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EXECUTIVE SUMMARY 

 

The aim of this thesis is to identify the current situation and underlying factors related to 

abortion among Asian women in New Zealand.  The thesis’s objectives are to investigate the 

current abortion situation among Asian women in New Zealand (number, rate, ratio, 

demographics) and to identify underlying factors in relation with abortion among Asian 

women in New Zealand. 

 

It consists of two components: i) An epidemiological study of abortion trends and patterns 

among Asian women in New Zealand analysing the routine abortion data during the period 

between 2002 and 2008 (both published and unpublished) provided by the Statistics New 

Zealand; and ii) A cross-sectional study of 188 self-identified Asian women who presented 

for abortion at four selected abortion clinics in New Zealand. 

 

Results from the routine abortion data showed that Asian women had the highest abortion 

rates and ratios between 2002 and 2008 in comparison with women of other ethnic groups.  

Abortions among Asian women in their 20s accounted for more than half of the total abortion 

number for the period of 2002-2008.  Asian women obtaining abortions were getting older 

over time.  Between 1998 and 2003, when abortion number by women’s marital status were 

gathered, data show that abortion numbers were higher among Asian married and previously 

married women.  Women who were born in China (including Hong Kong) had far more 

abortions than all the women born in other top-five countries (Fiji, India, South Korea and 

Japan) added altogether.  The number of abortions among women born in China accounted 

for nearly half of the total number of abortions among Asian women in all years in this 

period.  More than half of the Asian women obtaining abortions who were not born in New 

Zealand arrived in New Zealand within five years, between 2001 and 2005.  Asian women, 

particularly Chinese women, also reported very low percentages of oral contraceptive failure 

across the years, probably reflecting low use. 

 

Findings from the cross-sectional survey showed that the typical Asian woman within the 

studied sample having an abortion was in her 20s, married or co-habiting with a partner, had 

no children, had no previous abortion, was highly educated, and did not belong to any 

religious background.  There were a large number of women obtaining abortions who 

belonged to the Chinese ethnic group, as well as a large number of non-citizens who were 
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born in China or of Chinese nationality, reflecting the findings from the routine data.  The 

majority of women who were not born in New Zealand had arrived in the country in the past 

10 years with more women who arrived in the last 5 years.  About half of the women 

presenting for abortion were students, the majority studying at tertiary level.   

 

The main reason for an abortion was having a baby now would dramatically change the 

women’s life; that is, having a baby would interfere with education or work, or would 

interfere with the responsibility of caring for other dependents.  Nearly two-thirds of the 

participants indicated that they could not afford to have a child now.  Single motherhood or 

relationship problems were also among reasons for abortion, as well as several other factors 

such as completed childbearing and pressure from parents.  About three-quarter of the Asian 

women specified that their husband or partner helped them decide to get an abortion.  The 

results show that only about one third of the participants thought that a woman should be able 

to obtain an abortion if she wanted it for any reason.   

 

Less than a quarter of the women claimed that they had used a birth control method all the 

time.  The fear of side effects was the most common reason for non-use or infrequent use.  

The fear of gaining weight when taking birth control pills was the main concern, followed by 

women’s ambivalence about the pills.  More than half of the women had heard of emergency 

contraceptive pills (ECPs) and nearly two thirds correctly thought that ECPs are used to 

prevent pregnancy.  At least one in five women who had heard of the pills but did not know 

what they were used for, or had never heard of the pills. 

 

Results from the analysis of abortion clinic surveys provide insights into the topic of 

unwanted pregnancy and abortion among Asian women in New Zealand at multiple levels. 

Individual cognitive, psychological and socio-economical, as well environment factors 

contributed to the women’s decision.  More specifically, as well the women’s psychological 

perspectives as why an abortion is needed, the attitudes towards abortion and unwanted 

pregnancy, and the living condition and/or situation influenced the decision.  The study also 

provides better understanding of Asian women’s sexual health knowledge, attitude and 

behaviour, that includes the knowledge and use of contraceptive.  The study results not only 

addresses the original research questions, but also supports a number of hypotheses generated 

from the routine data analyses and the review of literature in terms of, for example, 



iv 

 

contraceptive use at conception, decision-making process, and sexual and reproductive health 

knowledge and behaviour.   

 

It is hoped that this study will positively contribute to the body of research knowledge in 

terms of the topic of unwanted/unplanned pregnancy and abortion among Asian women in 

New Zealand, and help guide the development of effective sexual and reproductive health 

programmes for Asian migrant women and their partners, improving their knowledge, attitude 

and behaviour toward safe sex, resulting in fewer unwanted pregnancies. 
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CHAPTER ONE: INTRODUCTION 

 

The aim is this research is to identify the current situation and underlying factors related to 

abortion among Asian women in New Zealand, especially among Asian young people.  

Findings from this research will hopefully fill in the knowledge gap surrounding the reasons 

why Asian women, especially young Asian women, seek abortions, their knowledge, attitude 

and behaviour towards abortion, sexual health and contraception, and the influences on their 

abortion decision-making process.  In terms of the public health significance, it is hoped that 

this study will contribute to future development of appropriate family planning education and 

intervention programmes to reduce unwanted pregnancies among Asian women.  As such, the 

whole research programme has two objectives/ components: i) To investigate the current 

abortion situation among Asian women in New Zealand (number, rate, ratio, demographics); 

and ii) To identify underlying factors in relation with abortion among Asian women in New 

Zealand. 

 

This research is structured as follow: 

 

Chapter One, the Introduction, provides a brief overview of abortion and sexual health in New 

Zealand, particularly among Asian population in New Zealand; and the aim and objectives of 

this research. 

 

Chapter Two, the Review of Literature, will explore various theoretical linkages and 

empirical studies that are relevant to the study highlighting the needs for the study as well as 

providing theoretical linkages for the analyses and discussions of findings.  The literature 

review will also provide a review on sexual and reproductive health (SRH) among Asian 

population worldwide, with a special focus of Asian young population.  A review of articles 

concerning sexual health among Asian female migrants in overseas countries will be 

examined.  A world review of abortion trends and demographics patterns among Asian 

women worldwide will be explored, and reasons why Asian women opt for abortion will also 

be investigated.  The literature review will include a section on what have been researched in 

terms of abortion and sexual health among Asian women in New Zealand. 
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Chapter Three will begin with an introduction on the rationale for collecting and analysing 

abortion data in New Zealand.  Definitions of terms, methods and source of data will be 

described, followed by the description, analyses and discussion of findings.  This chapter is an 

epidemiological study of current situation in relation with abortion among Asian women, 

namely number, rates, ratios, contraceptive use and demographics.  The findings in this 

chapter respond to the first objective of the whole research programme. 

 

Chapter Four contains a cross-sectional study on reasons why Asian women choose abortion.  

The findings of this study address the second objective of the whole research programme.  

Ethical considerations within this cross-sectional study will be examined and the process of 

obtaining ethical approval from the Multi-regional Ethics committee will be briefly discussed.  

Research strategies that include the research questions and the overall methodological 

approach will be presented.  Limitations with regards to a number of aspects of the methods 

used or the implementation of the study will be assessed.  The chapter will include the survey 

data analysis, study results and implications. 

 

Chapter Five, the Conclusions, will briefly report the main findings from the study, the 

conclusions, and propose recommendations for future research. 
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CHAPTER TWO: LITERATURE REVIEW 

 

 

This chapter explores various theoretical linkages and empirical studies that are relevant to the 

study.  The review of literature shall include relevant sexual health behavioural and 

motivational theories to establish links between individuals’ perspectives on education, 

religion, self-esteem, self-control and the decision for terminating a pregnancy.  The 

theoretical aspect of this chapter shall also provide an overview of how abortion is perceived 

in the Asian cultural and religious context as well as the general attitude towards unintended 

pregnancy and the termination of pregnancy. 

 

This chapter will include a review of the topic of sexual and reproductive health among Asian 

population worldwide in general with a special focus on young Asian women, and Asian 

female migrants in overseas countries in particular.  A world review of abortion trends and 

demographics patterns among Asian women worldwide shall be explored, and reasons why 

Asian women opt for abortion shall also be investigated.  The literature review shall conclude 

with a section on abortion and sexual health among Asian women in New Zealand. 

 

2.1 UNWANTED PREGNANCIES AND ABORTION: AN 

OVERVIEW OF THEORETICAL FRAMEWORKS 

 

 

This section attempts to address the question of why women have unwanted pregnancies and 

abortion.  Relevant models are selected for discussion to provide a better understanding and 

insights into the way women behave when it comes to the use (or non-use) of contraception 

and the abortion decision-making process. 

 

2.1.1 Why Do Women Have Unwanted Pregnancies? 

 

The following is an overview of relevant theoretical and empirical models that explain about 

why women have unwanted pregnancies
1
.  Luker (1975) suggests that there were two 

prevailing schools of theories that explain this behaviour: one referring to cognitive factors 

such as women’s lack of contraceptive knowledge hence unwanted pregnancies; the other 

                                                 
1
 It is important to recognise and acknowledge distinctions between the term “unwanted pregnancy” and  

“unintended/ unplanned pregnancy” so that to avoid the assumption that any pregnancy that is unplanned is also 

unwanted Blake, J. (1969). Family Planning and Public Policy: Who Is Misleading Whom? Science, 165(3899), 

1203-1204, Luker, K. (1975). Taking Chances: Abortion and the Decision Not to Contracept. Berkeley, Los 

Angeles, London: University of California Press..  Within the framework of this study, however, it is reasonable 

to assume that unplanned pregnancies are also unwanted if they are resulted in induced abortion.  
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related to psychological determinants such as women’s resistance to contraceptive use due to 

their personal and emotional factors such as feelings, attitudes, or beliefs.  Luker’s early work 

on the conceptualisation of abortion and contraception referred to “the contraceptive 

ignorance theory” (Luker, 1975, p. 18) which reflects in various empirical studies on 

women’s contraceptive use even to these days (see for example: Frost, Singh, & Finer, 2007; 

Larsson, Aneblom, Odlind, & Tydén, 2002; H. N. Nguyen, Liamputtong, & Murphy, 2006; 

Silverman, Torres, & Forrest, 1987; Thang & Anh, 2002).  According to Luker, 

contraception, in early days, was withheld from all but the privileged few, and in the 1970s 

was still cited as a major determinant of unwanted births.  The meaning of the contraceptive 

ignorance comprises of many levels: from simply a total lack of contraceptive knowledge in 

general, to not being exposed to or not having access to the latest contraceptive methods and 

technologies, or a misconception and/or misuse of contraception.  Following are findings 

from selected studies that illustrate the contraceptive ignorance theory that may explain the 

reason why women have unwanted/ unintended pregnancies. 

 

An analysis of eighty-three patients presenting for abortion, aged 15-44, in an abortion centre 

in the United States shows that a total of 71% of all patients had no real knowledge of the 

existence of emergency contraceptive options.  Only 3% of all studied patients reported 

somewhat complete and valuable information (M. A. Jamieson, Hertweck, & Sanfilippo, 

1999).  In 2004, a study assessing women’s level knowledge, attitudes and experiences related 

to emergency contraception among a group of fifty-two women from different ethnic 

backgrounds attending abortion clinics in Greater Vancouver, Canada, reports that 

participants generally misperceived emergency contraception as an abortifacient, and often 

mistakenly thought that it had long-term effects on health and fertility (Shoveller, Chabot, 

Soon, & Levine, 2007).  Furthermore, some studies on immigrant women seeking abortion 

also find an association between a lack of contraceptive knowledge (due to, for example, 

language barriers) and unplanned pregnancies (Goodyear-Smith & Arroll, 2003; Helström et 

al., 2003; North & Sparrow, 1991; Saxena, Oakeshott, & Hilton, 2001). 

 

Inadequate knowledge about contraceptive methods resulting in non-use and unwanted 

pregnancies is also reflected in a number of studies in other parts of the world.  A qualitative 

investigation about knowledge of contraceptives and sexually transmitted diseases (STDs) 

amongst young people in Ho Chi Minh city, Vietnam in 2006 demonstrates that even though 

family planning in Vietnam has been in place since the early 1960s, not all contraceptive 
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methods are equally available to women, especially those residing in rural areas (H. N. 

Nguyen, et al., 2006).  The study found that participants were not able to identify all the 

possible methods of contraception; and that their inadequate knowledge of contraceptives 

may be due to the lack of sexual education programs both at home and in social organisations 

such as schools or workplace.  Another study of seven hundred women aged 15-49 in seven 

provinces in Vietnam suggests that even if the participants knew about the contraceptive 

methods, they did not know where to get them (T. M. Nguyen & Vu, 2001).  Those who had 

never heard or seen advertisements about contraceptives knew less about this method than 

those who had access to communications and advertisements.  This study also confirmed that, 

although many people know about oral contraceptives, there is still a big gap in their 

understanding about them; for example, some 60% of women participants were unaware of 

the fact that oral contraceptive pills must be taken daily (T. M. Nguyen & Vu, 2001).  The 

lack of contraceptive knowledge, especially oral contraceptive pills and/or emergency 

contraceptives, among Vietnamese women of reproductive age has been reported in several 

other studies indicating that information campaigns to promote contraceptive methods have 

not reached their full scale in penetrating the target audience (Bélanger & Hong, 1999; T. M. 

Nguyen & Anh, 2002; H. X. Zhang & Locke, 2002).  For example, a study on women seeking 

abortion in three provincial capitals in Pakistan (Rehan, Inayatullah, & Chaudhary, 2001) 

revealed that 74.4% of the women had not used a contraceptive because of either lack of 

information about contraception (28.8%) or incomplete/ misguided information (45.6%).  In 

yet another study on the incidence of induced abortion in the Philippines (Juarez, Cabigon, 

Singh, & Hussain, 2005), data showed that the country’s decentralisation of health service 

provider contributes to Filipino women’s difficulties in obtaining contraceptive information, 

services and supplies, thus preventing them from practising contraception.   

 

While the relationship between women’s contraceptive ignorance and unwanted pregnancies 

has been reported in many studies, especially studies conducted in developing countries, 

evidence shows that unwanted pregnancies result not only from a lack of contraceptive skills, 

but also from having an ambivalent attitude and perception towards contraception and 

pregnancy.  To explain this behaviour, Luker (1975, p. 25) refers to the second traditional 

theory called the “intrapsychic conflict” theory – that women have the knowledge and 

adequate skills to prevent pregnancy but “for a variety of psychological and psychoanalytic 

reasons have resistances against using them”.  Women’s ambivalent attitude towards 

contraception or ambivalence about pregnancy in general has been reported in various 
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empirical studies on contraceptive use among women seeking abortion; however, they are 

among the least common reasons reported by contraceptive nonusers (Rachel K. Jones, 

Daroch, & Henshaw, 2002).   

 

Built on a critical look at both contraceptive ignorance theory and intrapsychic conflict 

theory, Luker (Institute of Medicine, 1995, p. 161; Luker, 1975, p. 85), while acknowledging 

the two main past theories, argues that “efforts to avoid unintended pregnancy” is based on a 

“benefit:burden ratio”; that is sexually active individuals or couples carry within themselves a 

complex equation balancing the benefits and burdens of becoming pregnant (or causing 

pregnancy) and having a child as opposed to the benefits and burdens of not becoming 

pregnant (or causing pregnancy).  Luker observes that the “process of living is a series of 

calculated risks” (Luker, 1975, p. 78).  As such, the author’s theory of contraceptive risk-

taking is based on the notion that “individuals perceive options assign values to these options, 

choose one option as preferable to another, and then act to implement that choice in 

[behavioural] terms” (Luker, 1975, p. 78).  Based on this rationale, Luker suggests that even 

those women who do not use contraceptives are nevertheless still engaged in a rational 

decision-making process, weighing the pros and cons, or the costs and the benefits, before 

taking or not taking the contraceptive risk.  Luker uses the diagram (Figure 2.1) below to 

describe the decision-making flow toward risk-taking behaviour.   

 
Figure 2.1. Decision steps in the process of risk-taking (Luker, 1975, p. 86) 
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In this figure, “utilities” refers to the range of both costs and benefits; “cost-benefit set” refers 

to the product of a weighing process which considers the costs (or the benefits) of 

contraception and the benefits (or the costs) of pregnancy.  The first half of this process is 

how to arrive at a “cost-benefit set” (the first decision point): The utilities of contraception 

and pregnancy are assessed in the light of each other, until a cost-benefit set toward risk-

taking emerges.  The lower the utilities assigned to contraception the more likely a “set” 

favourable to risk-taking will emerge.  The higher the utilities assigned to pregnancy the more 

likely a “set” favourable to risk-taking will emerge.  Low utilities assigned to contraception 

combined with high utilities assigned to pregnancy will produce a “favourable cost-benefit 

set” and vice versa.  Once the risk-takers have arrived at the first decision juncture, the next 

point is to decide exactly how likely it is that they will actually become pregnant, or 

“subjective probabilities assigned to pregnancy”.  If women think it is likely that they will 

become pregnant, they are less likely to continue with the decision process toward risk-taking 

than women who think that getting pregnant is an unlikely event.  The risk-takers, then, 

discount the possibility that they will become pregnant, and assign low probabilities to the act 

of getting pregnant.  “Discounting” as a social process explains why people in general engage 

in obviously bad risks.  Discounting in this context represents an assessment of how likely 

pregnancy is.  The discounting process occurs when the risk-takers consciously lower their 

assessment perceiving that pregnancy is considered unlikely.   

 

Luker’s contraceptive risk-taking theory has been under scrutiny for its simplicity and 

inaccuracy in specifying subjective expected utilities and the subjective probability of 

abortion as determinants of risk-taking (Crosbie & Bitte, 1982).  An empirical study 

conducted by Crosbie and Bitte (1982) to test Luker’s theory contests that because the theory 

was built upon a qualitative study of a relatively small sample size of women undergoing 

induced abortion (the risk-takers), and that Luker's sample did not include a reasonable 

comparison group of contraceptive users, it is inconclusive whether the motives attributed to 

contraceptive risk-takers are different from those of contraceptive users.   

 

Despite its simplicity as critiqued by Crosbie and Bitte (1982), Luker’s contraceptive risk-

taking theory is still considered useful in this study as it provides a platform for further 

investigation into why women have unintended pregnancy, and the effect of time on risk-

taking, especially among those having repeated abortion.  In fact, studies show that a more 

common reason for not taking contraceptives is women’s perceived low risk of pregnancy 
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(see for example, Helström, et al., 2003; Henshaw, 1996; Rachel K. Jones, et al., 2002; Kabir, 

1989; North & Sparrow, 1991; Raine, Minnis, & Padian, 2003; Shephard & Bracken, 1979; 

Sparrow, 1997).  The work by Jones et al. (2002, p. 297), for example, found that the most 

common category of reasons for contraceptive non-use among women having abortion in the 

United States was the perception that “a woman was at low risk of becoming pregnant” and 

not expecting to have sex.  In 2004, a national study on adult women at risk for unintended 

pregnancy was conducted in the United States.  The results suggest that ambivalence about 

avoiding pregnancy was “strongly associated with both contraceptive non-use and having a 

gap in use while remaining at risk of unintended pregnancy” (Frost, et al., 2007, p. 90).  More 

specifically, the study’s findings show that women who said avoiding pregnancy was a little 

or not important had higher odds of having not used contraceptives all year than those who 

said avoiding pregnancy was very important.  In a study on abortion rate and contraceptive 

practices in immigrant and native women in Sweden (Helström, et al., 2003, p. 409), it was 

found that women who requested abortion were well aware of contraceptive options but “for 

some reason” contraception was not used.  A common reason for not using contraception 

found in this study and another study in Sweden by Larsson et al. (2002) was deliberate risk-

taking and/ or a perception of not being able to become pregnant.   

 

Different aspects of contraceptive risk-taking behaviour are also discussed by other 

researchers, such as Miller (1986) and Zabin (1994).  Zabin (1994, p. 93) discusses the role of 

“individual self-concept” and that the system of rewards and punishments is viewed 

differently by each individual who sees different costs and benefits, or “a different calculus of 

choice”.  Miller (1986) on the other hand takes into account the women’s feelings which 

might help examine the ways in which women deal with the ambivalence of contraception.  

When looking at irregular use or non-use of contraceptive methods, Miller stresses the 

importance of making distinction between the motivation to avoid conception and the 

perceive risk of conception.  Miller argues that the motivational component comprises factors 

that lead a woman toward or away from wanting to become pregnant and have a child.  These 

factors may include both her attitude toward what she believes to be the consequences of 

having or not having a child and her broad childbearing drives or motivations.  Based on data 

from an empirical study of the psychological and behavioural aspects of sexuality, 

childbearing and contraception, Miller concludes that a woman’s contraceptive vigilance and 

her actual use of birth control frequently depends upon the internal balance between her 

positive and negative feelings toward getting pregnant and her current contraceptive method 
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(Institute of Medicine, 1995; W. B. Miller, 1986).  In many countries, women’s attitude 

toward the use of contraception in the decision-making process and their motivation for non-

use are heavily influenced by a complex combination of the cultural and religious 

environment in which they live.  A study of contraceptive decision-making among rural 

Bangladeshi women discusses how negative attitudes toward birth control persist in the rural 

society, reflected through many so-called “contraceptive parables” told by older women, 

warning the listener of the pitfalls of the contraceptive use: “A woman cannot go to heaven if 

she dies with an IUD inside her body” (Stark, 2000, p. 184).  Obviously, in this case, the 

woman will have to consider and weigh the costs and benefits of using contraceptive, the 

process of which is even more difficult if the perceived outcome is extremely negative. 

 

In the realm of behavioural psychology in sexual health, the risk-taking theory approach can 

be found in many derivations which have been applied in various studies of contraceptive use.  

These models are based on the principle that behaviours (and behaviour changes) are 

conditioned by a series of knowledge, beliefs, perceptions and attitudes (Dubois-Arber & 

Carael, 2002).  The Health Belief Model explains health behaviour in terms of beliefs about 

health.  As Nutbeam and Harris (2004) summarises, this model suggests that the likelihood of 

an individual taking action related to a given health problem is based on the interaction 

between four types of beliefs (Figure 2.2).  Applied in the context of contraceptive behaviour, 

the model predicts that women will take action to protect or promote health if: 

- they perceive themselves to be susceptible to becoming pregnant; 

- they believe that not using contraception will potentially result in pregnancy and that 

being pregnant poses some serious consequences/ problems; 

- they believe that risk minimising practices (such as taking contraceptives) will greatly 

reduce the risk of being pregnant; and 

- they believe that the benefits of taking contraceptives will outweigh the costs and 

barriers (such as reduced enjoyment; or religious/ cultural beliefs) 

 
Figure 2.2. Health Belief Model (Nutbeam & Harris, 2004, p. 11) 
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The Theory of Reasoned Action (Figure 2.3), developed by Fishbein and Ajzen (cited in 

Dubois-Arber & Carael, 2002), assumes that human beings are usually quite rational and that 

they make systematic use of the information available to them.  If a woman has acquired 

contraceptive knowledge and skills and belief that taking contraceptives will benefit her in 

terms of avoiding unintended pregnancy, she will then form a favourable attitude toward 

taking contraceptives to minimise the risk of pregnancy, which will in turn result in the actual 

use of contraception.  The second predictor of intention is subjective norm, a social factor 

referring to the perceived social pressure to perform or not to perform the behaviour; or in this 

case, to use or not to use contraception (Ajzen & Madden, 1986).   

 

 

 
Figure 2.3. Theory of Reasoned Action (Ajzen & Madden, 1986, p. 454) 

 

 

An extension of this theory is that of Planned Behaviour (Figure 2.4) which explains an 

“individual’s intention to perform the [behavior] of interest” (Ajzen, 1988, p. 132).  The 

Theory of Planned Behaviour recognises that a person’s intentions will become significantly 

greater if that person feels she or he has greater personal control over a behaviour – a concept 

closely related to self-efficacy.  The perceived behavioural control, which is the extension arm 

to the original theory, refers to the “perceived ease or difficulty” of performing a behaviour 

(for example, using contraception) and it is assumed to “reflect past experience as well as 

anticipated impediment and obstacles” (Ajzen, 1988, p. 132).  As such, the more favourable 

attitude and subjective norm a woman has with respect to, for example, contraceptive use, and 

the greater her perceived behavioural control, the stronger should be the woman’s intention to 

use contraception. 
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Figure 2.4. Theory of Planned Behaviour (Ajzen, 1988, p. 133) 

 

 

2.1.2 Why Do Women Have Abortions? 

 

There is a constellation of explanations presented in various empirical studies surrounding the 

attitudes toward and reasons for abortion (see for example, Alex & Hammarstrom, 2004; 

Allanson & Astbury, 1995; Bryan & Freed, 1993; Finer, Frohwirth, Dauphinee, Singh, & 

Moore, 2005; Freeman, 1978; Harris & Mills, 1985; Husfeldt, Hansen, Lyngberg, Nøddebo, 

& Petersson, 1995; Silverman, et al., 1987).  Women have induced abortion due to many 

different reasons: unwanted pregnancy, financial circumstances, pursuit an education, pursuit 

a career, unpreparedness of being a parent, coercion, and the list goes on.  Because abortion is 

considered as “an end point in a chain of decision-making events” (Costa, Jessor, & Donovan, 

1987, p. 4), it is preceded by other psychosocial factors such as the choice of whether or not 

to use contraception, the selection of a contraceptive method, and, in the event of a pregnancy, 

the decision to terminate the pregnancy or to carry to term (Costa, et al., 1987).  Theoretical 

models related to abortion, therefore, comprise of various measures such as individual’s 

characteristics, social environment, and behaviour.   

 

Jessor and Jessor (1977, p. 19) propose the Problem-Behaviour Theory, which focuses on the 

personality system (or personality attribute), which has three parts: The motivational-

instigation structure, the personal belief structure, and the personal control structure.  The 

following detailed explanation of these three components is based on Jessor and Jessor’s work 

(1977), as well as the work of Plotnik (1992) on premarital pregnancy among youth.  In the 

motivational-instigation structure, the values placed on goals and the expectations of attaining 

those goals have the motivational components that influence whether behaviour is goal-
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directed.  Educational aspirations can be related to behaviours linked to pregnancy and 

motherhood because such outcomes are likely to interfere with educational attainment.  In the 

personal belief structure, beliefs about self, society, and self in relation to society affect the 

willingness to engage in nonconformity such as premarital childbearing or single motherhood.  

Self-esteem and locus of control, which will be examined later, are part of the personal belief 

structure.  Lastly, in the personal control structure, personal characteristics reflect personal 

moral standards and regulate behaviour.  Religiosity is one such characteristic, and it refers to 

a general involvement with religious beliefs, ideology and activities.   

 

The concept of self-esteem was identified by Maslow (1943) and is one of the components of 

hierarchy of human needs theory.  According to Maslow, human’s needs are categorised into 

five different levels of hierarchy.  Esteem needs refer to self-esteem through personal 

achievement as well as esteem for others.  How people regard themselves will determine what 

behaviour they are most likely to engage in.  For example, a young woman with low self-

esteem is more likely to become pregnant, less likely to abort, and less likely to marry if she 

carries the pregnancy to term (Plotnik, 1992).  The term locus of control derives from Rotter’s 

social learning theory (Rotter, 1954) which postulates that “a particular [behavior] is more 

likely to occur if it is associated with high reinforcement value and expectancy (Laffrey & 

Isenberg, 2003).  Reinforcement value refers to the degree of preference for a particular 

reinforcement if other reinforcement options are available. Expectancy is the probability that 

the particular reinforcement will occur as a result of an individual’s behaviour (Laffrey & 

Isenberg, 2003).  The potential for a particular behaviour to occur, therefore, is a function of 

the expected occurrence of reinforcement following the behaviour (Laffrey & Isenberg, 2003; 

Rotter, 1954).  Locus of control describes the degree to which the reinforcement is dependent 

on one’s own behaviour (internal locus of control) rather than on control by other persons, 

chance, fate, or luck (external locus of control) (Wallston & Wallston, 1982).  In health 

related studies, the concept of locus of control is often used to assume that “internally 

controlled individuals will engage in health promoting behavior to a greater extent than 

externally controlled ones” (Laffrey & Isenberg, 2003).   

 

The following table (Table 2.1), extracted from Plotnik’s study (1992) illustrates how the 

personality system factors described above underlie behaviours relate to pregnancy and 

abortion.  The table summarises predictions about the effects of selected beliefs about self 

(self-esteem, locus of control), motivations (attitudes toward school, educational expectations, 
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gender attitudes), and personal control (religiosity) on pregnancy, abortion, marriage before 

birth, and non-marital motherhood.  The results in this table show that abortion is the most 

favourable resolution of pregnancy if the woman has high self-esteem; has internal locus of 

control, favourable attitude toward school; and has high educational expectations.  There is no 

clear relationship between religiosity and aborting a premarital pregnancy in Plotnik’s study.   

 

Table 2.1 Predicted effect of personality attributes on the likelihood  

of premarital pregnancy and resolution of a pregnancy (Plotnik, 1992, p. 801) 

 
 

On the subject of religiosity (from the Western point of view), Harris and Mills (1985) 

introduced the Theory of Value Conflict to explain how religiosity influences the attitudes 

toward abortion and how it is reflected in the abortion decision making process.  The theory is 

built on the premise that, “Choice is not the emergence of preference out of indifference.  It is 

the emergence of a unified preference out of competing preferences” (statement of Dewey, 

1922, p. 137 found in Harris & Mills, 1985).  In other words, decisions are based on the 

resolution of inner conflict over options; each person to some extent holds contrasting values 

and norms relevant to the question of woman’s right to seek abortion (Harris & Mills, 1985).  

The key value conflict seen in the question of abortion, according to the authors, is between 

responsibility for others, on one hand, and freedom to determine one’s own life, on the others.  

Responsibility for others means that individuals should be loyal, be responsible for their own 

actions upon others, respond to calls for help with selfless action, and not insist upon their 

own way where that might harm others.  Self-determination means that individuals should be 

free to determine their own lives without coercion, should not have to do anything they hate 



14 

 

or believe to be bad for them, should make decisions about their own lives without being 

forced, and should not be under anyone else’s power in things that matter deeply.  Individuals 

must decide how strongly to serve one value even though it creates conflicts with the other 

and how to achieve balance between the two.  The rationalisation leading to the decision of 

terminating a pregnancy is the process of weighing these two values: Abortions due to 

physical reasons (e.g. birth defect, threat to mother’s health) tend to activate the value of self-

determination, while the personal convenience aspects of the social considerations (e.g. not 

wanting for children, financial hardship) probably stimulate the value of responsibility for 

others.  It is, therefore, possible that although the two values contrast against one another, 

they can co-exist.  This is reflected in a study conducted by Allanson and Astbury (1995) 

showing that despite unanimous endorsement of “right to choose”, women with religious 

background indicated that terminating a pregnancy was against their beliefs and that they had 

considered this factor in their decision.  Their rationale was that others would suffer if they 

continued the pregnancy. 

 

In addition, Harris and Mills (1985, pp. 139-140) also support the argument that “the 

influence of religion on attitudes and [behavior] is due mainly to the reinforcement of group-

specific norms and values through social interaction, rather than to theological beliefs in any 

simple sense”.  They also suggested that religious participation provides a better explanation 

of the impact of religion on abortion attitudes than do religious preference, belief or intensity 

measures.  For example, involvement in the church’s social system (measured by attendance) 

proved a much stronger determinant of abortion attitudes than did psychological identification 

with one’s religious group (the religious identity measure).  Numerous empirical studies on 

the subject of abortion in the light of religious view, being Judeo-Christian, Buddhist or 

Islamic, present evidence that when it comes to the final juncture of the decision-making 

process regarding whether or not to keep pregnancy (unplanned, unwanted, or premarital), 

many women seeking abortion are also those with faith and religious background (Badkar, 

2002; Finer, et al., 2005; Florida, 1999; Tedesco, 1999).  This fact can partially explained by 

the theory of value conflict presented earlier in the section, in combination with other 

psychological behavioural theories and reasoning such as locus of control, career 

expectations, desired family size, and child-rearing values (Bryan & Freed, 1993).   

 

Allanson and Atsbury (1995) explain the meaning and ambivalence of abortion.  Allanson and 

Astbury argue that women’s abortion decision process is very much dependent on their sense 
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of self in connecting with others.  The decision-making process is determined by empathy, 

interpersonal connections and intimacy, ethic of care in a self-in-relation framework.  The 

authors used their empirical study of twenty women attending the Fertility Control Clinic in 

Melbourne, Australia to illustrate the point that women decided to terminate a pregnancy 

because of their ethic of care, or self-in-relation.  The study found that concern that others 

would suffer if she continued with the pregnancy, concern that her partner would not cope if 

she continued the pregnancy and being less likely to think she would be a good mother now, 

all correlated significantly.  In particular, the relationship between the woman and the 

pregnancy (whether she had any positive feelings towards the pregnancy) may be of key 

importance.  In fact, this underlying theme occurs as one of the main reasons for abortion in 

many studies across the world (see for example, Finer, et al., 2005; Liamputtong, 2006; 

Luker, 1984; Sihvo, Bajos, Ducot, & Kaminski, 2003).  The work of Jones and colleagues 

(2008) is one among many studies to suggest that women’s decisions to terminate pregnancies 

are often influenced by the desire to be a good parent.  Women in Jones et al.’s study (2008) 

had abortion because of the material responsibilities of motherhood, such as the care for their 

existing children.  The women believed that children had the right to a stable and loving 

family, financial security, care and attention.  As one of the study participants noted: “I would 

want to give my child, like, everything in the world” (Rachel K. Jones, et al., 2008, p. 79). 

 

2.2 UNWANTED PREGNANCIES AND ABORTION IN 

ASIA: PERCEPTION, ATTITUDES, POLITICS AND 

RELIGION 

 

 

Theoretical models and explanation discussed so far in this chapter are those developed by 

Western scholars and scientists.  It is highly relevant and useful for this particular study to 

have an understanding of how the topic of unwanted pregnancy and abortion is perceived in 

Asian societies and cultures in relation to people’s attitudes, politics, and beliefs.  Although 

Western originated theories as underlying explanations can be found in numerous empirical 

studies on sexual and reproductive health in Asia, there are also other considerations that need 

to be addressed in order to fully understand Asian women’s reasons for unwanted/ unintended 

pregnancies and abortion.  The aim of this section, therefore, is to provide an overview of 

academic works that discuss the various factors related to pregnancy, unwanted pregnancy, 

and abortion.  These factors include attitudes, morality, politics, and beliefs. 
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Common themes emerged in the literature with regards to attitudes toward unplanned 

pregnancy resulted in induced abortion in Asian countries are those related to moral values, 

traditional beliefs, and religion (Coleman, 1983; Florida, 1999; Harrison, 1999; LaFleur, 

1992; Moskowitz, 2001; Whittaker, 2004).  Although the number of abortion cases (both safe 

and unsafe) in Asia account for over a quarter of the total number of abortions worldwide in 

2008, and abortion rate in Asian countries is second to Latin America and the Caribbean 

region (Singh, Wulf, Hussain, Bankole, & Sedgh, 2009), not all countries in Asia have similar 

views on the topic of unwanted pregnancy and abortion.  In fact, abortion is still illegal in 

some countries in Asia, either to an extreme extent (prohibited altogether) or with some 

restrictions.  Table  2.2 is an excerpt from the 2008 Guttmacher Institute’s report on abortion 

situation worldwide showing the abortion laws in Asian countries. 

 
Table 2.2 Asian Countries and Reasons for which Abortion is Legally Permitted, 2008 (Singh, et al., 

2009, p. 50) 

Reasons Developed and developing countries in 

Asia 

Prohibited altogether, or no explicit legal 

exception to save the life of a woman 

Laos, Iraq, Oman, Philippines 

To save the life of a woman Afghanistan, Bangladesh, Bhutana,c,e, Brunei 
Darussalum, East Timord, Indonesia, Irand, 

Lebanon, Kiribati, Myanmar, Sri Lanka, 

Syriaf,g 

To preserve physical health (and to save a 

woman’s life) 

Jordan, Kuwaitd,f,g, Pakistan, South Koreaa,c,d,g 

To preserve mental health (and all of the 
above reasons) 

Hong Konga,c,d, Malaysia, Thailanda,d 

Socioeconomic grounds (and all of the above 

reasons) 

Japang, Fiji, Indiaa,d,f,j, Taiwanc,d,f,g 

Without restriction as to reason, but with 

gestational and other limits 

Cambodia, Chinai,k, Mongolia, Nepali, North 

Koreak, Singapore, Vietnamk 

Notes: Additional exceptions and restrictions are noted in italics next to each country’s name. Some 

countries allow abortion in cases of (a) rape, (b) rape of a mentally disabled woman, (c) incest, (d) 

fetal impairment or (e) other grounds.  Some restrict abortion by requiring (f) parental authorisation of 

(g) spousal authorisation.  Some countries (i) have abortion laws that prohibit sex-selective abortions, 

and one country (j) bans sex-selective abortion as part of a separate fetal imaging law.  Some countries 

(k) do not specify gestational limits, and regulatory mechanisms vary.   

 

 

2.2.1 Moral Values 

In Asia, traditional and moral values to this day still play a very important role in the cultural 

and social lives of women and men.  Topics of sex, sexuality, pregnancies, abortion still 

remain highly sensitive in many parts of Asia including those developed countries such as 

Japan, South Korea, and Taiwan.  It is not only the policy-makers, governments, or religious 

leaders that hold certain restrictive views about unwanted pregnancies and abortions, but it is 
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also the common public people who have different views on the right and wrong of this topic.  

The concept of motherhood and fertility is one of the emerging concepts that prevent women 

in many countries in Asia from dealing with unplanned pregnancies and accessing abortion.  

In Thailand, for example, studies have shown that strong social values stress the importance 

of maternity and paternity in Thai society (Whittaker, 2002a, 2002b, 2004).  Motherhood and 

nurturing is a “fundamental expectation for women and a central discourse within 

constructions of femininity” (Whittaker, 2004, p. 111).  Hmong women, in a study of Laotian 

immigrants in Australia (Liamputtong, 2003), perceive abortion as highly dependent on the 

women’s place in Hmong society.  Abortion is seen as the right of certain women to control 

their reproduction, particularly older women who have given birth to “enough” children to 

carry out essential tasks in their culture.  Young women, on the other hand, are excluded from 

this right.  If they are still in childbearing years and still want children in the future, “abortion 

becomes a moral issue” (Liamputtong, 2003, p. 235).  The idea of motherhood is also 

supported widely by anti-abortion groups in Japan which claim that the ideology of childbirth 

and child-raising is a woman’s unique role; and that abortion represents the denial of 

maternity and maternal responsibilities (Coleman, 1983).   

 

The concept of motherhood, however, is far more complex and multi-faceted (Bhopal, 1998).  

Feminist scholars have argued that the journey of motherhood is not a simple task (Bhopal, 

1998; Liamputtong, 2006; McMahon, 1995; Oakley, 1979; Thurer, 1994) - it is not only 

“emotionally absorbing but also [labor]-intensive” (Hays, 1996, p. 32).  Perhaps due to this 

perception of motherhood, despite the prejudice, women in Asian countries, when faced with 

unplanned/unwanted pregnancies, seek abortion as a way to avoid being a mother when they 

perceive they are yet to be prepared to become one (Whittaker, 2001, 2002b).  Abortion 

becomes a “necessary evil” if the woman is married, has at least one child, and is financially 

overburdened (Coleman, 1983, p. 72).   

 

The notion of motherhood in Asia is situated in a wider milieu that is morality.  Moral values 

related to sexuality and sexual relationships, conception, contraception, pregnancy and 

induced abortion comprise of many aspects: traditional and cultural values, perception and 

prejudice, and religious teachings (Bélanger & Hong, 1999; Cui, Li, & Gao, May 2001; 

Gammeltoft, 2001; Kaljee et al., 2007; H. N. Nguyen & Liamputtong, 2007; Whittaker, 

2004).  Vietnam is one of many countries in Asia that are influenced by the teaching of 

Confucius (551-478 B.C.).  Although it is believed that Vietnamese people rarely accept 
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beliefs or practices wholly as presented to them and that they “adopt and adapt foreign 

traditions, blending them with indigenous beliefs and with each other” (McLeod & Nguyen, 

2001, p. 43), it is suggested that the fundamental principle of harmony of Confucianism is still 

applied in everyday life until today (H. N. Nguyen & Liamputtong, 2007).   

 

Under Confucianism, gender roles are allocated in a firm hierarchy of submission and 

dominance following the concepts of yin and yang, “an all encompassing cosmological 

scheme…conceived as two primordial forces from which everything else in the universe was 

created” (N. L. Jamieson, 1995, p. 11).  The norms of Confucianism have created a strong 

double standard in gender roles and gender morality.  According to this double standard, 

women’s chastity is valued above all things.  As such, for Vietnamese women, sexual 

activities must be conducted within marriages, but this principle does not apply for men (H. 

