequently involved 
in conducting an unsafe abortion was the woman 
herself, followed by an unqualified practitioner. 
The most frequent location where the unsafe abortion 
occurred was the subject’s house or dormitory              
room. When the unsafe abortion was carried out by      
an unqualified practitioner, the most frequent location 
for the abortion was an illegal abortion clinic. The method 
most frequently used to carry out the unsafe abortion 
was vaginal pills, followed by oral pills. Finally,         
the medical diagnosis listed, after completion of              
an unsafe abortion, was criminal abortion followed    
by incomplete abortion.

Discussion

The age range of subjects, in this study, was 
found to be somewhat similar to the age range of Thai 
women in a prior study that addressed abortions. 
Warakamin and colleagues15 found: women 15 to 19 
years of age accounted for about 19% of all abortions, 
while 20 to 24 year olds accounted for 33% and those 
30 years of age and older accounted for 25% of all 
abortions. Similar to prior research that noted unsafe 
abortions (illegal), primarily, involved women younger 
than 25 years of age,25 this study found 66.5% of 
those who experienced an unsafe abortion were less 
than 25 years of age.  An analysis of data on unsafe 
abortions indicated two-thirds of abortions occurred 
among 15 to 30 year olds, with almost 14% of the 
abortions occurring among women less than 20 years 
of age.26, 27 However, young adults reportedly experience 
higher rates of induced abortions than teenagers or 
youth.28

As in many other countries, sexual risk behavior 
of Thai teenagers has increased and they are engaging 
in sexual intercourse at an earlier age. Although 
premarital sexual intercourse is not acceptable by 

traditional Thai norms, 23% of male and 15% of 
female high school students have reported engaging 
in premarital sex.29 A study of Thai vocational students 
found the occurrence of their first coitus to be, on 
average, at age 17.6 years, with 48% of male students 
and 43% of female students reporting not using 
contraceptives.30 This behavior may be why more 
young Thais are obtaining unsafe abortions.

This study revealed subjects who had experienced 
an unsafe abortion had a higher rate of unplanned 
pregnancy (53.1%), than those with a spontaneous/
therapeutic abortion (20.5%). These findings suggest 
the women who had unsafe abortions did not plan to 
have a baby and, thus, did not want to carry the fetus 
to term. Similar to prior research, these results show 
those who had an unsafe abortion had an unplanned15 
or unwanted pregnancy.8 In Thai society, unplanned 
pregnancies often are the result of ineffective sex 
education and/or lack of effective birth control 
services.31 To effectively respond to the issues of birth 
control and family planning, relevant health care 
services need to be extended to all who need them.  
This does not mean only those who are married and of 
reproductive age should be provided necessary health 
care services, but all teenagers (boys and girls) single 
men, and single women need to be included.

Congruent with prior research, this study 
revealed the gestational age of the fetuses, in both      
the unsafe abortion group and the spontaneous/
therapeutic abortion group, were similar (0 to 12 
weeks), which  indicated their abortions occurred 
during their first trimester, a much safer time than 
during the second or third trimester.20, 32 A previous 
study also found most unsafe abortions (57%) 
occurred at 9 to 15 weeks of gestation, with 16.8% 
of them taking place at 20 to 28 weeks of gestation.15

Those who experienced an unsafe abortion 
stated they preferred to terminate their pregnancy as 
soon as possible. No doubt this was because they did 
not want others to know about their pregnancies. Since 
Thai women are expected to preserve their virginity 
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and display sexual correctness,33 women who get 
pregnant before marriage tend to be morally condemned.  
Furthermore, premarital and extramarital sex are 
frowned upon in the Thai culture and there is little 
sympathy for those who become pregnant out of 
wedlock, especially since it is believed women, but 
not men, can control their sexual desires.34 Thus, 
having an abortion often is associated with the woman 
having a lack of morals and virtue.  The majority of 
subjects in this study made their own decisions to 
terminate their pregnancies, with almost half of them 
performing their own, self-induced, unsafe abortions. 

In addition, similar to a prior study conducted 
in Khon Kaen,35 the findings found the estimated rate 
of unsafe abortions to be 35.6% (n = 143). However, 
this estimated rate is higher than the rate (28.5%) 
found in a Thai study in 1999.20 On the other hand, 
unlike a previous study wherein more than half of the 
abortions were considered unsafe,35 35.6% of the 
subjects in this study experienced an unsafe abortion. 
Although Thailand has very strict laws prohibiting self 
and non-medically induced abortions, the incidence 
rate of such abortions does not appear to be declining. 
A 2005-2006 retrospective study found 56.95%   
of patients receiving care, after an abortion in a Thai 
public hospital, had experienced a self-induced or 
non-medically approved (unsafe) abortion.32 Although 
some efforts at reforming the restrictive abortion laws 
has taken place, the laws remain basically unchanged. 
As a result, because of feeling trapped and desperate, 
many women continue to suffer and die from unsafe 
clandestine abortion services.12