N. Nguyen & Liamputtong, 2007).  Moreover, marriage constrains women more than men 

because of the woman’s identity as a wife and a mother (McMahon, 1995; H. N. Nguyen & 

Liamputtong, 2007; H. X. Zhang & Locke, 2002).  Kaljee et al. (2007, p. 57) found that 

stigma associated with premarital sexual relations creates for youths “an atmosphere of 

silence”.  This stigma creates a situation, in which their behaviours are perceived as “bad” and 

“immoral”, thus in turn causes women experience shame and denial of their sexuality (Kaljee, 

et al., 2007, p. 57).  The ideology of Confucianism and feudalism regarding women’s place 

and value in the society can also be found in the context of Chinese public perception 

highlighting the importance of virginity, and that “the calamitous consequences of giving in to 

premarital temptation have ramifications for an entire marriage.  A wife will lose her 

husband’s affection if he discovers she has been taken by another man.  If she squandered her 

‘greatest capital’ he will look down on her, even insult and trample on her” (McMillan, 2006, 

p. 64).  Furthermore, there are various social taboos against single or widowed women 

bearing children (Wu & Walther, 2006) 

 

Morality in connection with traditional values can be found in a study on teenagerhood in 

contemporary Malaysia by Stivens (2002).  The author observes that, as part of a strategy to 

have a corporate Islam as the way forward for Malays and the whole of Malaysia, “cultural 

productions about contemporary Malaysian modernity have become critically centred on 

anxieties about the ‘family’, sexuality and ‘the youth’” (Stivens, 2002, p. 188).  With the 

globalisation and economic development, the cultural consequences of Western-style 

modernity have been considered as “threatening the national social fabric” (Stivens, 2002, p. 
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188).  The moral panics refer to the panics surrounding sexuality among the youth (e.g. 

promiscuity and premarital sex), and the irresponsibility toward newborn babies by young 

single mothers.  A study on premarital sexual relationship and contraception conducted in 

another Islamic state, Indonesia, also highlights the “idealized morality” generated by 

religious norms and teaching (Utomo, 2002, p. 226).  Despite the fact that the young 

generation of Indonesia behave in some ways similar to those in the West (for example, their 

engagement in premarital relationships, unmarried cohabitation, unwanted pregnancies), 

traditional social values still exist in Indonesia, and these values still have a strong influence 

on the young people who somewhat have a strong sense of morally appropriate behaviour and 

moral jeopardy.  As a result, young people in Indonesia constantly seek reasons to justify their 

premarital sex – the process referred to as “a complex period of moral conflict” (Utomo, 

2002, p. 226).  In Vietnam, for example, many women make a moral differentiation between 

early menstrual regulation when the fetus is not yet formed and considered to be a “blood 

clot” or a “bean seed”, and later abortions which destroy a fetus.  As such, to avoid 

committing a moral sin, many women deal with unplanned/ unwanted pregnancies by 

attempting to go for a menstrual regulation as early as possible (World Health Organisation, 

1999). 

 

2.2.2 Abortion, Unwanted Pregnancy and Buddhism 

Several scholars have contributed to the understanding of the Buddhist stance on unwanted 

pregnancy resulted in abortion in Asia (see for example, Florida, 1999; Keown, 1999; 

LaFleur, 1992; Ratanakul, 1999; Tedesco, 1999; Whittaker, 2004).  Since many countries in 

Asia share the common Buddhist faith (albeit in different derivations), it is worthwhile to 

discuss how unwanted pregnancy and abortion are viewed in Buddhist perspectives.  Buddhist 

ethical principles, according to Florida (1999, p. 12), are based on an understanding that 

everything exists in relationship with everything else, and that moral behaviour in Buddhist 

systems is “a means towards a religious end, the transcendence of those selfish cravings 

which bind all beings to an unending round of suffering”.  All moral acts, as a result, are 

understood either to be skilful deeds which are beneficial to self and others, or unskilful deeds 

which harm self and others (Florida, 1999).  Human behaviour should be judged not on an 

absolute scale of good and evil, but rather on a relative scale of skilful and unskilful (Florida, 

1999).  As for the idea of conception, both traditional and contemporary Buddhists maintain 

the view that the human being begin at the instant of conception, therefore, abortion equates 

killing a separate human being, not just removing a part of the mother (Florida, 1999).  In 
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other words, abortion is an unskilful act as it involves greed, hatred and delusion – the three 

“poisons” that represent a lack of insight into the interconnectedness of all beings (Florida, 

1999, p. 17).  Committing an unskilful deed, such as abortion, brings bad karmic 

consequences to the self and others (Whittaker, 2004). 

 

While the teaching of Buddhism highlights the real existence of a human being in fetal form 

and that abortion equals killing a living human being (LaFleur, 1999), Buddhist perception 

towards unwanted pregnancy and abortion varies from individual to individual, and from 

nation to nation.  In contemporary Japanese society, for example, there is a general consensus 

of sympathy that women having unwanted pregnancy faced with a difficult circumstances, 

and that those who have to get abortions go through a tremendous amount of pain and stress 

(LaFleur, 1999).  On the other hand, there is an acknowledgment that babies in wombs are life 

and that people ought to feel sorry for the aborted infants, too (LaFleur, 1999).  In order to 

deal with this dilemma, some countries with strong Buddhism influence such as Japan, 

Taiwan and Korea have created a system to manage parents’ guilt and mourning by erecting 

temples dedicated to miscarried, aborted or stillborn infants (LaFleur, 1992, 1999; 

Moskowitz, 2001; Tedesco, 1999).  In Japan, the concept of “liquid life” or “water-child” 

(mizuko) has become popular and has been adopted by several Buddhist countries such as 

Taiwan and Korea (Harrison, 1999; Moskowitz, 2001; Tedesco, 1999).  To view the water-

child as in some way suspended in water is to consider that “a fetus is still-unformed child, a 

child still in the ‘becoming’ stage rather than emphatically existing as a discrete entity or 

‘being’” (LaFleur, 1992, p. 24).  This concept has contributed to the formation of the so-

called “Middle Way” in Asia referring to the Buddhist position on abortion that stands in the 

middle ground between the “pro-choice” and “pro-life” extremes (Keown, 1999).   

 

2.2.3 Birth Control Policies and Sex-selected Abortion Trend 

This section of the chapter now turns to discuss other aspects that influence Asian women’s 

decision-making process in terms of unplanned pregnancy and abortion: Government’s birth 

control policies and sex-selected abortion trend.  Since its first initiative started in India in 

1930, the family planning movement and policies have been practised widely throughout Asia 

(Tsui, 1996).  The modern contraceptive technologies have been introduced to all Asian 

countries and the efforts of governmental and non-governmental organisations to raise an 

awareness, to educate, and to make contraceptives accessible and affordable have, on the 

whole, contributed positively to the slowing down and/ or decline in fertility rate in many 
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countries in Asia (Gertler & Molyneaux, 1994; Goodkind, 1995; Larson & Mitra, 1992; 

Rosenfield, Bennett, Varakamin, & Lauro, 1982; Tsui, 1996).  While existing academic 

literature and health programme and policy reports have been mainly focusing on the use of 

(or the lack of) contraceptives in relation to the birth control progress in the Asian region, 

numerous studies conducted in China postulate the influence of population policy on Chinese 

women’s decision to terminate a pregnancy (see for example, Hemminki, Wu, Cao, & 

Viisainen, 2005; Jing-Bao, 2005; Scharping, 2003; Wang, Yan, & Feng, 2003; White, 2006; 

Wu & Walther, 2006).   

 

Induced abortion in China was legalised in 1957 as part of the government’s first birth control 

campaign (Wu & Walther, 2006).  Prior to the implementation of the one-child policy in 

1979, however, there was not a large increase in the number of abortions performed (Ping & 

Smith, 1995).  Since the implementation of the government’s one-child campaign, the number 

of induced abortions in China has risen rapidly (Wu & Walther, 2006).  At the introduction of 

this policy, it was hoped that third and higher order births could be eliminated and that about a 

third of couples might agree to give up the idea of having a second child (Kane & Choi, 

1999).  The one-child campaign regulates not only the family size that a couple can have but 

also the spacing between children; when couples fail to meet those regulations, they are often 

encouraged to seek an abortion (Ping & Smith, 1995; Wu & Walther, 2006).  Abortions have 

frequently turned into an obligatory measure not left to individual choice (Scharping, 2003); 

in other words, they have become coercive.  Not only do married women whose childbearing 

exceeds the legal birth quota seek abortion, but unmarried women are also to resolve their 

unplanned pregnancy in abortion as well.  In China there are, in fact, regulations explicitly 

specifying the ban on extra-marital births which add to the surge in the practice of the 

termination of unauthorised pregnancies by command in this country (Scharping, 2003).  It is 

undoubtedly that the government’s aggressive family planning policy such as that 

implemented in China bears great influences on women’s decision to have an abortion.  In 

fact, for some women, abortion has been used as a primary means of birth control, even 

though the Chinese Government strongly discourages the reliance on abortion because of 

women’s health hazards associated with abortion procedures (Wang, et al., 2003).  Abortions 

are considered “remedial measures” or a “back-up method” used only to compensate 

contraceptive failure (Greenhalgh, 1986; Jing-Bao, 2005).  The pressure to keep within the 

authorised number of children that leads to induced abortion has also been recorded in a 
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number of studies conducted in China’s neighbouring country, Vietnam (Goodkind, 1995; 

Johansson, Tuyet, Lap, & Sundstrom, 1996). 

 

Sex preference is another major reason for terminating a pregnancy with an abortion in many 

countries in Asia, especially in China, India, Taiwan, Republic of Korea, and Pakistan (B. D. 

Miller, 2001).  Female-selective abortion
2
 (FSA) is also practiced in other parts of the region 

where son preference has been reported and demand for FSA is likely such as Bangladesh, 

Nepal, and Vietnam (B. D. Miller, 2001).  A recent report by the United Nations 

Development Programme (2010) states that more boys than girls are born in Asia as a whole 

than in any other region of the world.  East Asia has the highest male-to-female sex ratio at 

birth – 119 boys for every 100 girls.  This exceeded the world average of 107 boys for every 

100 girls during the 2000-2005 period (Figure 2.5).  The high sex ratio indicates “a strong 

preference for male children and the deliberate use of certain means to achieve it - a form of 

gender inequality that begins even before birth” (United Nations Development Programme, 

2010, p. 34). 

 

Figure 2.5. Male-to-Female Sex Ratio at Birth, 1980-85 to 2000-05  

(United Nations Development Programme, 2010, p. 34) 

 

According to this report, between 2000 and 2005, China had the highest male-to-female sex 

ratio at birth in Asia and the world – 121 boys for every 100 girls, followed by Republic of 

                                                 
2
 Female-selective abortion, or FSA, is termed by Miller Miller, B. D. (2001). Female-Selective Abortion in 

Asia: Patterns, Policies, and Debates. American Anthropologist, 103(4), 1083-1095. instead of the general term 

sex-selective abortion because sex-selective abortion in Asian cultures is almost completely directed at aborting 

female fetuses and preserving male fetuses. 
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Korea (1.10), and India (1.08).  Studies have shown that son preference is recorded in East 

and South Asian societies that are still under the strong influence of the Confucian tradition 

that emphasizes the value of sons .  Male offspring bear important duties such as carrying on 

the family name, inheriting the family property, and playing a special role in family traditions.  

Too many girls, if not aborted, “face orphanages or second class lives concealed from the 

world and with reduced chances of schooling and health care” (Kane & Choi, 1999, p. 994; 

Westley, 1995; Wong & Ho, 2001; Wu & Walther, 2006).   

 

Sex-selective abortion phenomenon in India stems from similar reasons: The state’s birth 

control programme, and entrenched cultural traditions that value sons over daughters (B. D. 

Miller, 2001; Patel, 2007).  Because of the patriarchal society and the burden of dowry system 

as well as the high costs of wedding, particularly in higher caste families, the birth of a 

daughter, especially second daughter is seen as undesirable (Arnold, Choe, & Roy, 1998).  

With the widespread availability of clinics having ultrasound facilities, tests for sex 

determination followed by female-specific abortions appear to have become popular in India 

(Visaria, 2007).   

 

A number of studies show that not only does cultural and spiritual value of sons play a crucial 

part in sex-selective abortion in Asia, but economic reasons also contribute to a trend toward 

increasingly masculine sex ratios at birth throughout societies in Asia (Bélanger, Khuat, Liu, 

Le, & Pham, 2003/2; B. D. Miller, 2001; Patel, 2007).  Sons are valued over daughters 

because they are seen as a source of labour.  In India, for example, sons are raised and 

educated to be earning members who can be responsible for looking after parents (Patel, 

2007).  The birth of a son is regarded as an opportunity for upward mobility while the birth of 

a daughter is perceived to result in downward economic mobility of the household and the 

family (Patel, 2007). 

 

The ability to produce a male heir, in many Asian societies, gives women a rite of passage; in 

other words, a son’s birth is “a means of privileging the mother” (Patel, 2007, p. 149).  The 

majority of the Indian women would be devastated to only have successive daughters (Patel, 

2007).  Despite the information surrounding the science of reproduction, the woman is still to 

be blamed for her inability to provide a son to the family.  Furthermore, the combination of 

son preference and the authorised number of children per couple has contributed to the 

changing patterns of desired fertility among Asian families, especially in urban cities.  In 
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China, for example, a family consisting of two children was preferred for rural and urban 

citizens in the 1980s, but beginning in the 1990s, more urban people began to state a 

preference for one child (Li Zhang, Feng, & Zhang, 2006).  Oftentimes, the desired number of 

children is based on the gender of the existing child (or children).  This pattern can be 

observed in other countries in Asia such as India and Korea (Larsen, Chung, & Gupta, 1998; 

Patel, 2007).  A study on fertility desire and son preference in Korea suggests that women 

who have a son are less likely to have another child, and that women with a son who proceed 

to have another child, take longer to conceive the subsequent child (Larsen, et al., 1998).   

 

2.3 SEXUAL AND REPRODUCTIVE HEALTH 

AMONG ASIAN POPULATION: A WORLD 

REVIEW OF EMPIRICAL STUDIES 

 

 

The chapter now provides a snapshot about the sexual health knowledge, attitude, and 

behaviour/ practice among Asian population, citing relevant empirical studies in the past 

fifteen years (from 1995 to 2009) with a special focus on the young Asian women and Asian 

migrants in overseas countries.  The aim of this section is to provide background information 

that was useful in the development of the rationale and objectives for this study in terms of 

the understanding of Asians, especially Asian women, who reside in New Zealand (both 

permanently and temporarily), and their level of awareness, attitude and behaviour toward 

sexual health, contraception and family planning. 

 

2.3.1 Literature Search Strategy 

 

The topic of knowledge, attitude and behaviour/ practice (KAB/ KAP) toward sexual and 

reproductive health (SRH) in Asia is a relatively new research topic.  Most of the KAB 

surveys and assessments have been conducted by international and local organisations that 

operate in the field of gender, family planning, HIV prevention, sexual and reproductive 

health and rights, such as Family Health International (FHI), Population Service International 

(PSI), Population Council, United Nations Population Fund (UNFPA), and World Health 

Organisation (WHO).  There are also empirical studies conducted by academic scholars.  

However, these studies oftentimes reflect a limited scope of the issue, for instance, a focus on 

narrower geographical areas.  The literature review component in this section, albeit not as 

comprehensive compared to that used in a meta-analysis study, does include findings from 

highly relevant peer-reviewed journal articles, reports, books on the theme of sexual and 

reproductive health among Asian population in general, and Asian women in particular.  The 
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search strategy, therefore, does not only limit within the academic search engines, but also 

include an extensive search for studies reported by different SRH organisations.  The 

fFollowing are steps taken in the literature search strategy: 

 

a. Style 

 

The review of literature for this section follows a thematic style of review which is organised 

around the topic of SRH knowledge, attitude and behaviour/ practices among Asian 

population, particularly young Asian women and those of Asian ethnicity residing in Western 

countries.  The focus in this study is on the current situations and as such, the timeframe for 

literature review is for studies conducted the last 15 years. 

 

b. Resources 

 

Literature resources were journal articles and sexual and reproductive health reports.  Health 

related database search engines for academic journal articles that were used include the 

following: 

- PUBMED, MEDLINE 

- PSYCHINFO 

- EMBASE 

- OVID 

- SCOPUS 

- PROQUEST 

- EXPANDED ACADEMIC 

- JSTOR 

- ACADEMIC ONEFILE 

- SCIENCE DIRECT 

- INFORMA WORLD 

- GOOGLE SCHOLAR 

 

Organisational reports on sexual and reproductive health matters are sought through the 

following engines: 

- GOOGLE 

- Search engines of different Government, UN agencies, NGOs (e.g. Ministries of 

Health, CDC, UNFPA, WHO, UNAIDS) 

 

c. Key Words and Phrases 

 

All key words and phrases used for the literature search were derived from the research topic 

and research questions.  These are:  

Knowledge attitude behaviour/ behaviour/ practices 
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These key words are combined with the following words/ phrases: 

 

Surveys, studies, reports, Asia, South Asia, South East Asia, Asian population, adolescents, 

youth, young women, Asian migrants, family planning, sexually transmitted infections/ 

diseases (STIs, STDs), HIV/AIDS, contraception, contraceptive. 

 

Furthermore, the combination of key words and phrases are also combined with names of 

each individual Asian country to ensure the inclusion of relevant studies that have been 

conducted in these countries (for example, KAB sexual reproductive health Mongolia). 

 

d. Outcome 

 

A total of 342 related journal articles and reports have been found among thousands of search 

hits and have been reviewed for significant findings that would contribute to the study.  Of 

these, 62 literatures (journals and report cases), both quantitative and qualitative, yielded 

highly relevant information that help paint a picture of the general level of knowledge, 

attitude and behaviour in relation to sexual and reproductive health among Asian population, 

particularly Asian young women and Asian migrants in the past 15 years.  It is, however, 

worth reporting that existing literature on this topic appear to be patchy at both international 

and national levels and lack the continuity in timeline; that is, there are gaps between studies.  

Furthermore, not all Asian countries have in place a system of assessing or reporting the level 

of KAB in sexual and reproductive health, and there is missing information for some Asian 

countries. 

 

2.3.2 Findings from the Literature Review: Level of Knowledge, Attitude, and 

Behaviour among Asian population 

 

This section begins with an overview on sexual and reproductive health knowledge, attitude 

and behaviour in the global context.  A discussion on facts and figures from regional and 

country reports provided by several international and local organisations in Asia is then 

provided.  Selected small-scale case studies presented in academic journals featuring 

additional findings that differ from those report are also included for discussion in this 

section.  In general, existing literatures show that the level of KAB in SRH among Asian 

population varies from country to country.  There are numerous factors and determinants 

influencing individuals’ and/or communities’ awareness, attitude and practices in relation to 
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the concept of safe sex, STIs, pregnancy, family planning, and contraception. These factors 

will be discussed in detail later in this section in the form of summaries of key messages. 

 

In 2006, Wellings et al. conducted a systematic review of research aimed at investigating 

sexual behaviour and assessing interventions to improve sexual health.  Medical, public health 

and social science research articles between 1996 and 2006 were reviewed by Wellings et al.  

The main focus of Wellings et al. work was on sexual behaviour and sexual behaviour change 

in 59 countries, including 6 developing countries in Asia, namely Bangladesh, India, 

Indonesia, Nepal, Philippines and Vietnam.  The global accounts on current trends and 

patterns are summarised as below (Wellings et al., October 2006). 

 

 Information about sexual behaviour is essential to inform preventive strategies and to 

correct myths in public perceptions of sexual behaviour.  Gaps in knowledge remain, 

especially in Asia and the Middle East, where obstacles to sexual-behaviour research 

remain. 

 Trends towards earlier sexual experience are less pronounced and less widespread than 

sometimes supposed (in many developing countries the trend is towards later onset of 

sexual activity for women), but the trend towards later marriage has led to an increase in 

the prevalence of premarital sex. 

 Most people are married and married people have the most sex.  Sexual activity in young 

people tends to be sporadic, but is greater in industrialised countries than in developing 

countries. 

 Monogamy is the dominant pattern in most regions.  Reporting of multiple partnerships is 

more common in men then in women, and generally more common in developed countries 

than in developing countries. 

 Striking differences between men and women in sexual activity are explained in part by a 

tendency for men to over-report and women to under-report. 

 Married women find negotiation of safer sex and use of condoms for family planning 

more difficult than do single women.  Very early sexual experience within marriage can 

be coercive and traumatic. 

 Condom use is increasing, but in many developing countries, rates of use remain low. 

 Factors that determine variations and trends in sexual behaviour are environmental and 

include shifts in poverty, education and employment; demographic trends such as the 
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changing age structure of populations and the trend towards later marriage; increase 

migration between and within countries; globalisation of mass media; advances in 

contraception and access to family planning services; and public health HIV and STD 

prevention strategies. 

 

Table 2.3 is an excerpt from Wellings et al. work (October 2006) highlighting age at first 

sexual intercourse (SI) and marriage, for men and women in 6 Asian countries.  Sexual 

activity begins for most men and women in the later teenage years (15-19 years) in these 

countries.  For women, median age at first intercourse is low in South Asian countries where 

early marriage is the norm (Bangladesh, India, Nepal), and high in Southeast Asian countries 

(Indonesia, Philippines, Vietnam).  For men, age at first intercourse is, generally, not linked to 

age at marriage.  In most of the Asian countries, men start to have sex later than do women.  

Also according to this report, in societies where first intercourse still occurs mainly within 

marriage, the trend towards later marriage has been accompanied by a trend towards later sex 

in young women, and is particularly a feature of countries in South Asia.  It is worth 

mentioning that studies reviewed by Wellings et al.’s (October 2006) focused primarily on the 

men and women born between 1965 and 1969.  Other existing studies conducted on the topic 

of sexual behaviour targeting a much younger population Asia suggest a slightly different 

picture in terms of median age at first sexual intercourse. 

 

Table 2.3 Age at first sexual intercourse (SI) and marriage, for men and women born between 1965 

and 1969, by six Asian countries (Wellings, et al., October 2006, p. 5) 

Median age at first % had SI before age Median age at first Median age at first % had SI before age Median age at first

SI (years, IQR) 15 years (95%CI) marriage (years, IQR) SI (years, IQR) 15 years (95%CI) marriage (years, IQR)

Bangladesh 22.5 (18.5-26.5) - 23 (20.0-26.0) - - 14 (13-16.0)

India - - - - - 16 (15.0-19.0)

Indonesia 24.5 (21.5-27.5) - 24.01 (21.0-27.0) 18.5 (16.5-21.5) - 18.01 (16.0-21.0)

Nepal 18.5 (16.5-21.5) 9.1 (5.6-12.5) 20 (17.0-22.0) 16.5 (15.5-18.5) 21.9 (19.6-24.1) 16.01 (15.0-18.0)

Philippines 20.5 (18.5-23.5) 2.6 (1.3-3.8) 24 (21.0-29.0) 21.5 (18.5-26.5) 3.3 (2.6-4.0) 22 (18.0-26.0)

Vietnam - - - - - 20 (18.0-22.0)

Men Women

*Note: IQR are abbreviations for interquartile range; CI: Confident interval 

 

In terms of contraceptive use, a report by the United Nations (2002) suggested that by the 

year 2000, in Asia region, 66% of couples used family planning, with a high level of use in 

East Asia (83%), which had the highest average contraceptive prevalence rate in the world 

because of China (84%) and Hong Kong (86%). Contraceptive prevalence of over 70% was 

also reported in the Republic of Korea, Singapore, Thailand and Viet Nam, while Bangladesh, 

India, Indonesia and Sri Lanka achieved relatively high levels above 48%. Contraceptive 

prevalence in 2000 was still below 20% in Afghanistan, Bhutan and the Lao People’s 



29 

 

Democratic Republic.  Also according to the United Nations report (2002), recent trends show 

that Myanmar and Viet Nam have experienced the highest annual increase in contraceptive 

prevalence at 2% or more, with Myanmar and Viet Nam having the highest annual increase in 

the use of modern methods, that is, 2% annually. However, the prevalence of modern methods 

decreased slightly in Malaysia, the Republic of Korea and Thailand between 1990 and 2000 

(Karim, 2003; United Nations, 2002).  

 

There is apparent gap knowledge in the literature in terms of the level of awareness and 

attitude toward SRH in general population in Asian countries.  Most of the research and 

intervention efforts have been directed to the understanding of the SRH situation among 

adolescents and youth in Asia.  This may partially attribute to the magnitude of this group of 

population (Jejeebhoy & Bott, 2003).  According the United Nations Population Division 

(2010), of the estimate 1.8 billion adolescents and young people (ages 10-24 years) in the 

world in 2005, about 1.1 billion (or 62%) live in Asia.  However, there are variations in the 

proportions of young populations across the region.  More specifically, in Eastern Asia, young 

people comprise of one third of the region’s young population.  In South Central Asia region, 

they comprise of nearly 50% of the region’s young population.  In South-eastern Asia, they 

comprise of less than one quarter of the region’s young population.  China and India together 

contribute approximately 61% of the total young population in the region, and about 38% of 

the world young population.  Table 2.4 illustrates demographic profile of adolescents and 

young people in selected Asian countries/ regions.   

Table 2.4. Demographic Profile of Adolescents and Youth in Asia in Selected Countries and Regions, 

2005 (United Nations Population Division, 2010)
3
 

No.* %** %*** No.* %** %*** No.* %** %***

China 173,996   30% 19% 157,092   29% 18% 331,088     30% 19%

India 177,836   31% 19% 163,138   31% 19% 340,974     31% 19%

Eastern Asia 193,816   34% 21% 175,835   33% 20% 369,651     33% 21%

South-Central Asia 265,430   46% 29% 247,127   46% 28% 512,557     46% 29%

South-Eastern Asia 81,806     14% 9% 79,576     15% 9% 161,382     15% 9%

Asia Total 573,648   62% 533,641   61% 1,107,289  62%

World 918,847   870,732   1,789,579  

Note:   * In thousands

           ** % of Total Asian Young Population

           *** % of Total World Young Population

Male Female Total

 

                                                 
3
 This table was tabulated from the United Nations Population Division’s database United Nations Population 

Division. (2010). World Population Prospects: 2008 Revision Population Database.   Retrieved 20th June, 2010, 

from http://esa.un.org/UNPP/index.asp?panel=2. 
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2.3.3 Findings from the Literature Review: Level of Knowledge, Attitude, and 

Behaviour – A Special Focus on Youth in Asia 

 

Young people in Asia have been the centre of attention for various international and national 

research and intervention initiatives in the area of SRH since the International Conference on 

Population and Development held at Cairo in 1994 (Gubhaju, December 2002).  The defined 

age for this group of population varies from study to study, depending on the availability of 

the data source.  For example, in some studies, young people are those in the age group of 15-

24 years; in others, the age group of 15-19 years is referred to as adolescent group, although 

the 10-19 age group identifies the period of adolescence (Jejeebhoy & Bott, 2003).  The 

literature review in this study considers young people (including adolescents) as those in the 

10-24 age group.  Age groups found in literature that differ from this consideration will be 

specified.   

 

2.3.3a SRH Knowledge and Sources of Information 

 

Young people in the Asia region are healthier, more urbanised and better educated than those 

in earlier generations.  They are also faced with significant risks related to SRH including 

HIV/AIDS (Jejeebhoy & Bott, 2003).  In a review of World Health Organisation’s 146 

research projects in 21 developing countries in Africa, Asia, and Latin America that address 

young people (aged 10-24), Brown et al. (2001, p. 29) highlighted that while youth in 

developing countries are generally well informed, “in-depth knowledge of sexual health 

issues tends to be quite patchy, and misconceptions concerning safe practices are quite 

widespread”.  Sexual and reproductive health messages still remain scientific and technical 

which do not reflect the questions and concerns of young people regarding sexual practices.  

As a results, misconceptions continue to exist which in turn contribute to risky behaviours 

(Brown, et al., 2001).  Knowledge of conception and the fertile period is generally poor 

among young people, both female and male, and among educated as well as uneducated 

youth.  For example, many young people believed that women cannot become pregnant at 

first intercourse or with occasional sexual relations.  In a case study of youth in 13 provinces 

of Indonesia, it was reported that 9.13% of males and 6.7% of females believe that pregnancy 

can occur through physical embrace.  A survey on newly married couples in Shanghai, China, 

found that 26% of female youth believe that sexual debut or occasional sex carried no risk of 

pregnancy; and 46.9% did not know at what time during menstrual cycle the woman would be 

fertile (WHO, 2005a).  A KAP survey among Afghan women in Kabul found that only 16% 
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of the women gave a positive answer when asked if they knew “how babies were made” when 

they were 15 years old (Egmond et al., 2004, p. 277).   

 

Sources of information are likely to be mainly informal, contributing to common 

misconceptions regarding safe sexual practices.  The internet is one example of informal 

sources of information used by young people in Asia to supplement existing sexual 

knowledge, exploring issues where formal (school, textbooks) or traditional resources 

(parents, print media) “provide little or suspect information” (Ngo, Ross, & Ratliff, 2008).  In 

Taiwan, for instance, studies have shown that the sexual attitude and behaviour of the 

adolescent is very much affected by TV, pornographic videos, and the internet (Sun, 2004-

2005).  A survey conducted by the National Health Promotion Bureau of Taiwan revealed that 

92% of male students and 72% of female students had access to pornographic publication 

and/or video compact-discs, and 81% of male students and 31% female students had been 

exposed to pornography on the internet (Sun, 2004-2005).  In another study of 2,001 students 

from high and middle schools in Taiwan, the results showed that nearly 40% of the 

participants had at least some exposure to internet pornography, with boys reporting 

significantly higher exposure frequencies than girls (Lo & Wei, 2005).  The exposure to 

internet pornography, according to the study, implies greater acceptance of sexual 

permissiveness and a greater likelihood of engaging in sexually permissive behaviour which 

undermines traditional values against premarital and extramarital sexual activity (Lo & Wei, 

2005).  Exposure to pornography that likely increases engagement in sexual activity was also 

reported in a study of teenagers from another developed country in Asia, Singapore 

(Hollander, 2009). 

 

Apart from media and the internet, friends, boyfriends, girlfriends, and spouses are the 

common sources of information about family planning and reproductive health.  Moreover, 

parents are frequently not the primary source of information (Brown, et al., 2001).  A study of 

adolescents in three provinces in Indonesia suggested that few young people discuss the 

topics of family planning and reproductive health with their parents, and less than one-third 

have learned about such topics at school (Achmad & Westley, October 1999).  Another study 

of university students in the Philippines revealed that 75% of the respondents reported poor 

communication with parents about sex-related issues (Mensch, Clark, & Dang, 2003). 
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In fact, formal sex education lags behind sexual activity in Asian developing countries. A 

survey by Shanghai Municipality showed that only 15% of high-school students have 

received sex education from their teachers or parents (Watts, 2004).  A study on students and 

teacher of secondary schools and health professionals in Ulaanbaatar, Mongolia, revealed that 

there is a lack of sexual health knowledge among administrators, teachers, and parents that 

collectively contribute to the knowledge gaps that exist among Mongolia’s young people 

(Roberts, Oyun, Batnasan, & Laing, 2005).  According to the study, doctors are the 

gatekeepers of health information; and health is not currently a topic of priority at any level of 

education in Mongolia.  Although the United Nations Population Fund (UNFPA) recently 

helped develop a new sexual health curriculum, it has not been fully implemented in all 

Mongolian schools (Roberts, et al., 2005).  The teachers’ personal discomfort and lack of 

knowledge on the sexual health topic has impeded the sexual health lesson rollout (Roberts, et 

al., 2005).  In a more developed country in the region such as Taiwan, although reproductive 

physiology has been incorporated into high school education since 1973, many adolescents 

still do not have adequate, or correct, knowledge to protect themselves from unintended 

pregnancies or STDs (Sun, 2004-2005).  In 2000, a study by Sun (2004-2005) of senior high 

school students, vocational school and college students in Taiwan found that about 12.6% of 

male students and 4.5% of female students did not receive any formal education about 

reproductive physiology and pregnancy, 31.2% of male students and 21.1% of female 

students did not receive any formal education about contraceptives.  

 

Misconceptions or a lack of correct understanding of contraceptive methods among Asian 

youths are also reported in the literature.  An analysis of data from Demographic and Health 

Surveys and other national surveys and studies conducted in the 1990s in six Asian countries 

examining the contraceptive behaviours of married adolescents suggested that although 

awareness of contraception is highly prevalent among married adolescents, knowledge of 

specific methods and sources of supplies is limited (Pachauri & Santhya, 2002).  For example, 

despite the fact that condom is the only method that can protect against both unwanted 

pregnancy and STIs, in South and Southeast Asia, the proportion of adolescents knowing 

about using the condom was lower than the proportion knowing of other modern reversible 

methods (Pachauri & Santhya, 2002).  A study of urban university students in the Philippines 

showed that both male and female students had poor knowledge of condoms (Mensch, et al., 

2003).  Young women were less well-informed than young men about contraception in 

general; 55% of females had inadequate knowledge in this area, compared with 40% of males. 
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2.3.3b SRH Attitudes and Behaviour 

 

Young people in Asian countries appear to take a more active approach to sexual relations 

and sexual activities in recent years.  Young people’s attitude toward casual, premarital sex is 

becoming more tolerant, changing from traditional conservative to more liberal (Gao, Lu, Shi, 

Sun, & Cai, 2001; Lönn, Sahlholm, Maimaiti, Abdukarim, & Anderson, 2007; Utomo, 2002; 

Zulkifli & Low, 2000).  A study of university students in Beijing, China found that of 1796 

respondents, 83.4% agreed that premarital sexual activities are normal among university 

students (Liying Zhang, Gao, Dong, Tan, & Wu, 2002).  Premarital sex becomes more 

acceptable especially if the relationship develops into a more serious one that may eventually 

lead to marriage (Utomo, 2002).   

 

Meanwhile, a number of studies have suggested the trend towards an increase in the age at 

marriage in many countries in Asia (Brown, et al., 2001; Gubhaju, December 2002; Low, 

2009; Pachauri & Santhya, 2002; Zulkifli & Low, 2000).  It has also been reported that there 

is a fall in age at menarche among Asian adolescent girls, which in turn implies an earlier 

onset of sexual maturity and the ability to reproduce.  As a result, young girls are biologically 

mature enough to engage in sex and become pregnant at an earlier age, although they may not 

be emotionally and psychologically ready to comprehend the implications (Gubhaju, 

December 2002).  Moreover, the gap between age at menarche and at marriage increases the 

possibility that young people will engage in premarital sexual activity (Gubhaju, December 

2002).  Findings from selected studies featuring premarital sexual activity among young 

people in Asia are presented in Table 2.5. 
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Table 2.5 Premarital Sexual Activity among Youth, Selected Studies 

Country/ site Sample 
Age 

range 

Percentage 
Source 

Males Females 

Cambodia Young men in marginal/ 

squatter areas of Phnom Penh 

15-24 30.4 n/s (Douthwaite & 

Saroun, 2006) 

China University students 17-26 45.5 36.0 Liying et al. 

(2002) 

China University students n/a 20.0 11.7 Gao et al. 

(2001) 

Malaysia Youths from the general public 

and secondary schools 

15-21 44 16 Zulkifli & 

Low (2000) 

Myanmar Rural youths, Pyin Oo Lwin 

province 

15-24 30.8 0 Tint et al. 

(2008) 

Philippines Urban university students 15-24 29.6 7.4 Lacson et al. 

(1997) 

Republic of 

Korea 

College and university students 18-25 50 12 Cha et al. 

(2007) 

Vietnam Young people in three 

provinces 

15-21 6.2 1.7 Kaljee et al. 

(2007) 

Vietnam  Young married women in six 

provinces 

15-22 n/s 50 Mensch et al. 

(2003) 

Note: N/a – not available; n/s – not studied. 

 

Studies on sexual behaviour in Asia, albeit few in quantity, have shown that typically, young 

men report a higher percentage in premarital sexual activity than young women; although 

some of this difference may attribute to over-reporting among males, and under-reporting 

among females (see for example, Brown, et al., 2001; Gao, et al., 2001; Liu et al., 1998).  This 

evidence may also partially attribute to gender imbalances in terms of attitude towards 

premarital sexual activity.  In other words, males continue to be more likely to consider 

premarital sexual activity to be acceptable than the females.  Furthermore, both females and 

males consider premarital sex to be more acceptable for males than for females (Brown, et al., 

2001).   

 

Apart from the lack of knowledge and/or limited access to information surrounding sexual 

and reproductive health, Asian youths are also faced with other factors that lead to risky 

sexual behaviour that result in unintended pregnancies, or the transmission of sexual diseases 

and/or HIV/AIDS.  In a systematic review of qualitative studies conducted between 1990 and 

2004 on factors that shape young people’s sexual behaviour globally, Marston and King 

(2006) identified seven key themes, five of which are related to sexual behaviour in general, 

and the other two themes are related to condom use in particular.  Although the systematic 

review included worldwide studies on young people’s sexual health behaviour, factors that 

emerged in the review are similar to those identified in existing studies conducted in Asia (see 
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for example, Bennett, 2002; Gubhaju, December 2002; Kumar, 2002; H. N. Nguyen & 

Liamputtong, 2007; Utomo, 2002; C.-H. Yeh, 2002).  Below is a summary of factors 

influencing young people’s sexual behaviour that were identified in the systematic review as 

well as in the existing literature on SRH in Asia (Marston & Cleland, 2003). 

 

 Theme 1: Young people subjectively assess the risks from sexual partners on the basis 

of whether they are “clean” or “unclean”.  Young people tend to use protective 

methods (condoms) in sexual relationships with partners whom they perceive to be 

“unclean” or “dirty” just by looking at the (sex) partner’s appearance. 

 Theme 2: Sexual partners have an important influence on behaviour in general.  Sex 

might be as something that could strengthen the relationship, or as a way to please a 

partner.  Coercive sexual relationships are also present in Asia where young women in 

particular, have weak negotiating power over the issue of sexual intercourse (Gubhaju, 

December 2002). 

 Theme 3: Condoms can be stigmatising and associated with lack of trust.  Carrying or 

buying condoms can imply sexual experience.  Young people also worry that asking 

for their partner to use a condom implies a sign of distrust. 

 Theme 4: Gender stereotypes are crucial in determining social expectations and 

behaviour.  Men are expected to be highly heterosexually active, and women chaste.  

Despite the stigmatising effect for women in carrying condoms or using other 

contraception, women are generally considered responsible for pregnancy prevention. 

 Theme 5: There are penalties and rewards for sex from wider society.  Social rewards 

and penalties influence behaviour.  Complying with gender expectations can raise 

social status: for men, by having my partners; for women, by chastity or securing a 

stable, exclusive relationship with a man.  For example, in Asia, there is a “sugar 

daddy” phenomenon which refers to sexual relationship between young women and 

older and wealthier men; young women have sexual intercourse with the older men for 

economic gains (Gubhaju, December 2002).   

 Theme 6: Reputations and social displays of sexual activity or inactivity are important.  

The notion of reputations, or face-saving, is important in Asian societies.  Reputations 

are related to displays of chastity for women or heterosexual activity for men.  

Reputations are also closely related to the existence of peer pressure, especially among 

young people 
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 Theme 7: Social expectations hamper communication about sex.  Young people often 

avoid speaking openly to partners about sex; instead using deliberate 

miscommunication and ambiguity.  Young people may avoid discussing sex for fear 

that raising the possibility may lead to loss of face or hurting others’ feelings (through 

rejection), or damage to reputation (through seeming inappropriate forward).  Young 

people could also be reluctant to discuss condom use in case it is seen as equivalent to 

proposing or agreeing to sex. 

 

 

2.3.3c Contraceptive Use 

 

As briefly discussed in section 2.3.3, the level of knowledge on contraceptive methods is 

generally low among young people in Asia (Gubhaju, December 2002; Pachauri & Santhya, 

2002).  This section provides a further look at findings surrounding Asian youths’ 

contraceptive behaviour.  Evidence shows that the level of contraceptive use among youths, 

especially female youths in Asia does not necessarily correlate with their level of 

contraceptive awareness.  Contraceptive behaviour among adolescent girls draws a special 

attention partially because of their weak bargaining power over the use of contraception in 

sexual activity as previously discussed.  An excerpt from a report by the United Nations 

Economic and Social Council on the situation of the SRH of young people in the Asian and 

Pacific region (UNESCO, 2001) demonstrates the gap between knowledge and behaviour 

toward contraceptive use among young married women (Table 2.6).  These data were based 

on country demographic and health surveys reported by various national and international 

organisations.   
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Table 2.6 Percentage of currently married  females of reproductive age with knowledge of 

contraception and current use of contraceptives by age (UNESCO, 2001) 

Country Year of survey 

Knowledge of 
contraception  

Use of contraceptives 

15-19 20-24   15-19 20-24 
Women of 

reproductive age 

        

  Bangladesh 1996/97 99.9 100.0  32.9 43.1 49.2 

  Indonesia 
 
  1997 94.0 97.3  44.5 60.7 57.4 

  Kazakhstan 1995 95.8 99.7  31.5 47.0 59.1 

  Kyrgyzstan  1997 99.1 100.0  29.3 48.7 59.5 

  Lao People's Democratic Republic 2000 66.9 77.7  6.7 20.2 32.2 

  Mongolia
 
 1998 97.6 99.5  23.5 48.1 59.9 

  Myanmar  1997 87.1 92.2  21.3 30.4 32.7 

  Nepal 1996 96.9 98.7  6.5 15.8 28.5 

  Philippines 1998 96.5 98.7  21.8 39.8 47.8 

  Turkey 1998 98.5 99.1  33.6 52.9 63.9 

  Uzbekistan 1996 85.7 93.8  15.8 35.5 55.6 

  Viet Nam  1997 97.0 97.6  18.1 55.1 75.3 

                

 

Table 2.6 suggests that knowledge levels on contraceptives exceed 90% among adolescent 

married female youths surveyed in all of the countries except the Lao People’s Democratic 

Republic; however, a higher level of knowledge about contraception does not always mean a 

higher level of contraceptive use.  For example, despite a high level of contraceptive 

awareness among Nepalese young girls aged 15-19 years old, only 6.5% of them were found 

to be using any form of contraceptive (UNESCO, 2001).   

 

Findings from a number of case studies and cross-sectional studies conducted in Asia also 

reflect a relatively low level of contraceptive use among youths in this region.  For example, 

several studies of Malaysian youths suggest that even though a majority of sexually active 

teenagers know about birth control methods, only less than half of them used any form of 

birth control (Low, 2009).  A study of 468 Afghan women in Kabul found that 52% of 

married women did not know any method to delay or avoid pregnancy (Egmond, et al., 2004).  

None of the young women aged 15-19 years old used any form of family planning method, 

and only 7% of those aged 20-24 years old used some form of family planning method.  

Overall, 16% of Afghan married women in the study were using a modern and 7% a natural 

birth control method.  Older women were more likely to use a birth control method than 

young women.  In Thailand, a cross-sectional study of 832 female vocational students in 

Chiang Rai province suggested that only half of the women who had ever had sexual 
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intercourse reported using a method to avoid pregnancy, ranging from condom use and 

withdrawal to oral pills and emergency contraception (Allen et al., 2003).  A minority of the 

young women in the sample reported condom use.  Only 4.9% of the respondents had always 

used condoms with steady partner; less than half of the respondents (43.5%) had always used 

condoms with casual partner; and only one fourth (25.6%) of those with sexual experience 

used a condom during first sexual encounter.  A survey by the National Statistics Centre of 

the Lao People’s Republic found that about 8% of unmarried youth had engaged in premarital 

sex and that the use of contraceptives among adolescents was very low and increased only 

slowly with age: It was 3% among adolescents aged 15-17, 6% among adolescents aged 18-

19 and 12% among young people aged 20-25 (Sychareun, 2004).  The study also found that 

adolescent boys were four times more likely to use a contraceptive than girls; and about 8% of 

young people aged 20-25 had ever used condoms.  A low percentage in condom use among 

sexually active youths in Asia has been reported elsewhere in many developing countries in 

the region (see for example, Abraham & Kumar, 1999; Low, 2009; UNICEF, 2006) 

 

Evidence from South Asia shows that substantial proportions of South Asian adolescents are 

sexually active (WHO, 2003).  Not all contraceptive methods are suitable for adolescents, and 

those that are appropriate may be inaccessible or simply unavailable (Pachauri & Santhya, 

2002).  Pachauri and Santhya’s (Pachauri & Santhya, 2002) review of available data on 

married adolescents’ contraceptive use in South Asia suggests that the proportion of married 

adolescents who use contraception in South Asian countries remains low, even though 

significant minorities of young women express they want to delay or space births. In large 

surveys, 41% of sexually active married adolescents aged 15–19 in Nepal reported an unmet 

need, as did 16% in Bangladesh, 14% in India and 8% in Pakistan (Table 2.7). 

 
Table 2.7 Current contraceptive use among adolescents (aged 15–19) in South Asia (WHO, 2003, p. 

16) 

South Asian Countries 

Married women currently 

using any method of 

contraception (%) 

Estimated per cent of women 

aged 15-19 with an unmet 

need for contraception 

Bangladesh, 1997 33 19 

India, 1998-99 8 27 

Nepal, 1996 7 41 

Pakistan, 1996-97 6 23 

 

Apart from reasons for contraceptive non-use already discussed (themes 3 and 4 of the 

systematic review, page 35), below is a list of other reasons given by young people in Asia for 
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not using or for discontinuing to birth control methods (Achmad & Westley, October 1999; 

Alesna-Llanto & Raymundo, 2005; Low, 2009; Pachauri & Santhya, 2002; Roberts, et al., 

2005; Singh, et al., 2009; WHO, 2003, 2005a, 2005b, 2007).   

 

- condoms are too expensive 

- the use of condoms violates their religious beliefs 

- misconception about birth control methods (for instance, birth control methods are 

understood to be used only by married couples) 

- negotiating condom use is embarrassing 

- birth control measures were not thought of 

- sex was not planned or infrequent 

- lack of knowledge regarding the relationship between intercourse and pregnancy 

- lack of access to services 

- lack of contraception skill (contraception is found difficult to use) 

- difficulty in finding contraceptives 

- embarrassment in seeking contraception and counselling 

- abortion is a form of contraception 

- women/ girls are responsible for seeking contraception as they are the ones to get 

pregnant 

- easier to obtain an abortion than to use contraception on a regular basis 

- sex is not much fun with contraceptives 

- lack of appropriate family planning clinical/ counselling facilities 

- provider attitudes that adolescents find threatening, disrespectful or indiscrete 

- contraceptive discontinuation due to several reasons such as contraceptive failure, side 

effects and health concerns, desire for a more effective and convenient method, 

problem of access or husband’s disapproval 

 

2.3.4 SRH Knowledge, Attitudes, Behaviour: Special Focus on Asian Immigrants in 

Overseas Countries 
 

Because this study involves Asian sample residing in New Zealand, it is crucial to obtain an 

understanding of the level of SRH knowledge, attitudes and behaviour among those who are 

Asian-born immigrants or of Asian origin that live in overseas countries in order to 

investigate whether they share similar trends in comparison of those living in their own 

countries.  It is important to acknowledge that Asian migrants are present in Asian countries 
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as well; however, this review will not include those residing in Asia because of its irrelevance 

to this study.  Literature featuring Asian immigrants living in New Zealand will be discussed 

later in a separate section (Section 2.5). 

 

Literature on the level of knowledge, attitudes and behaviour among Asian immigrants is 

scarce.  The majority of the existing studies on the issue of SRH in the West focus on general 

population including Asian ethnic group with no specific identification whether the Asian 

sample in the study are new migrants, Asian-born, or of second or third generation (and so 

on).  Moreover, it is observed that in many studies, the term “Asian” is a generic, umbrella 

concept which does not usually describe in detail the composition of ethnic groups involved.  

This section is divided into two parts: The first part provides a brief overview on the concept 

of acculturation and Asian migrants’ SRH; the second part provides a review of findings 

surrounding the level of knowledge, attitudes and behaviour toward SRH among Asians and 

Asian migrants living in overseas countries. 

 

2.3.4a The Concept of Acculturation and Asian Migrants’ Health 

 

It is not intended in this section to include an extensive discussion surrounding the definition 

of acculturation; rather it is to provide an overview of empirical findings on the level of SRH 

knowledge, attitudes and behaviour and its association with acculturation, the knowledge of 

which helps enhance the understanding of SRH behaviour of Asian population who live in 

overseas countries in general, and in New Zealand in particular.  According to Rosenthal and 

Feldman (1990), the acculturation process refers to changes in identification, social skills, 

attitudes, values and behavioural norms that groups and individuals undertake when they 

come to contact with another culture.  Acculturation has been conceptualised as a 

resocialisation process, with the assumption that “increased contact with the host culture will 

lead to a shift away from the values, attitudes, and behaviors of the culture of origin.” (C. J. 

Yeh et al., 2003, p. 482).  While some immigrants find it easy to adjust to the new culture, 

others have strong attachments to their culture of origin and find such transition difficult (C. J. 

Yeh, et al., 2003).   

 

The rapid growth in the number of Asian immigrants to English-speaking countries (United 

States, Canada, Australia, New Zealand and the United Kingdom) has led to increased interest 

in their health and that of their descendants (Salant & Lauderdale, 2003). There have been a 

number of studies on the association of the concept of acculturation with Asian immigrants’ 
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health status including SRH in America (see for example, Gellert et al., 1995; Hahm, Lahiff, 

& Barreto, 2006; Meston, Trapnell, & Gorzalka, 1998; Okazaki, 2002; Salant & Lauderdale, 

2003; C. J. Yeh, et al., 2003; Yi, 1998).  It was found in several studies that, typically, the 

more acculturated Asians, especially young Asians, have become, the better level of SRH 

awareness they have obtained.  For example, a study of Vietnamese immigrants in California, 

United States, indicated that more highly Westernised young men and women had 

significantly higher levels of knowledge about HIV transmission and more accurate AIDS 

knowledge than their less acculturated age and sex counterparts (Gellert, et al., 1995).  Similar 

results can be found in Meston et al.’s (1998) study on Asian Canadians and non-Asian 

Canadians suggesting that while Asians demonstrated less sexual knowledge than did their 

non-Asian counterparts, the proportion of correctly endorsed knowledge items by Asians 

residing in Canada was considerably higher than rates noted by Chinese persons living in 

Hong Kong.   

 

Meanwhile, data regarding sexual attitudes among Asians in America reflect relative 

conservatism (Okazaki, 2002).  Meston et al. (1998) reported that, compared to Europeans, 

Asians held more conservative sexual attitudes.  Furthermore, recent Asian immigrants in the 

study were significantly more likely than Canadian-born or long term Canadian residents to 

hold conservative sexual attitudes.  Recent immigrants’ conservative attitudes toward sexual 

activity is partially attributable to the often noted lack of sex education in schools as well as 

beliefs, myths, and taboos associated with sex and reproduction in Asian societies (Meston, et 

al., 1998).  With regard to sexual behaviour, there are indications that high levels of 

acculturation are associated with higher rates of sexual activity (Hahm, et al., 2006; Yi, 1998).  

A study of 412 Vietnamese Americans at the University of Houston found that the degree of 

acculturation was significantly related to active sexual behaviour.  In general, acculturated 

students were more likely to be sexually active than the less acculturated students, who also 

were less likely to report ever having had sexual intercourse (Yi, 1998).  Results from the 

National Longitudinal Study of Adolescent Health in the United States showed that 

acculturated young women were more likely to engage in sexual intercourse than those who 

were less acculturated (Hahm, et al., 2006).  A similar finding was found in a study of 148 

Caucasian American and 202 Asian American students attending a state university in 

California, United States where young Asian American women from the least acculturated 

families were more likely to be virgins than were those from moderately or highly 

acculturated families (McLaughlin, Chen, Greenberger, & Biermeier, 1997).   
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From the socio-cultural perspectives, there were some possible explanations for the reason 

why level of acculturation correlates with elevated odds of sexual intercourse among young 

Asian women.  Hahm et al. (2006) posited that there are different expectations and attitudes 

toward sexual activity for men and women in Asian cultures – sexual activity is accepted and 

even encouraged for young men.  Thus, as young women acculturate, they may perceive sex 

as a statement of independence and gender equality.  The more acculturated young women 

become, the less importance they may place on the cultural and family values.  Once Asian 

adolescents believe they have violated family values, they may feel little motivation to return 

to those values  (Hahm, Lee, Ozonoff, & Amodeo, 2007).  Second, according to Hahm et al. 

(2006), young Asian American women who are more acculturated are more likely to adopt 

American attitudes about sex and are more likely to go out with American born young men.  

Vice versa, young Asian American women may become more acculturated by dating non-

Asian men, and consequently adopt American attitudes toward sex.  Finally, another possible 

explanation for the elevated odds of sexual intercourse for more acculturated women is that 

the longer immigrant families live overseas, the more family support declines.  Low parental 

attachment and desire to be accepted by peers may lead to greater risk of sexual intercourse 

(Hahm, et al., 2006).   

 

 

2.3.4 b SRH Knowledge, Attitudes and Behaviour among Asians Living in Overseas 

Countries 

 

This section is an overview of the level of SRH knowledge, attitudes and behaviour among 

Asian population including Asian immigrants who live in Western countries.  It is apparent 

that there is a large knowledge gap in academic publications surrounding the level of SRH 

awareness among this particular group of population despite the fact that Asians are one of 

the fastest growing minority groups in many English speaking developed countries (Hahm, et 

al., 2007).  There has been acknowledgment that SRH of migrants, including Asian migrants, 

presents one of the most important, and still unmet, public health challenges (Carballo, 

Divino, & Zeric, 1998; Carballo & Nerukar, 2001), yet research on factors associated with 

SRH among this group remains sketchy (Hahm, et al., 2007).  Most of the existing studies 

focus mainly on the sexual health attitudes and behaviour among young Asians, rather than 

providing an overall picture of how much they know about the risks of unintended pregnancy, 

STDs and HIV/AIDS and if their level of knowledge correlates with their attitudes and 

behaviour toward SRH. 
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Nevertheless, findings from limited literature have provided consistent information about the 

SRH situation among this group of population.  As mentioned earlier, the more acculturated 

Asians become, the better level of SRH knowledge they obtain, although for some sub-ethnic 

groups, the level of knowledge still remains poorer compared with non-Asian counterparts.  

For example, a study of 40 young Filipino women in the state of Queensland, Australia found 

that knowledge of preventing STDs was variable and few women thought they were at risk 

(Manderson, Kelaher, Woelz-Stirling, Kaplan, & Greene, 2002).  Young migrant Filipino 

women in the study experienced particular barriers in discussing sex with their parents or 

other community members, because of their concern with family honour and shame and 

tensions related to differences in values between the host and origin cultures.  Another study 

in Australia examining first-year students at the University of New South Wales reported that 

Asian-born students had consistently poorer sexual health knowledge scores than Australian-

born students (Song, Richters, Crawford, & Kippax, 2005).  A cross-sectional study of 319 

community college students in California, United States, showed that lower sexual health and 

AIDS-related knowledge was associated to Vietnamese and other Asian ethnicity, and to 

Buddhist affiliation (Shapiro, Radecki, Charchian, & Josephson, 1999). 

 

Consistent findings regarding young Asians’ sexual behaviour have been found in a number 

of studies.  Generally, sexual conservatism is reflected among young Asians; in other words, 

young, unmarried Asians are less likely to engage in sexual activity compared with non-Asian 

young people (Grunbaum, Lowry, Kann, & Pateman, 2000; Manderson, et al., 2002; Meston, 

Trapnell, & Gorzalka, 1996; Song, et al., 2005; Upchurch, Levy-Storms, Sucoff, & 

Aneshensel, 1998).  For example, in a study of high school students in the United States, it 

was reported that Asian American and Pacific Islander students (27.9%) were significantly 

less likely than white (46.8%), black (69.7%), or Hispanic (47.5%) students to have had 

sexual intercourse (Grunbaum, et al., 2000).  In another study, Asian-born students in 

Australia were found to be less likely to have had sexual intercourse and had had fewer sexual 

partners in comparison to those born in Australia (Song, et al., 2005).  These studies also 

found that young Asian men are more likely to engage in sexual activity than young women 

and that there is a double-standard attitude toward sexual intercourse which is similar to what 

has been found in research on Asian adolescents and youths living in Asia.  Furthermore, 

Asians living in western countries are most likely to delay their first sexual intercourse 

compared to their non-Asian counterparts (East, 1998; Upchurch, et al., 1998).  Southeast 
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Asians in America, in particular, perceived the oldest best age for first intercourse (21.7 years) 

which is consistent with what has been found in Asia (East, 1998). 

 

Meanwhile, the proportion of contraceptive users among sexually active Asians remains low.  

In a study of Taiwanese immigrants in the United States (Lin, Simoni, & Zemon, 2005), of 

144 participants, approximately two thirds reported having sexual intercourse, with a mean 

age at first sexual encounter of 20.9 years.  Among those who were sexually active in the 

prior 12 months, 28% never or almost never used a condom during sexual intercourse, 22.4% 

always used condoms, and 46% had not used a condom at last sexual intercourse.  

Inconsistent use of preventive methods was reported among young Filipinas in Australia 

(Manderson, et al., 2002).  While many women expressed concerns about STIs and unwanted 

pregnancies, only 38.5% of Filipino women interviewed had ever used contraception.  Of 

those who did not used contraception, 22% attributed that they were not having sex regularly; 

17% worried about the effects of contraception on their body; 9% were using natural birth 

control; and 4% found the types of contraception available were difficult to use or 

inappropriate.  Interestingly, only 15% of respondents believed that using contraception to 

prevent pregnancy was a sin, despite the fact that in the Philippines, the use of artificial birth 

control methods is prohibited by the Catholic Church (Manderson, et al., 2002).  The study of 

Asian and Pacific Islander high school students (Grunbaum, et al., 2000) also reported a 

relatively low prevalence of condom use of 52.2% during last sexual intercourse among 

currently sexually active Asian/Pacific Islander students (50% among females, and 54.8% 

among males). 

 

 

2.4 ABORTION AMONG ASIAN WOMEN: A WORLD 

REVIEW OF EMPIRICAL STUDIES 

 

 

This section provides an overview of abortion trends and demographic patterns among Asian 

women who reside in their countries of origin and those who live abroad.  Findings 

surrounding Asian women’s reasons for abortion, and their attitudes toward childbearing and 

fertility will also be explored.  The outcome of this overview will help shape this study’s 

objectives and hypotheses.  There are three parts to this section: The first part discusses world 

trends and patterns; the second part - Asian women’s childbearing attitudes; and the last part – 

special focus on abortion among Asian women who reside in overseas countries. 
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2.4.1 Literature Search Strategy 

The strategy for literature search for this section is similar to that of the previous section in 

terms of style and resources (see section 2.3.1 for details).  Below is a clarification related to 

key words and phrases used in the search as well as the outcome of the search. 

 

a. Key Words and Phrases 

 

All key words and phrases used for the literature search derive from the research topic and 

research questions.  These are:  

 

Abortion; induced abortion; termination of pregnancy 

 

These key words are combined with the following words/ phrases: 

 

Surveys, studies, reports, worldwide, world, Asia, South Asia, South East Asia, Asian 

population, adolescents, youth, young women, Asian migrants/ immigrants, attitudes, family 

planning, sexually transmitted infections/ diseases (STIs, STDs), HIV/AIDS, contraception, 

contraceptive. 

 

Furthermore, key words and phrases were also combined with names of each individual Asian 

country to ensure the inclusion of relevant studies that have been conducted in these 

countries. 

 

b. Outcome 

 

A total of 130 related journal articles and reports were found among thousands of search hits 

and were reviewed.  Of these, 37 literatures, both quantitative and qualitative, yielded highly 

relevant information that helped provide an overview of worldwide abortion trends and 

patters, as well as Asian women’s attitude toward abortion and childbearing.  Similar to the 

situation discussed in the previous section with regard to the literature search for the topic of 

SRH knowledge, attitudes and behaviour, the topic of Asian women’s attitudes and reasons 

for abortion still remains sketchy.  Furthermore, induced abortion data in Asia, especially in 

Asian developing countries, are hard to gather due to the sensitivity of the topic, or due to the 

fact that abortion is restricted in some countries and that not all countries have a surveillance 

system about abortion data in place. 
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2.4.2 Abortion Trends and Demographic Patterns in Asia 

 

2.4.2a The Guttmacher Institute’s Report 

 

Recently, the Guttmacher Institute has published a report on the global state of abortion, 

looking at what has happened to the abortion situation worldwide in ten years since the late 

1990s in terms of current patterns and levels of abortion, unsafe abortion and unintended 

pregnancy (Singh, et al., 2009).  As this study concerns women of Asian ethnicity, it is 

important to present some of the key findings regarding Asian region from the Guttmacher 

Institute’s report (hereby referred to as the Guttmacher report) in order to obtain a 

comprehensive understanding of how abortion is undertaken countries of origin.  At a glance, 

global estimates by the WHO and the Guttmacher Institute indicate that the annual proportion 

of women of childbearing age who ended a pregnancy declined between 1995 and 2003.  The 

estimated global abortion rate fell from 35 abortions per 1,000 women aged 15-44 in 1995 to 

29 per 1,000 in 2000 - a 17% decline in eight years.  Decline in abortion rate also occurred in 

Asia (Table 2.8); the abortion rate fell from 33 per 1,000 to 29 per 1,000 representing a 12% 

drop.  The report points out differentials in abortion rates across sub-regions in Asia.  These 

differentials attribute to variations in marital and sexual behaviour patterns, culture, 

government policies on SRH and contraceptive programs.   

 

In Asia, the rate ranges from 24 in Western Asia to 39 in Southeast Asia (the latter reflects the 

high rate in Vietnam).  Government policies probably play a greater role in explaining 

differentials in abortion rates across sub-regions in Asia than they do in other regions.  The 

estimated abortion rate in Eastern Asia (28 per 1,000 women), where China impose one-child 

policy as part as the national family planning program and where abortion is legal on broad 

grounds, largely determines that average for the entire sub-region.  The abortion rate in 

Southeast Asia exceeds the average for Asia as a whole (39 vs. 29 per 1,000) partially because 

of the high rate estimated for Vietnam.  Religious influences also play a part in Southeast 

Asia.  Despite the Philippines’ very restrictive abortion law, the estimated abortion rate in 

Southeast Asia in 2000 was 27 per 1,000, similar to the global average.  The strong influence 

of the Catholic Church has strongly limited women’s access to modern contraceptive 

methods, which in turn has led to very high levels of unintended pregnancy, especially among 

married Philippine women. 

 



47 

 

Table 2.8 Global and regional estimates of the number of abortions and abortion rates, 1995 and 2003 

(Singh, et al., 2009, p. 51) 

2003 1995 2003 1995 2003 1995 2003 1995 2003 1995 2003 1995

World 41.6 45.5 21.9 25.6 19.7 19.9 29 35 15 20 14 15

More developed countries 6.6 10 6.1 9.1 0.5 0.9 26 39 24 35 2 3

Less developed countries 35 35.5 15.8 16.5 19.2 19 29 34 13 16 16 18

Africa 5.6 5 0.1 * 5.5 5 29 33 ** ** 29 33

Latin America & Caribbean 4.1 4.2 0.2 0.2 3.9 4 31 37 1 2 29 35

Europe 4.3 7.7 3.9 6.8 0.5 0.9 28 48 25 43 3 6

Oceania 0.1 0.1 0.1 0.1 0.02 * 17 21 15 16 3 **

Asia 25.9 26.8 16.2 16.9 9.8 9.9 29 33 18 21 11 12

Eastern Asia 10 12.5 10 12.5 * * 28 36 28 36 ** *

South Central Asia 9.6 8.4 3.3 1.9 6.3 6.5 27 28 9 6 18 22

Southeast Asia 5.2 4.7 2.1 1.9 3.1 2.8 39 40 16 16 23 24

Region and subregion

Abortion rate

Total Safe Unsafe

Number of abortions (millions)

Total Safe Unsafe

Note:  *Fewer than 50,000 abortions annually 

 ** Rate is less than 0.5 

 More developed regions: Australia, Europed, Japan, New Zealand, North America 

Less developed regions: Africa, Asia (excluding Japan), Central America, Oceania (Pacific Ocean 

islands excluding Australia and New Zealand), South America 

Eastern Asia: China, Hong Kong, Japan, Macau, Mongolia, North Korea, South Korea 

South Central Asia: Afghanistan, Bangladesh, Bhutan, India, Iran, Kazakhstan, Kyrgyzstan, Maldives, 

Nepal, Pakistan, Sri Lanka, Tajikistan, Turkmenistan, Uzbekistan 

Southeast Asia: Brunei, Burma (Myanmar), Cambodia, East Timor, Indonesia, Laos, Malaysia, 

Philippines, Singapore, Thailand, Vietnam 

 

The Guttmacher report (Singh, et al., 2009) also provides an overview on the number of 

pregnancies, pregnancy rates and the estimates of intended and unintended pregnancies 

(Tables 2.9, 2.10, 2.11).  According to the report, the number of pregnancies worldwide is 

estimated to have been 209 million in 1995 and is projected to have been 208 million in 2008 

(Table 2.9).  Of the pregnancies that occurred in 2008, 185 million (89%) were among women 

living in the developing world, and 23 million were among those in the developed world.  The 

pregnancy rate fell by 6% from 160 pregnancies per 1,000 women in 1995 to 134 per 1,000 in 

2008 (Table 2.10).  This fall is due to the number of women of childbearing age was rising.  

There was a 19% decline of pregnancy rate in Asia (from 156 to 127 per 1,000).  Meanwhile, 

the rate of unintended pregnancy worldwide declined by 20% between 1995 and 2008, from 

69 to 55 per 1,000 women aged 15-44 (Table 2.10).  By 2008, the unintended pregnancy rate 

in the less developed world was one-third higher than that in the more developed world (57 

vs. 42 per 1,000 women aged 15-44).  When China is excluded, this contrast is even greater – 

the unintended pregnancy rate in the developing world (excluding China) was 60% higher 

than that in the developed world (67 vs. 42).  Approximately half of all unintended 

pregnancies resulted in abortion – 53% of those in more developed regions and 48% of those 

in less developed regions. 
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Furthermore, the Guttmacher report (Singh, et al., 2009) shows that regional variations in the 

rate of unintended pregnancy in 2008 were large.  The unintended pregnancy rate in Latin 

America and the Caribbean was much higher than that in Asia (72 vs. 49 per 1,000).  

However, a much lower proportion of unintended pregnancies in Latin America and the 

Caribbean than in Asia ended in abortion (38% vs. 55%).  In absolute terms, of the estimated 

208 million pregnancies that occurred worldwide in 2008, 102 million resulted in intended 

births (49%), 41 million ended in induced abortions (20%), 33 million in unintended births 

(16%) and about 31 million in miscarriages (15%).  The proportion of all pregnancies that 

ended in abortion in 2008 was higher in more developed countries than in less developed 

countries (25% vs. 19%). 
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Table 2.9 Number of pregnancies and percentage distribution of pregnancies by outcome in major world regions, 1995 and 2008 (Singh, et al., 2009, pp. 52-

53) 
1995 2008

All Births Abortions Miscarriages All Births Abortions Miscarriages

World 209,475                 57 43 16 22 5 208,233                 59 41 16 20 5

More developed world*** 27,932                   45 55 13 36 6 22,827                   53 47 16 25 6

Less developed world**** 181,544                 59 41 16 20 5 185,406                 60 40 16 19 5

Less developed world (excl. China) 141,682                 60 40 18 17 5 153,699                 58 42 18 18 5

Africa 40,237                   65 35 18 12 5 49,130                   61 39 21 13 5

Asia (excl. Japan) 122,794                 59 41 15 21 5 118,823                 62 38 12 21 5

Latin America & Caribbean 18,292                   40 60 29 23 8 17,098                   42 58 28 22 8

% distribution

Intended

pregnancy**

Unintended pregnanciesRegion No. of pregnancies

(000s)*

No. of pregnancies

(000s)*

Unintended pregnancies

% distribution

Intended

pregnancy**

Note: *Includes all planned and unplanned births, abortions and miscarriages. 

 **Includes unplanned births, abortions and miscarriages of unintended pregnancies. 

***Includes Australia, Europe, Japan, New Zealand and North America. 

 

 

 

 
Table 2.10 Pregnancy rates by planning status and outcome in major world regions, 1995 and 2008 (Singh, et al., 2009, pp. 52-53) 

1995 2008

All Births Abortions Miscarriages All Births Abortions Miscarriages

World 160 91 69 26 35 9 134 79 55 22 26 7

More developed world*** 108 49 59 14 39 90 48 42 15 23 5

Less developed world**** 173 102 71 28 34 9 143 85 57 23 27 7

Less developed world (excl. China) 195 117 78 36 32 10 160 93 67 30 29 9

Africa 262 170 92 47 33 13 222 136 86 46 28 12

Asia (excl. Japan) 156 92 64 23 33 8 127 78 49 16 27 6

Latin America & Caribbean 159 63 96 46 37 13 123 52 72 34 28 10

Region

Rate per 1,000 women aged 15-44 Rate per 1,000 women aged 15-44

All pregnancies*
Intended

pregnancy**

Unintended pregnancies
All pregnancies*

Intended

pregnancy**

Unintended pregnancies

 Note: *Includes all planned and unplanned births, abortions and miscarriages. 

 **Includes unplanned births, abortions and miscarriages of unintended pregnancies. 

***Includes Australia, Europe, Japan, New Zealand and North America. 
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Table 2.11 Pregnancy rates, and percentage distribution of pregnancies, by planning status and outcome in major world regions and sub-regions, 2008 (Singh, 

et al., 2009, pp. 52-53) 
% distribution of pregnancies

All Births Abortions Miscarriages All Births Abortions Miscarriages

World 134 79 55 22 26 7 59 41 16 20 5

More developed world*** 90 48 42 15 23 5 53 47 16 25 6

Less developed world**** 143 85 57 23 27 7 60 40 16 19 5

Less developed world (excl. China) 160 93 67 30 29 9 58 42 19 18 5

Africa 222 136 86 46 28 12 61 39 21 13 5

Latin America & Caribbean 123 52 72 34 28 10 42 58 28 22 8

Europe 86 49 38 10 24 4 56 44 11 28 5

Oceania (Pacific Ocean islands excl. Australia and New Zealand) 117 74 44 19 19 6 63 37 16 16 5

North America 102 53 48 23 18 7 52 48 23 18 6

Asia 127 78 49 16 27 6 62 38 12 21 5

Eastern 93 63 30 4 24 3 67 33 4 25 3

South Central 150 94 56 22 27 7 62 38 15 18 5

Southeast 136 70 66 20 38 8 52 48 14 28 6

Western 143 80 64 34 21 9 56 44 24 15 6

Unintended pregnanciesRegion
All pregnancies*

Intended

pregnancy**

Unintended pregnancies Intended 

pregnancies**

Pregnancy rates

Note: *Includes all planned and unplanned births, abortions and miscarriages. 

 **Includes unplanned births, abortions and miscarriages of unintended pregnancies. 

***Includes Australia, Europe, Japan, New Zealand and North America.
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2.4.2b Unwanted Pregnancy, Abortion, and Characteristics of Asian Women Seeking 

Abortion 

 

Apart from the Guttmacher reports, there have been a number of case studies and reports at 

national levels featuring topics on unwanted pregnancies, abortion and contraceptive use 

among Asian women, and characteristics of Asian women seeking abortion.  This section thus 

provides a further discussion on these topics in order to illuminate what has been found in the 

Guttmacher report.  It is worth reporting that much of the research effort has been spent on 

investigating young women’s unwanted pregnancies and induced abortion.   

 

2.4.2b.i.Unwanted Pregnancy 

 

Brown et al. (2001) observe that a substantial minority of sexually active unmarried women 

experience pregnancy, which is typically both unintended and unwanted.  Data from 22 

studied Asian countries suggest that the proportion of last births that were unwanted or 

mistimed was remarkably higher among unmarried adolescent mothers than among married 

adolescent mothers (Gubhaju, December 2002).  A qualitative study of single women’s 

experiences of premarital pregnancy in Lombok, Eastern Indonesia found that women who 

experienced unplanned premarital pregnancy faced personal and familial shame, 

compromised marriage prospects, abandonment by their partners, single motherhood, a 

stigmatised child, early cessation of education, and an interrupted income of career (Bennett, 

2001).  This observation has been reflected in several other studies on unwanted pregnancies 

in Asia (Bélanger & Hong, 1999; Gao, et al., 2001; Holzner & Oetomo, 2004; Low, 2009; 

Situmorang, 2003).  For instance, a study of unwed motherhood on young women’s lives in 

Manila, Philippines reported negative consequences of unwanted pregnancy, such as social 

ostracism, threat of poverty and economic dependence, fear of remaining single, school and 

work disruption, dependency on parental financial support (Brown, et al., 2001).  It was found 

that, in general, youth attending school or university in developing countries including those 

in Asia are less likely to experience an unwanted pregnancy than those drawn from general 

population – usually under 10% in studies in every region (Brown, et al., 2001).  Furthermore, 

there is evidence suggesting that unwanted pregnancies due to rape (or violence against 

women) and incest are on the rise in a number of Asian countries (Jejeebhoy, 1998; Low, 

2009).  Table 2.12 below presents summary of findings from selected articles highlighting the 

experience of unwanted pregnancy among young Asian women. 
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Table 2.12 Consequences of unsafe sex - Unplanned pregnancy, selected studies 

Country Sample Age Ever 

pregnant (%) 

Delivery Abortion(s) Source 

China About-to-be-

married females 

<21 

to 

>26 

40 n/a 90 Gao (cited in 

Brown, et al., 

2001) 

Republic of 

Korea 

Secondary school 

students 

15-22 21 n/a n/a Gayun (cited in 

Brown, et al., 

2001) 

Indonesia Young females 

who came to a 

family planning 

clinic for 

consultation 

15-24 44 26 18 Khisbiyah 

(cited in 

Situmorang, 

2003) 

Philippines College students 15-24 6 n/a n/a Cadelina (cited 

in Brown, et 

al., 2001) 

Thailand Female vocational 

students 

15-21 27.3 4.1 82.7 (Allen, et al., 

2003) 

 

 

2.4.2b.ii. Abortion 

 

There is a lack of accurate, complete abortion data by Asian countries as abortion data in 

developing countries are, in general, extremely difficult to gather (Jejeebhoy & Bott, 2003).  

Henshaw et al. (1999), however, provided a glance at the incidence of abortion worldwide in 

57 countries including 10 Asian countries (Table 2.13).  It is important to note that data for 

Bangladesh and the Philippines are only best estimates since abortion is legally restricted in 

these countries.  According to Table 2.12, the highest abortion rate (83 per 1,000 women aged 

15-44) was for Vietnam.  This number represented public-sector abortions only.  When 

private-sector abortions, which were estimated at one-third the public-sector total, were 

included, the number rose to about 2 million abortions and the rate to 111 per 1,000 women 

aged 15-44.  Many unmarried women seek private abortion services to protect their 

anonymity. Even when private-sector abortions are excluded, the total abortion rate indicated 

that the average woman in Vietnam would have had 2.5 abortions during her lifetime if the 

abortion rate were to remain at this level.  In fact, the abortion rate in Vietnam is one of the 

highest in Asia and ranks fifth in the world (WHO, 2005b).  Repeat abortion accounts for a 

considerable proportion of the abortion rate in Vietnam.  It is estimated that there is one 

abortion every two minutes in Vietnam (WHO, 2005b) 
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Table 2.13 Abortion number, rates, and ratio among Asian countries with available abortion data 

(Henshaw, et al., 1999, pp. S34-S35) 

Country No. of abortions Rate Ratio 

Bangladesh, 1995 730,000 28 18 

China, 1995 7,930,000 26.1 27.4 

Hong Kong, 1996 25,000 15.1 27.9 

India 1995-96 566,500 2.7 2.1 

Japan, 1995 343,000 13.4 22.4 

Mongolia, 1996 15,600 25.9 18.2 

Singapore, 1996 14,400 15.9 22.8 

South Korea, 1996 230,000 19.6 24.6 

Vietnam, 1996 1,520,000 83.3 43.7 

 

While abortion data in developing countries are not always available, existing case studies 

and reports show that induced abortion is widely used by pregnant young women, even in 

settings where it is restricted (Brown, et al., 2001).  In countries where abortion is not legally 

restricted such as China, Republic of Korea, and Vietnam, studies have shown that well over 

85% of ever-pregnant respondents had opted for abortion (Brown, et al., 2001).  In China, for 

example, several surveys on women undergoing premarital physical examination (Table 2.14) 

showed that the prevalence of premarital sexual behaviour ranged from 20% to 87%, and the 

prevalence of induced abortion ranged from less than 1% to 55% in urban areas (Qian, Tang, 

& Garner, 2004; WHO, 2005a).   

 
Table 2.14 Premarital sexual behaviour and induced abortion among women undergoing premarital 

medical examinations in China, selected studies, 1996-2001 (Qian, et al., 2004; WHO, 2005a) 
Site, year of study Sample 

(females) 

Age range % of premarital 

sexual activity 

% of induced 

abortion 

Source 

Nanjing in Jiangsu, 

1996 

620 n/a 73.71 n/a WHO (2005a) 

Shanghai, 1995-96 2,580 n/a 69 24 Qian et al. 

(2004) 

Baoshan district, 

Shanghai, 1995-96 

550 n/a 54 11 Qian et al. 

(2004) 

Nanping city, 

Fujian, 1998-99 

2,790 n/a n/a 55 Qian et al. 

(2004) 

Tengzhou city, 

Shandong, 1998 

758 22-37 82 20 Qian et al. 

(2004) 

Gaotang County, 

1999 

5,960 n/a 20 0.8 Qian et al. 

(2004) 

Qingdao city, 

Shandong, 2000 

2,403 22-44    

Jiangxing city, 

Zhejiang, 2000 

2,790 21-31 75 38 Qian et al. 

(2004) 

Xuhui district, 

Shanghai, 2001 

145 n/a 87 35 WHO (2005a) 

 

In Vietnam, despite the lack of reliable statistics, estimates suggest that adolescents form a 

high risk group for unwanted pregnancies and account for a large proportion of the high 
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abortion rate mentioned above, particularly in the major cities and urban centres (WHO, 

2005b).  For the age group 15-24 years old, in 2000, about 37% of the pregnancies resulted in 

abortion.  Case studies conducted in Hanoi and Ho Chi Minh city showed that 10% to 20% of 

abortions were performed for young married women (WHO, 2005b).  A study of pregnant 

middle school students in Republic of Korea (or South Korea) found that 71.4% of the 

pregnant teens underwent an abortion and 28.6% gave birth but gave the child up for adoption 

(WHO, 2007).  A study carried out by Centre for Health Research at the University of 

Indonesia in 2000, estimated around 2 million abortion cases per year in Indonesia and of 

these approximately 30% were for adolescents (Situmorang, 2003).   

 

Despite the restrictive law on abortion in Thailand, a case record review of all ambulatory 

abortion visits and admissions for the whole of 1999 (Warakamin, Boonthai, & 

Tangcharoensathien, 2004) found that of 45,990 abortion cases reviewed, 28.5% were 

classified as induced abortions.  In addition, an induced abortion ratio of 19.5 per 1,000 live 

births was recorded.  Of the 13,090 Thai women with induced abortions, 47% were young 

women of less than 25 years of age, of which 21% were adolescents.  In another country with 

highly restricted law on abortion, the Philippines, the estimated national annual abortion rate 

in the mid-1990s was 25 per 1,000 women aged 15-44; this rate corresponds to about 400,000 

abortion each year.  Metro Manila had the highest rate – 41 per 1,000, representing an 

estimated 105,000 abortions (The Allan Guttmacher Institute, 2003).  In 2000, women in the 

Philippines had more than 473,000 induced abortions, compared with an estimated 400,000 in 

1994 (Singh et al., 2006).  The abortion rate is 27 per 1,000 women aged 15-44 years old.  In 

2000, somewhere in the Philippines, a woman underwent an induced abortion nearly every 

minute of every day (Singh, et al., 2006). 

 

A review of studies carried out in different states of India shows that induced abortion among 

adolescents has been also prevalent in India (Jejeebhoy, 1998).  Evidence gathered by the 

review shows that induced abortion in India is somewhat more likely among adolescent than 

among older women.  Hospital-based studies suggest that adolescents constitute a significant 

proportion of abortion-seekers.  The review also reveals that unmarried adolescents, both in 

rural and urban areas, account for a disproportionately large proportion of abortion seekers.  

Furthermore, adolescents are considerably more likely than older women to delay seeking 

abortion services and hence undergo second trimester abortion.  Delays in seeking services, 
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according to the review, were mainly the result of lack of awareness of pregnancy, ignorance 

of services, and fear of social stigmatisation. 

 

2.4.2b.iii. Characteristics of Women Seeking Abortion 

 

Studies on induced abortion in Asia report very limited descriptive information regarding 

women’s demographics mainly due to the difficulty in abortion data collection as discussed 

earlier.  These studies mostly discuss women’s age and marital status.  Other characteristics 

such as women’s number of previous abortions, level of education, religious background, or 

employment are usually underreported, or not representative, or out-of-date.  One of the rare 

studies that provided more details on characteristics of women seeking abortion is that of 228 

women in Thai Binh province, Vietnam (Johansson, et al., 1996).  The survey found that over 

their lifetime, the women had had a total of 928 pregnancies; on average, each woman had 

had 2.4 live births and 1.5 induced abortion.  In the year that the survey was conducted, for 

64% of the women, their abortion was their first abortion, for 25% it was their second and for 

11% it was at least their third.  At the time of the abortion, 79% of the women had two or 

more children, 20% had one child and 1% had no children.  Almost all of the women who had 

undergone two or more abortions (including this one) were older than 30 years of age.   

 

Existing evidence from several settings in Asia suggests that the overwhelming majority of 

unmarried young women who experience pregnancy opt for abortion (Jejeebhoy & Bott, 

2003).  This finding is consistent with what have been found globally.  For example, in a 

study of a representative sample of more than 10,000 women obtaining abortions in the 

United States (Rachel K Jones, Darroch, & Henshaw, 2002), almost one in every five women 

(19%) who had an abortion in 2000-2001 were adolescents, more than half (56%) were in 

their 20s.  Adolescents in the study were found to have a higher-than-average abortion rates – 

25 per 1,000 women aged 15-19.  Women aged 20-24 had a higher abortion rate than any 

other age-group (47 abortions per 1,000) which reflects both an above-average pregnancy rate 

(159 per 1,000) and a relatively high proportion of pregnancies ending in abortion (29%).  

Two-thirds of women having abortions in 2000 had never been married, and the proportion of 

women having an abortion who had never been married increased from 64% in 1994 to 67% 

in 2000 (Rachel K Jones, et al., 2002).   

 

In a worldwide review of characteristics of women who obtain induced abortion, Bankole et 

al. (Bankole, Singh, & Haas, 1999) presented a summary of demographic findings with regard 
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to women’s age at abortion, marital status, parity, and education.  Although this is a 

worldwide review and is based on data dated back to late 1980s, it is still relevant to 

document and discuss these findings in this section as the findings do include data from Asian 

countries; and in addition, Asian immigrants are present in many of the countries listed in the 

study.  Findings from such worldwide review help enrich knowledge on this particular subject 

which still remains sporadic until now.  Since women’s age and marital status at abortion 

have been discussed at length earlier, only women’s parity and women’s level of education in 

Bankole et al.’s study are discussed here.  In 40 countries with available data, the distribution 

of abortions by parity varies widely (Table 2.15).  Women with no children obtain fewer than 

10% of abortions in 12 countries, 10-29% in 9 countries, 30-49% in 14 countries, and 50-68% 

in five countries.  The lowest proportions obtained by women at zero parity are found in 

Eastern Europe and Asia.   
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Table 2.15 Percentage distribution of abortions, by number or prior live births, according to country, year and 

completeness of statistics (Bankole, et al., 1999, p. 74) 

Country, year No prior birth
At least one

prior birth

Complete national statistics

Belgium, 1995 47.0                 53.0              

Canada, 1995 48.0                 52.0              

Czech Republic, 1996 21.0                 79.1              

Denmark, 1994 45.9                 54.1              

England & Wales, 1996 53.8                 46.2              

Estonia, 1996 22.8                 77.2              

Finland, 1996 46.8                 53.2              

Germany, 1996 36.5                 63.5              

Israel, 1995 4.4                   95.6              

Kazakhstan, 1995 4.5                   95.6              

Netherlands, 1992 48.9                 51.1              

New Zealand, 1995 47.7                 52.3              

Norway, 1993 67.7                 32.3              

Scotland, 1996 55.9                 44.1              

Singapore, 1993 40.6                 59.4              

Slovak Republic, 1995 15.4                 84.6              

Slovenia, 1996 23.9                 76.2              

Sweden 1996 45.6                 54.4              

United States, 1995 45.0                 55.0              

Incomplete national statistics

Albania, 1995 30.5                 69.5              

Croatia, 1996 23.0                 77.0              

France, 1995 46.8                 53.2              

Italy, 1995 36.8                 61.4              

Korea (South), 1987 7.3                   92.8              

Kyrgyzstan, 1997 2.9                   97.1              

Romania, 1993 7.8                   92.3              

Spain, 1996 54.0                 46.0              

Turkey, 1993 2.8                   97.1              

Uzbekistan, 1996 2.2                   97.8              

Vietnam, 1991 7.1                   92.9              

Adhoc surveys/ hospital records

Bangladesh, 1991 12.7                 87.3              

Brazil, 1992-1993 33.6                 66.4              

Colombia, 1990 29.2                 70.7              

Dominican Republic, 1991 7.5                   92.3              

Ethiopia, 1989 65.9                 34.1              

India, 1990 1.7                   98.3              

Malaysia, 1981 16.9                 83.1              

Peru, 1990 24.0                 76.0              

Philippines, 1993 -                  100.0            

Sri Lanka, 1991-1992 -                  100.0             
 

Furthermore, the percentage distribution of abortions according to women’s education (Table 

2.16) largely reflects the distribution of women, suggesting that some women at all 

educational levels obtain abortions.  Better-educated women may be more successful than 

those less educated in preventing unplanned pregnancy, given their higher levels of 

knowledge and access to contraception.  But better educated women are also the ones that 

may have stronger motivation to achieve smaller family size and to prevent unplanned births, 
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given the greater opportunity costs for them, in terms of employment and income.  Younger, 

educated women may opt for an abortion in order to complete their education or gain work 

experience.  Older women, who are likely to be less educated, may obtain abortion because 

they already have the desired/ adequate number of children.   