The length of hospital stay, in this study, for 
those who had experienced an unsafe abortion (1 to 
12 days; average = 3.1 days) was similar to Srinil’s20 

findings, which showed a range of 1 to 19 days 
(average stay =2.2 days). Regarding cost, the results 
revealed subjects in the unsafe abortion group                
had slightly higher hospital costs than those in                     
the spontaneous/therapeutic abortion group. This finding 
was not surprising given that, compared to spontaneous/

therapeutic abortions, unsafe abortions often are 
followed by medical complications.20 

Consistent with a prior study that noted the most 
common serious complications following an unsafe 
abortion were hemorrhage and septicemia,15 the most 
frequent complications found among subjects, in this 
study, were abdominal pain, fever, anemia and infection. 
In addition, a nationwide survey, regarding self or 
non-medically induced abortions, found post-abortion 
complications among Thais were: severe hemorrhage 
(11.8%); septicemia (12.4%); pelvic inflammatory 
disease (12.0%); and, uterine perforation (7.4%).15  

Not surprisingly, subjects in both the unsafe 
abortion group and spontaneous/ therapeutic abortion 
group experienced a multitude of impacts (physiological, 
psychological, economic and social). Congruent with 
prior research, women in both groups were noted to 
have encountered major physiological impacts to their 
bodies secondary to their abortions.36 Although both 
groups had to contend with the psychological impact 
of their experiences, the psychological impact of the 
abortion appeared to be more prevalent (57.9%) 
among subjects who had a spontaneous/therapeutic 
abortion than among those who had an unsafe abortion. 
It was not surprising the spontaneous/therapeutic 
abortion group, compared to the unsafe abortion group, 
encountered a great deal of psychological impact 
because those in the spontaneous/ therapeutic abortion 
group did not want their pregnancies terminated. 
However, those in the unsafe abortion group, compared 
to the women in the spontaneous/therapeutic abortion 
group, appeared to more likely encounter a multitude 
of combined impacts (psychological, social and 
economic). Regardless, health care providers need to 
realize the impacts of unsafe abortions are not limited 
solely to the lives of the affected women. Rather, 
family members and the public health care system also 
are affected by unsafe abortions.19 

Consistent with previous studies, the majority 
of subjects in both the spontaneous/ therapeutic abortion 
group and the unsafe abortion group received dilatation 
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and curettage (67.6% vs. 63.6%, respectively) due 
to having retained contraceptive products.20, 32 The 
women, in this study, who had experienced an unsafe 
abortion more often were treated with antibiotics and 
encountered more severe complications than those who 
had experienced a spontaneous/therapeutic abortion. 
Most likely this was because unsafe abortions tend to 
be conducted with unsterile equipment, performed     
by untrained practitioners or carried out by women 
themselves. 

Congruent with data from developing and 
developed countries, family problems, financial issues 
and social reasons were the major categories regarding 
why the subjects engaged in an unsafe abortion.18        
In addition, prior studies have found women seek 
abortions because of: educational (i.e. being a student) 
and economic (i.e. being unmarried) issues;37, 38 social 
problems (i.e. fear about public’s perception);39 and 
relationship/family concerns (i.e. reluctance of male 
partner to have a child at the present time,35 believe    
a large family is an unnecessary burden that interferes 
with the immediate problem of raising and educating 
current children,34, 35 and concern about  stability of 
the relationship with the partner40).  In this study, 
the reasons most frequently cited were: not being ready 
for a baby (60.8%); insufficient income (42.7%); 
being unmarried (24.5%); and, being a student 
(23.1%).  Not surprisingly, a higher proportion of 
younger women, compared to older women, identified 
socio-economic problems as reasons for an abortion. 
Most likely this was because younger women do not 
have the same social or economic resources available 
to older women.

Limitations and Recommendations

 Like all studies, this study has limitations that 
need to be taken into consideration when examining 
the findings. First, the study was carried out only in 
the southern region of Thailand.  Thus, the findings 
may not be applicable to women in other regional areas 

of the country. Future studies on abortion characteristics 
need to be conducted in multiple sites within all regions 
of Thailand. Second, the study was descriptive in nature 
and, thus, provided no prescriptive information.   
Future studies need to consider focusing on health care 
interventions that could decrease the number and 
complications of unsafe abortions (i.e. sex education 
programs for men and women of childbearing age, 
more accessibility to health care providers who conduct 
safe abortions, psychological counseling for women 
with unwanted pregnancies, access to birth control 
measures, and quality post-abortion care). Given the 
current Thai laws limit a woman’s access to a safe 
abortion, it is recommended these laws be re-examined. 
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ลักษณะของการแท้งในภาคใต้ของประเทศไทย