 
Table 2.16 Percentage distribution of abortions, by women's education, according to country, year and 

completeness of statistics (Bankole, et al., 1999, p. 75) 
Country, year and

completeness of statistics

Complete national statistics -           23.0          61.3          15.5          0.2            

Czech Republic, 1995 -           -           80.2          19.8          -           

Kazakhstan, 1995

Imcomplete national statistics

Armenia, 1994 -           -           41.5          58.5          -           

Italy, 1995 -           11.2          65.5          3.0            20.2          

Korea (South), 1987 -           15.5          75.1          9.4            -           

Kyrgyzstan, 1997 0.1            -           79.8          20.2          -           

Romania, 1993 -           26.3          63.7          9.8            -           

Spain, 1996 3.1            18.3          60.4          15.8          2.4            

Turkey, 1993 18.0          58.7          19.1          4.1            -           

Uzbekistan, 1996 -           -           81.0          19.0          -           

Vietnam, 1991 0.3            3.3            87.2          9.2            -           

Ad hoc surveys/ hospital records

Bangladesh, 1991 56.0          22.0          18.6          3.4            -           

Colombia, 1990 23.1          27.8          30.4          18.6          -           

Dominican Republic, 1991 7.1            58.8          29.3          5.1            -           

Ethiopia, 1989 2.7            15.8          72.1          8.5            -           

Kenya, 1988-1989 7.9            40.0          52.1          * -           

Malaysia, 1981 -           73.7          -           26.3          -           

Mali, 1981-1982 32.7          20.4          40.7          4.4            1.8            

Mozambique, 1994 6.3            78.4          15.3          * -           

Philippines, 1993 -           9.0            48.0          43.0          -           

Peru, 1990 16.2          27.4          22.9          33.5          -           

Russia, 1996 -           -           75.3          24.7          -           

Sri Lanka, 1991-1992 5.0            71.0          18.0          6.0            -           

UnknownNone Primary Secondary ≥university

 
Note: * Included in the secondary education category. 

 

2.4.2b.iv. Use of Contraceptives 

 

Contraceptive behaviour among Asian women seeking abortion is another underreported area 

in the literature.  Nevertheless, in the studies that report contraceptive behaviour, it has been 

found that women, especially young women, undergoing abortion, generally, lack knowledge 

of reproduction, have little knowledge and awareness of contraception, and poor knowledge 

about short-term and long-term complication caused by induced abortion (WHO, 2005a, 

2005b).  In the study of women in Thai Binh province, Vietnam (Johansson, et al., 1996), it 

was found that 44% of the women seeking abortion had been using some method of 

contraception when they became pregnant. Some 11% had been using an IUD, only 2% had 

been using condoms, and 31% had been using a traditional method (usually rhythm or 

withdrawal) or had been breastfeeding.  Contraceptive failure and discontinuation were also 
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reported in the study.  Some women, in open interviews, said they had tried over the years to 

use modern and traditional methods in various combinations.  For example, a 34-year-old 

woman who had just had her fifth abortion in four years recalled that she and her husband had 

decided to stop childbearing after their second child.  She used IUD but became pregnant 

three times and each pregnancy ended in abortion.  She then switched to using traditional 

method of rhythm, but became pregnant again after another year and had her fourth abortion.  

She began to use oral contraceptive pills, but stopped due to experiencing backaches 

(Johansson, et al., 1996). 

 

2.4.2b.v. Reasons for Induced Abortions 

 

The topic of why Asian women opt for abortion has been discussed extensively from the 

theoretical perspectives in section 2.1.  Therefore, this part of the literature review will only 

provide an additional overview of underlying reasons for abortions that stem from empirical 

studies in Asia.  Table 2.17, cited from Bankole et al.’s study (Bankole, Singh, & Haas, 

1998), presents percentage distributions of 11 samples of women from 10 Asian countries 

according to their most important reason for seeking abortion.  Table 2.18, also cited from 

Bankole et al.’s study (1998) presents results from studies in four Asian developing countries.  

These results stem from studies that allowed women to give multiple reasons for why they 

sought an abortion.  Results from both tables show that the most commonly reported primary 

reason for abortion in Asian countries studied was the desire to postpone or stop childbearing.  

Of the two components of this reason (delaying vs. limiting), the latter is more prevalent.  

Table 2.19 provides further information regarding married Asian women’s attitude toward 

childbearing and unwanted pregnancy, and their contraceptive behaviour. 

 

The reasons raised by Asian women in Bankole et al.’s study (1998) echoed findings reported 

in other studies that have been published recently.  For example, in the Philippines, where 

abortion is highly legally restricted, despite the common perception that abortion occurs 

primarily among women who wish to conceal the “dishonour” of non-marital pregnancy, 

women’s reports of their multiple and overlapping reasons for having attempted to end an 

unintended pregnancy show that this is not the case (Singh, et al., 2006).  The most common 

reason is an inability to afford the economic cost of raising a child (72%).  More than half of 

abortion seekers gave a reason relating to unmet need for family planning: Some 54% felt 

they had enough children, while 57% believed that the pregnancy occurred too soon after 

their last one.  Thirty-one per cent of women sought an abortion because they feared that a 
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pregnancy would damage their health.  Another 32% felt that their husband, partner, or 

relatives did not want the pregnancy.  One in four women tried to end their pregnancy 

because of problems with their partner.  Some 13% of women who ever attempted an abortion 

reported having done so because their pregnancy resulted from non-consensual sex (Singh, et 

al., 2006).  It is worth noting that although the financial cost of raising a child and the desire 

to space births or limit family size were among the leading reasons cited by both poor and 

better-off women seeking abortion in the Philippines’ study, these reasons were given by 

larger proportions of poor than of wealthier women.  On the other hand, a larger proportion of 

better-off women expressed that the motivation for abortion was the opposition to the 

pregnancy by their husband, partner or relatives (Singh, et al., 2006). 
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Table 2.17 Percentage distribution of women who had an abortion, by main reasons given for seeking abortion, Asian countries and years (Bankole, et al., 

1998, p. 121) 

Country, 

year 

Wants to 

postpone 

childbearing 

Wants 

no 

(more) 

children 

Cannot 

afford a 

baby 

Having a  

child will  

disrupt education 

or job 

Has relation- 

ship problem or 

partner does not 

want pregnancy 

Too young; 

parent(s) or 

other(s) object 

to pregnancy 

Risk to 

maternal 

health 

Risk to 

fetal 

health 

Other N 

Bangladesh, 

1995-1996 

8.6 10.3 41.4 1.7 6.9* u 29.3 na 1.7 581 

India, 1977-

1978 

na 20.6 u 17.92 12.5 na 37.9 11.1 na 13,511 

Indonesia, 

1987-1988 

na na 35.0 45.0 5.0 15.0 na na na 200 

Malaysia, 

1981 

45.9 39.9 1.4 na 2.0 9.5 na 1.4 na 148 

Nepal, 1984-

1985 

13.0 75.0 na na na 12.0 na na na 165 

Singapore, 

1984 

49.8 23.3 4.0 na 13.8 na 7.3 na 2.0 400 

Singapore, 

1985 

50.2 40.0 6.9 na na na 2.0 na 1.3 23,512 

South Korea, 

1994 

11.1 58.4 3.7 na na 5.0 9.7 5.1 7.0 2,541 

Sri Lanka, 

1988-1990 

36.2 26.5 9.7 4.7 2.0 na 4.7 na 16.2 548 

Taiwan, 

1980-1981 

13.7 64.5 4.1 na na na 8.5 6.5 2.8 802 

Thailand, 

1983-1984 

16.1 36.3 18.5 8.5 3.3 2.7 5.1 7.7 1.7 750 

Note:  na = not applicable because that reason was not included in the study 

 u = unavailable because a combined category covered more than one reason 

 * includes the reason “too young/ parents object to pregnancy” 

 
1
Fifty-eight responses were obtained from 53 women 

 
2
includes not being able to afford a child now 
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Table 2.18 Percentage of Asian women giving multiple reasons for seeking an induced abortion, by 

reason, countries and years (Bankole, et al., 1998, p. 122) 
Reason Bangladesh, 

1989-1990

(N=612)

India, 1990

(N=1,197)

Pakistan,

1994

(N=30)

Philippines,

1979

(N=286)

Wants to postpone chidlbearing

Last child is too young na 27.0           na na

Wants to delay having another child 3.0                 na 56.7           10.1             

Wants no (more) children

Experienced contraceptive failure 2.0                 na na na

Already has as many children as wants 62.0               67.0           na 26.6             

Does not want any children na na na na

Having a child will disrupt education or job

Feel should establish career before has child na 2.0             16.7           7.7               

Will affect schooling na na na 5.9               

Having child would change life in a way does not want 9.0                 na na na

Cannot affor a child: poor

Cannot affor a child now 6.0                 7.0             66.7           30.1             

Not ready for responsibility na 6.0             10.0           3.1               

Has relationship problems

Has rproblems with husband or partner na na na 11.9             

Husband/partner does not want child na na na na

Does not want to be single mother 10.0               na na na

Cannot identify father; is in casual relationship na na na na

Believes should be married before has a child na na na na

Is too young: parent(s) or others object to pregnancy

Is too young to have a child na na na na

Parents do not want her to have a child 5.0                 2 na 9.1               

Does not want parents (or others) to know about pregnancy na na na na

Maternal/fetal health

Health reason 12.0               7.0             20.0           8.0               

Possibility of fetal defect na na na na

Other

Was victim of rape or incest na na na na

Other/ not reported 3.0                 6.0             na 7.7                
 

 
Table 2.19 Percentage of Asian women, by fertility intentions and contraceptive use, selected 

countries, various years (Bankole, et al., 1998, p. 120) 
Country, year

Wanting to postpone

childbearing

Wanting to stop

childbearing

Using no

method

Using less 

effective method

Bangladesh, 1993 21.9                           57.0                   46.4              9.8                      7.8                              u

India, 1994 19.4                           56.7                   48.3              4.9                      u u

Indonesia, 1994 24.8                           51.6                   37.1              3.0                      12.0                            u

Pakistan, 1990-1991 17.9                           40.0                   80.9              4.4                      u u

Philippines, 1993 18.8                           63.0                   54.3              16.8                    34.0                            u

Sri Lanka, 1987 18.5                           65.3                   31.5              21.4                    28* u

Thailand, 1987 17.3                           65.9                   27.4              1.8                      7.8* u

Married women 15-49 Married women, 15-49 who 

wants to delay or stop 

childbearing

% of discontinuation

due to mehod failure in 

past 5 years

Never-married sexually 

active women 15-24 who 

would be unhappy

if pregnant

Note:  *Includes women who want to delay next birth two or more years; does not include women who are  

undecided about when, or if, they want another child. 

 u=unavailable 
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2.4.3 Abortion among Asian Migrants in Overseas Countries 
 

The purpose of this discussion is to gain an understanding of how Asian women residing in 

overseas countries deal with the issues of unwanted pregnancy, abortion and contraceptive 

use.  It is apparent that research on this area is extremely limited, which confirms the unmet 

need for further studies on abortion among Asian-born, Asian immigrants and Asian 

descendants in western countries.  Among studies associated with immigrant women seeking 

abortion, very few were carried out to look specifically at characteristics of the Asian ethnic 

group.  For example, Helström et al. (2003) conducted a study to investigate whether 

immigrant women requested  induced abortion more frequently than Swedish-born women 

and to study immigrant women’s contraceptive practices and attitudes.  The results of 

Helström et al.’s study showed that the number of women born outside Sweden who 

requested induced abortion was larger than expected given the proportion in the population.  

Immigrant women had less experience of contraceptive use, more previous pregnancies and 

more induced abortions than Swedish-born women.  The study only provided information 

concerning country of births among the studied sample: Of 468 women who were born 

abroad, 23 were born in 6 countries in East Asia.  Although the study did not provide detailed 

analyses on the Asian immigrant group, the study findings do shed some light on the 

characteristics of female immigrants who seek abortion and reasons for their decision.  The 

most common answer by the immigrant group to the question “what is your reason for 

termination?” was partner-related problem (emotionally bad partner relationship/ relationship 

too short/ the father does not want the child), followed by the desire to stop childbearing.  

Table 2.20 lists reasons for abortion by both Swedish-born and those not born in Sweden. 

 
Table 2.20 Reasons for abortion (Helström, et al., 2003, p. 408) 

 All % 

(N=1,289) 

Born in 

Sweden 

(N=821) 

Not born in 

Sweden 

(N=468) 

p-value 

Chi
2
 test 

Partner relationship (bad, too short, no 

contact, partner does not want the child 

42.3 22.4 77.0 0.001 

I do not want a(nother) child 37.3 23.8 60.7 0.014 

Current education 18.9 13.1 29.1 0.005 

Poor economic situation 17.2 9.7 30.3 n/s 

Too young/ too old 16.1 6.1 33.3 0.001 

Occupation/ career 15.0 7.5 28.2 n/s 

Health problems 5.8 3.7 9.4 n/s 

Problems with children 2.3 1.6 3.6 n/s 

Ethnic/ cultural/ religious reasons 1.9 2.2 1.5 n/s 
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Helström et al. (2003) also reported that 49% of those not born in Sweden had not used any 

contraceptive method at the time of conception.  Some 19% reported condom failure and 11% 

had become pregnant during use of oral contraceptives.  When asked about most recently 

used contraceptive method, women born outside Sweden had used the rhythm method and 

IUDs to a greater extent than women born in Sweden, who had more frequently used the 

condom.  Having no experience of any contraceptive method was four times more common 

among women born abroad: 12% of women born abroad had never practised any 

contraceptive method versus 3% of native Swedish women. 

 

In the United Kingdom, Barrett et al. (Barrett, Peacock, & Victor, 1998) conducted a 

secondary analysis of the National Sexual Attitudes and Lifestyles Survey to investigate the 

difference(s) between women who had abortions and those who did not.  While the findings 

show significant differences between the two groups of women in relation to ethnicity, marital 

status, parity, and attitudes to abortion, the study also provided some brief information with 

regard to the characteristics of Asian women who have had abortion.  The study showed that 

of 78 Asian women, 21% had had abortion.  In comparison to both white and Black women, 

Asian women who had undergone abortion were older (mean age = 32), mainly non-Christian 

(mostly Hindu, Sikh and Muslim), married (80%), had lower number of lifetime sexual 

partners and were more likely to have children.  The vast majority of Asian women in the 

study had been born abroad, although half of these women had come to England before the 

age of 16 (Barrett, et al., 1998).  High rates of abortion were documented for both sexually 

active Asian and Black women, odds ratio of 4.72 and 3.78, respectively.  It was assumed that 

one of the reasons for abortion among Asian women in this study was to maintain family size.   

 

 

2.5 SEXUAL HEALTH AND ABORTION AMONG 

ASIAN WOMEN IN NEW ZEALAND 

 

 

This section provides an overview of SRH and abortion in New Zealand, with a special focus 

on young people, and Asian population in the country.  Existing journal articles featuring 

studies conducted from 1995 to 2011 are used to substantiate the discussion.  The search 

strategy for this section has been carried out in the same manner used in previous section, 

with a substitute key word of “New Zealand” for worldwide or Asia. 
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2.5.1 Sexual and Reproductive Health in New Zealand: An Overview 

 

According to the Resource Book for New Zealand health care organisations published by the 

Ministry of Health (2003), New Zealand has a high number of unintended or unwanted 

pregnancies.  In addition, sexually transmitted infections (STIs) are among the main 

preventable causes of ill health among young people in New Zealand.  Studies have suggested 

that from 1970 to 1990 the proportion of young men and women including first year 

university students in New Zealand who had experienced first sexual intercourse increased 

from 25% to 64% (Dickson, Paul, & Herbison, 1993).  Young people remain at high risk of 

STIs with those aged less than 25 years having the highest rates of consultation for chlamydia, 

gonorrhoea, and genital warts at sexual health clinics (Institute of Environmental Science and 

Research Limited ESR, 2007).   

 

A cross-sectional study of a cohort sample of 477 women in Dunedin (Dickson, Wilson, 

Herbison, & Paul, 2002) reported that 173 women (36%) had been pregnant before the age of 

25 years old, and experienced 289 pregnancies of which 173  were unwanted (60%).  Of the 

489 men, 142 (29%) reported 225 pregnancies before age 25 years, of which 165 (73%) 

unwanted.  By the age of 25 years, about a quarter of the study members had been involved in 

at least one unwanted pregnancy.  Also according to the study, for women, unwanted 

pregnancies were more likely to be due to contraception not being used than contraceptive 

failure, with the proportion due to non-use decreasing with increasing age.  For the men, the 

proportions of unwanted pregnancies due to contraceptive non-use and failure were similar.  

Contraceptive non-use was most common among men and women who were no in an on-

going relationship at the time.  Reasons for contraceptive non-use identified in the study is 

presented in Table 2.21. 
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Table 2.21 Factors given for non-use contraception for unwanted pregnancies by sex (Dickson, et al., 

2002) 
(a) Women   (b) Men   

 Total (n=96)  Total (n=76) 

 No. %  No. % 

Related to self   Related to self   

I did not think about contraception 38 39.6 Did not think about contraception 39 51.3 

I was concerned about side effects 5 5.2 I did not want partner to use any 1 1.3 

I could not afford any 6 6.3 I did not want to use a condom 12 15.8 

I was a bit drunk 24 25.0 I was a bit drunk 15 19.7 

I did not think I could get pregnant 16 16.7 It was her responsibility 5 6.6 

Other factors applied 20 20.8 Other factors applied 20 26.3 

Don’t know/ can’t remember 19 19.8 Don’t know/ can’t remember 4 5.3 

      

Related to partner   Related to partner   

I don’t think he thought about it 53 55.2 I don’t think she thought about it 34 44.7 

He did not want me to use 

contraception 

2 2.1 She was concern about side effects 11 14.5 

He did not want to use a condom 10 10.5 She could not afford any 2 2.6 

He was a bit drunk 17 17.9 She was a bit drunk 9 11.8 

He thought it was my responsibility 11 11.6 She said she could not get pregnant 10 13.2 

Other factors applied 28 29.5 Other factors applied 16 21.1 

Don’t know/ can’t remember 9 9.5 Don’t know/ can’t remember 7 9.2 

 

A similar cohort were participants in a study on predictors related to sexual abstinence at age 

21 in New Zealand (Paul, Fitzjohn, Eberhart-Phillips, Herbison, & Dickson, 2000).  Factors 

which predicted sexual abstinence up to age 21, measured at age 15 or earlier, included family 

attachment, position in the family, whether the mother had her first child before the index 

child, religious activities, duration of TV watching, and Burt reading test score.  Paul et al. 

(2000) reported that for men, abstinence at age 21 was significantly more common only 

among those who were first born, who reported religious activities at age 11 and who had a 

higher reading test score at age 15.  For women, abstinence at age 21 was significantly more 

common among those with a high family attachment score at age 15, those who were first 

born, those whose mothers had their first child at age 20 or older, and those who watched less 

than 90 minutes of TV per week night at age 11.  In general, for both men and women, those 

most involved in religion were significantly more likely to have remained abstinent to age 21.  

The strongest associations for both men and women in the study were found among those that 

involved greatly in church groups.  The findings related to religion in this study reflect 

theoretical linkage surrounding religion and SRH behaviour that is discussed previously in the 

Theory section. 

 

New Zealand public health is concerned with teenage pregnancy: despite a decline in overall 

birth rate, New Zealand continues to have one of the highest teenage pregnancy rates in the 

developed world, ranking second place after the United States when compared with other 
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OECD countries (Woodward, Horwood, & Fergusson, 2001).  A study of a cohort of 1265 

young people born in the Christchurch urban area during mid-1977 found that by age 21 

years, 26% (n=136) of the sample had been pregnant and 14% (n=74) had become parents, 

with most pregnancies occurring between the ages of 17 and 21 years.  However, of the 188 

pregnancies reported, just over half (54%) resulted in live births that was kept by the mother.  

The remaining pregnancies were terminated (32%), miscarried (12%), or the child was placed 

for adoption (2%). 

 

 

2.5.2 Specific Issues with Studying the Asian Population in New Zealand 

 

In the 2001 Census, close to a quarter of a million people have been identified with one or 

more of the Asian ethnic groups (Statistics New Zealand, 2002). The Asian ethnic group 

comprised 6.6% of the usually resident population in 2001 compared with 3% in 1991.  The 

Asian population is expected to continue to increase mainly through further immigration.   

 

It is important to acknowledge the diversity in terms of languages, cultures, religions, 

traditions and customs within the Asian ethnic group in New Zealand.  The Statistics New 

Zealand definition of “Asian” includes people with origins in the Asian continent from 

Afghanistan in the west to Japan in the east, and from China in the north to Indonesia in the 

south.  It excludes people originating from the Middle East (including Iran and Iraq), Central 

Asia and Asian Russia (Statistics New Zealand, 1997).  Asians in New Zealand differ widely 

not only in terms of language and culture, but also in socioeconomic status, English language 

ability, settlement history and residential status (Ministry of Health, 2006).   

 

Asian ethnicity identification is not always the same concept as that of country at birth, 

country of origin, residential/ immigration status or length of stay in New Zealand.  Different 

demographic characteristics might very well result in different level of knowledge, behaviour 

and practices in relation to health issues.  For example, a pilot qualitative study on Asian 

students from Malaysia, Indonesia, China and Singapore has found that those who have been 

educated at overseas high schools are less adequately informed about STIs and contraceptives 

compared to those who were born in New Zealand or have had New Zealand high school 

education (Kang, 2006).  A 2002 cross sectional study of first-year University of Otago 

students has found that the young Asian population in New Zealand displays a lower level of 

knowledge compared to their non-Asian counterparts, but that those who were born in New 
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Zealand had the same level of knowledge as New Zealanders, compared to those of other 

ethnicities (Badkar, 2002).  It has been, however, a norm in many health related reports and 

routine data to use Asian as a catch-all ethnic descriptor (Ministry of Health, 2006) which 

results in inaccurate assumptions made in terms of health problems and needs within this 

heterogeneous ethnic group.  To avoid such limitation and pitfall resulting from grouping all 

Asians into just one ethnic group, it is intended in this study to stratify the population of 

interest into different demographic groups, wherever possible, with specification in terms of 

countries and regions of origins, residential status and length of stay in New Zealand.   

 

 

2.5.3 Young Asians in New Zealand 

 

Most of the Asian population are young and middle-aged adults.  According to Statistics New 

Zealand, young people (those aged 15-24 years) are made up a large share of the Asian 

population.  In 2001, those aged 15-24 years comprised 21% (50,991) of the Asian population 

– up from 18% (18,348) in 1991.  A majority of Asian population were born overseas, 14% of 

those had arrived less than 12 months preceding the 2001 Census. 

 

In 2006, a total of 83,946 Asian students (both domestic and international) were enrolled in 

tertiary studies across the country.  Of this figure, there were 42,608 Asian students aged 18-

24, with female students accounting for close to 50% of the total Asian students enrolled at 

tertiary providers (Ministry of Education, 2007a).  In addition, there are a large number of 

Asian international students attending English language schools.  For example, in 2006, there 

were close to 26,000 students from China, Japan, South Korea and Taiwan enrolled at various 

language schools in New Zealand (Ministry of Education, 2007b).   

 

Figures provided by the Ministry of Education have shown that Chinese nationalities 

dominate the Asian tertiary student population.  However, in 2006, there was a decline in 

Chinese student enrolments, while there was an overall rise in enrolments of South Korean 

and Japanese students in the same year (Ministry of Education, 2007).  South-East Asian 

enrolments from the four largest nations (Thailand, Malaysia, Vietnam and Indonesia) were 

also on the rise in 2006 compared to 2005 enrolments.  There was also a rapid growth in 

enrolments of students from India from 2000 to 2003, largely within the public tertiary 

education institutions.  A further substantial increase occurred in 2006, mainly due to a surge 

of enrolments in English language schools.  
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2.5.4 SRH and Asian Population 

 

While SRH for all New Zealanders has been identified among health promotion strategies of 

the Ministry of Health, little has been invested to investigate the level of awareness, attitudes, 

behaviours and practices in relation to this health issue among Asian populations, especially 

among young Asian people who are in the sexually active age group.  In the meantime, 

scattered reports and baseline surveys show that there is a need for various SRH educational 

and intervention programmes among Asian young people.  Findings suggest that there is a 

small group of young Asian New Zealanders who engage in risky behaviour such as binge 

drinking, smoking, unsafe sex, and marijuana use (The University of Auckland, 2006).   

 

A study looking at attitudes, heterosexual behaviour and acculturation of Asian students in 

New Zealand found that acculturation of Asian students towards the sexual values of the host 

country was evident, with greater exposure resulting in more similarities to the communities 

surrounding them (Badkar, 2002).  On the other hand, there is still a pressing need for better 

education about STIs for Asian students (Badkar, 2002), especially for those who come from 

countries where sex is still very much a taboo topic.  It is also important to note that many 

Asian students have first-hand exposure to a very different life style that embraces sexual 

freedom when they arrive in New Zealand.  Even before prostitution was legalised in New 

Zealand a study that showed that Asian students’ involvement in brothels as commercial sex 

workers (Saphira, 2004). 

 

It is highly hypothesised that despite the existence of a sexual health clinics network across 

the country, including those based at universities, a very small proportion of Asian students 

actually use the services provided by these clinics for the purpose of seeking information 

about sexual health and family planning and accessing contraceptive methods.  For example, 

the total number of Asian students coming through the University of Otago sexual health 

clinic in 2006 accounted for only 7% of the total number of students using this service (data 

collected through an interview with a sexual health adviser).  In the same year, the University 

of Otago had 19,853 full-time and part-time students enrolled, of these 16.5% were Asian 

students (University of Otago, 2006).  The number of Asian students using Public Health 

South sexual health clinic is fewer – approximately 3 clients per year.  Community experts 

suggest that many students are likely to believe that clinics are for treatment of STIs only.  It 

is also possible that most Asian international students are not aware that their immigration 
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status and health insurance coverage do allow them to have free access to sexual and 

reproductive health services that also include free prescription of condoms and oral 

contraceptive supplies.  Lack of sexual health education and skills, reserved cultural 

backgrounds, language and communication barrier are contributing factors that are likely to 

hinder Asian students from visiting the clinics not only for check-ups and treatment, but also 

for information and advice in terms of the prevention of unwanted pregnancies and STIs.  

 

A cross-sectional study of 79 Chinese (from Hong Kong, China and Taiwan) women living in 

New Zealand revealed that women aged 18-25 years had the lowest level of contraceptive 

knowledge (37.5%) followed by (47.6%) from those aged 26-35 years (Yeung & Henrickson, 

2004).  Chinese women aged 26-35 years had the highest likelihood of seeking further 

information on contraceptive choices (85.7%) and STIs (81%), followed by those aged 36-45 

years on contraceptive choice (78.6%) and STIs (71.4%).  On the other hand, those aged 18-

25 years reported the lowest scores on their likelihood to seek more information on 

contraceptive choices (50%) and STIs (54.2%).  The overall trend suggested that the more 

mature the Chinese women, the more likelihood they would be interested in learning more 

about sexual wellbeing (Yeung & Henrickson, 2004).  

 

2.5.5 Abortion in New Zealand 

 

Abortion trends and patterns among women in general and Asian women in particular, will be 

analysed and discussed at length in Chapter 3 of this Thesis.  This section mainly reviews 

existing literature with regards to the characteristics of women seeking abortion and their 

contraceptive behaviour.  Findings from five studies are reviewed. 

 

In 1995, a study of 200 women in the Auckland area investigated women’s behaviour toward 

emergency contraception (Young, McCowan, Roberts, & Farqutar, 1995).  One hundred 

women attending the Epsom Day Unit (EDU) or the Auckland Medical Aid Centre (AMAC) 

seeking abortion, and 100 women seeking contraceptive advice from the Alice Bush Centre 

(ABC) in Auckland were asked to take part in the study.  The results showed that at ABC, 

57% of women had previously used the emergency contraceptive pill compared with 43% 

women at EDU and 32% women at AMAC.  Only 7% of women attending EDU or AMAC 

had used the emergency contraceptive pill in the month they conceived.  Table 2.22 presents a 

list of different reasons for not using the emergency contraceptive pill among women at all 
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three clinics.  Women at ABC were more likely to have heard of the emergency contraceptive 

pill than women attending the other two clinics.  Thirty-eight percent of the respondents said 

they had not heard of it and 41% did not know where to obtain it.  Findings from the study 

suggest that there are barriers to obtaining and using the emergency contraceptive pill.  The 

majority of women seeking abortion would have used the emergency contraceptive pill if they 

had it available at home or over the counter at a pharmacy (Young, et al., 1995). 

 

Table 2.22 Reasons for not using emergency contraceptive pill (%) 

Reasons ABC EDU AMAC Total 

Had not heard about emergency contraceptive pill 6 (18.2) 27 (38.0) 27 (49.1) 60 (37.7) 

Did not know where to obtain emergency 

contraceptive pill 

7 (21.2) 31 (43.6) 28 (50.1) 66 (41.5) 

Did not think about emergency contraceptive pill 7 (21.2) 23 (32.4) 10 (18.1) 40 (25.2) 

Couldn’t be bothered 8 (24.2) 13 (18.3) 17 (30.1) 38 (23.9) 

Cost of doctor and/or prescription 3 (9.1) 2 (2.8) 2 (3.6) 7 (4.4) 

Previous side effects from emergency 

contraceptive pill 

1 (3.0) 1 (1.4) 1 (1.8) 3 (1.9) 

Heard about side effects from friends 2 (6.1) 0 0 2 (1.3) 

Worried about repeated use 4 (12.1) 2 (2.8) 0 6 (3.8) 

Concerned about safety 2 (6.1) 0 0 2 (1.3) 

Other reasons 0 2 (2.8) 5 (9.1) 7 (4.4) 

 

Sparrow (1997) investigated the use of behavioural methods of contraception in women 

seeking abortion.  Behavioural methods of contraception are defined in the study as “some 

action, other than the use of a contraceptive device or medication, taken by either the man or 

woman or both, in the belief that this will prevent a pregnancy” (Sparrow, 1997, p. 393).  The 

two most common methods were periodic abstinence (or natural planning, rhythm) and coitus 

interruptus (withdrawal).  Both were used by approximately 17%.  Other methods used less 

frequently and not solely for contraceptive purposes, were cleansing of the vagina and 

breastfeeding.  It was also reported that, in terms of cultural differences in the use of 

behavioural methods, periodic abstinence was most popular with Asian women (Table 2.23).  

Asians (31.9%) used natural planning method more than European (17.5%), Moari (15.3%) 

and Pacific Island women (12.2%).  The partners of Pacific Island and Asian women used 

withdrawal method more than partners of European and Maori women.  Meanwhile, Pacific 

Island women (16.8%) used cleansing of the vagina significantly more than the Maori and 

Asians. 
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Table 2.23 Behavioural contraceptive methods used by abortion patients according to ethnicity and 

percentage of women in that ethnic group (Sparrow, 1997) 

n % n % n % n % n %

European 143     17.5    113     13.8    13       1.6      9         1.1      10       1.2      

Maori 35       15.3    40       17.5    15       6.6      3         1.3      -      -      

Pacific Is 24       12.2    49       24.9    33       16.8    7         3.6      -      -      

Asian 30       31.9    24       25.5    5         5.3      2         2.1      -      -      

Other -      -      3         60.0    -      -      -      -      -      -      

Total 232     17.3    229     17.1    66       4.9      21       1.6      10       0.7      

OtherSafe times Withdrawal Cleansing Breastfeeding

 
 

Another study investigating contraceptive use among women seeking abortion in New 

Zealand is a clinical audit which was carried out by Sparrow (1999) on the 3,283 cases at 

Parkview Clinic, Wellington Hospital between 1990 and 1997.  Two sets of figures were 

obtained in the study.  The first set (or minimum figures) referred to those who used condoms 

on every occasion of coitus (746 or 22.7% of all women seen).  The second set (maximum 

figures) included all of these plus those who did not use condoms on every occasion or who 

used condoms in conjunction with another method.  The main reason for failure was not using 

condoms every time (736 or 49.3% of condom failures).  Leakage of semen occurred in 321 

cases (21.5% of condom failures) and 104 of these had used emergency contraception which 

also failed (7% of condom failure).  Furthermore, condoms fail more often in women under 

25 years of aged. 

 

A retrospective, consecutive case review of women presenting for induced abortion in an 

abortion clinic was carried out to compare contraceptive use pre- and post-therapeutic 

abortion in 1995, 1999 and 2002 (Goodyear-Smith & Arroll, 2003).  This study also provides 

findings that relate to Asian women presenting at the clinic for abortion.  Results from this 

case review showed that the age of women presenting at the clinic were of similar proportions 

in 1995, 1999 and 2002, with about 80% aged between 20 and 39 years, and two thirds 

between 20 and 34 years.  However, characteristics of women attending abortion clinic in 

2002 differed from those of women attending in 1995 and 1999 in several regards.  They were 

much less likely to already have children.  They were more likely to be students (43% 

compared with 16% in 1995 and 18% in 1999).  The most significant change observed in 

2002 was the ethnicity component.  For example, in 1995, 62% of the women were New 

Zealand European, which dropped to 55% in 1999 and down to 33% in 2002.  Meanwhile, the 

majority of women (55%) seen by the clinic in the 2002 sample were of Asian ethnicity.  The 

overwhelming majority of Asian women were of Chinese sub-ethnic group, who were mostly 

young, non-resident, students or recent immigrants.  In 2002, Asian women presenting for 
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abortion were far less likely to have been using a birth control method at conception.  There 

were only 30.5% of the women used some form of contraception in 2002, down from 54.5% 

in 1995 and then 51.5% in 1999.  Condom use declined from 35% in 1995, to 26.5% in 1999, 

down to 22% in 2002 (Table 2.24). 

 

Table 2.24 Contraceptive use at time of conception (Goodyear-Smith & Arroll, 2003, p. 4) 

Method of

contraception n % n % n %

None or NFP 89 44.5        193         48.0        278         69.5        

Condom +/- ECP 71 35.5        105         26.0        89           22.0        

Diaphragm 0 -          1             -          -          -          

IUCD 5 2.5          2             0.5          1             0.5          

Pill 33 16.5        92           23.0        31           8.0          

Depo-Provera 0 -          3             1.0          -          -          

Vasectomy 2 1.0          3             1.0          1             0.5          

Tubal ligation 0 -          1             0.5          -          -          

1995 1999 2002

 
Note:  NFP= natural family planning; ECP= emergency contraceptive pill; IUDC = intrauterine  

contraceptive device 

* Includes second- and third-generation combined pill and progesterone-only pill 

 

The study (Goodyear-Smith & Arroll, 2003) suggests the predominant presence of Chinese 

students at the clinic partially explain the big drop in pre-conception contraceptive use, and a 

sharp increase in post-termination use of contraception.  The author also raised concerns 

surround the lack of contraceptive use by Asian women presenting for abortion.  These 

women, according to the authors, are predominantly non-resident or recently immigrant 

Chinese, many of whom are students away from their families, lacking exposure to 

contraceptive education.  It was observed that Asian women attending the clinic demonstrated 

a profound reluctance to try any form of contraception other than the condom, and will 

seldom consider using oral contraceptive due to the perception that the pill would be harmful 

to them. 

 

Fergusson et al. investigated (2007) the relationship between abortion among young women 

and their subsequent life outcomes.  Results showed that in comparison to young women who 

became pregnant before age 21 years but did not seek an abortion, young women who had an 

abortion had significantly better outcomes on six out of 10 measures ranging from education, 

income, welfare dependence and domestic violence.  These findings may suggest benefits of 

abortion; however, subsequent analyses suggested that the differences were largely explained 

by the fact that those who’d sought abortion were a more socially and educationally 

advantaged group prior to pregnancy. 
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In brief, there have been a number of studies in New Zealand on abortion and characteristics 

of women seeking abortion including their contraceptive behaviour.  There is still a relatively 

low level of contraceptive knowledge, especially in terms of emergency contraceptive pill.  

Certain ethnic groups lag behind others in terms of contraceptive use.  There is a huge 

knowledge gap in the research area pertaining reasons for abortion among different ethnic 

groups, as well as an assessment of the level of knowledge, attitudes and behaviour toward 

SRH among those seeking abortion. 

 

 

2.6 DISCUSSION/ CONCLUSION  

 

This Chapter has presented different aspects of the topic surrounding SRH and abortion, from 

theoretical and empirical perspectives, in the global and national contexts in order to help 

shape the design of this study.  Several relevant psycho-behavioural theories have been 

reviewed to investigate their application in the explanation of individuals’ action related to 

high-risk sexual activities, unwanted pregnancy, and abortion.  The theories in review that can 

possibly explain why women have unwanted pregnancies are contraceptive ignorance theory; 

intrapsychic conflict theory; theory of contraceptive risk-taking; the health belief model; 

theory of reasoned action; and theory of planned behaviour.  Theories related to the question 

why women have abortion are the problem-behaviour theory; social learning theory; locus of 

control theory; and theory of value conflict. 

 

Because a woman’s decision-making process is not solely dependent on individual intrinsic 

forces, it is important to include a review of theories and rationales related to the surrounding 

environment with which the woman interacts and investigate how it impacts the woman’s 

motivation in dealing with a sensitive topic such as unwanted pregnancy and the termination 

of it.  A number of socio-cultural theories and explanations were discussed in order to obtain 

a deeper understanding of the Asian culture that influences Asian women’s decision and 

action.  The issues of political environment (such as abortion law) and moral/ religious values 

which play a highly important role in Asian societies are also discussed in this Chapter. 

 

The empirical component of the Literature Review includes discussions on global and 

regional context of sexual and reproductive health.  Findings from studies have shown that 

there is an unmet need in terms of Asian women’s SRH, and even though Asian women, 

especially young women, appear to have obtained a much higher level of SRH knowledge, it 
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does not necessarily translate into low-risk sexual activity.  Despite an increase in Asian 

immigrants in Western countries, little effort has been spent on the understanding of the 

issues of SRH, unintended/unwanted pregnancy, and abortion among this group of 

population.  This is also true for the context of New Zealand.  A better understanding of the 

level of SRH among Asian population in general, and among adolescents and youth in 

particular; as well as an in-depth knowledge of reasons for abortions and contraceptive 

behaviour among Asian women seeking abortion would positively contribute to future 

research, and family planning strategic programming targeting this minority group which is 

expected to expand and grow. 

 

 



76 

 

 

CHAPTER 3: ABORTION AMONG ASIAN WOMEN IN NEW ZEALAND - 

CURRENT SITUATION 

 

This chapter provides descriptive data and analyses of the numbers and characteristics of 

women who obtain induced abortions in New Zealand for the period from 2002 to 2008.  It 

particularly examines the situation in relation to abortion among the Asian ethnic group, the 

first objective of this study. 

 

3.1 INTRODUCTION  

 

Reporting of an abortion became obligatory in New Zealand in 1976.  In 1977, the 

Contraception, Sterilisation and Abortion Act passed and the Abortion Supervisory 

Committee (ASC) is constituted under this Act.  From 1
st
 April 1978, collection of abortion 

data became the responsibility of the ASC.  Statistics New Zealand, on behalf of the ASC, 

began to collect abortion data in 1983 to document the number, characteristics and 

contraceptive behaviour of women obtaining induced abortion in New Zealand.   

 

This analysis is based on routine abortion data provided by the ASC and Statistics New 

Zealand and those data that have been collected from abortion clinics by the Statistics New 

Zealand but have not been published or analysed in any previous or recent reports.  The 

specific questions this analysis aims to answer are:  

 

1. What was the number and rate of abortions among all women in New Zealand from 

2002 to 2008? 

2. What was the number and rate of induced abortions among Asian women in New 

Zealand from 2002 to 2008? 

3. What were the age and ethnic subgroups of Asian women who have had abortions in 

New Zealand from 2002 to 2008? 

4. What was the contraceptive behaviour among Asian women who have had abortions? 

5. How does New Zealand compare to other developed and/ or low fertility countries in 

terms of abortion rates and trends? 
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3.2 DEFINITIONS  

 

The following are definitions for specific terms used in this study. 

 

Induced abortions:  Induced abortions are those initiated voluntary with the intention of 

terminating a pregnancy excluding miscarriages, stillbirths and late stillbirths.  The terms 

“induced abortion(s)” and “abortion(s)” will be used interchangeably in this Chapter, both 

indicating voluntary termination of pregnancy. 

 

Crude abortion rates: The number of abortions per 1,000 mean estimated female population. 

 

General abortion rate: The number of abortions per 1,000 mean estimated female population 

aged 15-44.  

 

Age-specific abortion rates: The number of abortions per 1,000 women in each five year age-

group from age 11 to 45 years old and above. 

 

Crude abortion ratio: The number of abortions per 1,000 live births, stillbirths and abortions.  

These figures do not include data on miscarriage, because miscarriage is not a notifiable event 

in New Zealand. 

 

Known pregnancies: The sum of live births, still births, and abortions. Miscarriages are 

excluded 

 

3.3 METHODS  

 

3.3.1 Sources of Data 

Data used were obtained from the annual reports published by the ASC, accessed through the 

Statistics New Zealand website, and through special requests made to Statistics New Zealand.  

Some calculations were conducted by the author of this study on these data. 
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Routine Data on Abortions 

The “ASC Form 4” or Notification of Abortion form has been used by all abortion providers 

to report anonymous data from every woman seeking an abortion, and it must be forwarded to 

the ASC within one month of the abortion (Statistics New Zealand, 2009b).  The Population 

Statistics Unit at Statistics New Zealand is responsible for producing a range of standard 

tables and abortion rates (including international indices) required by the ASC.  Statistics 

New Zealand delivers the annual abortion output report to the ASC at the same time as the 

annual Hot-off-the-Press and Media releases are made publicly available (Statistics New 

Zealand, 2009b). 

 

The data collected in the ASC Form 4 has not been consistent over the years.  For example, 

the women’s marital status was asked from 1997 to 2001, but this was not available from 

2002 onwards; the women’s country of birth, the question was asked in 2003, 2004 and 2005 

but not in other years.  Therefore some variables will not be analysed in continuous time 

sequences, but rather whenever the data are available.  Table 3.1 lists all the question items of 

the ASC Form 4 and their availability by year, from 1998 to 2008.   
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Table 3.1 ASC Form 4 Question Items 1998-2008 
2008 2007 2006 2005 2004 2003 2002 2001 2000 1999 1998

Ethnic group

NZ European           

Maori           

Samoan           

Cook Island Maori           

Tongan           

Niuean           

Chinese           

Indian           

Other           

Asian           

Pacific Islander           

Residential status

NZ Resident           

Date of first arrival in NZ (year)           

Lived in NZ for the past 12 months           

Country of birth           

Name of hospital           

Hospital record number           

Information regarding the woman

Date of birth           

Health Domicile Code           

Marital status           

Number of previous live births           

Number of miscarriages           

Number of still births           

Number of previous abortion (NZ, overseas)           

Estimated duration of pregnancy           

Grounds for performing the abortion           

Procedure           

Date of procedure           

Anaesthetic           

Complications           

Method of contraception used at conception           

*Note:  data collected;  data not collected. 

 

3.3.2 The Collection of Ethnicity Data 

As defined by Statistics New Zealand, ethnicity is the ethnic group or groups that people 

identify with or feel they belong to. Ethnicity is a measure of cultural affiliation, as opposed 

to race, ancestry, nationality or citizenship, and people can belong to more than one ethnic 

group (Statistics New Zealand, 2009c).  An ethnic group is defined as a social group whose 

members have the following four characteristics: 

 

 Share a sense of common origins; 

 Claim a common and distinctive history and destiny; 
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 Possess one or more dimension of collective cultural individually; 

 Feel a sense of unique collective solidarity. 

 

A wide range of government agencies and some non-government organisations collect 

ethnicity data (Lang, 2001), however there have been concerns with regards to the way 

ethnicity data have been collected, categorised and classified.  For example, although the 

common definition of ethnicity is based on a cultural affiliation concept, questions about 

ethnicity in data collections are often asked without providing an explanation of the meaning 

of the concept (Lang, 2001).  Furthermore, in the case of births and abortions, there has been 

concern that it might not have been collected in the same way for abortions (the numerator) 

and births (the denominator), used to calculate the abortion ratio (Khawaja, Tang, & Nissen, 

2001, p. 9).     

 

Based on the recommendations from the Reports of the Review of the Measurement of 

Ethnicity in 2001 and 2004, a standard has been developed to establish a consistent way of 

measuring ethnicity across all official statistics (Statistics New Zealand, 2009c).  Following 

this the ethnicity questions in the 2001 and 2006 censuses have been used in the ASC Form 

No. 4 since 2002; it is: 

 

 

 

 

 
Figure 3.1 Ethnicity Questions on ASC Form 4 

 

3.3.3 Types of data sought: 

For this particular study, data related to abortion number, rates, ratios, women’s age, 

population estimates by age and ethnicity, ethnic group division, live and still births were 

obtained from Statistics New Zealand. 
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3.4 FINDINGS  

 

3.4.1 An Overview of Abortion Situation in New Zealand  

This first analysis provides an overview of current situation in relation to abortion among 

women of all ethnic groups in New Zealand in terms of number, rates, ratios and – failed - 

contraceptive use.  Because ethnicity data collection has been consistent since 2002 and to 

reflect current situation, the analyses concentrate this period.  However, historical 

perspectives are also presented for some selected data to highlight the trends and patterns of 

abortion in New Zealand over a longer time.   

 

3.4.1a Abortion Numbers and Characteristics of Women Obtaining Abortions – 1976-

2008 

There were 386,299 abortions reported for the period from 1976 to 2008 with a record high of 

18,511 abortions in 2003 (Table 3.2).  Overall, there was a steady increase in the annual 

number of abortions in New Zealand over time from 1976 to 2003, and from then until 2008 it 

was relatively stable.  Overall, from 1976 to 2008, the number of abortions almost 

quadrupled.  The lowest number of abortions recorded was 2,094 in 1978, however this is 

considered an artefact as in that year many women were believed to have travelled to 

Australia for this purpose.   

 

The trend in the number of live births has been less clear.   After a nadir in the early 1980s, it 

rose and peaked in the early 1990s then dropped over the next decade before rising again.  

The lowest number of live births recorded during this period was 49,938 in 1985 and the 

highest number was 64,343 in 2008 (Table 3.2). 
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Table 3.2 Induced Abortions and Live Births, 1976-2008 

Year Abortions Live Births

1976 4,682 55,105

1977 5,842 54,179

1978 2,094 51,029

1979 3,653 52,279

1980 5,945 50,542

1981 6,759 50,794

1982 6,903 49,938

1983 7,198 50,474

1984 7,275 51,636

1985 7,130 51,798

1986 8,079 52,823

1987 8,789 55,254

1988 10,044 57,546

1989 10,200 58,091

1990 11,173 60,153

1991 11,613 59,911

1992 11,595 59,166

1993 11,893 58,782

1994 12,835 57,321

1995 13,652 57,671

1996 14,805 57,280

1997 15,208 57,604

1998 15,029 57,085

1999 15,501 57,053

2000 16,103 56,605

2001 16,410 55,799

2002 17,380 54,021

2003 18,511 56,134

2004 18,211 58,073

2005 17,531 57,745

2006 17,934 59,193

2007 18,382 64,044

2008 17,940 64,343  
 

3.4.1a.i. Abortion Numbers by Age 

Table 3.3 shows the abortion numbers and percentages by age group, for 2002 to 2008.  

Women aged 20-24 years have more abortions than any other age group, accounting for 

approximately 30% of abortions in any year.  Women aged 15-19 years were the second 

largest group for each year, with a slightly higher proportion that women aged 25-29 years.  

Peak numbers of abortions among the 11-14 years age group were in 2006 and 2007 with 105 
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and 104 abortions, respectively.  The median age of women having an abortion dropped 

slightly over time from 24.9 in 2002 to 24.3 years in 2008.   

Table 3.3 Induced Abortions by Age 2002-2008: Number and proportion in each age group 

Number % Number % Number % Number % Number % Number % Number % Number %

2002 78 0.4 3,602 20.7 5,124 29.5 3,450 19.9 2,676 15.4 1,715 9.9 686 3.9 49 0.3 17,380 24.9

2003 89 0.5 3,757 20.3 5,670 30.6 3,619 19.6 2,800 15.1 1,846 10.0 692 3.7 38 0.2 18,511 24.7

2004 85 0.5 3,758 20.6 5,528 30.4 3,501 19.2 2,644 14.5 1,916 10.5 721 4.0 58 0.3 18,211 24.7

2005 92 0.5 3,718 21.2 5,203 29.7 3,491 19.9 2,520 14.4 1,773 10.1 687 3.9 47 0.3 17,531 24.7

2006 105 0.6 3,978 22.2 5,314 29.6 3,530 19.7 2,497 13.9 1,777 9.9 691 3.9 42 0.2 17,934 24.5

2007 104 0.6 4,173 22.7 5,445 29.6 3,574 19.4 2,547 13.9 1,814 9.9 667 3.6 58 0.3 18,382 24.5

2008 83 0.5 4,097 22.8 5,396 30.1 3,591 20.0 2,290 12.8 1,754 9.8 675 3.8 54 0.3 17,940 24.3

40−44 45+
December 

year
All ages

Median age of 

women 

(years)

Age group (years)

11−14 15−19 20−24 25−29 30−34 35−39

 

3.4.1a.ii. Abortion Number by Women’s Marital Status 

Data for women’s marital status was collected until December year 2001.  In 2002, the 

marital status question was removed from the ASC Form No. 4.  This analysis is based on the 

available marital status data for the period from 1991 to 2001.  During this period, the largest 

group of women who had abortions were those who have never been married with a total of 

92,202 abortions, accounting for approximately 60% the total number of abortions.  Overall, 

data reflect an increase in the number of abortions among women who were not married, from 

6,794 in 1991 to 9,780 in 2001.  The second largest group was that of women who were 

married with a total of 29,515 abortions (19%), followed by women who were in de facto 

relationships with 17,206 abortions (11%), and those who were separated with 11,290 

abortions (7%).   

 

Table 3.4 shows the number of abortions among all women by their marital status for the 

period from 1991 to 2001. 

 

Table 3.4 Induced Abortions by Marital Status, 1991-2001 

Total

1991 6,794  58.60% 2,489  21.47% 984    8.49% 371  3.20% 51  0.44% 905     7.81% -  0.00% 11,594 

1992 6,750  58.90% 2,326  20.30% 934    8.15% 346  3.02% 62  0.54% 1,041  9.08% 1     0.01% 11,460 

1993 7,002  58.87% 2,428  20.42% 1,008 8.48% 349  2.93% 48  0.40% 1,058  8.90% -  0.00% 11,893 

1994 7,614  59.32% 2,483  19.35% 1,121 8.73% 329  2.56% 43  0.34% 1,245  9.70% -  0.00% 12,835 

1995 8,180  59.92% 2,519  18.45% 1,077 7.89% 330  2.42% 81  0.59% 1,465  10.73% -  0.00% 13,652 

1996 8,808  59.49% 2,744  18.53% 1,065 7.19% 327  2.21% 73  0.49% 1,786  12.06% 2     0.01% 14,805 

1997 9,021  59.32% 2,875  18.90% 1,064 7.00% 341  2.24% 58  0.38% 1,849  12.16% -  0.00% 15,208 

1998 9,193  61.17% 2,803  18.65% 992    6.60% 271  1.80% 44  0.29% 1,726  11.48% -  0.00% 15,029 

1999 9,397  60.62% 2,930  18.90% 979    6.32% 355  2.29% 44  0.28% 1,796  11.59% -  0.00% 15,501 

2000 9,663  60.01% 2,973  18.46% 1,026 6.37% 350  2.17% 34  0.21% 2,057  12.77% -  0.00% 16,103 

2001 9,780  59.60% 2,945  17.95% 1,040 6.34% 309  1.88% 58  0.35% 2,278  13.88% -  0.00% 16,410 

December 

year

Marital Status

Never Married Married Separated Divorced Widowed De Facto
Not 

Specified
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There was an overall increase in number of abortions across all the age groups among 

unmarried women from 1991 to 2001.  In this period, among the unmarried women, those 

aged 20 to 24 years had the highest number of abortions of 35,008 in total accounting for 

more than 21%, followed by those under 20 years with 27,733 abortions (18%), and those 

aged 25-29 years with 18,285 abortions (12%).  Under 20, 20-24, and 40-44 age groups had 

record highs in 2001 with 2,999; 3,588; and 80 abortions, respectively.   

 

Table 3.5 shows the number of abortions among unmarried women by age groups for the 

period from 1991 to 2001. 

 

Table 3.5 Induced Abortions among Unmarried Women by Age Groups, 1991-2001 
December 

year

1991 2,187   18.86% 2,631   22.69% 1,299   11.20% 499   4.30% 148   1.28% 29   0.25% 1      0.01% 6,794   58.60%

1992 2,107   18.39% 2,582   22.53% 1,313   11.46% 547   4.77% 170   1.48% 28   0.24% 3      0.03% 6,750   58.91%

1993 2,165   18.20% 2,745   23.08% 1,379   11.60% 523   4.40% 161   1.35% 26   0.22% 3      0.03% 7,002   58.87%

1994 2,341   18.24% 3,026   23.58% 1,460   11.38% 570   4.44% 190   1.48% 27   0.21% -   -     7,614   59.32%

1995 2,394   17.54% 3,225   23.62% 1,602   11.73% 679   4.97% 233   1.71% 46   0.34% 1      0.01% 8,180   59.92%

1996 2,679   18.10% 3,364   22.73% 1,720   11.62% 729   4.92% 264   1.78% 49   0.33% 3      0.02% 8,808   59.50%

1997 2,642   17.37% 3,451   22.69% 1,805   11.87% 739   4.86% 325   2.14% 59   0.39% -   -     9,021   59.32%

1998 2,617   17.41% 3,438   22.88% 1,943   12.93% 784   5.22% 353   2.35% 57   0.38% 1      0.01% 9,193   61.17%

1999 2,687   17.33% 3,483   22.47% 1,936   12.49% 876   5.65% 343   2.21% 69   0.45% 3      0.02% 9,397   60.62%

2000 2,915   18.10% 3,475   21.58% 1,938   12.04% 890   5.53% 364   2.26% 76   0.47% 5      0.03% 9,663   60.01%

2001 2,999   18.28% 3,588   21.86% 1,890   11.52% 856   5.22% 361   2.20% 80   0.49% 6      0.04% 9,780   59.60%

35-39 40-44 45 and over TotalUnder 20 20-24 25-29 30-34

 

 

Data show an overall increase in the number of abortions among married women with slight 

drops in 1992 (2,326 abortions), in 1998 (2,803) and in 2001 (2,945).  Married women aged 

30-34 years had the highest number of abortions (5.81%), followed by those in 35-39 year old 

group (4.78%), and those in 25-29 year old group (4.54%).  There were a small number of 

married women under 20 years old who had abortions during this period (0.24%) and that of 

those in the 45 and over age group (0.13%).  Table 3.6 shows the number of abortions among 

married women by age group from 1991 to 2001.  

 

Table 3.6 Induced Abortions among Married Women by Age Group, 1991 to 2001 
December 

year

1991 36   0.31% 338   2.92% 631   5.44% 749   6.46% 579   4.99% 148   1.28% 8      0.07% 2,489    21.47%

1992 39   0.34% 257   2.24% 640   5.59% 699   6.10% 528   4.61% 154   1.34% 9      0.08% 2,326    20.30%

1993 34   0.29% 278   2.34% 560   4.71% 753   6.33% 600   5.04% 187   1.57% 16    0.13% 2,428    20.42%

1994 22   0.17% 277   2.16% 592   4.61% 774   6.03% 600   4.67% 198   1.54% 20    0.16% 2,483    19.35%

1995 27   0.20% 273   2.00% 635   4.65% 774   5.67% 592   4.34% 196   1.44% 22    0.16% 2,519    18.45%

1996 38   0.27% 284   1.92% 652   4.40% 835   5.64% 686   4.63% 232   1.57% 17    0.11% 2,744    18.54%

1997 47   0.31% 287   1.89% 665   4.37% 903   5.94% 684   4.50% 274   1.80% 15    0.10% 2,875    18.90%

1998 39   0.26% 269   1.79% 608   4.05% 875   5.82% 746   4.96% 249   1.66% 17    0.11% 2,803    18.65%

1999 27   0.17% 299   1.90% 694   4.48% 826   5.33% 765   4.94% 295   1.90% 24    0.15% 2,930    18.90%

2000 31   0.19% 296   1.84% 598   3.71% 876   5.44% 815   5.06% 332   2.06% 25    0.16% 2,973    18.46%

2001 27   0.16% 301   1.84% 641   3.91% 853   5.20% 796   4.85% 301   1.83% 26    0.16% 2,945    17.95%

35-39 40-44 45 and over TotalUnder 20 20-24 25-29 30-34
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3.4.1a.iii. Abortion Number by Area, Clinics/Hospitals 

Data grouped by regions show that the around 80% of abortions from 2002 to 2008 were 

performed in the North Island, a reflection of the distribution of the New Zealand population.  

Table 3.7 lists the number of abortions by hospitals/ clinics that has been modified to 

highlight selected clinics for the purpose of this study.   

 

Table 3.7 Induced Abortions by Hospitals/ Clinics, 2002-2008 

Dec Year

Auckland 

Medical 

Aid Centre

Epsom Day 

Unit 

(Auckland)

Whangarei &

other 

Auckland

Wellington

Other

North 

Island

Lyndhurst 

(Christchurch)
Dunedin

Other

South 

Island
Total

2002 1,565 5,781 883 2,922 2,770 2,103 565 791 17,380

2003 1,813 5,908 1,044 3,126 2,976 2,210 607 827 18,511

2004 1,647 5,735 1,090 3,004 2,985 2,290 653 807 18,211

2005 1,462 5,543 1,082 2,882 3,025 2,242 601 694 17,531

2006 1,511 5,524 1,139 2,962 3,182 2,380 626 610 17,934

2007 1,592 5,594 1,189 3,075 3,332 2,330 646 624 18,382

2008 1,476 5,500 1,193 2,867 3,248 2,398 644 614 17,940  
 

As for individual hospitals/ clinics, Epsom Day Unit (Greenlane Hospital, Auckland) has the 

highest number (31%) of abortions in any year.  Wellington J Unit has the second highest 

(17%), followed by Lyndhurst Hospital (Christchurch) (13%), and Auckland Medical Aid 

Centre (AMAC) (9%).  Lyndhurst Hospital is the leading abortion provider in the South 

Island region in terms of the number of abortions.  Dunedin, where the population at the 2006 

Census accounted for approximately 3% of the total New Zealand Population, had 3% of all 

abortions.   

 

3.4.1a.iv. Abortion Number by Ethnicity 

For the period from 2002 to 2008, women with European ethnicity comprised the largest 

group having an abortion, accounting for over 55.0% of the total number in any year, 

followed by Maori (22.6%), Asian (16.9%), and Pacific (11.9%) ethnic groups.  The record 

high for the European ethnic group was in 2007 with 10,546, and the lowest number of 

abortions among this group was 9,732 in 2005.  The Maori ethnic group has the highest 

number of abortions in 2007 with 4,304, and the lowest in 2002 with 3,899 abortions.  For the 

Asian ethnic group, the number peaked in 2003 and has been falling since then.  Other ethnic 

groups including Middle Eastern, Latin American and African represent approximately 1% of 

the total abortions.  Abortion number by ethnicity in comparison with mean population in 

New Zealand will be described in further detail in section 4.4.1b.  It should be noted that 

women having an abortion can state more than one ethnicity on the abortion notification form.  



86 

 

For this reason, some abortions are counted more than once in the ethnicity figures and ethnic 

group totals sum to more than the total number of abortion (Statistics New Zealand, 2009, 

p.3).  Table 3.8 shows abortion data by ethnicity from 2002 to 2008. 

 

Table 3.8 Induced Abortions by Ethnicity, 2002-2008 

December

year
European Maori Asian Pacific MELAA*

Other

(pre 2006)

Other

(from 2006)
Not stated

Total

abortions

2002 9,763 3,899 2,860 2,009 … 152 … 0 17,380

2003 10,271 4,053 3,502 2,161 … 193 … 3 18,511

2004 10,358 3,906 3,175 2,060 … 214 … 7 18,211

2005 9,732 3,882 2,957 2,050 … 220 … 149 17,531

2006 9,859 4,097 2,935 2,134 213 … 51 211 17,934

2007 10,546 4,304 2,947 2,289 203 … 48 246 18,382

2008 10,499 4,250 2,875 2,230 206 … 25 64 17,940  
Note: *MELAA: Middle Eastern, Latin American, and African 

 

3.4.1b Abortion Rates 

This section looks at general abortion rates and age-specific abortion rates across all ethnic 

groups in New Zealand.  General abortion rates refer to the number of abortions per 1,000 

mean estimated women aged 15-44.  Age-specific abortion rates are the number of abortions 

per 1,000 women in each five year age-group. 

 

3.4.1b.i General Abortion Rates 

Figure 3.2 shows the number of induced abortions and general abortion rates in New Zealand 

from 1989 to 2008.  The abortion rates from 1991 onwards are based on the mean estimated 

resident population, and before that on the mean estimated de facto population.   
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Figure 3.2 Induced Abortions and General Abortion Rates, 1989-2008 
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The general abortion rate had increased from 12.9 per 1,000 females aged 15-44 in 1989 to 

19.7 per 1,000 females in 2008, overall more than a 50% increase over this twenty year 

period.  The general trend had been for the rate to rise steadily from 1989 to 2003, and to be 

relatively stable between then and 2008.  

 

3.4.1b.ii. Age Specific Abortion Rates 

Figure 3.3 illustrates further the differences in abortion rates between age groups for 2002-

2008, a period when there was little overall change (Figure 3.2).  Abortion rates were highest 

among women aged 20-24 years old, and lowest among women below 15 years old and aged 

45 and older in any year during this timeline. 
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Figure 3.3 Age Specific Abortion Rates, 2002-2008 

 

Although in terms of rank order there was a change between the rates of those aged 15-19 

years and 25-29 years, the actual differences were very small and the rates in those two age 

groups remained similar.   

 

3.4.1b.iii. Abortion Rates by Ethnicity 

This section provides information about abortion rates of women aged 15-44 by ethnicity for 

the period between 2002 and 2008.  The denominator, the mean female population estimates 

by ethnicity, was based on population estimates by ethnicity for the period between 2002 and 

2005 assuming a linear increase between the 2001 and 2006 Censuses (Tables 3.9).   
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Table 3.9 Inter-censuses female population estimates by ethnicity for 2002, 2003, 2004 and 2005 

(Asian women aged 15-44) 

Year European Maori Pacific Asian MELAA

2001 649,070    140,620    61,510      80,540      6,820        

2002 650,868    142,288    63,336      88,358      7,490        

2003 652,666    143,956    65,162      96,176      8,160        

2004 654,464    145,624    66,988      103,994    8,830        

2005 656,262    147,292    68,814      111,812    9,500        

2006 658,060    148,960    70,640      119,630    10,170       

 

The populations by ethnicity for 2007 and 2008 were derived using the Table Builder function 

of the Statistics New Zealand (Table 3.10) assumes medium fertility, medium mortality, 

medium migration and medium inter-ethnic mobility (Statistics New Zealand, 2011).   

 

Table 3.10 Population projections for women aged 15-44 by ethnicity 

Year European Maori Pacific Asian

2007 653,600    149,200    72,200      123,300    

2008 647,400    149,200    73,800      127,400     

 

Statistics New Zealand does not provide population projections for the MELAA ethnic group; 

as such, data for this group is missing for some years.   Although the European women had 

the highest number of abortions compared to women of other ethnic groups, Table 3.11 shows 

a completely different pattern when it comes to abortion rates among European women.  It is 

observed that the abortion rate among European women was the lowest compared to that of 

other ethnic groups.  Prior to 2004, Asian women had the highest abortion rate, and the rate 

was falling since 2003.  Pacific Island group became the one that had the highest abortion rate 

since 2004, followed by Maori group. 

   

Table 3.11 General abortion rates by ethnicity, 2002-2008 

Year European Maori Pacific Asian MELAA

2002 15.0            27.4            31.7            32.4            …

2003 15.7            28.2            33.2            36.4            …

2004 15.8            26.8            30.8            30.5            …

2005 14.8            26.4            29.8            26.4            …

2006 15.0            27.5            30.2            24.5            20.9            

2007 16.1            28.8            31.7            23.9            …

2008 16.2            28.5            30.2            22.6            …  
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3.4.1b.iv. International comparisons of abortion rates 

Information about abortion number, rates and ratios for other countries is limited for 

international comparisons due to several reasons.  One is  that there are  different abortion 

laws practised in different countries, which  affect the way data are collected and published 

(Statistics New Zealand, 2009a).  The way abortion surveillance data is reported varies from 

one country to another.  For example, in the United States, the annual abortion surveillance 

compiled by the Centre for Disease Control (CDC) is available for public viewing with 

detailed information; while ethnicity data are prioritised to reflect races (white, black, other) 

and ethnic groups (Hispanic and non-Hispanic),  Asian ethnic group is not highlighted there.  

Many countries do not have national notification system.  

 

Table 3.12 shows general abortion rates for New Zealand and several low fertility countries.  

Although the data may not be totally complete this shows that New Zealand has a rate of 

abortions similar to the US, Australia and Sweden, and very much higher than several 

Northern European countries such as Germany and the Netherlands.  Of all the countries in 

this table, Sweden, Scotland and Wales, and Norway are the ones that had a constant increase 

in abortion rates for the period between 2002 and 2008.   

 

Table 3.12 General Abortion Rates in New Zealand and Selected Low Fertility Countries, 2002-2008 

Country 2002 2003 2004 2005 2006 2007 2008

United States 20.5 20.2 19.7 19.4 .. .. ..

Australia 20.3 19.7 19.3 .. .. .. ..

NEW ZEALAND 19.9 20.8 20.2 19.3 19.6 20.1 19.7

Sweden 19.6 20.2 20.0 20.2 20.6 21.0 21.3

France 16.8 16.5 17.1 16.7 17.5 17.4 ..

England and Wales
*

16.2 16.6 16.9 17.0 17.5 17.9 17.6

Norway 14.8 15.1 15.3 15.1 15.5 16.1 16.9

Denmark 14.1 14.7 14.4 14.4 14.3 .. ..

Scotland 11.1 11.6 11.8 12.0 12.5 13.0 13.2

Finland 10.9 10.8 11.2 11.1 10.8 10.7 10.6

Netherlands
*

8.7 8.5 8.7 8.6 8.6 8.6 8.7

Germany 7.8 7.6 7.8 7.5 7.3 7.3 7.2  
Note: *Residents only 

 

3.4.1c Abortion Ratios 

This section provides information on abortion ratios, age-specific abortion ratios and abortion 

ratios by ethnicity in New Zealand.  As previously explained in section 4.2, the abortion ratio 

refers to the number of abortions per 1,000 live births, stillbirths and abortions.   
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3.4.1c.i. Abortion Ratios 

Figure 3.4 presents abortion ratios in New Zealand in the last two decades, from 1989 to 

2008.  The abortion ratio for 1998 was based on the total number of birth notifications 

received by the Department of Internal Affairs and for all other years on the number of births 

registered.  These data show that in this period, abortion ratio had increased (except for a 

slight drop in 1998), from 149 abortions per 1,000 known pregnancies in 1989 to a peak of 

247 in 2003, approximately a 40% increase.  Between 2004 and 2007, the abortion ratio had 

gradually decreased from 237 abortions per 1,000 known pregnancies to 217 in.  In spite of 

this decrease the abortion ratio in 2008 was still considerably higher than 20 years earlier. 
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Figure 3.4 Abortion Ratio, 1989-2002 (per 1,000 known pregnancies to women aged 11–49 years) 

 

3.4.1c.ii. Abortion Ratios by Age 

Figure 3.5 shows the abortion ratios by age in the period between 2002 and 2008.  Women 

under 20 years old had the highest abortion ratio in all years.  The peak in the overall abortion 

ratio in 2003 and subsequent drop is seen to be mainly a reflection of this pattern among those 

aged 20-24 years. 
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Figure 3.5 Abortion Ratio by Age, 2002-2008 
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3.4.1c.iii. Abortion Ratio by Ethnicity 

Figure 3.6 shows the abortion ratio for the main ethnic groups for each year in the period 

2002-2008 (data for the Middle Eastern, Latin American and African was unavailable).  Asian 

women had the highest abortion ratio, peaking at 397 abortions per 1,000 known pregnancies 

in 2003.  Whilst it dropped for all ethnic groups over this period, the percentage drop for 

Asian women of 22.3% was very much larger than for the other ethnic groups (European 

5.7%, Maori 9.8% and Pacific 8.2%).  European women had the lowest abortion ratio for this 

period. 
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Figure 3.6 Abortion Ratio by Women's Ethnicity, 2002-2008 
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3.4.1c.iv. Abortion Ratio by Age and Ethnicity 

Table 3.13 shows the abortion ratio by age and ethnicity for the period between 2002 and 

2008.   

Table 3.13 Abortion Ratio by Age and Ethnicity, 2002-2008 

Under 20 535 331 377 829 502

20-24 341 263 279 597 355

25-29 169 221 220 269 200

30-34 106 184 187 211 136

35-39 131 195 175 297 164

40 and over 261 272 290 400 287

Total 209 245 243 381 242

Under 20 552 323 395 810 502

20-24 355 263 306 647 373

25-29 177 215 223 279 205

30-34 106 195 179 220 137

35-39 131 207 184 288 165

40 and over 229 221 258 400 259

Total 214 244 252 397 247

Under 20 552 300 354 742 485

20-24 340 253 292 588 355

25-29 171 214 194 275 198

30-34 99 162 160 192 126

35-39 135 184 186 276 165

40 and over 245 196 269 375 267

Total 210 229 233 354 237

Under 20 526 312 390 740 478

20-24 332 240 276 566 347

25-29 168 215 210 271 201

30-34 96 160 171 193 122

35-39 120 177 165 243 149

40 and over 222 253 262 387 257

Total 200 228 237 341 232

Under 20 520 315 413 702 481

20-24 313 239 285 568 339

25-29 162 213 204 275 199

30-34 91 178 172 192 122

35-39 115 169 167 259 145

40 and over 213 217 222 443 251

Total 198 230 242 342 231

Under 20 507 315 399 657 461

20-24 323 242 275 502 328

25-29 156 197 191 268 186

30-34 93 167 163 184 120

35-39 105 159 178 243 134

40 and over 208 216 192 362 232

Total 197 226 235 309 222

Under 20 498 308 361 633 442

20-24 325 234 269 488 318

25-29 154 195 187 269 186

30-34 89 157 140 180 113

35-39 104 163 145 223 128

40 and over 205 230 202 383 232

Total 197 221 223 296 217

Year Ended 31 December 2007

Year Ended 31 December 2008

Year Ended 31 December 2005

Year Ended 31 December 2006

Year Ended 31 December 2004

Age Group 

(years)

Ethnic Group
(1)

European
(2) Mäori Pacific Asian Total

(3)

Year Ended 31 December 2002

Year Ended 31 December 2003
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These data show that in each of the age groups and for each of the years Asian women had the 

highest abortion ratio.  The next highest ratio was among European women up to age 24, and 

for Maori or Pacific women age 25 years or older.  Changes in the abortion ratio between 

2002 and 2008 for each ethnic and age groups are shown in Table 3.14. 

 
Table 3.14 Percentage change between 2002 and 2008 in abortion ratio by age group and ethnicity 

Age Group Under 20 20-24 25-29 30-34 35-39 40 and older

European -6.9% -4.7% -9.7% -16.0% -20.6% -21.5%

Maori -6.9% -11.0% -12.2% -14.7% -16.4% -15.4%

Pacific -4.2% -3.6% -15.0% -25.1% -17.1% -30.3%

Asian -23.6% -18.3% 0.0% -14.7% -24.9% -4.3%

Total -12.0% -10.4% -7.0% -16.9% -22.0% -19.2%  
 

Overall, there is a decrease in abortion ratios across all the ethnic groups and age groups 

between 2002 and 2008, except for Asian 25-29 age group (0.0%).  Among the women aged 

19 years and younger, Asian ethnic group has the biggest reduction in abortion ratio 

compared to other ethnic groups.  Similar trend was observed in Asian women aged 20-24 

years old and 35-39 years old. 

 

3.4.1d Contraceptive Use at Conception 

This section provides an overview on the reported contraceptive use among women obtaining 

abortions in New Zealand for the period between 2002 and 2008 recognising that it had failed.  

Just over half of the women obtaining abortion in any year reported not having used any form 

of contraceptives around the time of conception (Table 3.15).  Among those who used 

contraception, condoms were the more common method that failed, followed by the oral 

contraceptive and other methods. 

 

Table 3.15 Contraceptive Use among Women Obtaining Abortions in New Zealand, 2002-2008 
Dec Year Total

Number Percent Number Percent Number Percent Number Percent
2002 9,102 52.4% 4,911 28.3% 2,368 13.6% 999 5.7% 17,380

2003 9,366 50.6% 5,464 29.5% 2,584 14.0% 1,097 5.9% 18,511

2004 9,302 51.1% 5,269 28.9% 2,505 13.8% 1,135 6.2% 18,211

2005 9,319 53.2% 4,903 28.0% 2,357 13.4% 952 5.4% 17,531

2006 9,823 54.8% 4,785 26.7% 2,399 13.4% 927 5.2% 17,934

2007 9,693 52.7% 5,236 28.5% 2,481 13.5% 972 5.3% 18,382

2008 9,577 53.4% 4,898 27.3% 2,533 14.1% 932 5.2% 17,940

None Condoms Oral contraceptives Other
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Contraceptive use (in terms of non-use, condom use, oral contraceptive use, and other 

methods) by ethnic groups is shown in Table 3.16.  In any year between 2002 and 2008, more 

than half of women across all ethnic groups reported not having used any form of 

contraceptives at conception.  Among all the methods used, condoms were more common 

than other methods.  The proportion of other methods used (e.g. natural methods, withdrawal, 

etc) in any year was higher among Asian women, compared to that of other ethnic groups 

(except the Other and MELAA group with included those who did not specify their ethnicity).   

Overall these data show that among all the women having abortion, those of European 

ethnicity were most likely to report a failed contraceptive method rather than non-use.  Asian 

women, on the other hand, were least likely to report that the oral contraceptive had failed, 

suggesting either that they were using the oral contraceptive less or that they were more 

diligent users of it. 

Table 3.16 Contraceptive Use by Ethnicity, 2002-2008 

Dec Year total

2002 4,490 46.0% 3,026 31.0% 1,658 17.0% 589 6.0% 9,763

2003 4,642 45.2% 3,272 31.9% 1,778 17.3% 579 5.6% 10,271

2004 4,810 46.4% 3,171 30.6% 1,771 17.1% 606 5.9% 10,358

2005 4,617 47.4% 2,981 30.6% 1,636 16.8% 498 5.1% 9,732

2006 4,937 50.1% 2,779 28.2% 1,664 16.9% 479 4.9% 9,859

2007 5,075 48.1% 3,119 29.6% 1,808 17.1% 544 5.2% 10,546

2008 5,178 49.3% 2,903 27.7% 1,883 17.9% 535 5.1% 10,499

2002 2,311 59.3% 890 22.8% 528 13.5% 170 4.4% 3,899

2003 2,385 58.8% 921 22.7% 566 14.0% 181 4.5% 4,053

2004 2,311 59.2% 888 22.7% 543 13.9% 164 4.2% 3,906

2005 2,401 61.8% 823 21.2% 517 13.3% 141 3.6% 3,882

2006 2,590 63.2% 859 21.0% 496 12.1% 152 3.7% 4,097

2007 2,654 61.7% 1,009 23.4% 508 11.8% 133 3.1% 4,304

2008 2,618 61.6% 914 21.5% 552 13.0% 166 3.9% 4,250

2002 1,227 61.1% 444 22.1% 255 12.7% 83 4.1% 2,009

2003 1,225 56.7% 504 23.3% 300 13.9% 132 6.1% 2,161

2004 1,211 58.8% 479 23.3% 255 12.4% 115 5.6% 2,060

2005 1,240 60.5% 450 22.0% 244 11.9% 116 5.7% 2,050

2006 1,294 60.6% 478 22.4% 256 12.0% 106 5.0% 2,134

2007 1,343 58.7% 600 26.2% 240 10.5% 106 4.6% 2,289

2008 1,323 59.3% 552 24.8% 260 11.7% 95 4.3% 2,230

2002 1,697 59.3% 853 29.8% 123 4.3% 187 6.5% 2,860

2003 1,910 54.5% 1,137 32.5% 176 5.0% 279 8.0% 3,502

2004 1,642 51.7% 1,091 34.4% 153 4.8% 289 9.1% 3,175

2005 1,622 54.9% 953 32.2% 153 5.2% 229 7.7% 2,957

2006 1,598 54.4% 941 32.1% 160 5.5% 236 8.0% 2,935

2007 1,557 52.8% 1,008 34.2% 159 5.4% 223 7.6% 2,947

2008 1,522 52.9% 993 34.5% 146 5.1% 214 7.4% 2,875

2002 79 52.0% 41 27.0% 15 9.9% 17 11.2% 152

2003 102 52.8% 64 33.2% 15 7.8% 12 6.2% 193

2004 107 50.0% 64 29.9% 19 8.9% 24 11.2% 214

2005 114 51.8% 56 25.5% 30 13.6% 20 9.1% 220

2006 113 53.1% 59 27.7% 26 12.2% 15 7.0% 213

2007 110 54.2% 65 32.0% 15 7.4% 13 6.4% 203

2008 118 57.3% 61 29.6% 16 7.8% 11 5.3% 206

none condoms
oral 

contraceptives
other

Other (before 2006) or MELAA (from 2006)

Asian

Pacific

Maori

European
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3.4.2 Abortion Situation among Asian Women in New Zealand 

This section analyses the abortion situation among Asian women in New Zealand for the 

period between 2002 and 2008, in terms of abortion numbers, rates and ratios.  Asian 

women’s demographic characteristics and their contraceptive behaviour are explored.  All 

data used in this analysis were sourced from the Statistics New Zealand and the Abortion 

Supervisory Committee. 

 

3.4.2a Abortion Numbers by Age 

As analysed in section 4.4.1, number of abortion among Asian women accounted for 16.9% 

of the total number of abortions for the period 2002 to 2008, in comparison European 

(56.4%), Maori (22.6%), and Pacific (11.9%) ethnic groups.  The highest number of abortions 

among Asian women (3,502) was recorded in 2003, and the lowest in 2002 (2,860). 
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Figure 3.7 Abortion Number among Asian Women by Age, 2002-2008 

 

The changes in annual numbers by age group among Asian women between 2002 and 2008 

are shown in Figure 3.7.  In this period, up to 2007, women aged 20-24 years old had the 

highest number of abortions.  In 2008 however, there were more in Asian women aged 25-29.  

While there was a decline in number of abortions among women aged 20-24 years after 2003, 

abortion number among women aged 25-29 years old increased from 2002 (Figure 3.8).  

Together, number of abortions among women in their 20s accounted for more than half of the 

total number of abortion among the entire Asian group for the period of 2002-2008.  For 

teenage women, the number of gradually decreased over time during this period from 513 

down to 254 cases, except for a slight change in 2007 with 284 cases (Figure 3.8). 
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Figure 3.8 Proportion of Abortion Numbers by Age among Asian Women, 2002-2008 

 

3.4.2b Abortion Rates by Age 

This section provides information about abortion rates of Asian women by their age groups 

for the period between 2002 and 2008.  Abortion rates for Asian women by age were 

calculated based on the number of abortions among Asian women by their age group 

(numerator) per 1,000 mean estimated Asian female population by age group (denominator).  

The mean population estimates by Asian ethnic group by age for the period between 2002 and 

2005 assumed a linear increase between the 2001 and 2006 Censuses.  The mean population 

of Asian women by age group for 2007 and 2008 was calculated based on the population 

projections that were derived from the Table Builder function of the Statistics New Zealand 

(Table 3.17). 

 

Table 3.17 Population estimates and projections for Asian women by age group, 2002-2008 

Age group 2002 2003 2004 2005 2006 2007 2008

Under 20 15,350        15,920        16,490        17,060        17,630        18,400        19,300        

20-24 17,088        19,526        21,964        24,402        26,840        26,200        25,300        

25-29 13,486        15,182        16,878        18,574        20,270        23,000        26,100        

30-34 14,042        14,944        15,846        16,748        17,650        18,000        18,800        

35-39 14,842        15,754        16,666        17,578        18,490        18,900        19,200        

40 and over 13,538        14,836        16,134        17,432        18,730        18,800        18,700         
 

 

Table 3.18 shows the abortion rates among Asian women by age group for the period between 

2002 and 2008.  Abortion rates across all the age groups generally declined over the years.  

Asian women aged 20-24 years old had the highest abortion rate in comparison to other age 
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groups, followed by women aged 25-29 years old and women aged 30-34 years old.  Women 

aged 40 years old and over had the lowest abortion rate compared to other age groups.  The 

abortion rate among women aged 20-24 years old had the most dramatic fall over the years 

since 2003.  While abortion rate among general female population aged 15-19 was quite high 

(second highest compared to other ages), young Asian women aged 15-19 years old had the 

second lowest abortion rate compared to other age groups since 2005. 