โสเพ็ญ ชูนวล, ศิริรัตน์  โกศัลวัฒน์, วัฒนา ศรีพจนารถ, จิตใส ลาวัลย์ตระกูล, จิตติ ลาวัลย์ตะกูล,   
อวยพร ภัทรภักดีกุล, จิตรานันท์ สมพร

บทคัดย่อ:	 การศึกษาเชงิบรรยายครัง้นีม้วีตัถปุระสงค์เพือ่รวบรวมข้อมลูของสตรหีลงัแท้งซึง่เป็นแท้งเอง 
การท�าแท้งเพื่อการรักษา หรือการท�าแท้งที่ไม่ปลอดภัย จ�านวน 402 ราย ในภาคใต้ของประเทศไทย 
โดยศกึษาเกีย่วกบัประวัตกิารตัง้ครรภ์ อบัุตกิารณ์ของการแท้งและค่ารกัษาพยาบาล ผลกระทบทีเ่กดิจาก
การแท้งและการรกัษาทีไ่ด้รบั; เหตผุลทีท่�าให้สตรเีลอืกท�าแท้งไม่ปลอดภยั; และรายละเอยีดทีเ่กีย่วข้อง
กับการท�าแท้งไม่ปลอดภัย เก็บข้อมูลโดยใช้แบบสอบถามที่มีลักษณะเป็นโครงสร้าง สถิติที่ใช้ในการ
วิเคราะห์ข้อมูลเป็นสถิติเชิงบรรยาย 
 แม้ว่ากลุม่ตวัอย่างร้อยละ 64.3 (n = 259) เป็นสตรทีีแ่ท้งเอง (n = 238) หรอืท�าแท้งเพือ่การรกัษา 
(n = 21) และร้อยละ 35.7 (n = 143) ของกลุม่ตวัอย่างทัง้หมดเป็นสตรทีีท่�าแท้งไม่ปลอดภยั สตรหีลงัแท้ง
ให้เหตุผลของการท�าแท้งไม่ปลอดภัยว่าเกิดจากปัญหาทางด้านสังคม (ไม่พร้อมจะมีบุตรร้อยละ 60.8, 
ตัง้ครรภ์ก่อนสมรสร้อยละ 24.5, และก�าลงัศกึษาร้อยละ 23.1) ปัญหาทางด้านเศรษฐกจิ (มรีายได้ไม่เพยีงพอ
ร้อยละ 42.7) และ/หรอืปัญหาทางด้านครอบครวั (กลวัครอบครวัอบัอายร้อยละ 16.8 หรอืมบีตุรเพยีงพอแล้ว
ร้อยละ 16.1) กลุม่ตวัอย่างรายงานว่ามอีาการปวดท้องรนุแรง (n = 64; ร้อยละ 44.8) มไีข้ (n = 55; ร้อยละ 
38.5) มีภาวะซีด (n = 25; ร้อยละ 17.5) และมีภาวะช็อกร้อยละ 7.0 (n = 10) สตรีหลังแท้งมากกว่า
หนึ่งในสาม (n = 53; ร้อยละ 37.1) มีผลกระทบด้านจิตใจเพียงอย่างเดียวคือไม่มีปัญหาทางด้านสังคม
และเศรษฐกจิร่วมด้วย สตรส่ีวนใหญ่ทีท่�าแท้งไม่ปลอดภยัตดัสนิใจ ยตุกิารตัง้ครรภ์ด้วยตนเอง (n = 115; 
ร้อยละ 80.4) และสตรีหลังท�าแท้งไม่ปลอดภัยร้อยละ 49 (n = 70) ท�าแท้งด้วยตนเอง
 จากการศึกษาครั้งนี้พบว่าสตรีหลังท�าแท้งไม่ปลอดภัยส่วนใหญ่ประสบกับปัญหาทั้งทางด้าน
ร่างกาย จิตใจ และเศรษฐกิจ ผลการศึกษาครั้งนี้จะเป็นข้อมูลพื้นฐานส�าหรับเจ้าหน้าที่สาธารณสุขใน
การจัดบริการให้ค�าปรึกษาและโปรแกรมการดูแลที่เกี่ยวข้องกับการยุติการตั้งครรภ์จากการตั้งครรภ์
ที่ไม่พึงประสงค์ ซ่ึงโปรแกรมหรือบริการท่ีพัฒนาขึ้นนี้จะเป็นประโยชน์ส�าหรับสตรีตั้งครรภ์ได้ใช้
ประกอบในการตัดสินใจเกี่ยวกับการดูแลสุขภาพ และพัฒนาคุณภาพชีวิตของตนเอง
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