 

Table 3.18 Abortion rates among Asian women by age group, 2002-2008 (per 1,000 population) 

2002 2003 2004 2005 2006 2007 2008

15-19 33.4         33.1         22.4         18.7         14.8         15.4         13.2         

20-24 57.8         69.4         54.3         45.5         40.6         35.8         32.5         

25-29 36.8         39.0         35.7         33.0         31.3         32.3         31.8         

30-34 29.9         33.7         29.9         26.3         24.9         25.8         24.9         

35-39 22.2         23.4         22.9         18.8         18.4         20.2         18.0         

40 and over 8.4           10.5         9.6           8.3           9.0           7.2           8.3            
 

 

3.4.2c Abortion Number by Country of Birth 

Abortion data by Asian women’s country of birth were only available for 2003, 2004 and 

2005 as shown in Figure 3.9.  The majority of Asian women obtaining abortions were not 

born in New Zealand (95.9% in 2003, 95.6% in 2004, and 93.5% in 2005).  Women who were 

born in China (including Hong Kong) had the largest number of abortions that far exceeding 

the number among women who were born in other countries. They made up nearly half of all 

the abortions among Asian women in any year during this period, and were at least four times 

higher than the total number of abortion among all women born in Southeast Asian together.   
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Figure 3.9 Abortion Number by Women's Country of Birth, 2003-2005 

(Notes: * Brunei, Cambodia, Indonesia, Lao, Malaysia, Myanmar, Philippines, Singapore, Thailand, Vietnam; 

**Pakistan, Samoa, Australia, South Africa, UK, Afghanistan, Mongolia, USA, Others, Not specified) 

 

3.4.2d Abortion Number by Year of Arrival 

Table 3.19 shows that more than half of the Asian women who were not born in New Zealand 

arrived in New Zealand within five years of the abortion, between 2001 and 2005.  In 2003, 

the number of women who obtained abortions and who arrived in the country in the very 

same year was 348, accounting for 10.4% of the total number of abortions among those who 

were not born in New Zealand.  In 2004 and 2005 the respective proportions were 6.3% and 

5.4%.  The majority of the women who arrived in New Zealand in 2003, 2004, and 2005 were 

those aged 20-29 years old, followed by those aged 30-39 years old.   
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Table 3.19 Abortion Number by Asian Women's Year of Arrival in New Zealand, 2003-2005 

Number Percent Number Percent Number Percent

Not Stated 20            0.6% 13            0.4% 76            2.7%

2005 … … … … 149          5.4%

2004 … … 192          6.3% 256          9.3%

2003 348          10.4% 482          15.9% 362          13.1%

2002 887          26.4% 623          20.5% 520          18.8%

2001 630          18.8% 486          16.0% 391          14.1%

Subtotal 2001-2005 1,865       55.5% 1,783       58.7% 1,678       60.7%

2000 380          11.3% 270          8.9% 249          9.0%

1999 183          5.4% 147          4.8% 127          4.6%

1998 117          3.5% 95            3.1% 60            2.2%

1997 118          3.5% 106          3.5% 86            3.1%

1996 132          3.9% 117          3.9% 97            3.5%

1995 101          3.0% 71            2.3% 78            2.8%

1994 66            2.0% 65            2.1% 62            2.2%

1993 40            1.2% 37            1.2% 29            1.0%

1992 42            1.3% 33            1.1% 29            1.0%

1991 38            1.1% 37            1.2% 30            1.1%

1990 55            1.6% 47            1.5% 42            1.5%

1989 57            1.7% 56            1.8% 39            1.4%

1988 30            0.9% 40            1.3% 21            0.8%

1987 33            1.0% 34            1.1% 23            0.8%

1986 18            0.5% 23            0.8% 8              0.3%

1985 16            0.5% 15            0.5% 10            0.4%

1984 8              0.2% 12            0.4% … …

1983 8              0.2% … … … …

1982 or earlier 33            1.0% … … … …

1983 or earlier … … 35            1.2% … …

1984 or earlier … … … … 21            0.8%

Subtotal 2000 or earlier 1,475       43.9% 1,240       40.8% 1,011       36.6%

Total non New Zealand born Asian 3,360       100.0% 3,036       100.0% 2,765       100.0%

Year of arrival
2003 2004 2005

Year of abortion

 
 

3.4.2e Abortion Number by Marital Status 

Table 3.20 shows the abortion number by Asian women’s marital status for the period 

between 1998 and 2001.  Asian married women appeared to have the highest number of 

abortion during this period, except for the year 2001, compared to women of other 

relationship statuses.  Asian women who were never married had the second highest number 

of abortion, except for the year 2001 when never-married women had the highest number of 

abortion.  The relationship status “widowed, divorced or separated” indicates that women 

claiming to be in this category were previously married.  As such, if the number of abortion in 

this category is combined with the number of abortion in the “married” category, it is 

apparent that Asian married women are more likely to have an abortion in comparison to 

Asian women of other types of relationships. 
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Table 3.20 Abortion Number by Asian Women’s Marital Status (1998-2003) 

00–19 20–24 25–29 30–34 35–39 40+ All ages

1998

Married 24 102 194 273 206 74 873

Widowed, divorced or separated 1 11 31 36 23 6 108

Never Married 162 239 94 53 17 3 568

De facto 10 17 20 14 5 2 68

Not stated 0 0 1 0 1 0 2

Asian Ethnic Group 197 369 340 376 252 85 1,619

1999

Married 10 98 202 238 193 76 817

Widowed, divorced or separated 3 9 23 41 28 5 109

Never Married 183 250 119 66 17 2 637

De facto 4 12 12 11 5 2 46

Asian Ethnic Group 200 369 356 356 243 85 1,609

2000

Married 15 112 176 259 250 83 895

Widowed, divorced or separated 2 26 29 36 28 7 128

Never Married 217 307 121 53 21 5 724

De facto 15 27 20 18 9 3 92

Asian Ethnic Group 249 472 346 366 308 98 1,839

2001

Married 16 119 201 266 250 80 932

Widowed, divorced or separated 2 8 32 45 35 14 136

Never Married 329 430 146 49 27 7 988

De facto 25 55 30 21 11 3 145

Asian Ethnic Group 372 612 409 381 323 104 2,201

Marital status
Age group (years)

 

 

3.4.2f Contraceptive Use at Conception 

As analysed in section 4.4.1d, more than half of the women obtaining abortions during the 

period between 2002 and 2008 did not use any forms of contraception at conception.  Within 

the Asian ethnic group, Chinese women reported the highest number of non-use at conception 

in any year, followed by Indian women (Table 3.21).  Within the Chinese subgroup, more 

than half of the women obtaining abortions did not use any forms of contraception at 

conception. In Indian subgroup, the percentage of non-use was also rather high, ranging from 

44.2% to 52.8% during this period. 
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Table 3.21 Condom Use at Conception among Asian Women by Ethnic Subgroups, 2002-2008 

Number Percent Number Percent Number Percent Number Percent

2002 889 62.1% 424 29.6% 38 2.7% 80 5.6% 1,431

2003 1,065 56.7% 593 31.6% 78 4.2% 141 7.5% 1,877

2004 885 54.5% 548 33.7% 51 3.1% 141 8.7% 1,625

2005 831 56.5% 472 32.1% 44 3.0% 123 8.4% 1,470

2006 790 55.8% 459 32.4% 48 3.4% 119 8.4% 1,416

2007 637 53.2% 416 34.8% 46 3.8% 98 8.2% 1,197

2008 622 53.4% 422 36.2% 36 3.1% 85 7.3% 1,165

2002 350 52.8% 218 32.9% 43 6.5% 52 7.8% 663

2003 387 49.7% 261 33.5% 56 7.2% 74 9.5% 778

2004 377 44.2% 324 38.0% 66 7.7% 86 10.1% 853

2005 460 50.4% 310 34.0% 71 7.8% 71 7.8% 912

2006 466 48.9% 332 34.9% 82 8.6% 72 7.6% 952

2007 554 51.3% 375 34.8% 72 6.7% 78 7.2% 1,079

2008 541 50.0% 376 34.8% 78 7.2% 86 8.0% 1,081

2002 462 60.0% 211 27.4% 42 5.5% 55 7.1% 770

2003 460 53.8% 287 33.6% 43 5.0% 65 7.6% 855

2004 388 54.5% 224 31.5% 38 5.3% 62 8.7% 712

2005 333 57.3% 174 29.9% 39 6.7% 35 6.0% 581

2006 347 60.2% 154 26.7% 30 5.2% 45 7.8% 576

2007 370 54.4% 220 32.4% 42 6.2% 48 7.1% 680

2008 363 57.3% 195 30.8% 32 5.1% 43 6.8% 633

Chinese

Indian

Other Asian

TotalDec Year
None Condoms Oral Contraceptives Other

 

Women aged 20-29 had the highest proportion of non-use across all Asian ethnic subgroups 

(Table 3.22).  Chinese women aged 20-29 years old had the highest number of non-use in any 

year during this period.  The number of non-use cases among Chinese teenage women under 

20 years old declined over time, from 366 cases in 2002 to 88 cases in 2008.  Similarly, 

Indian women aged 20-29 years old had the highest number of non-use, followed by women 

aged 30-39 years old.  The number of non-use among India teenage women under 20 years 

old fluctuated during this time, but the number of non-use in 2008 was higher than that in 

2002 (93 and 65, respectively), representing a 33.7% increase.  A higher proportion of non-

use among other ethnic subgroups was also recorded, compared to the proportion of 

contraceptive use among other ethnic subgroups. Failed oral contraceptive use was particular 

uncommon among the Chinese women, and less common than among Indian women, 

suggesting that it was less commonly used by this group. 
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Table 3.22 Contraceptive Use at Conception among Asian Women by Age and Subgroups, 2002-2008 

none condoms oral pills other total none condoms oral pills other total none condoms oral pills other total

Under 20 247 93 5 9 354 32 26 4 3 65 60 31 3 0 94

20–24 389 159 16 21 585 104 50 9 6 169 145 65 10 15 235

25–29 103 52 10 12 177 88 51 17 14 170 98 35 14 3 150

30–34 72 57 5 16 150 70 45 6 14 135 77 36 8 14 135

35–39 58 47 2 18 125 43 38 6 11 98 56 31 4 16 107

40+ 20 16 0 4 40 13 8 1 4 26 26 13 3 7 49

All ages 889 424 38 80 1,431 350 218 43 52 663 462 211 42 55 770

Under 20 244 99 10 13 366 29 19 6 2 56 53 47 3 2 105

20–24 542 265 41 47 895 102 79 19 11 211 141 88 15 8 252

25–29 125 75 13 16 229 96 64 19 20 199 91 51 12 11 165

30–34 74 63 6 25 168 95 59 7 19 180 81 54 10 12 157

35–39 57 70 6 30 163 48 27 3 18 96 60 32 2 17 111

40+ 23 21 2 10 56 17 13 2 4 36 34 15 1 15 65

All ages 1,065 593 78 141 1,877 387 261 56 74 778 460 287 43 65 855

Under 20 141 56 6 7 210 35 30 3 1 69 46 35 4 7 92

20–24 454 269 26 57 806 95 73 17 14 199 112 61 12 6 191

25–29 137 85 8 18 248 90 84 22 25 221 78 37 8 12 135

30–34 62 58 9 22 151 91 73 11 22 197 72 43 5 11 131

35–39 58 59 1 27 145 46 55 9 20 130 55 31 5 18 109

40+ 33 21 1 10 65 20 9 4 4 37 25 17 4 8 54

All ages 885 548 51 141 1,625 377 324 66 86 853 388 224 38 62 712

Under 20 95 51 12 4 162 45 23 6 2 76 40 33 5 3 81

20–24 436 222 18 41 717 124 68 22 11 225 105 52 10 5 172

25–29 136 86 5 23 250 117 88 17 14 236 75 40 7 6 128

30–34 69 47 6 14 136 89 90 17 23 219 50 21 5 9 85

35–39 64 43 2 18 127 66 35 8 17 126 42 22 7 7 78

40+ 31 23 1 23 78 19 6 1 4 30 21 6 5 5 37

All ages 831 472 44 123 1,470 460 310 71 71 912 333 174 39 35 581

Under 20 65 41 5 7 118 36 24 7 4 71 46 21 2 5 74

20–24 414 190 20 47 671 134 81 25 6 246 107 50 13 8 178

25–29 139 96 15 22 272 107 96 21 19 243 72 29 7 12 120

30–34 65 51 2 16 134 103 81 19 18 221 56 18 5 7 86

35–39 57 53 3 20 133 60 34 8 18 120 55 23 2 9 89

40+ 50 28 3 7 88 26 16 2 7 51 11 13 1 4 29

All ages 790 459 48 119 1,416 466 332 82 72 952 347 154 30 45 576

Under 20 57 31 5 0 93 51 37 6 3 97 58 32 7 1 98

20–24 259 169 19 35 482 131 97 23 11 262 96 76 13 11 196

25–29 172 102 13 25 312 152 114 18 20 304 67 39 10 12 128

30–34 56 45 4 15 120 116 66 15 21 218 69 37 9 12 127

35–39 66 48 3 19 136 82 45 8 19 154 57 25 1 9 92

40+ 27 21 2 4 54 22 16 2 4 44 23 11 2 3 39

All ages 637 416 46 98 1,197 554 375 72 78 1,079 370 220 42 48 680

Under 20 50 29 2 7 88 44 40 5 4 93 42 25 5 1 73

20–24 250 127 14 18 409 130 94 16 9 249 97 48 10 8 163

25–29 188 135 15 25 363 151 97 28 27 303 105 46 7 7 165

30–34 58 49 3 11 121 118 86 20 25 249 61 29 4 7 101

35–39 51 49 1 17 118 67 43 8 16 134 42 35 4 14 95

40+ 25 33 1 7 66 31 16 1 5 53 16 12 2 6 36

All ages 622 422 36 85 1,165 541 376 78 86 1,081 363 195 32 43 633

Year ended December 2002

Year ended December 2007

Year ended December 2008

Age

Year ended December 2003

Year ended December 2004

Year ended December 2005

Year ended December 2006

Chinese Indian Other Asian

 

 

3.5 CONCLUSION  

 

3.5.1 Abortion Number, Rates, Ratios 

Looking at the overall trend over the period of more than three decades from 1976 to 2008, 

the number of abortions of 17,940 in 2008 was almost four times higher than in 1976 when 

the abortion data were first collected.   

 

The typical woman having an abortion was between 20 and 24 years old, had not had any 

previous abortion, had never been married, at over 10 weeks’ gestation, and often sought to 

have procedures in the North Island of New Zealand.  European ethnic group still remained 
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the one with the highest number of women having an abortion, accounting for over 50% of 

the total number of abortions in any year, followed by Maori, Asian, and Pacific ethnic 

groups. 

 

Data show that the general abortion rate had increased from 12.9 to 19.7 per 1,000 females 

aged 15-44 in the last two decades.  The general trend had been upward since 1989 except for 

a few slight drops in 1992, 1998, 2005 and 2008.  Several studies in Europe and New Zealand 

suggest that the continuing rise in general abortion rates was associated with the publicity 

about possible risks of third-generation oral contraceptives (Khawaja, et al., 2001).  More 

specifically, in 1996, four studies indicated that third-generation oral contraceptive pill use 

correlated with an increased risk for venous thrombosis compared with second generation 

pills (Goodyear-Smith & Arroll, 2003).  In New Zealand, in 1999, clinic data analysis of the 

cohort found that nearly 50% of women citing combined oral contraceptive use prior to 

conception had stopped their pill through media-generated fear of risks to their health in the 

form of clots (Goodyear-Smith & Arroll, 2002, 2003).  Studies in New Zealand during this 

period suggest that there are several other factors that are associated to unwanted pregnancies 

which in turn result in induced abortions.  These factors include the lack of reliable 

contraceptive use (Goodyear-Smith & Arroll, 2003; North & Sparrow, 1991), incorrect 

contraceptive methods use, or contraceptive failure (Sparrow, 1997).  However, a study 

conducted by Wilson (1999) found that media-generated fear of risks to women’s health in 

the form of clots (or venous thromboembolism) appeared to have no effect in the 

contraceptive behaviour. 

 

While European women consistently had the highest number of abortion in all years from 

2002 to 2008, they had the lowest abortion rate of all ethnic groups.   

 

In any year during the period of 2002-2008, Asian women had the highest abortion ratio, 

peaking at 397 abortions per 1,000 known pregnancies in 2003.  Although the abortion ratio 

among women of Asian ethnic group gradually declined after 2003, it still remained higher 

than that of any other ethnic groups. Pacific women had the second highest abortion ratio in 

any year except for 2002.  Maori women had the third highest abortion ratios from 2003 to 

2007; while European women had the lowest abortion ratio from 2002 to 2007 compared to 

the rest of the ethnic groups.   

 



104 

 

3.5.2 Contraceptive Use at Conception 

More than half of the women obtaining abortion in any year during this period reported not 

having used any form of contraceptives around the time of conception.  Among those who 

used contraception, condoms were the more common method, with more than a quarter of the 

total number of women obtaining abortions reporting to have used them at conception in any 

year during this period.  Contraceptive non-use might have been expected among women 

obtaining abortion as it is one of the main indication for unplanned pregnancy.  A more 

important point to note here is that nearly half of the women obtaining abortions in New 

Zealand, across all ethnic groups, indicated that they used some form of contraceptives at 

conception.  This implied incorrect use of contraceptives, or contraceptives were used 

correctly at conception but failed, resulted in unexpected pregnancy. 

 

3.5.3 International Comparisons 

Of the countries with comparable data, Sweden, Scotland and Wales, and Norway had a 

constant increase in abortion rates for the period between 2002 and 2008.  In 2003 and 2004, 

New Zealand had the highest abortion rates compared to other countries.  In general, New 

Zealand stood as one of the top four low-fertility countries with highest abortion rates in any 

year from 2002 to 2008. 

 

3.5.4 Abortion Situation among Asian Women in New Zealand 

Abortions among Asian women accounted for 15% of the total number annual during the 

period between 2002 and 2008.  Asian women aged 20-24 years old had the highest number 

of abortion, accounting for around one-third of the total among Asian women.  While there 

was a decline in number of abortions among women aged 20-24 years old after 2003, abortion 

number among women aged 25-29 years old increased, and surpassed the number of abortions 

among women aged 20-24 years old in 2008.  Abortions among women in their 20s accounted 

for more than half of the total among the Asian group for the period of 2002-2008.  For a 

short period of time between 1998 and 2003, when abortion number by women’s marital 

status were gathered, data show that abortion numbers were reported to be higher among 

Asian married and previously married women.   

 

Women who were born in China (including Hong Kong) had far more abortions than all the 

women born in other top-five countries (Fiji, India, South Korea and Japan) added altogether.  

The number of abortions among women born in China accounted for nearly half of the total 
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number of abortions among Asian women in any year during this period, and was at least four 

times higher than the total number of abortion among all women born in Southeast Asian put 

together.  Abortion number among women born in Fiji and India was considerably high 

compared to the rest of the group – at least one in five women who had an abortion during 

this period was born from either Fiji or India.  The high proportion of women obtaining 

abortions born in China, India and Fiji reflected the inflow of immigrants into New Zealand 

from these countries.  More than half of the Asian women obtaining abortions who were not 

born in New Zealand arrived in New Zealand within five years, between 2001 and 2005. 

 

Within the Asian ethnic group, Chinese women reported the most non-use of conception in 

any year, followed by Indian women.  Within the Chinese subgroup, more than half of the 

women obtaining abortions did not use any forms of contraception at conception. In Indian 

subgroup, the percentage of non-use ranged from 44.2% to 52.8% during this period.  This 

implies that there were considerably high proportions of Asian women who did use some 

form of contraceptives around the time of conception, but the contraceptives failed resulting 

in unplanned pregnancy.  Asian women, particularly Chinese women, also reported very low 

percentages of oral contraceptive use across the years, suggesting that either very few Asian, 

especially Chinese women, used oral contraceptives, or they used them very well. 
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CHAPTER 4: ASIAN WOMEN SEEKING ABORTION 

A Cross-Sectional Study on Asian Women Seeking Abortion in New Zealand 

 

A. INTRODUCTION 

 

Findings from the literature review have suggested that the primary reasons for seeking an 

abortion for women living in developing countries in Asia are the desire to postpone or stop 

childbearing, and an inability to afford the economic cost of raising a child.  While these 

reasons were cited by both poor and better-off women seeking abortions in countries studied, 

these reasons were given by larger proportions of poor than of wealthier women.  A larger 

proportion of better-off women attributed their motivation for abortion to the opposition to the 

pregnancy by their husband, partner or relatives. Similarly, Asian women living in western 

countries also cited the desire to limit/ maintain family size as a leading reason for abortion in 

addition to relationship problems, and interruption to career or education.  Evidence from the 

literature also suggests that in Asia, the overwhelming majority of unmarried young women 

who experience pregnancy opt for abortion; while in Western countries the demographic 

characteristics of Asian women seeking abortion appeared to differ from one study to another.  

Meanwhile, studies have shown that Asian women seeking abortion appear to have unmet 

needs for SRH information and services; and that the level of sexual health knowledge, 

attitudes and behaviours among Asian women living in Western countries vary by their level 

of acculturation. 

 

The focal aim of this Chapter, therefore, is to investigate underlying factors and reasons 

related to unwanted/ unintended pregnancies and abortions among Asian women in New 

Zealand, and how these factors vary by demographic subgroups and level of acculturation 

based on women’s residency status and length of stay in New Zealand.  Results of this study 

would contribute to the knowledge gap in the understanding of reasons for abortion, 

contraceptive behaviour, and general SRH knowledge, attitude and behaviour among Asian 

women seeking abortions who are Asian-born, Asian migrants, or Asian descendants residing 

in a Western country such as New Zealand.  
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Specifically, this study looks at: 

i) the demographic characteristics of Asian women obtaining abortions in terms of their 

age, marital status, parity, religion, education, ethnicity, their residency status and 

length of stay in New Zealand, and their employment/ study status; 

ii) demographic characteristics of Asian women’s sexual partners in terms of their age, 

ethnicity, religion, and employment/ study status; 

iii) Asian women’s reasons for abortion; 

iv) attitude towards abortion among Asian women obtaining abortions; 

v) contraceptive behaviour among Asian women obtaining abortions; and 

vi) level of sexual health general knowledge among Asian women obtaining abortions. 

 

 

SECTION 4.1: Research Questions and Methodology  

 

4.1.1 Research Question 

Findings of this study were to address the following research questions: 

 

RQ1. What are the reasons for abortion among Asian women in New Zealand, and how do 

these reasons vary by demographic characteristics and level of acculturation? 

 

RQ2. What are the factors that influence Asian women’s decision-making process, and how 

do these factors vary by demographic characteristics and level of acculturation? 

 

RQ3. What are the attitudes towards abortion among Asian women who have had abortion? 

 

RQ4. Which methods of contraception were used at time of conception? If contraception was 

not used, what was the reason? How does contraceptive behaviour vary by demographic 

subgroups of women obtaining abortions and their level of acculturation? 

 

RQ5. What is the level of sexual health general knowledge among Asian women who have 

had an abortion; and how does it vary by demographic characteristics and level of 

acculturation? 
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4.1.2 Methodology 

 

4.1.2a Type of Study 

 

A cross-sectional survey using a self-completed anonymous questionnaire was developed and 

conducted among Asian women seeking abortions in four abortion clinics in New Zealand. 

 

4.1.2b Sampling Frame and Exclusion Criteria 

 

Based on the country annual report on abortion data in 2007, five clinics were selected.  These 

clinics had 25 or more abortions which were performed on Asian women.  Four clinics agreed 

to take part in the study (two clinics in Auckland area, one in Christchurch, and one in 

Dunedin), one clinic declined due to a concurrent study that was carried out on-site. 

 

All self-identified Asian women of all ages who attended the four selected abortion clinics 

between 5
th

 July and 30
th

 November 2009 were invited to take part in a cross-sectional survey.  

Self-identified Asian women are those who identified themselves to belong to the Asian 

ethnic group in the admission form provided by the abortion clinic they attended.  As 

explained in Chapter 3, Asian peoples are those with origins in the Asian continent, from 

Afghanistan in the west to Japan in the east, and from China in the North to Indonesia in the 

south (Ministry of Health, 2006).  Fijian Indian women were included in the study as well due 

to the fact that they often are categorised under Asian ethnic group in the Census and various 

other Government reports and documents (Friesen, 2008).   

 

Only Asian women who could read and write in English, or Chinese (simplified or 

traditional), or Korean, or Japanese, or Hindi, or Thai, or Vietnamese and those who sought 

abortions not because of a fetus abnormality were invited to participate in the survey.   

 

4.1.2c Sample size calculation 

 

Sample size calculation was based on the 2007 annual abortion number in the four 

participating clinics and was based on findings from a previous empirical study in New 

Zealand.  A sample of 385 participants provides precision of ±4% around a measure of the 

proportion of Asian women having abortions who had not used contraception in the month of 

conception, if this is reported by 80% of those interviewed as found in a previous New 

Zealand study (Goodyear-Smith & Arroll, 2003).  To allow for an expected 67% response, it 

was calculated that 574 Asian women should be invited to take part. 
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4.1.2d The Recruitment Process 

 

Ethical approval from the multi-regional ethics committee was received (more details on the 

process of obtaining the ethical approval can be found in Section 4.1.2j).  The recruitment 

process for the quantitative study began after the principal investigator (PI) arranged to meet 

with each participating clinic to explain and discuss the implementation steps of the 

recruitment, questionnaire administration and collection.  All Asian women within the eligible 

criteria were approached by the abortion clinics’ staff during the women’s visit to the clinics.  

Eligible Asian women were provided with a Study Information Sheet (Appendix 1) which 

explained the purpose and requirements of the study as well as participants’ rights and the 

self-completed questionnaire.   

 

4.1.2e Questionnaire Development 

 

4.1.2e.i. Source of Questions 

 

The design of the questionnaire was modelled mainly after similar surveys that have been 

validated and used by the Allan Guttmacher Institute in studies on reasons for abortions 

among women in the United States of America in 1987 and 2004 (Finer, et al., 2005; Torres 

& Forrest, 1988).   

 

Other major sexual and reproductive health surveys were also used as references for the 

development of the survey questionnaire.  These surveys included the British Sexual Attitudes 

and Lifestyles Survey (Erens et al., 2001), the questions developed for a New Zealand 

National Sexual Health Survey (Dickson & Paul, 2008) that did not occur, and National 

Survey of Adolescents and Young Adults (Hoff, Greene, & Davis, 2003).  Demographic and 

ethnicity information was collected using the 2005 New Zealand Census questions.  Several 

questions were added or modified based on the pilot results as well as on the discussion with 

clinics’ staff to suit the Asian population in New Zealand. 

 

4.1.2e.ii. Questionnaire Piloting 
 

A group of 11 Asian women aged between 18 and 34 years old were invited to participate in 

testing the questionnaire.  The main purpose of testing the questionnaire was to obtain 

feedback from participants on the acceptability and clarity of the questions.  Those who 

participated in completing the pilot survey were women of seven Asian ethnic groups 

(Chinese, Filipino, Japanese, Malaysian, Taiwanese, Singaporean, and Vietnamese) and were 
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residing in Dunedin, New Zealand at the time of the pilot.  They were students of the 

University of Otago, and were not necessarily women who had previously had abortion or 

were seeking abortion at the time of the pilot.   

 

The pilot survey, printed in English, comprised of 65 questions.  It took the participants 

between 20 minutes to 45 minutes to complete the questionnaire.  The majority of the 

participants commented that there were too many questions in the pilot survey and that the 

survey should be translated into different Asian languages using lay-person terms.  For 

example, several participants suggested that the term “contraception” or “contraceptive” 

should be changed to “birth control methods”.  Many suggested ways to improve the clarity of 

the questionnaire in terms of the design of the survey (for example, headings and 

subheadings, bold or italic formats to help readers focus on the main points of the questions), 

the visibility of the check boxes, and the order of the questions.  Finally, a few participants 

noticed that there were some repetitions in the way questions were presented in the pilot 

survey. 

 

4.1.2e.iii. Final Questionnaire 
 

The final questionnaire incorporated suggestions made in the pilot survey.  The number of 

questions was reduced to 40 questions in total.  In recognition that there is diversity in terms 

of languages, cultures, religions, traditions and customs within the Asian ethnic group in New 

Zealand, apart from the English version, the questionnaire and the study information sheet 

were translated into seven Asian languages: Chinese (simplified and traditional), Korean, 

Hindi, Japanese, Thai and Vietnamese.  Due to budget constraints, only these seven languages 

were selected for translation as they reflected the major ethnic groups presented at the four 

abortion clinics.  The study used a certified translator, Asia Translation and Interpreting Ltd., 

to carry out the translation work.  The translated versions were sent to the PI electronically for 

back-translation to verify the accuracy and clarity of the translation.  Copies of the 

questionnaire in eight languages including the original English version can be found in 

Appendix 2. 

 

All questionnaires were pre-numbered and pre-coded.  Each questionnaire had a pre-stamped 

envelope made available for those women who chose to send the completed questionnaire in 

the post.  The participants were also offered a copy of the results of the study when available.  

However, none of the participants expressed their interest in obtaining the study results.  A 
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separate pre-stamped envelope containing a request form were provided to all participants 

should they have wanted a copy of the study findings and results. 

 

4.1.2f Questionnaire Administration and Distribution 

 

Prior to the distribution of questionnaire to four project centres, the PI worked with the 

management of each centre to discuss how the study could be undertaken.  A total number of 

574 copies of questionnaires, information sheet and matching envelops were sent by the PI to 

the four project centres according to different quantity allocations.  Ball pens and drop-boxes 

were also sent to the project centres.   

 

Clinics’ staff approached women who identified themselves as Asian and presented them with 

the information sheet and questionnaire (in language of the women’s choice).  Most of the 

women were approached during their first day of consultation.  Some others were approached 

on the day of operation/ procedure.  Women were encouraged by the clinics’ staff to complete 

the questionnaire before they left the clinics.  Many participants completed their questionnaire 

on the consultation day.  However, they were also given opportunities to complete the 

questionnaire during the post-operation recovery time.  Nearly half of the participants 

completed English version of the questionnaire, and a slightly smaller number used 

Simplified Chinese versions (Table 4.1). 

 

Upon the completion (or incompletion), participants placed the questionnaire in an envelope 

provided and dropped it in the designated box or returned it to the clinics’ staff.  Assigned 

staff collected these questionnaires and sent them fortnightly to the PI with a note informing 

the PI of the number of Asian women accessing the clinic during that period (this number 

included those who had taken part as well as those who had declined). 

 

4.1.2g Questionnaire Collection and Response Rate 

 

A monitoring chart was set up to record the total number of complete/ incomplete 

questionnaires by clinics and by versions used.  Of 574 copies distributed to the women 

accessing the clinics, 188 were filled out, of which 10 were partially completed.  Table 4.1 

shows the total number of returned questionnaires during the period from 5
th

 July 2009 to 30
th

 

November 2009.   
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Table 4.1 Returned questionnaires by clinics and versions used 

Clinics English
Chinese

Simplified

Chinese

Traditional
Korean Hindi Japanese Thai Vietnamese Total

Auckland #1 21 58 2 6 3 3 1 94

Auckland #2 61 10 5 2 0 0 0 1 79

Christchurch 7 2 1 0 0 1 0 11

Dunedin 2 1 1 0 0 0 0 4

Total received 91 71 9 8 3 4 1 1 188  
During this period, the total number of Asian women accessing the four clinics was: 

Auckland #1: 444 Auckland #2: 518 

Christchurch: 68 Dunedin: 23 

 

It is noted that the sample size calculation was based on the original study plan to have the 

survey distributed within three months, from July 2009 to September 2009.  Due to a very low 

response rate in those three months, the study was extended till 30
th

 November 2009.  The low 

response rate of 33% was mainly due to Asian women’s unwillingness to participate in 

completing the questionnaire (according to the staff’s observation) even though clinic staff 

spent great efforts to distribute the questionnaire and explain the nature of the study.  It was 

also speculated by the staff members that Asian women seeking abortion are often reluctant to 

share their abortion experience with other people, and are particularly concerned about their 

privacy and having to put down their answers in writing. 

 

4.1.2h Data Entry and Variable Grouping and Re-labelling 

 

Data was transferred onto a STATA file (version 10.0) for analysis.  Most groupings were 

applied to those variables that had small numbers of responses.  Groupings were also applied 

to variables that share similar features for different purposes of analyses.  Details of variable 

groupings are explained below. 

 

Groupings and re-labelling for demographic variables: 

  

Age groups:  15-19; 20-24; 25-29; 30-34; 35-39; 40 and over 

  15-19; 20-29; 30 and over 

 

Marital status: “Separated, divorced, widowed”, “In a relationship” and “Others” 

were grouped together. 

“Single, not living with partner” was re-labelled as “Single”. 

“Single, living with partner” was re-labelled as “Co-habiting”. 

 

Residency status:  

“Citizens and permanent residents” were grouped together. 
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“Student visa one-year” and “student visa two-year or longer” were 

grouped together. 

“Visitor’s visa” and “work holiday visa” were grouped together. 

 

Nationality:  Chinese and Hong Kong Chinese were grouped together. 

All nationalities except Chinese and Indian were grouped together and 

labelled as Other. 

 

Ethnicity: All ethnic groups except Chinese and Indian were grouped together and 

labelled as Other. 

 

Year of arrival: 

 Years of arrival were grouped into 3 different groups: 1987-1999; 

2000-2004; and 2005-2009 

 

Religion:  Protestant, Roman Catholic and Christian were grouped as Christian. 

 Hindu, Sikh and Indian were grouped together. 

 

 Education institution:  

Polytechnic and University were grouped together. 

 

 Highest education level:  

Secondary and High school were grouped together. 

 

 

4.1.2i Analytical Methods 

 

Descriptive statistics were used to describe patterns, frequencies and proportions associated 

with women’s and their partners’ demographic characteristics, reasons for abortion, 

contraceptive behaviour, sexual health general knowledge, and attitude towards abortion. 

 

In making comparisons, chi-square tests were used to determine whether demographic 

subgroups differ significantly from one another in their reasons for abortion, contraceptive 

knowledge and behaviour, perceived reasons for non-use and perceived reasons for 

pregnancy.  Logistic regression was used to examine independent relationships between 

women’s characteristics (including level of acculturation) and contraceptive use, and between 

characteristics and reasons for abortion.  Odds ratios, p-value at p<.05 or less, and 95% 

confidence intervals were reported.  Comparisons for various demographic variables (for 

example, age, ethnicity, religion, etc.) were not made if the frequency of a variable was less 

than 20.  All statistical analyses were conducted using STATA Analysis and Statistical 

Software version 10. 
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Write-in answers in English were transcribed by the PI.  Write-in answers in other languages 

(Chinese simplified and traditional, Korean, Japanese, and Thai) were translated by certified 

translator.  All answers were thematically analysed and are used to support quantitative 

findings aiming to address the research questions. 

 

The representativeness of the sample was examined by comparing the survey results with the 

national abortion statistics compiled by the ASC for 2008, the most recent year for which 

detailed data were made available by Statistics New Zealand, Abortion Data Division.  

Distribution for age and Asian ethnic subgroups was compared (Tables 4.2 and 4.3).  It is 

worth noting that, however, there are some differences between the way data were collected 

for the national abortion statistics and the way data were collected for this study.  More 

specifically, the national abortion dataset includes women’s multiple ethnicities, therefore 

women’s responses to ethnicity item were counted more than once in many cases.   

 

Table 4.2 Comparison of distribution for age of Asian women seeking abortion between national 

abortion statistics and this study's statistics 

0–19* 254 8.8% 20 10.6%

20–24 821 28.6% 49 26.1%

25–29 831 28.9% 52 27.7%

30–34 468 16.3% 33 17.6%

35–39 346 12.0% 17 9.0%

40+ 155 5.4% 9 4.8%

Missing values -           -           8 4.3%

All ages 2,875 100.0% 188 100.0%

National data

2008 (n=2,857)

This Study

Data (n=188)

 
*Note: 0-19 age group for National Statistics; 15-19 age group for this study. 

 

Table 4.3 Comparison of distribution for ethnicity of Asian women seeking abortion between national 

abortion statistics and this study's statistics 

Chinese 1,165     40.47% 97 51.6%

Indian 1,081     37.55% 46 24.5%

Other Asian 633        21.99% 37 19.7%

Not specified/ missing values -         -         8 4.3%

Total 2,879     188

National Data

(n=2879)

This study

(n=188)

 
 

Although there were differences in the percentages between the two datasets due to the way 

data were collected, some resemblances between these datasets can be noted.  For example, in 
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terms of the distribution for age of Asian women seeking abortion, both national data and data 

collected for this study indicated that the proportion of women aged 25-29 years old was the 

highest among all the age groups (Table 4.2).  When age groups were combined, both datasets 

showed that women aged 20-34 years old accounted for more than two-thirds of the total 

women across all age groups (Appendix 3). In terms of ethnicity, both datasets showed that 

Chinese women account for the highest proportion of the total women presenting at the clinics 

for abortions, followed by women of Indian ethnicity (Table 4.3).  It was also noted that there 

was a difference in that Chinese women were over-represented in this study and Indian 

women were under-represented in this study compared to national data. 

 

4.1.2j Ethical Considerations 

 

The course of obtaining approval from the Multi-region Ethics Committee took a 

considerably amount of time (about nine months) due to the complexity of the process and the 

sensitivity of the study.  A summary of steps taken to obtain the ethical approval is explained 

as follow: 

 

 Meeting with the Abortion Supervisory Committee during the study design stage to 

discuss the project and to obtain preliminary approval from the Committee. 

 Meeting with participating clinics and their site research committees to obtain approvals 

for local assessments. 

 Consultation meetings with individuals and organisations dealing with Asian community, 

as part of the Asian Community Consultation process. 

 Application for Multi-regional Ethical Approval 

 

Section 4.2 Demographic Characteristics of 

Women Who Obtain Induced Abortion 

 

 

 

The purpose of this section is to describe the sample and their patterns of characteristics in 

order to identify demographic subgroups among Asian women who are most likely to 

experience unintended pregnancies and abortion.  Variables for analyses and discussion 

include women’s age at abortion, their marital status (or current relationship), parity, their 

residency status, length of stay in New Zealand (for those who are not New Zealand-born), 

nationalities, country of origin, ethnic subgroups, religious status, employment and/or study 

status, and level of education at abortion. Table 4.4 presents a summary of percentage 
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distribution of Asian women obtaining abortions in the four clinics studied by their 

demographic characteristics.  Detailed analyses for each demographic category can be found 

in appendices.  It is noted that there is no comparison group of women not having an abortion, 

so comparison is not possible in this study. 

 

4.2.1 Age at abortion 

 

Of 188 returned questionnaires, 180 participants reported their age.  Among these, 20 were at 

the age of 15-19 years old (10.6%), more than half (53.7%) were in their 20s (20-29 years 

old), nearly a third (31.4%) were 30 years or older.  The age range was between 15 and 45 

years old.  The average age was 27 years old, and median age was 26 years old.   

 

4.2.2 Relationship Status 

 

Only about one in every five women (19.7%) who had an abortion was not in a relationship.  

The majority of the women who obtained abortions (71.8%) were in a relationship with their 

partner, about half of whom reported co-habiting (35.6%), and a half reported being married 

(36.2%).  There were 9 women (4.8%) who reported being either separated, divorced or 

widowed.  Appendix 4 shows further details on the current relationship status of the 

participants. 

 

4.2.3 Citizenship, Residency Status, Nationality, Ethnicity, and Length of Stay in New 

Zealand 

 

Almost half of the women (49.5%) reported being either citizens or permanent residents of 

New Zealand.  The remainder (47.3%) were on some type of temporary visas, with almost a 

third (30.4%) reported holding a student visa; and almost a quarter (23%) reported holding a 

work permit (Appendices 5 and 6).  Among 89 women who are not citizens or permanent 

residents of New Zealand, there were 85 women who reported their nationalities.  Half of 

these women (50.6%) were of Chinese nationality, 11 women were of Indian nationality, and 

the remainder (36.9%) belongs to 12 other nationalities (Appendix 7).  There were 5 women 

(2.7%) who reported to be born in New Zealand; more than a third (43.1%) were born in 

China (including Hong Kong); 24 women (12.8%) were born in Fiji; and 14 women (7.4%) 

were born in India.  Appendix 8 shows a list of all the countries of birth reported by the 
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participants.  Furthermore, in terms of the women’s ethnicity, more than half of the women 

obtaining abortions belonged to Chinese ethnic group (51.6%), and a quarter (25.0%) reported 

belonging to Indian ethnic group.  Appendix 9 lists all ethnic groups reported by the 

participants.  

 

There were 168 women who reported year of arrival in New Zealand including those who 

were born in New Zealand.  The majority of these (80.3%) had arrived in New Zealand after 

2000.  More specifically, more than half of the participants (52.1%) had arrived in New 

Zealand between 2005 and 2009; more than a third (37.3%) had arrived in New Zealand 

between 2000 and 2004.  The remainder (13.3%) had arrived in New Zealand prior to 2000 

(including those were born in New Zealand and those who had migrated to New Zealand 

between 1987 and 1999).  It is worth noting that there were 27 women who had just arrived in 

New Zealand in 2009 (the year this survey was conducted), and 20 women who had arrived in 

2008 (Appendix 10).   

 

4.2.4 Religion 

 

Nearly half (46.8%) of the women obtaining abortions reported having no religion, while 

16.5% reported being Christian (Protestant, Roman Catholic, Christian); 13.3% reported 

belonging to Hindu, Sikh or Indian religions; and 12.2% were Buddhist.  There were 7 

women (3.7%) who reported to be very religious.  Nearly a third (31.4%) reported to be 

religious and nearly one in 5 women (19.7%) reported to be not very religious.  Appendix 11 

provides further information on the relationship between women’s religion and the level of 

religiousness.   

 

Some other highlights in terms of the participants’ ethnicity and their religious background 

can be found in Appendix 12.  For example, the majority of Chinese women (71.1%) had no 

religion; however, they also reported having the highest number of Christians compared to 

women of other ethnic groups.  More than half of the women of Indian ethnic group (54.3%) 

reported belonging to Hindu, Sikh, or “Indian” religion.  All 7 Filipino women were 

Christian, and all 3 Thai women were Buddhist.  None of the Japanese, Vietnamese, or 

Cambodian (including Khmer) women reported having a religious background. 
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4.2.5 Parity 

More than half of the women (57.4%) reported not having had a previous abortion, while 

more than a third (35.1%) claimed that they had had at least one previous abortion.  There 

were 112 women (or 59.6%) who did not have any children, and about a third of the women 

(33.0%) reported having had at least one child at the time of abortion. 

 

The majority of women (81.7%) who had had a previous abortion belonged to the Chinese, 

Indian and Korean ethnic groups.  It is worth noticing that every single woman of the 

Vietnamese, Cambodian, Pakistani and Taiwanese ethnic groups presented for abortion had 

had a previous abortion (Appendix 13).  Among young adolescents aged 15-19, five claimed 

to have had previous abortions.  Thirty-seven women aged 20-29 years old had had previous 

abortions; and 28 women aged 30 years and older reported having had previous abortions 

(Appendix 14). 

 

 

4.2.6 Work/ Study Status 

More than a third of the women (36.7%) were working at a paid job in the month they became 

pregnant, and more than a third (37.2%) reported studying (including those who were both 

working and studying at the same time).  For those who were studying, 5 (or 6.9%) were still 

in high school, 51 (70.8%) were studying at tertiary level (polytechnic or university), and 16 

(22.2%) were studying at other types of education institutions.   

 

More than half (51.1%) of the women obtaining abortion reported having tertiary level as 

their highest level of education (including current study), followed by almost a quarter 

(23.9%) who reported having some type of diploma or certificate.  Some 17% of the women 

claimed that their highest education level was secondary or high school level.   

 

4.2.7 Abortion Procedure 

The majority of the women (69.1%) reported having a surgical abortion, while 8% reported 

having a medical abortion procedure.  There were 19 women (10.1%) who were not sure what 

kind of procedure they would have for this abortion, the reason for the unknown answer might 

have attributed to the fact that they filled in the survey prior to meeting with a consultant. 
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Table 4.4 Percentage distribution of Asian women obtaining abortion in four clinics in New Zealand 

by demographic characteristics - a summary table. 

Characteristics Number Percent

Age (n=188)

15-19 20 10.6%

20-29 101 53.7%

30+ 59 31.4%

Missing values 8 4.3%

Marital Status (n=188)

Single 37 19.7%

Co-habiting 67 35.6%

Married 68 36.2%

Others 9 4.8%

Missing values 7 3.7%

Residence (n=188)

New Zealand Citizens/ PR 93 49.5%

Non-citizens/ non-PR 89 47.3%

Not specified 6 3.2%

Nationality (n=188)

New Zealand 47 25.0%

Chinese 43 22.9%

Indian 11 5.9%

Others 31 16.5%

Missing values 56 29.8%

Country of Birth (n=188)

China (including Hong Kong) 81 43.1%

Fiji 24 12.8%

India 14 7.4%

Others 46 24.5%

New Zealand 5 2.7%

Missing values 18 9.6%

Ethnicity (n=188)

Chinese 97 51.6%

Indian 47 25.0%

Others 36 19.1%

Not specified 1 0.5%

Missing values 7 3.7%

Year of Arrival in New Zealand (n=170)*

After 2000 151 88.8%

Before 2000 19 11.2%

Religion (n=188)

No religion 88 46.8%

Christian 31 16.5%

Muslim 10 5.3%

Buddhism 23 12.2%

Hindu, Sikh, Indian 25 13.3%

Missing values 11 5.9%  
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Characteristics Number Percent

Level of Religiousness (n=188)

Very religious 7 3.7%

Religious 60 31.9%

Not very religious 37 19.7%

Not specified 84 44.7%

Number of children (n=188)

None 112 59.6%

One child 22 11.7%

Two or more children 40 21.3%

Missing values 14 7.4%

Number of previous abortions (n=188)

None 108 57.4%

One previous abortion 53 28.2%

Two or more previous abortions 13 6.9%

Missing values 14 7.4%

Employment/ Study Status (n=188)

Working 69 36.7%

Studying 53 28.2%

Both 17 9.0%

Neither 36 19.1%

Missing values 13 6.9%

Type of Education Institution (n=72)**

High School 5 6.9%

Tertiary (Polytechnic or University) 51 70.8%

Others 16 22.2%

Education Level (n=188)

Secondary or high school 32 17.0%

Diploma or certificate 45 23.9%

Polytech or University 96 51.1%

Others 2 1.1%

Missing values 13 6.9%

Abortion Procedure (n=188)

Surgical 130 69.1%

Medical 15 8.0%

Not sure 20 10.6%

Missing values 23 12.2%  
Notes:  *Before 2000 data include those born in New Zealand 

 **For women who reported studying at time of abortion 

 

 

4.2.8 Summary of Key Findings: Characteristics of Asian Women Obtaining Abortions 

Findings from the demographic data reveal that the typical Asian woman within the studied 

sample having an abortion is in her 20s, living with partner or married, has had no children, 

has had no previous abortion, is highly educated, and does not belong to any religious 

background.  There are a large number of women obtaining abortion who belong to the 

Chinese ethnic group, as well as a large number of non-citizens who were born in China or of 

Chinese nationality.  The majority of women who were not born in New Zealand have arrived 

in the country in the past 10 years with more women who have arrived in the last 5 years.  
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About half of the women presented for abortion are students, the majority of whom are 

tertiary students.  

 

Section 4.3 Demographic Characteristics of 

Asian Women’s Sexual Partners 

 

 

This section aims to describe the Asian women’s partners’ demographic characteristics.  The 

participants were given a choice of filling in the information about their sexual partners who 

were responsible for the unwanted pregnancy that resulted in induced abortion.  Variables for 

analyses and discussion include partners’ age, nationality, ethnicity, religion, employment 

and/or study status, and level of education at abortion. Table 4.5 presents a summary of 

percentage distribution of partners’ demographic characteristics.  Detailed analyses for each 

demographic category can be found in appendices. 

 

4.3.1 Partners’ Age 

Almost half of the women’s partners (43.1%) were in their 20s, and more than a third (34.6%) 

were 30 years and older.  There were 10 partners (5.3%) who were adolescents.  For those 

partners who had age reported, the mean age was 29.5, and the median age was 28.0. 

 

4.3.2 Partners’ Nationality and Ethnicity 

More than a third of the women’s partners were Chinese (37.2%), followed by Indian partners 

(13.8%), New Zealanders (10.6%) and Fijians (5.9%).  A complete list of all partners’ 

nationalities reported by the women can be found in Appendix 15.  There were almost three 

quarters (73.4%) of the women’s partners who mainly identified with an Asian ethnic group.  

There were 7 partners (3.7%) who were associated with a European ethnic group, 5 (2.7%) 

identified with either Maori or Pacific Island ethnic group.  It is worth noting that all the 7 

European partners were New Zealanders, and more than half (51.2%) of Asian partners came 

from China (Appendix 16).  Among those who identified with an Asian ethnic group, more 

than a third was Chinese (42.0%) and almost a third were Indian (29.7%).  A complete list of 

the women’s partners’ Asian subgroups can be found in Appendix 17.   

 

4.3.3 Partners’ Religion 

Although more than a third (37.2%) of the male partners reported by the women having no 

religious background, there were more than a third of the partners (39.9%) identified to 
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belong to a religious group.  More male partners belonged to either Hindu, Sikh or an 

“Indian” religion (14.4%), followed by Christians (12.2%) and Buddhists (8.5%). 

 

4.3.4 Work/ Study Status 

Nearly half of the women’s partners (42.8%) were working at the time of women’s abortion; 

one in five partners (19.7%) were studying; and about 12% were both working and studying.  

Among 64 partners who were studying (including those who were both studying and 

working), 62 partners were reported to belong to some type of education institution.  The 

majority (77.8%) were studying at tertiary level (in polytechnic or university), while there 

were 6 (or 9.5%) partners who were still in high school at the time of the woman’s abortion. 

 

4.3.5 Summary of Key Findings: Characteristics of Asian women’s partners  

Findings from the survey have provided a glance at Asian women’s sexual partners who were 

responsible for the unwanted pregnancy.  The typical male partner within this studied sample 

is in his 20s (mean age = 29.5) and belongs to an Asian ethnic group (mostly of Chinese or 

Indian origin).  These characteristics (age and ethnicity) are similar those of the female 

participants.  There were a considerable number of male partners who have some religious 

background which is quite different from what was found among the Asian female partners, 

the majority of whom do not belong to any religious background.  The three main religious 

groups identified in the survey for the male partners are Hindu (including Sikh and “Indian”), 

Christianity, and Buddhism.   
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Table 4.5 Percentage distribution of Asian women’s sexual partners who were responsible for the 

pregnancy by demographic characteristics - a summary table. 

Partners' Characteristics Number Percent

Age (n=188)

15-19 10 5.3%

20-29 81 43.1%

30+ 65 34.6%

Missing values or not specified 32 17.0%

Nationality (n=188)

Chinese 70 37.2%

Indian 26 13.8%

New Zealand 20 10.6%

Others 32 17.0%

Women did not know 1 0.5%

Missing values or not specified 39 20.7%

Ethnicity: broad category (n=188)

Asian 138 73.4%

European 7 3.7%

Pacific Islander 3 1.6%

Maori 2 1.1%

Women did not know 1 0.5%

Missing values 37 19.7%

Asian ethnic subgroups (n=138)

Chinese 58 42.0%

Indian 41 29.7%

Others 25 18.1%

Missing values or not specified 14 10.1%

Religion (n=188)

No religion 70 37.2%

Hindu, Sikh, Indian 27 14.4%

Christian 23 12.2%

Buddhism 16 8.5%

Muslim 9 4.8%

Women did not know 10 5.3%

Missing values or not specified 33 17.6%

Employment/ Study Status (n=188)

Working 83 44.1%

Studying 37 19.7%

Both 22 11.7%

Neither 12 6.4%

Women did not know 1 0.5%

Missing values or not specified 33 17.6%

Type of Education Institution (n=63)*

Tertiary (Polytechnic or University) 49 77.8%

High School 6 9.5%

Others 6 9.5%

Women did not know 2 3.2%  
Note: *Percentage computed based on those who were studying at the time of woman’s pregnancy 
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Section 4.4 Reasons for Abortion among Asian 

Women in New Zealand 

 

 

Aiming to address Research Question 1 (What are the reasons for abortion among Asian 

women in New Zealand, and how do these reasons vary by demographic characteristics and 

level of acculturation?), this section begins with a descriptive overview of the percentage 

distribution of reasons for abortions among Asian women.  It then provides an examination of 

the relationship between various demographic characteristics and reasons for abortion, as well 

as how these reasons vary by level of acculturation. 

 

4.4.1 Reasons for abortion: A descriptive overview 

The questionnaire was designed to provide participants options of checking the boxes for 

structured questions as well as an option of writing in their answers.  Participants were 

allowed to choose more than one reason in their questionnaire.  Among the structured options, 

the two most common reasons for abortion (broad category) were “Having a baby would 

dramatically change my life” (73.9% chose this reason), and “Can’t afford a baby now” 

(60.6%), followed by “Don’t want to be a single mother” (18.1%), and “Having relationship 

problems with husband or partner” (16.0%).  Among other reasons for abortion, the two most 

common reasons were “Not mature enough to raise a child” (31.9%) and “Don't want parents 

or other people to know I got pregnant” (28.7%).  One in five women (22.3%) indicated that 

they had “already had enough children”.  One in five women (22.3%) were afraid to be found 

out that they were pregnant or had had sex, half of these women (11.7%) didn’t want to return 

home pregnant, and the other half (10.6%) didn’t want parents or other people to know they 

had had sex.  There were 20 women (or 10.6%) who said that their decision for abortion was 

attributed to their husband’s (or partner’s) choice for abortion. 

 

Table 4.6 presents percentage distribution of women reporting their reasons for abortion.  

Within the most common reason that having a baby would dramatically change one’s life, 

more than a third (42.4%) explained that it would interfere with their job, and also more than 

a third (42.4%) indicated that having a baby would interfere with their education.  The most 

common sub-reason given was that the woman could not afford a baby now because she was 

unmarried (49.1%), followed by the reasons related to unemployment (41.2%) and current 

study or study plan (39.5%).  With regard to the reason of not wanting to be a single mother, 

more than half of the women (52.9%) explained that it would too hard to raise a child alone, 
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and nearly half (44.1%) would feel ashamed to be a single mother.  About a third (30.0%) of 

those who attributed their decision for abortion to having a relationship problem with husband 

or partner indicated that the women and their partner could not or did not want to get married. 

 

Table 4.6 Percentage distribution of women reporting reasons for abortion 

Reason Number Percent

Having a baby would dramatically change my life (n=183, missing values=5) 139 73.9% *

Would interfere with job/ employment/ career 59 42.4% **

Would interfere with education 59 42.4% **

Have other child(ren) or dependents 35 25.2% **

Other write-in reasons 18 12.9% **

Can't afford baby now (n=184, missing values=4) 114 60.6% *

Unmarried 56 49.1% **

Unemployed 47 41.2% **

Currently a student or planning to study 45 39.5% **

Can't afford the basic needs of life 30 26.3% **

Job doesn't pay enough to afford a baby and childcare 30 26.3% **

Husband or partner is unemployed 24 21.1% **

Can't leave job to take care of a baby 20 17.5% **

Not enough support from husband or partner 13 11.4% **

Would have to find another place to live 5 4.4% **

Currently on a benefit 1 0.9% **

Other write-in reasons 16 14.0% **

Don't want to be a single mother (n=179, missing values=9) 34 18.1% *

Too hard to raise a(nother) child alone 18 52.9% **

Would feel ashamed to be a single mother 15 44.1% **

Not enough childraising support from family or friends 9 26.5% **

Don't have a relationship with anyone right now 7 20.6% **

Other write-in reasons 3 8.8% **

Having relationship problems with husband or partner (n=187, missing values=1) 30 16.0% *

Partner and I can't or don't want to get married 9 30.0% **

Partner would not be a good father 7 23.3% **

Relationship or marriage may break up soon 6 20.0% **

Having a baby would cause problems in my relationship 6 20.0% **

Partner or husband is abusive to me or my children 3 10.0% **

Other write-in reasons 12 40.0% **

Other reasons*

Not mature enough to raise a(nother) child 60 31.9%

Don't want parents or other people to know I got pregnant 54 28.7%

Already have had enough children 42 22.3%

Don't want to return home pregnant 22 11.7%

Husband or partner wants me to have an abortion 20 10.6%

Don't want parents or other people to know I had sex 20 10.6%

Parents want me to have an abortion 6 3.2%

Other additional write-in reasons 23 12.2%  
Notes:  *Percentage computed based on the total sample size n=188 

**Percentage computed based on the number of women who chose “Yes” for this answer option. 

 

4.4.2 Factors related to abortion: A Quantitative Analysis 

This section explores the relationship between reasons for having an abortion and women’s 

demographic characteristics (age, relationship status, religion, number of children, work/study 

status, and education level).  The question of how reasons for having an abortion vary by the 

level of acculturation is also addressed by examining various variables related to residency, 



126 

 

length of stay in New Zealand, ethnicity and nationality.  Reasons for abortion examined in 

this section are structured reasons which include four broad groups of reasons and seven other 

reasons chosen by the participants (see Table 4.6 for percentage distribution of women 

reporting reasons for abortion).   

 

The four broad groups of reasons are: 

“Can’t afford a baby now” (Question #1 in the survey) 

“Having a baby would dramatically change my life” (Question #2 in the survey) 

“Don’t want to be a single mother” (Question #3 in the survey) 

“Having problems with partner/ husband” (Question #4 in the survey) 

 

Seven other reasons (found in Question #5 in the survey) chosen by the participants are: 

“Not mature enough to raise a(nother) child” 

“Don’t want parents or other people to know I got pregnant” 

“Already have had enough children” 

“Don’t want to return home pregnant” 

“Husband or partner wants me to have an abortion” 

“Don’t want parents or other people to know I had sex” 

“Parents want me to have an abortion” 

 

Chi-square tests were used to measure differences in reasons for abortion across the 

demographic subgroups.  Univariate and multivariate logistic regression models were used to 

enhance the understanding of the variables associated with each reason.  Findings from the 

literature review and from write-in texts suggested some important key predictors that would 

potentially have independent effects on Asian women’s reasons for abortion.  It was identified 

that women’s relationship status, number of children, work/study status, education level, and 

residency status were key predictors of reporting various reasons for abortion in multivariate 

analyses. 

 

4.4.2a Structured Reason for Abortion #1: Can’t afford a baby now 

Table 4.7 shows how women’s inability to afford a baby cited as a reason for abortion varies 

by their demographic characteristics and the level of acculturation.  Of those who were 

adolescents (15-19 years old), the majority (79.0%) chose this reason, while only two thirds 



127 

 

of those in their 20s (66.7%) chose this reason, and less than half of those who were 30 years 

and older (44.8%) chose this reason.  The difference was statistically significant (p<0.01). 

 

More women who were co-habiting (72.7%) indicated that they could not afford a baby 

compared to those who were engaged in other different relationships.  This difference was 

statistically significant (p<0.05). 

 

Of those who were not a citizen or permanent resident of New Zealand, almost three quarter 

(72.7%) chose this reason, while only half of their counterparts chose this reason.  This 

difference was statistically significant (p<0.01). 

 

Almost three quarters of the women of Chinese nationality (76.2%) opted for abortion 

because they could not afford a baby.  This percentage is higher than that of women of Indian 

nationality (63.6%), and much higher than the percentage of women of all other nationalities 

(31.6%).  This difference was statistically significant (p<0.01). 

 

More women who had arrived in New Zealand before 2000 including those born in New 

Zealand chose this reason (72.0%), compared to those who had arrived in the country after 

2000 (59.5%).  This difference was statistically significant (p<0.05). 

 

More than two thirds of those who had no other children at the time of abortion (69.7%) chose 

this reason, while less than half of those who had other children (47.1%) chose this reason.  

This difference was statistically significant (p<0.01). 

 

The majority of the women (78.4%) who claimed to be studying at the time of abortion could 

not afford a baby, followed by those who were both studying and working at the time of 

abortion (56.3%), and those who were not working or studying at the time.  Only half of those 

who were working chose this reason.  These differences were statistically significant 

(p<0.05).   

 

More women whose level of education was at diploma or certificate level chose this reason 

(84.1%), compared to women at other education levels.  Only half of the women who had 

some form of tertiary education level chose this reason.  These differences were statistically 

significant (p<0.01). 
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No statistical differences were observed in the relationship between the reason of the 

women’s inability to afford a child and the women’s ethnicity or religion. 

 

Table 4.7 "Can't Afford a Baby Now" as a reason for abortion by women's selected demographics 

Women's Demographic Characteristics Yes No P-value

n (%) n (%)

Age (n=176, missing values=12)

15-19 15 (79.0) 4 (21.1) 0.006**

20-29 66 (66.7) 33 (33.3)

30+ 26 (44.8) 32 (55.2)

Relationship status (n=177, missing values=11)

Single 23 (65.7) 12 (34.3) 0.035*

Co-habiting 48 (72.7) 18 (27.3)

Married 33 (48.5) 33 (51.5)

Others 5 (62.5) 3 (37.5)

Residence (n=178, missing values=10)

New Zealand Citizens/ PR 45 (50.0) 45 (50.0) 0.002**

Non-citizens/ non-PR 64 (72.7) 24 (27.3)

Nationality (n=130, missing values=58)

Chinese 32 (76.2) 10 (23.8) 0.007**

Indian 7 (63.6) 4 (36.4)

Others 21 (67.7) 10 (32.3)

New Zealander 19 (40.4) 27 (57.5)

Ethnicity (n=177, missing values=11)

Chinese 55 (57.3) 41 (42.7) 0.421

Indian 27 (60.0) 18 (40.0)

Others 25 (71.4) 10 (28.6)

Year of Arrival in New Zealand (n=172, missing values=16)^^

After 2000 88 (59.5) 60 (40.5) 0.025*

Before 2000 18 (72.0) 7 (28.0)

Religion (n=173, missing values=15)

No religion 58 (66.7) 29 (33.3) 0.188

Christian 20 (64.5) 11 (35.5)

Muslim 4 (44.4) 5 (55.6)

Buddhism 9 (40.9) 13 (59.1)

Hindu, Sikh, Indian 14 (58.3) 10 (41.7)

Any Children (n=177, missing values=11)

Yes 32 (47.1) 36 (52.9) 0.003**

No 76 (69.7) 33 (30.3)

Employment/ Study Status (n=171, missing values=17)

Working 34 (50.0) 34 (50.0) 0.012*

Studying 40 (78.4) 11 (21.6)

Both 9 (56.3) 7 (43.8)

Neither 19 (52.8) 17 (47.2)

Education Level (n=171, missing values=17)

Secondary or high school 20 (62.5) 12 (37.5) 0.001**

Diploma or certificate 37 (84.1) 7 (15.9)

Polytech or University 47 (50.0) 47 (50.0)

Others 0 (0.00) 1 (100.0)  
Notes: *p<0.05; **p<0.01 

^For women of nationalities other than New Zealander; 

^^Before 2000 data include women born in New Zealand. 
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Table 4.8 presents univariate and multivariate analyses of associations between this reason 

and selected characteristics of Asian women obtaining abortion.  Across the age groups, the 

odds ratio indicates that women aged 30 and older were less likely than younger women 

(reference group) to have an abortion because they could not afford a baby (OR=0.22, 

p<0.01).   

 

Women who had no children were more than twice as likely as women with children to give 

this reason (OR=2.59, p<0.01).  After adjusting for age, although the odds ratio nearly 

doubles in the group of women with no children compared to those with children (OR=1.76), 

this was not statistically significant.  This shows that women’s age is a confounder in the 

relationship between women’s number of children and this reason.  This could also be related 

to the small sample size, which is reflected by the wide confidence intervals (0.76, 4.08). 

 

Women who were studying at the time of abortion were more than three times more likely 

than working women (reference group) to choose this reason (OR=3.64, p<0.01).  Even after 

adjusting for age, women who were students at time of abortion were still more than twice as 

likely to opt for abortion because they could not afford a baby (OR=2.66, p<0.01).  It is worth 

noting that, in both cases (unadjusted and adjusted ORs), the confidence intervals were very 

wide which is due to small sample size. 

 

Women who had some form of certificate or diploma level of education were much more 

likely than women who were secondary or high school graduates (reference group) to choose 

this reason (OR=3.17, p<0.05).  After adjusting for age, the difference was still statistically 

significant (OR=3.72, p<0.05), although the confidence intervals were very wide. 

 

Women who were non-residents/ non-citizens were much more likely than those who were 

citizens or permanent residents to cite this reason (OR=2.67, p<0.01).  After adjusting for age, 

this was still significantly different (OR=2.34, p<0.05). 

 

 

Women of New Zealander nationality were less likely than those from China (reference 

group) to choose this reason (OR=0.22, p<0.01).  After adjusting for age, this was still 

significantly different (OR=0.27, p<0.01). 
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Table 4.8 Odds ratios from univariate and multivariate logistic regression analysis of women's 

characteristics and reason group #1 (Can't afford a baby now) 
Characteristics %

OR 95% CI OR 95% CI

Age

15-19 (ref) 79.0 1.00

20-29 66.7 0.53 (0.16, 1.73)

30+ 44.8 0.22** (0.06, 0.73)

Relationship status

Single (ref) 65.7 1.00 1.00

Co-habiting 72.7 1.39 (0.58, 3.34) 1.36 (0.56, 3.32)

Married 48.5 0.49 (0.21, 1.14) 0.64 (0.25, 1.60)

Others 62.5 0.87 (0.18, 4.27) 0.93 (0.19, 4.66)

Number of children

At least one child 47.1 1.00 1.00

None 69.7 2.59** (1.38, 4.85) 1.76 (0.76, 4.08)

Work/study status

Working 50.0 1.00 1.00

Studying 78.4 3.64** (1.60, 8.25) 2.66* (1.10, 6.46)

Both 56.3 1.29 (0.43, 3.85) 1.09 (0.35, 3.43)

Neither 52.8 1.12 (0.50, 2.51) 1.12 (0.48, 2.60)

Education level

Secondary or HS 62.5 1.00 1.00

Diploma/certificate 84.1 3.17* (1.08, 9.33) 3.72* (1.17, 11.85)

Tertiary 50.0 0.60 (0.26, 1.37) 0.78 (0.31, 1.95)

Residence

New Zealand Citizen/ PR 50.0 1.00 1.00

Non-residents/ non-PR 72.7 2.67** (1.42, 5.00) 2.34* (1.22, 4.49)

Nationality

Chinese 76.2 1.00 1.00

Indian 63.6 0.55 (0.13, 0.26) 0.64 (0.15, 2.71)

Others 67.7 0.66 (0.23, 1.85) 0.78 (0.27, 2.31)

New Zealand 40.4 0.22** (0.09, 0.55) 0.27** (0.10, 0.71)

Unadjusted Odds Ratio Adjusted for Age

 
Notes: *p<0.05; **p<0.01; ***p<0.001. 
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4.4.2b Structured Reason for Abortion #2: Having a baby would dramatically change 

life. 

 

Table 4.9 shows how the reason of having a baby would dramatically change the woman’s 

life varies by their demographic characteristics and the level of acculturation.  Results show 

that all adolescents chose this reason, followed by women in their 20s (74.0%) and women 

who were 30 years and older (69.6%).  The differences were statistically significant (p<0.05). 

 

The majority of women who were co-habiting with their partner (89.4%) chose this reason, 

while two thirds of those who were single and not co-habiting (72.2%) chose this reason, and 

less than two thirds of those who were married (63.4%) chose this reason.  The differences 

were statistically significant (p<0.01). 

 

More women who had no other children at the time of abortion chose this reason (81.1%) 

compared to those who had other children at the time of abortion (66.7%).  The difference 

was statistically significant (p<0.05). 

 

Those who were studying were more likely to choose this reason (88.5%), compared to those 

who were both working and studying (76.5%) and those who were working at the time of 

abortion (75.0%).  The differences were statistically significant (p<0.05). 

 

No statistical differences were observed in the relationship between this reason and other 

characteristic variables (residence, nationality, ethnicity, year of arrival, religion, and 

education level). 
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Table 4.9 "Having a baby would dramatically change life" as a reason for abortion by women's 

selected demographics 
Women's Demographic Characteristics Yes No P-value

n (%) n (%)

Age (n=176, missing values=12)

15-19 20 (100.0) 0 (0.0) 0.022*

20-29 74 (74.0) 26 (26.0)

30+ 39 (69.6) 17 (30.4)

Relationship status (n=177, missing values=11)

Single 26 (72.2) 10 (27.8) 0.006**

Co-habiting 59 (89.4) 7 (10.6)

Married 42 (63.4) 24 (36.7)

Others 6 (66.7) 3 (33.3)

Residence (n=178, missing values=10)

New Zealand Citizens/ PR 67 (74.4) 23 (25.6) 0.794

Non-citizens/ non-PR 67 (76.1) 21 (23.9)

Nationality (n=129, missing values=59)

Chinese 36 (85.7) 6 (14.3) 0.143

Indian 6 (54.6) 5 (45.4)

Others 23 (74.2) 8 (25.8)

New Zealander 32 (71.1) 13 (28.9)

Ethnicity (n=177, missing values=11)

Chinese 76 (80.0) 19 (20.0) 0.232

Indian 29 (64.4) 16 (35.6)

Others 27 (75.0) 9 (25.0)

Not specified 1 (100.0) 0 (0.0)

Year of Arrival in New Zealand (n=162, missing values=16)^^

After 2000 110 (74.8) 37 (25.2) 0.578

Before 2000 20 (80.0) 5 (20.0)

Religion (n=173, missing values=15)

No religion 67 (78.8) 18 (21.2) 0.599

Christian 23 (74.2) 8 (25.8)

Muslim 6 (66.7) 3 (33.3)

Buddhism 18 (71.3) 5 (21.7)

Hindu, Sikh, Indian 16 (64.0) 9 (36.0)

Any Children (n=177, missing values=11)

Yes 44 (66.7) 22 (33.3) 0.031*

No 90 (81.1) 21 (18.9)

Employment/ Study Status (n=172, missing values=16)

Working 51 (75.0) 17 (25.0) 0.011*

Studying 46 (88.5) 6 (11.5)

Both 13 (76.5) 4 (23.5)

Neither 20 (57.1) 15 (42.9)

Education Level (n=171, missing values=17)

Secondary or high school 23 (74.2) 8 (25.8) 0.948

Diploma or certificate 33 (75.0) 11 (25.0)

Polytech or University 72 (75.8) 23 (24.2)

Others 1 (100.0) 0 (0.0)  
Notes: *p<0.05; **p<0.01 

^For women of nationalities other than New Zealander; 

^^Before 2000 data include women born in New Zealand.
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Table 4.10 presents univariate and multivariate analyses of associations between this reason 

and selected characteristics of Asian women obtaining abortion.  Women aged 30 years and 

older were more likely than younger women (reference group) to have an abortion because 

having a baby would dramatically change their life (OR=2.0, p<0.001).   

 

Women who were co-habiting with their partner were much more likely than single women 

(reference group) to choose this reason (OR=3.24, p<0.01).  Even after adjusting for age, this 

was still significantly different (OR=3.63, p<0.05), although the confidence intervals were 

very wide. 

 

Women who had no children were as twice more likely than those with at least one child to 

claim that they opted for abortion because having a baby would dramatically change their life 

(OR=2.14, p<0.01).  After adjusting for age, although the odd ratio nearly doubled in the 

group of women having no children, this was not statistically significant. 

 

Women of Indian nationality were less likely than those from China to cite this reason 

(OR=0.22, p<0.05).  After adjusting for age, the difference was still statistically significant 

(OR=0.19, p<0.05). 
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Table 4.10 Odds ratios from univariate and multivariate logistic regression analysis of women's 

characteristics and reason group #2 (Having a baby would dramatically change life) 
Characteristics %

OR 95% CI OR 95% CI

Age

15-19 (ref) 100.0 1.0

20-29 74.0 2.4

30+ 69.6 2.0***

Relationship status

Single (ref) 72.2 1.00 1.00

Co-habiting 89.4 3.24** (1.11, 9.45) 3.63* (1.21, 10.95)

Married 63.4 0.67 (0.28, 1.63) 0.84 (0.31, 2.26)

Others 66.7 0.77 (0.16, 3.68) 0.84 (0.16, 4.32)

Number of children

At least one child (ref) 66.7 1.00 1.00

None 81.1 2.14** (1.07, 4.31) 1.65 (0.66, 4.15)

Work/study status

Working (ref) 75.0 1.00 1.00

Studying 88.5 2.56 (0.93, 7.03) 1.81 (0.63, 5.22)

Both 76.5 1.08 (0.31, 3.78) 0.78 (0.21, 2.89)

Neither 57.1 0.44 (0.19, 1.06) 0.50 (0.21, 1.22)

Education level

Secondary or HS (ref) 74.2 1.00 1.00

Diploma/certificate 75.0 1.04 (0.36, 3.00) 1.40 (0.43, 4.53)

Tertiary 75.8 1.09 (0.43, 2.76) 1.67 (0.59, 4.78)

Residence

New Zealand Citizen/ PR 74.4 1.00 1.00

Non-residents/ non-PR 76.1 1.10 (0.55, 2.17) 0.94 (0.45, 1.94)

Nationality

Chinese 85.7 1.00 1.00

Indian 56.4 0.20* (0.05, 0.87) 0.19* (0.04, 0.87)

Others 74.2 0.48 (1.15, 1.56) 0.39 (0.11, 1.37)

New Zealand 71.1 0.41 (0.14, 1.21) 0.32 (1.00, 1.03)

Unadjusted Odds Ratio Adjusted for Age

Note: *p<0.05; **p<0.01; p<0.001 



135 

 

4.4.2c Structured Reason for Abortion #3: Don’t want to be a single mother. 

 

Table 4.11 shows how the reason of not wanting to be a single mother varies by the women’s 

demographic characteristics and the level of acculturation.  Results show that more women 

who were single and not living with their partner chose this reason (41.7%), compared to 

those who were co-habiting or in other types of relationships.  The differences were 

statistically significant (p<0.001).  

 

More women who had no other children at the time of abortion chose this reason (25.5%) 

compared to those who had children at time of abortion.  The difference was statistically 

significant (p<0.01). 

 

No statistical differences were observed in the relationship between this reason and other 

demographic characteristics (age, residence, nationality, ethnicity, year of arrival, religion, 

work/study status, and education level). 
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Table 4.11 "Don't want to be a single mother" as a reason for abortion by women's selected 

demographics 

Women's Demographic Characteristics Yes No P-value

n (%) n (%)

Age (n=172, missing values=16)

15-19 4 (20.0) 16 (80.0) 0.475

20-29 21 (21.2) 78 (78.8)

30+ 7 (13.2) 46 (86.8)

Relationship status (n=173, missing value=15)

Single 15 (41.7) 21 (58.3) <0.001

Co-habiting 12 (18.2) 54 (81.8)

Married 2 (3.2) 61 (96.8)

Others 3 (37.5) 5 (62.5)

Residence (n=174, missing values=14)

New Zealand Citizens/ PR 12 (13.5) 77 (86.5) 0.087

Non-citizens/ non-PR 20 (23.5) 65 (76.5)

Nationality (n=135, missing values=63)

Chinese 10 (23.8) 32 (76.2) 0.685

Indian 2 (18.2) 9 (81.8)

Others 5 (17.9) 23 (82.1)

New Zealander 6 (13.6) 38 (86.4)

Ethnicity (n=173, missing values=15)

Chinese 17 (18.1) 77 (81.9) 0.437

Indian 6 (13.3) 39 (86.7)

Others 9 (27.3) 24 (72.7)

Not specified 0 (0.0) 1 (100.0)

Year of Arrival in New Zealand (n=168, missing values=20)^^

After 2000 26 (18.1) 118 (81.9) 0.237

Before 2000 2 (8.3) 22 (91.7)

Religion (n=169, missing values=19)

No religion 14 (16.7) 70 (83.3) 0.367

Christian 6 (20.0) 24 (80.0)

Muslim 0 (0.0) 8 (100.0)

Buddhism 7 (30.4) 16 (69.6)

Hindu, Sikh, Indian 4 (16.7) 20 (83.3)

Any Children (n=174, missing values=14)

Yes 3 (4.7) 61 (95.3) 0.001*

No 28 (25.5) 82 (74.5)

Employment/ Study Status (n=171, missing values=17)

Working 14 (20.9) 53 (79.1) 0.247

Studying 12 (23.5) 39 (76.5)

Both 2 (11.8) 15 (88.2)

Neither 3 (8.3) 33 (91.7)

Education Level (n=169, missing values=19)

Secondary or high school 3 (9.7) 28 (90.3) 0.084

Diploma or certificate 13 (31.0) 29 (69.0)

Polytech or University 15 (15.8) 80 (84.2)

Others 0 (0.0) 1 (100.0)  
Notes: *p<0.01 

^For women of nationalities other than New Zealander; 

^^Before 2000 data include women born in New Zealand. 
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Table 4.12 presents univariate and multivariate analyses of associations between this reason 

and selected characteristics of Asian women obtaining abortion.  Women who were co-

habiting with their partner were less likely than single women to have an abortion because 

they did not want to be a single mother (OR=0.31, p<0.01), and, as might be expected, 

married women were much less likely to have an abortion because of this reason (OR=0.05, 

p<0.001).  After adjusting for age, the respective differences were still statistically significant 

(OR=0.31, p<0.05 and OR=0.04, p<0.01, respectively). 

 

Women with no children were much more likely than those who had at least one child at the 

time of abortion to cite that they had an abortion because they did not want to be a single 

mother (OR=6.94, p<0.001).  After adjusting for age, the difference was still statistically 

significant, although in both cases, the confidence intervals were extremely wide, which is 

related to small sample size. 

 

Women who had some form of education at certificate or diploma level were much more 

likely than secondary or high school graduates to cite this reason (OR=4.18, p<0.05).  After 

adjusting for age, this was still significantly different (OR=4.65, p<0.05).  Confidence 

intervals in both cases were very wide. 
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Table 4.12 Odds ratios from univariate and multivariate logistic regression analysis of women's 

characteristics and reason group #3 (Don’t want to be a single mother) 

Characteristics %

OR 95% CI OR 95% CI

Age

15-19 (ref) 20.0 1.00

20-29 21.2 1.08 (0.33, 3.56)

30+ 13.2 0.61 (0.16, 2.36)

Relationship status

Single (ref) 41.7 1.00 1.00

Co-habiting 18.2 0.31* (0.13, 0.77) 0.31* (0.12, 0.77)

Married 3.2 0.05*** (0.01, 0.22) 0.04** (0.01, 0.19)

Others 37.5 0.84 (0.17, 4.07) 0.78 (0.16, 3.83)

Number of children

At least one child (ref) 4.7 1.00 1.00

None 25.5 6.94*** (2.02, 23.90) 15.00** (3.09, 72.77)

Work/study status

Working (ref) 20.9 1.00 1.00

Studying 23.5 1.16 (0.49, 2.79) 1.04 (0.40, 2.71)

Both 11.8 0.50 (0.10, 2.47) 0.47 (0.09, 2.39)

Neither 8.3 0.34 (0.09, 1.29) 0.35 (0.09, 1.30)

Education level

Secondary or HS (ref) 9.7 1.00 1.00

Diploma/certificate 31.0 4.18* (1.08, 16.28) 4.65* (1.09, 19.82)

Tertiary 15.8 1.75 (0.47, 6.50) 3.44 (0.49, 8.42)

Residence

New Zealand Citizen/ PR 13.5 1.00 1.00

Non-residents/ non-PR 25.5 1.97 (0.90, 4.32) 1.76 (0.78, 3.97)

Nationality

Chinese 23.8 1.00 1.00

Indian 18.2 0.71 (0.13, 3.85) 0.80 (0.14, 4.45)

Others 17.9 0.70 (0.21, 2.31) 0.86 (0.25, 2.96)

New Zealand 13.6 0.51 (0.17, 1.54) 0.71 (0.22, 2.29)

Unadjusted Odds Ratio Adjusted for Age

 
Note: *p<0.05; **p<0.01; ***p<0.001 
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4.4.2d Structured Reason for Abortion #4: Problems in relationship with 

partner/husband. 

 

Table 4.13 shows how the reason of problems in relationship with partner/husband varies by 

the women’s demographic characteristics and the level of acculturation.  Results show that 

more than half of those women who were separated or divorced (55.6%) decided to have an 

abortion because of problems in relationships, compared with those who were single (32.4%), 

co-habiting (11.9%) or married (5.9%).  The differences were statistically significant 

(p<0.001). 

 

More women with no children at the time of abortion chose this reason (21.4%), compared to 

those who had already had a child at the time of abortion (7.4%).  The difference was 

statistically significant (p<0.05). 

 

No statistical differences were observed in the relationship between this reason and other 

demographic variables (age, residence, nationality, ethnicity, year of arrival, religion, 

work/study status, and education level). 
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Table 4.13 "Problems in relationship with partner/husband" as a reason for abortion by women's 

selected demographics 
Women's Demographic Characteristics Yes No P-value

n (%) n (%)

Age (n=180, missing values=8)

15-19 5 (25.0) 15 (75.0) 0.119

20-29 19 (18.8) 82 (81.2)

30+ 5 (8.5) 54 (91.5)

Relationship status (n=181, missing value=7)

Single 12 (32.4) 25 (67.6) <0.001

Co-habiting 8 (11.9) 59 (88.1)

Married 4 (5.9) 64 (94.1)

Others 5 (55.6) 4 (44.4)

Residence (n=183, missing values=5)

New Zealand Citizens/ PR 15 (16.1) 78 (83.9) 0.941

Non-citizens/ non-PR 14 (15.7) 75 (84.3)

Nationality (n=133, missing values=55)

Chinese 9 (20.9) 34 (79.1) 0.816

Indian 1 (9.1) 10 (90.9)

Others 5 (16.1) 26 (83.9)

New Zealander 8 (17.0) 39 (83.0)

Ethnicity (n=178, missing values=10)

Chinese 19 (19.6) 78 (80.4) 0.524

Indian 5 (10.6) 42 (89.4)

Others 5 (13.9) 31 (86.1)

Not specified 0 (0.0) 1 (100.0)

Year of Arrival in New Zealand (n=176, missing values=12)^^

After 2000 23 (15.2) 138 (84.8) 0.337

Before 2000 2 (8.0) 23 (92.0)

Religion (n=179, missing values=9)

No religion 14 (15.9) 74 (84.1) 0.681

Christian 6 (19.4) 25 (80.6)

Muslim 1 (10.0) 9 (90.0)

Buddhism 5 (21.7) 18 (78.3)

Hindu, Sikh, Indian 2 (8.0) 23 (92.0)

Any Children (n=170, missing values=18)

Yes 5 (7.4) 63 (92.6) 0.013*

No 24 (21.4) 88 (78.6)

Employment/ Study Status (n=167, missing values=21)

Working 11 (15.9) 58 (84.1) 0.707

Studying 9 (17.0) 44 (83.0)

Both 4 (23.5) 13 (76.5)

Neither 4 (11.1) 32 (88.9)

Education Level (n=167, missing values=21)

Secondary or high school 5 (15.6) 27 (84.4) 0.627

Diploma or certificate 8 (17.8) 37 (82.2)

Polytech or University 15 (15.6) 81 (84.4)

Others 1 (50.0) 1 (50.0)  
Notes: *p<0.05 

^For women of nationalities other than New Zealander; 

^^Before 2000 data include women born in New Zealand. 
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Table 4.14 presents univariate and multivariate analyses of associations between this reason 

and selected characteristics of Asian women obtaining abortion.  Married women, as might be 

expected, were much less likely than single women (reference group) to have an abortion 

because of relationship problems (OR=0.13, p<0.01).  Similarly, women who were co-

habiting with their partner were much less than single women to attribute their decision to 

abort a baby because they had problems with their partner (OR=0.28, p<0.05).  After 

adjusting for age, the differences remained statistically significant (OR=0.18, p<0.05 and 

OR=0.27, p<0.05, respectively). 

 

Women who had no children at time of abortion were about seven times more likely than 

those who had children to give this reason (OR=6.94, p<0.05).  After adjusting for age, the 

odds ratio in the group of women with no children rose to 15.00 and was highly significant.  

This shows that, within each age group, those without a child were very much more likely to 

give problems in their relationship with husband or partner as a reason for abortion. 
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Table 4.14 Odds ratios from univariate and multivariate logistic regression analysis of women's 

characteristics and reason group #4 (Problems in relationship with husband/ partner) 

Characteristics %

OR 95% CI OR 95% CI

Age

15-19 (ref) 20.0 1.00

20-29 21.2 1.08 (0.33, 3.56)

30+ 13.2 0.61 (0.16, 2.36)

Relationship status

Single (ref) 41.7 1.00 1.00

Co-habiting 18.2 0.31* (0.13, 0.77) 0.31* (0.12, 0.77)

Married 3.2 0.05*** (0.01, 0.22) 0.04** (0.01, 0.19)

Others 37.5 0.84 (0.17, 4.07) 0.78 (0.16, 3.83)

Number of children

At least one child (ref) 4.7 1.00 1.00

None 25.5 6.94*** (2.02, 23.90) 15.00** (3.09, 72.77)

Work/study status

Working (ref) 20.9 1.00 1.00

Studying 23.5 1.16 (0.49, 2.79) 1.04 (0.40, 2.71)

Both 11.8 0.50 (0.10, 2.47) 0.47 (0.09, 2.39)

Neither 8.3 0.34 (0.09, 1.29) 0.35 (0.09, 1.30)

Education level

Secondary or HS (ref) 9.7 1.00 1.00

Diploma/certificate 31.0 4.18* (1.08, 16.28) 4.65* (1.09, 19.82)

Tertiary 15.8 1.75 (0.47, 6.50) 3.44 (0.49, 8.42)

Residence

New Zealand Citizen/ PR 13.5 1.00 1.00

Non-residents/ non-PR 25.5 1.97 (0.90, 4.32) 1.76 (0.78, 3.97)

Nationality

Chinese 23.8 1.00 1.00

Indian 18.2 0.71 (0.13, 3.85) 0.80 (0.14, 4.45)

Others 17.9 0.70 (0.21, 2.31) 0.86 (0.25, 2.96)

New Zealand 13.6 0.51 (0.17, 1.54) 0.71 (0.22, 2.29)

Unadjusted Odds Ratio Adjusted for Age

 
Notes: *p<0.05; **p<0.01; ***p<0.001 
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4.4.2e Other structured reason #1: “Not mature enough to raise a(nother) child” 

Table 4.15 shows how the reason of not being mature enough to raise a(nother) child varies 

by their demographic characteristics and the level of acculturation.  As might be expected, the 

majority of adolescent women aged 15-19 years old (95.0%) gave this reason, while only one-

third of those aged 20-29 years old (37.6%) gave this reason, and only one woman in the age 

group of 30 years and older cited this reason (1.7%).  The differences were statistically 

significant (p<0.001). 

 

A slightly higher proportion of single women feel that they were not mature enough to raise 

a(nother) child (51.4%).  Only about one in ten married women cited this reason (11.8%), and 

less than half of those who were co-habiting with their partner cited this reason (43.3%).  The 

differences were statistically significant (p<0.001). 

 

More than one third of the non-residents cited this reason (43.3%), compared to less than a 

quarter of those who were New Zealand citizens/ permanent residents (22.6%).  The 

difference was statistically significant (p<0.01). 

 

Nearly half of the women who had no children at time of abortion gave this reason (45.5%), 

while only a few women who had at least one child gave this reason (8.8%).  The difference 

was statistically significant (p<0.001). 

 

More than half of those who were students at time of abortion felt that they were not mature 

enough to raise a child (54.7%), while less than a quarter of the working women cited this 

reason (20.3%).  Less than a quarter of those who were neither working nor studying at time 

of abortion gave this reason (22.2%), and about one-third of those who were both working 

and studying at the same time gave this reason (35.3%). 

 

Half of the women who had the lowest level of education (that is, secondary or high school 

graduates) felt that they were not mature enough to raise a child, while less than a quarter of 

those of tertiary education level (polytechnic or university) cited this reason (24.0%).  The 

difference was statistically significant (p<0.05). 

 

No statistical differences were observed in the relationship between this reason and other 

demographic characteristics (nationality, ethnicity, year of arrival, and religion). 
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Table 4.15 "Not mature enough to raise a(nother) child" as a reason for abortion by women's selected 

demographics 
Women's Demographic Characteristics Yes No

n (%) n (%)

Age (n=180, missing values=8)

15-19 19 (95.0) 1 (5.0) <0.001

20-29 38 (37.6) 63 (62.4)

30+ 1 (1.7) 58 (98.3)

Relationship status (n=181, missing values=7)

Single 19 (51.4) 18 (48.7) <0.001

Co-habiting 29 (43.3) 38 (56.7)

Married 8 (11.8) 60 (88.2)

Others 2 (22.2) 7 (77.8)

Residence (n=182, missing values=6)

New Zealand Citizens/ PR 21 (22.6) 72 (77.4) 0.006 **

Non-citizens/ non-PR 37 (41.6) 52 (58.4)

Nationality (n=85)^

Chinese 19 (44.2) 24 (55.8) 0.104

Indian 4 (36.4) 7 (63.6)

Others 13 (41.9) 18 (58.1)

Ethnicity (n=180, missing values=8)

Chinese 29 (29.9) 68 (70.1) 0.792

Indian 16 (34.0) 31 (66.0)

Others 13 (36.1) 23 (63.9)

Year of Arrival in New Zealand (n=176, missing values=12)^^

After 2000 50 (33.1) 101 (66.9) 0.190

Before 2000 5 (20.0) 20 (80.0)

Religion (n=177, missing values=11)

No religion 26 (29.6) 62 (70.5) 0.265

Christian 12 (38.7) 19 (61.3)

Muslim 6 (60.0) 4 (40.0)

Buddhism 7 (30.4) 16 (69.6)

Hindu, Sikh, Indian 6 (24.0) 19 (76.0)

Number of children (n=180, missing values=8)

At least one child 6 (8.8) 62 (91.2) <0.001

None 51 (45.5) 61 (54.5)

Employment/ Study Status (n=175, missing values=13)

Working 14 (20.3) 55 (79.7) <0.001

Studying 29 (54.7) 24 (45.3)

Both 6 (35.3) 11 (64.7)

Neither 8 (22.2) 28 (77.8)

Education Level (n=175, missing values=13)

Secondary or high school 16 (50.0) 16 (50.0) 0.037 *

Diploma or certificate 17 (37.8) 28 (62.2)

Polytech or University 23 (24.0) 73 (76.0)

Others 1 (50.0) 1 (50.0)

P-value

 
Notes: *p<0.05; **p<0.01;  

^For women of nationalities other than New Zealander; 

^^Before 2000 data include women born in New Zealand. 
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Table 4.16 presents univariate and multivariate analyses of associations between this reason 

and selected characteristics of Asian women obtaining abortion.  Women aged 30 years and 

older and women aged 20-29 years old were much less likely than adolescent women aged 

15-19 years old (reference group) to feel that they were not mature enough to raise a(nother) 

child (OR=0.001, p<0.001 and OR=0.03, p<0.01, respectively). 

 

Married women were much less likely than single women (reference group) to give this 

reason (OR=0.13, p<0.001).  After adjusting for age, however, the difference was not 

statistically significant, which shows that age had a strong confounding effect on women’s 

relationship status variable. 

 

Women who had no children at time of abortion were much more likely than those who had at 

least one child (reference group) to cite this reason (OR=8.64, p<0.001).  After adjusting for 

age, this was not significantly different, indicating that age, once again, was a confounding 

factor. 

 

Women at tertiary level of education (polytechnic or university) were less likely than 

secondary or high school graduates (reference group) to give this reason (OR=0.32, p<0.01).  

After adjusting for age, however, this was not statistically different. 

 

Non-residents were more than twice more likely than residents/citizens (reference group) to 

give this reason (OR=2.44, p<0.01). After adjusting for age, this was not significantly 

different.   

 

Women who were of New Zealand nationality were much less likely than those who came 

from China (reference group) to give this reason (OR=0.34, p<0.05).  After adjusting for age, 

however, this was not statistically different. 
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Table 4.16 Odds ratios from univariate and multivariate logistic regression analysis of women's 

characteristics and other reason #1 (Not mature enough to raise a child) 

Characteristics %

OR 95% CI OR 95% CI

Age

15-19 (ref) 95.0 1.00

20-29 37.6 0.03** (0.01, 0.25)

30+ 1.7 0.00*** (0.00, 0.02)

Relationship status

Single (ref) 51.4 1.00 1.00

Co-habiting 43.3 0.72 (0.32, 1.62) 0.62 (0.24, 1.62)

Married 11.8 0.13*** (0.05, 0.34) 0.37 (0.12, 1.18)

Others 22.2 0.27 (0.05, 1.48) 0.27 (0.03, 2.32)

Number of children

At least one child (ref) 8.8 1.00 1.00

None 45.5 8.64*** (3.45, 21.61) 1.57 (0.53, 4.62)

Work/study status

Working (ref) 20.3 1.00 1.00

Studying 54.7 4.75*** (2.14, 10.54) 1.80 (0.70, 4.60)

Both 35.3 2.14 (0.68, 6.80) 0.74 (016, 3.49)

Neither 22.2 1.12 (0.42, 3.00) 1.35 (0.45, 4.06)

Education level

Secondary or HS (ref) 50.0 1.00 1.00

Diploma/certificate 37.8 0.61 (0.24, 1.52) 0.84 (0.23, 3.08)

Tertiary 24.0 0.32** (0.14, 0.73) 0.53 (0.16, 1.79)

Residence

New Zealand Citizen/ PR (ref) 22.6 1.00 1.00

Non-residents/ non-PR 41.6 2.44** (1.28, 4.64) 1.66 (0.75, 3.69)

Nationality

Chinese (ref) 44.2 1.00 1.00

Indian 36.4 0.72 (0.18, 2.83) 1.18 (0.24, 5.87)

Others 41.9 0.91 (0.36, 2.32) 1.68 (0.51, 5.51)

New Zealand 21.3 0.34* (0.14, 0.86) 0.50 (0.15, 1.62)

Unadjusted Odds Ratio Adjusted for Age

 

Notes: *p<0.05; **p<0.01; ***p<0.001 
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4.4.2e Other structured reason #2: “Don’t want my parents or other people to know I 

got pregnant” 

 

Table 4.17 shows how the reason of not wanting parents or other people to know that the 

women became pregnant varies by their demographic characteristics and the level of 

acculturation.  Almost two-thirds of adolescent women aged 15-19 years old (65.0%) decided 

to have an abortion because they did not want their parents or other people to know about 

their pregnancy, while about a third of those aged 20-29 years old cited this reason (36.6%), 

and very few women aged 30 years and older cited this reason (3.4%).  The differences were 

statistically significant (p<0.001). 

 

As might be expected, the majority of married women did not cite this reason (83.8%), 

compared to women of other types of relationship status.  At least a third of the single women 

gave this reason (37.8%), and more than a third of the women who were co-habiting gave this 

reason (40.3%).  The differences were statistically significant (p<0.01). 

 

A higher proportion of women who were New Zealand residents/ citizens did not cite this 

reason (77.4%), while at least a third of non-residents (36.0%) gave this reason.  The 

difference was statistically significant (p<0.05). 

 

More than a third of the women who had no children at time of abortion gave this reason 

(38.4%), while only a few of those who had at least one child cited this reason (11.8%).  The 

difference was statistically significant (p<0.001). 

 

No statistical differences were observed in the relationship between this reason and other 

demographic characteristics (nationality, ethnicity, year of arrival, religion, work/study status, 

and education level). 
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Table 4.17 "Don’t want my parents or other people know I got pregnant" as a reason for abortion by 

women's selected demographics 
Women's Demographic Characteristics Yes No

n (%) n (%)

Age (n=180, missing values=8)

15-19 13 (65.0) 7 (35.0) <0.001

20-29 37 (36.6) 64 (63.4)

30+ 2 (3.4) 57 (96.6)

Relationship status (n=181, missing values=7)

Single 14 (37.8) 23 (62.2) 0.006 **

Co-habiting 27 (40.3) 40 (59.7)

Married 11 (16.2) 57 (83.8)

Others 1 (11.1) 8 (88.9)

Residence (n=182, missing values=6)

New Zealand Citizens/ PR 21 (22.6) 72 (77.4) 0.047 *

Non-citizens/ non-PR 32 (36.0) 57 (64.0)

Nationality (n=85)^

Chinese 16 (37.2) 27 (62.8) 0.334

Indian 2 (18.2) 9 (81.2)

Others 9 (29.0) 22 (71.0)

Ethnicity (n=180, missing values=8)

Chinese 30 (30.9) 67 (69.1) 0.719

Indian 11 (23.4) 36 (76.6)

Others 11 (30.6) 25 (69.4)

Year of Arrival in New Zealand (n=176, missing values=12)^^

After 2000 42 (27.8) 109 (71.2) 0.403

Before 2000 9 (36.0) 16 (64.0)

Religion (n=177, missing values=11)

No religion 32 (36.4) 56 (63.7) 0.061

Christian 5 (16.1) 26 (83.9)

Muslim 5 (50.0) 5 (50.0)

Buddhism 3 (26.1) 17 (73.9)

Hindu, Sikh, Indian 4 (16.0) 21 (84.0)

Number of children (n=180, missing values=8)

At least one child 8 (11.8) 60 (88.2) <0.001

None 43 (38.4) 69 (61.6)

Employment/ Study Status (n=175, missing values=13)

Working 16 (23.2) 53 (76.8) 0.070

Studying 22 (41.5) 31 (58.5)

Both 6 (35.3) 11 (64.7)

Neither 7 (19.4) 29 (80.6)

Education Level (n=175, missing values=13)

Secondary or high school 11 (34.4) 21 (65.6) 0.676

Diploma or certificate 14 (31.1) 31 (68.9)

Polytech or University 26 (27.1) 70 (72.9)

Others 0 (0.0) 2 (100.0)

P-value

  
Notes: *p<0.05; **p<0.01 

^For women of nationalities other than New Zealander; 

^^Before 2000 data include women born in New Zealand. 
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Table 4.18 presents univariate and multivariate analyses of associations between this reason 

and selected characteristics of Asian women obtaining abortion.  Results show that women of 

30 years and older were much less likely than adolescent women aged 15-19 years old 

(reference group) to have an abortion because they did not want their parents or other people 

to know they became pregnant (OR=0.02, p<0.01).  Similarly, women aged 20-29 years old 

were less likely than adolescent women to cite this reason (OR=0.31, p<0.05). 

 

As might be expected, married women were less likely than single women (reference group) 

to cite this reason (OR=0.32, p<0.05).  After adjusting for age, however, this was not 

statistically different which shows that women’s age had a confounding effect on women’s 

relationship status variable. 

 

As might be expected, women who had no children at time of abortion were much more likely 

than those who had children to cite this reason (OR=4.67, p<0.001).  After adjusting for age, 

this was also not statistically different. 

 

Women who were students at time of abortion were more likely than working women 

(reference group) to cite this reason (OR=2.35, p<0.05).  After adjusting for age, this was also 

not statistically significant. 

 

Non-residents/ non-citizens were more likely than residents (reference group) to give this 

reason (OR=1.92, p<0.05).  After adjusting for age, this was also not statistically significant. 
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Table 4.18 Odds ratios from univariate and multivariate logistic regression analysis of women's 

characteristics and other reason #2 (Don’t want my parents or other people to know I got pregnant) 
Characteristics %

OR 95% CI OR 95% CI

Age

15-19 (ref) 65.0 1.00

20-29 36.6 0.31* (0.11, 0.85)

30+ 3.4 0.02** (0.00, 0.10)

Relationship status

Single (ref) 37.8 1.00 1.00

Co-habiting 40.3 1.11 (0.49, 2.53) 1.08 (0.45, 2.63)

Married 16.2 0.32* (0.13, 0.80) 0.82 (0.28, 2.39)

Others 11.1 0.21 (0.02, 1.82) 0.24 (0.02, 2.40)

Number of children

At least one child (ref) 11.8 1.00 1.00

None 38.4 4.67*** (2.04, 10.72) 1.33 (0.47, 3.81)

Work/study status

Working (ref) 23.2 1.00 1.00

Studying 41.5 2.35* (1.08, 5.14) 1.09 (0.44, 2.68)

Both 35.3 1.81 (0.58, 5.66) 1.06 (0.29, 3.94)

Neither 19.4 0.80 (0.30, 2.17) 0.92 (0.30, 2.77)

Education level

Secondary or HS (ref) 34.4 1.00 1.00

Diploma/certificate 31.1 0.86 (0.32, 2.26) 1.08 (0.32, 3.63)

Tertiary 27.1 0.71 (0.30, 1.67) 1.34 (0.43, 4.18)

Residence

New Zealand Citizen/ PR (ref) 22.6 1.00 1.00

Non-residents/ non-PR 36.0 1.92* (1.00, 3.69) 1.32 (0.63, 2.74)

Nationality

Chinese (ref) 37.2 1.00 1.00

Indian 18.2 0.38 (0.07, 1.96) 0.50 (0.09, 2.90)

Others 29.0 0.69 (0.26, 1.86) 1.09 (0.35, 3.34)

New Zealand 21.3 0.46 (0.18, 1.16) 0.78 (0.26, 2.30)

Unadjusted Odds Ratio Adjusted for Age

Notes: *p<0.05; **p<0.01; ***p<0.001 

 

4.4.2f Other structured reason #3: “I already have as many children as I want” 

 

Table 4.19 shows how the reason of having had enough children varies by their demographic 

characteristics and the level of acculturation.  As might be expected, a higher proportion of 

women aged 30 years and older chose this reason (55.9%), while none of the adolescent 

women chose this reason; and less than 10% of those aged 20-29 years old chose this reason 

(7.9%).  The differences were statistically significant (p<0.001). 

 

The majority of single women (86.5%) and those who were co-habiting with their partner 

(92.5%) did not cite this reason.  More than two-thirds of those who were married (42.7%) 
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and nearly a quarter of those who were separated or divorced (22.2%) gave this reason.  The 

differences were statistically significant (p<0.001). 

 

Almost one third of the women who were New Zealand citizens or permanent residents gave 

this reason (32.2%), while only about one in ten women who were non-residents gave this 

reason (13.5%).  The difference was statistically significant (p<0.001). 

 

More than a third of the women of Indian nationality gave this reason (36.4%), while only one 

in ten Chinese women gave this reason (11.6%).  The difference was statistically significant 

(p<0.05). 

 

As might be expected, almost half of those who had at least one child at time of abortion 

chose this reason (47.1%).  The majority of those who had no children at time of abortion did 

not give this reason (92.0%); however, there were nine women with no children chose this 

reason.  This might be due to the women’s misunderstanding or misinterpretation of the 

question asked in the survey. The difference was statistically significant (p<0.001). 

 

One third of the women who were neither studying nor working at time of abortion gave this 

reason (33.3%), while more than a quarter of those who were working chose this reason 

(27.5%).  The majority of those who were students did not choose this reason (90.6%).  The 

differences were statistically significant (p<0.05). 

 

No statistical differences were observed in the relationship between this reason and other 

demographic characteristics (ethnicity, year of arrival, religion, and education level). 
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Table 4.19 "Already have as many children as I want" as a reason for abortion by women's selected 

demographics 
Women's Demographic Characteristics Yes No

n (%) n (%)

Age (n=180, missing values=8)

15-19 0 (0.0) 20 (100.0) <0.001

20-29 8 (7.9) 93 (92.1)

30+ 33 (55.9) 26 (44.1)

Relationship status (n=181, missing values=7)

Single 5 (13.5) 32 (86.5) <0.001

Co-habiting 5 (7.5) 62 (92.5)

Married 29 (42.7) 39 (57.3)

Others 2 (22.2) 7 (77.8)

Residence (n=182, missing values=6)

New Zealand Citizens/ PR 29 (32.2) 64 (67.8) 0.000 ***

Non-citizens/ non-PR 12 (13.5) 77 (86.5)

Nationality (n=85)^

Chinese 5 (11.6) 38 (88.4) 0.021 *

Indian 4 (36.4) 7 (63.6)

Others 3 (9.7) 28 (90.3)

Ethnicity (n=180, missing values=8)

Chinese 23 (23.7) 74 (72.3) 0.726

Indian 12 (25.5) 35 (74.5)

Others 6 (16.7) 30 (83.3)

Year of Arrival in New Zealand (n=176, missing values=12)^^

After 2000 36 (23.8) 115 (76.2) 0.674

Before 2000 5 (20.0) 20 (80.0)

Religion (n=177, missing values=11)

No religion 18 (20.5) 70 (79.5) 0.819

Christian 7 (22.6) 24 (77.4)

Muslim 2 (20.0) 8 (80.0)

Buddhism 5 (21.7) 18 (78.3)

Hindu, Sikh, Indian 8 (32.0) 17 (68.0)

Number of children (n=180, missing values=8)

At least one child 32 (47.1) 36 (52.9) 0.000 ***

None 9 (8.0) 103 (92.0)

Employment/ Study Status (n=175, missing values=13)

Working 19 (27.5) 50 (72.5) 0.031 *

Studying 5 (9.4) 48 (90.6)

Both 3 (17.7) 14 (82.3)

Neither 12 (33.3) 24 (66.7)

Education Level (n=175, missing values=13)

Secondary or high school 8 (25.0) 24 (75.0) 0.375

Diploma or certificate 6 (13.3) 39 (86.70

Polytech or University 22 (22.9) 74 (77.1)

Others 1 (50.0) 1 (50.0)

P-value

  
Notes: *p<0.05; **p<0.01 

^For women of nationalities other than New Zealander; 

^^Before 2000 data include women born in New Zealand. 
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Table 4.20 presents univariate and multivariate analyses of associations between this reason 

and selected characteristics of Asian women obtaining abortion.  Results show that married 

women, as might be expected, were much more likely than single women (reference group) to 

cite this reason (OR=4.76, p<0.01).  After adjusting for age, although the odds ratio in 

married women almost doubled that in single women, the difference was not statistically 

difference.  This might be due to small sample size which is reflected by wide confidence 

intervals. 

 

As might be expected, women with no children were much less likely than those with children 

(reference group) to give this reason (OR=0.10, p<0.001).  After adjusting for age, this 

difference was not statistically significant which shows that age had a confounding effect. 

 

Women who were studying at the time of abortion were less likely than those who were 

working (reference group) to cite this reason (OR=0.27, p<0.05).  After adjusting for age, the 

difference was not significant, which shows again that women’s age had a confounding effect. 

 

Non-residents/ non-citizens were less likely than those who were residents or citizens to give 

this reason (OR=0.34, p<0.01).  After adjusting for age, this difference was not statistically 

significant. 

 

New Zealander women were much more likely than Chinese women (reference group) to cite 

this reason (OR=3.56, p<0.05).  After adjusting for age, the difference was not statistically 

significant.  This might be related to small sample size which is reflected by wide confidence 

intervals. 
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Table 4.20 Odds ratios from univariate and multivariate logistic regression analysis of women's 

characteristics and other reason #3 (Already have as many children as I want) 
Characteristics %

OR 95% CI OR 95% CI

Relationship status

Single (ref) 13.5 1.00 1.00

Co-habiting 7.5 0.52 (0.14, 1.91) 0.53 (0.12, 2.29)

Married 42.7 4.76** (1.65, 13.71) 1.71 (0.49, 5.95)

Others 22.2 1.83 (0.29, 11.43) 1.08 (0.13, 9.00)

Number of children

At least one child (ref) 47.1 1.00 1.00

None 8.0 0.10*** (0.04, 0.23) 0.34 (0.14, 1.09)

Work/study status

Working (ref) 27.5 1.00 1.00

Studying 9.4 0.27* (0.09, 0.79) 0.90 (0.25, 3.26)

Both 17.7 0.56 (0.15, 2.18) 1.05 (0.20, 5.56)

Neither 33.3 1.32 (0.55, 3.14) 1.50 (0.52, 4.33)

Education level

Secondary or HS (ref) 25.0 1.00 1.00

Diploma/certificate 13.3 0.46 (0.14, 1.49) 0.33 (0.08, 1.39)

Tertiary 22.9 0.89 (0.35, 2.26) 0.48 (0.14, 1.60)

Residence

New Zealand Citizen/ PR 31.2 1.00 1.00

Non-residents/ non-PR 13.5 0.34** (0.16, 0.73) 0.57 (0.24, 1.39)

Nationality

Chinese 11.6 1.00 1.00

Indian 36.4 4.34 (0.93, 20.30) 3.14 (0.52, 18.85)

Others 9.7 0.81 (0.18, 3.69) 0.28 (0.05, 1.62)

New Zealand 31.9 3.56* (1.17, 10.88) 1.29 (0.32, 5.12)

Unadjusted Odds Ratio Adjusted for Age

Notes: *p<0.05; **p<0.01; ***p<0.001
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 4.4.2g Other structured reason #4: “I don’t want to return home pregnant” 

 

Table 4.21 shows how the reason of not wanting to return home pregnant varies by their 

demographic characteristics and the level of acculturation.  Results show that nearly a third of 

adolescent women aged 15-19 years old chose this reason (30.0%), while there was only one 

woman in the 30 year-and-older age group chose this reason (1.7%).  The differences were 

statistically significant (p<0.01). 

 

As might be expected, the majority of those who had children at time of abortion did not cite 

this reason (98.5%), while there were 19 women (17.0%) who had no children at time of 

abortion gave this reason.  The difference was statistically significant (p<0.01). 

 

No statistical differences were observed in the relationship between this reason and other 

demographic characteristics (relationship status, residency, nationality, ethnicity, year of 

arrival in New Zealand, religion, work/study status, and education level).  It is also worth 

noticing that only a small proportion of the participants (11.7%) chose this reason, which 

affected the confidence level as analysed further in this section. 
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Table 4.21 "Don’t want to return home pregnant" as a reason for abortion by women's selected 

demographics 
Women's Demographic Characteristics Yes No

n (%) n (%)

Age (n=180, missing values=8)

15-19 6 (30.0) 14 (70.0) 0.002 **

20-29 15 (14.9) 86 (85.1)

30+ 1 (1.7) 58 (98.3)

Relationship status (n=181, missing values=7)

Single 8 (21.6) 29 (78.4) 0.062

Co-habiting 10 (14.9) 57 (85.1)

Married 4 (5.9) 64 (94.1)

Others 0 (0.0) 9 (100.0)

Residence (n=182, missing values=6)

New Zealand Citizens/ PR 8 (8.6) 85 (91.4) 0.140

Non-citizens/ non-PR 14 (15.7) 75 (84.3)

Nationality (n=85)^

Chinese 7 (16.3) 36 (83.7) 0.643

Indian 1 (9.1) 10 (90.9)

Others 5 (16.1) 26 (83.9)

Ethnicity (n=181, missing values=7)

Chinese 10 (10.3) 87 (89.7) 0.765

Indian 6 (12.8) 41 (87.2)

Others 6 (16.7) 30 (83.3)

Year of Arrival in New Zealand (n=176, missing values=12)^^

After 2000 21 (13.9) 130 (86.1) 0.165

Before 2000 1 (4.0) 34 (96.0)

Religion (n=177, missing values=11)

No religion 10 (11.4) 78 (88.6) 0.520

Christian 4 (12.9) 27 (87.1)

Muslim 3 (30.0) 7 (70.0)

Buddhism 2 (8.7) 21 (91.3)

Hindu, Sikh, Indian 3 (12.0) 22 (88.0)

Number of children (n=180, missing values=8)

At least one child 1 (1.5) 67 (98.5) 0.001 **

None 19 (17.0) 93 (83.0)

Employment/ Study Status (n=175, missing values=13)

Working 7 (10.1) 62 (89.9) 0.334

Studying 9 (17.0) 44 (83.0)

Both 3 (17.7) 14 (82.3)

Neither 2 (5.6) 34 (94.4)

Education Level (n=175, missing values=13)

Secondary or high school 5 (15.6) 27 (84.4) 0.224

Diploma or certificate 3 (6.7) 42 (93.3)

Polytech or University 12 (12.5) 84 (87.5)

Others 1 (50.0) 1 (50.0)

P-value

  
Notes: *p<0.05; **p<0.01; ***p<0.001 

^For women of nationalities other than New Zealander; 

^^Before 2000 data include women born in New Zealand. 
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Table 4.22 presents univariate and multivariate analyses of associations between this reason 

and selected characteristics of Asian women obtaining abortion.  Results show that women 

aged 30 years and older were much less likely than adolescent women aged 15-19 years old 

(reference group) to attribute their decision to have an abortion to not wanting to return home 

pregnant (OR=0.04, p<0.01). 

 

Married women were less likely than single women (reference group) to cite this reason 

(OR=0.23, p<0.05).  After adjusting for age, this was not significantly different which shows 

that age had a confounding effect. 

 

Women who had no children at time of abortion were much more likely than those who had 

children to cite this reason (OR=13.69, p<0.05).  After adjusting for age, this was not 

statistically different.  It is worth noting that confidence intervals were very wide in both 

cases due to small sample size. 
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Table 4.22 Odds ratios from univariate and multivariate logistic regression analysis of women's 

characteristics and other reason #4 (Don’t want to return home pregnant) 

Characteristics %

OR 95% CI OR 95% CI

Age

15-19 (ref) 30.0 1.00

20-29 14.9 0.41 (0.14, 1.23)

30+ 1.7 0.04** (0.00, 0.36)

Relationship status

Single (ref) 21.6 1.00 1.00

Co-habiting 14.9 0.64 (0.23, 1.78) 0.61 (0.21, 1.76)

Married 5.9 0.23* (0.06, 0.81) 0.54 (0.14, 2.16)

Others 0.0

Number of children

At least one child (ref) 1.5 1.00 1.00

None 17.0 13.69* (1.79, 104.77) 5.88 (0.60, 57.5)

Work/study status

Working (ref) 10.1 1.00 1.00

Studying 17.0 1.81 (0.62, 5.23) 0.91 (0.28, 2.92)

Both 17.7 1.90 (0.44, 8.27) 1.13 (0.23, 5.51)

Neither 5.6 0.52 (0.10, 2.65) 0.54 (0.10, 2.86)

Education level

Secondary or HS (ref) 15.6 1.00 1.00

Diploma/certificate 6.7 0.38 (0.08, 1.75) 0.47 (0.09, 2.41)

Tertiary 12.5 0.77 (0.25, 2.39) 1.19 (0.31, 4.62)

Residence

New Zealand Citizen/ PR 8.6 1.00 1.00

Non-residents/ non-PR 15.7 1.98 (0.79, 4.99) 1.37 (0.52, 3.58)

Nationality

Chinese 16.3 1.00 1.00

Indian 9.1 0.51 (0.06, 4.68) 0.69 (0.07, 6.67)

Others 16.1 0.99 (0.28, 3.46) 1.43 (0.38, 5.38)

New Zealand 8.5 0.48 (0.13, 1.77) 0.84 (0.21, 3.34)

Unadjusted Odds Ratio Adjusted for Age

 
Notes: *p<0.05; **p<0.01 
 

4.4.2h Other structured reason #5: “My husband/ partner wants me to have an 

abortion” 

 

No statistical differences were observed in the relationship between this reason and all 

demographic characteristics.  Similarly, no statistical differences were found in univariate and 

multivariate logistic regression analysis of associations between this reason and 

characteristics.   
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4.4.2i Other structured reason #6: “Don’t want parents or other people to know I had 

sex” 

 

Table 4.23 shows how the reason of not wanting parents or other people to know the women 

had sex varies by their demographic characteristics and the level of acculturation.  Results 

show that at least a quarter of adolescent women aged 15-19 years old (25.0%) chose to have 

an abortion because they did not want their parents or other people know they had sex, while 

none of the women in the 30-year and older age group gave this reason.  The majority of 

those aged 20-29 years old did not cite this reason (86.1%).  The differences were statistically 

significant (p<0.01). 

 

There were fourteen non-residents/ non-citizens gave this reason (15.7%), while the majority 

of those who were residents/citizens did not give this reason (94.6%).  The difference was 

statistically significant (p<0.05). 

 

Those who did not have a child at time of abortion had a higher proportion in choosing this 

reason (14.3%), while the majority of those who had at least one child did not choose this 

reason (98.5%). The difference was statistically significant (p<0.01). 

 

At least one in five students claimed that they chose to have an abortion because they did not 

want their parents or other people to know they had sex (20.8%), while only a few of working 

women (4.4%), women who were working and studying at the same time (11.8%), women 

who were neither working nor studying (5.6%) gave this reason.  The differences were 

statistically significant (p<0.05). 

 

No statistical differences were observed in the relationship between this reason and other 

demographic characteristics (relationship status, nationality, ethnicity, year of arrival in New 

Zealand, religion, and education level).  It is also worth noticing that only a small proportion 

of the participants (10.6%) chose this reason, which affected the confidence level as analysed 

further in this section. 
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Table 4.23 "Don’t want parents or other people to know I had sex" as a reason for abortion by 

women's selected demographics 
Women's Demographic Characteristics Yes No

n (%) n (%)

Age (n=180, missing values=8)

15-19 5 (25.0) 15 (75.0) 0.002 **

20-29 14 (13.9) 87 (86.1)

30+ 0 (0.0) 59 (100.0)

Relationship status (n=181, missing values=7)

Single 6 (16.2) 31 (83.8) 0.212

Co-habiting 9 (13.4) 58 (86.6)

Married 4 (5.9) 64 (94.1)

Others 0 (0.0) 9 (100.0)

Residence (n=182, missing values=6)

New Zealand Citizens/ PR 5 (5.4) 88 (94.6) 0.022 *

Non-citizens/ non-PR 14 (15.7) 75 (84.3)

Nationality (n=85)^

Chinese 7 (16.3) 36 (83.7) 0.109

Indian 1 (9.1) 10 (90.9)

Others 5 (16.1) 26 (83.9)

Ethnicity (n=181, missing values=7)

Chinese 11 (11.3) 86 (88.7) 0.940

Indian 4 (8.5) 43 (91.5)

Others 4 (11.1) 32 (88.9)

Year of Arrival in New Zealand (n=176, missing values=12)^^

After 2000 16 (10.6) 135 (89.4) 0.692

Before 2000 2 (8.0) 23 (92.0)

Religion (n=177, missing values=11)

No religion 13 (14.8) 75 (85.2) 0.514

Christian 2 (6.5) 29 (93.5)

Muslim 1 (10.0) 9 (90.0)

Buddhism  9 (4.4) 22 (95.6)

Hindu, Sikh, Indian 2 (8.0) 23 (92.0)

Number of children (n=180, missing values=8)

At least one child 1 (1.5) 67 (98.5) 0.004 **

None 16 (14.3) 96 (85.7)

Employment/ Study Status (n=175, missing values=13)

Working 3 (4.4) 66 (95.6) 0.020 *

Studying 11 (20.8) 42 (79.2)

Both 2 (11.8) 15 (88.2)

Neither 2 (5.6) 34 (94.4)

Education Level (n=175, missing values=13)

Secondary or high school 4 (12.5) 28 (87.5) 0.920

Diploma or certificate 4 (8.9) 41 (91.1)

Polytech or University 10 (10.4) 86 (89.6)

Others 0 (0.0) 2 (100.0)

P-value

 
Notes: *p<0.05; **p<0.01 

^For women of nationalities other than New Zealander; 

^^Before 2000 data include women born in New Zealand. 
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Table 4.24 presents univariate and multivariate analyses of associations between this reason 

and selected characteristics of Asian women obtaining abortion.  Results show that women 

who did not have any children at time of abortion were much more likely than those who had 

at least one child (reference group) to give this reason (OR=11.17, p<0.05).  After adjusting 

for age, although the odds ratio in the group of women who did not have children was still 

triple that in their counterpart, the difference was not significant.  This might be due to small 

sample size which is reflected by very wide confidence intervals in both univariate and 

multivariate analyses. 

 

Women who were students at time of abortion were much more likely than those who were 

working (reference group) to give this reason (OR=5.76, p<0.05).  After adjusting for age, 

although the odds ratio in the student group was still triple that in the working group, the 

difference was not statistically significant.  This might be due to small sample size which is 

reflected by very wide confidence intervals in both univariate and multivariate analyses. 

 

Non-residents/ non-citizens were more likely than New Zealander citizens/ residents 

(reference group) to cite this reason (OR=3.29, p<0.05).  After adjusting for age, although the 

odds ratio in the resident group was double that in the counterpart group, the difference was 

statistically significant.  This might be due to small sample size which is reflected in wide 

confidence intervals in both univariate and multivariate analyses. 

 

Women of New Zealander citizenship were much less likely than Chinese women (reference 

group) to give this reason (OR=0.11, p<0.05).  After adjusting for age, this was not 

statistically different, which shows that age had a confounding effect. 
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Table 4.24 Odds ratios from univariate and multivariate logistic regression analysis of women's 

characteristics and other reason #6 (Don’t want parents or other people to know I had sex) 

Characteristics %

OR 95% CI OR 95% CI

Age

15-19 (ref) 25.0 1.00

20-29 13.9 0.48 (0.15, 1.54)

30+ 0.0 n/a n/a

Relationship status

Single (ref) 16.2 1.00 1.00

Co-habiting 13.4 0.80 (0.26, 2.46) 0.77 (0.24, 2.44)

Married 5.9 0.32 (0.08, 1.23) 0.93 (0.22, 3.89)

Others

Number of children

At least one child (ref) 1.5 1.00 1.00

None 14.3 11.17* (1.45, 86.24) 2.67 (0.32, 22.14)

Work/study status

Working (ref) 4.4 1.00 1.00

Studying 20.8 5.76* (1.52, 21.87) 3.20 (0.79, 12.94)

Both 11.8 2.93 (0.45, 19.13) 1.93 (0.27, 13.63)

Neither 5.6 1.29 (0.21, 8.12) 1.37 (0.21, 8.96)

Education level

Secondary or HS (ref) 12.5 1.00 1.00

Diploma/certificate 8.9 0.68 (0.16, 2.96) 0.91 (0.18, 4.69)

Tertiary 10.4 0.81 (0.24, 2.80) 1.41 (0.32, 6.30)

Residence

New Zealand Citizen/ PR 5.4 1.00 1.00

Non-residents/ non-PR 15.7 3.29* (1.13, 9.54) 2.21 (0.74, 6.65)

Nationality

Chinese 16.3 1.00 1.00

Indian 9.1 0.51 (0.06, 4.68) 0.69 (0.07, 6.73)

Others 16.1 0.99 (0.28, 3.46) 1.42 (0.38, 5.38)

New Zealand 2.1 0.11* (0.01, 0.95) 0.18 (0.02, 1.57)

Unadjusted Odds Ratio Adjusted for Age

 
Notes: *p<0.05 
 

 

4.4.2h Other structured reason #7: “My parents wants me to have an abortion” 

 

No statistical differences were observed in the relationship between this reason and all 

demographic characteristics. Similarly, no statistical differences were found in univariate and 

multivariate logistic regression analysis of associations between this reason and 

characteristics.   
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4.4.3 Factors Related to Reasons for Abortion: A Qualitative Analysis of Write-in Texts 

 

Of 188 participants, there were 155 women (or 88.4%) who chose to elaborate their answer 

by writing in the questionnaire.  This section provides a thematic analysis of write-in texts to 

examine the consistency as well as differences in comparison with quantitative data.  

Furthermore, the analysis of write-in texts will provide in-depth understanding of reasons for 

abortion that structured, quantitative answers were not able to do.  Write-in texts for analysis 

include all write-in answers found in the very first section of the questionnaire (main reasons 

why the participants chose to have an abortion), as well as those answers found in specific 

question topics (for instance, “Can’t afford a baby now”, or “Would dramatically change 

life”).  All verbatim quotes for different themes are found in Appendix 18.  It is worth noting 

that verbatim quotes included women’s answers that were written in English as well as those 

answers that were translated into English from their original Asian languages.  As such all 

translated quotes are rather translators’ verbatim quotes.   

 

4.4.3a Unplanned Pregnancy 

The most common answer emerged from the participants’ write-in text is unplanned 

pregnancy, or being not ready for having a child.  There were 87 women across all age groups 

who wrote down this reason in their questionnaire, accounting for 56.1% of those who 

provided write-in texts.  Unplanned pregnancy or unreadiness for a child is majorly related to 

the women’s age, marital status, or unsuitable timing.  For example, a 17-year-old adolescent 

single woman wrote, “I don’t want to be a teen mum.”, or a 22-year-old co-habiting woman 

wrote, “I’m too young. Timing is not right.”  There were 6 women who specified that they 

were not ready for a child because they were not married.  There were 30 women who 

claimed that they were not ready for a child, or that the pregnancy was unplanned/ 

unexpected/ unintended, or that the timing was not right, or that they were not mature enough 

to raise a child; but did not give further explanation for their answer.  The remainder of the 

participants elaborated further, and the key themes are discussed as follow.   

 

4.4.3b Financial Difficulties 

There were 40 women who explained that they had an abortion due to financial difficulties 

which included unemployment, lack of family support, lack of time, inability to afford a child, 

or other financial commitment.  For example, a 27-year-old co-habiting woman wrote, “The 

cost of raising a child is high.  I can’t afford to have a child.” (Translated version).  A 31-
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year-old married woman wrote, “I am not able to give anything to my one child then how will 

I take care of another one.”  Or another woman who did not specify her age wrote, “If you 

have children, you really have to take time for them to be a good parent and which I can't 

afford to do now.”  

 

There were 24 unmarried women (either living alone or living with their partner) who wrote 

that they chose to have an abortion because of financial problems.  Some women described in 

further detail what they meant by not being able to afford a child now.  A 20-year-old co-

habiting woman who had no children at time of abortion wrote, “Living condition and 

financial situation cannot provide a good environment for children.”  Another 20-year-old co-

habiting woman wrote, “Both of us are still studying.  We have no stable jobs to generate 

financial support.  Also, we have no time to take care of the baby.” (Translated version).  

While there were more single women attributing their abortion to their incapability to afford a 

child now, there were a small number of women who were married or formerly married who 

also had abortion due to financial difficulties.  Their financial difficulties were related to the 

lack of family support, unemployment, or having to take care of other dependents (children or 

aging parents).  A 24-year-old married woman with no children wrote, “My living condition 

is ok, but I need support from my parents. I don't want my child to become a burden to my 

family.” (Translated version). A 31-year-old married with one child woman wrote, “I am not 

able to give anything to my one child then how will I take care of another one.” 

 

4.4.3c Residency Status 

The majority of those who wrote that they could not afford a child arrived in New Zealand in 

year 2000 or after 2000.  More specifically, there were 30 women who had arrived in New 

Zealand within the last 10 years who wrote that they could not keep the pregnancy because of 

their financial problems.  There were more non-residents (21) than New Zealand residents/ 

citizens (17) to give this reason.  The issue of current visa and study status was cited by those 

who were not residents or citizens of New Zealand.  There were 6 women who specifically 

attributed their abortion to their visa status.  A 26-year-old non-resident single woman wrote, 

“The visa situation is not suitable to have a baby.” (Translated version).  A 25-year-old non-

resident co-habiting woman wrote, “New Zealand immigration will not give me visa if I keep 

the child.”  Or a 34-year-old married woman with one child wrote, “I couldn’t have this baby 

because I don’t have residency in New Zealand.”  In one particular case, a 36-year-old 

unmarried woman elaborated her reason related to the visa status as follow, “I would like to 
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see the law or rule from New Zealand government which define to protect mother so she will 

be able to get the support from the government in case she has baby with kiwi man.  If she is 

on work visa, she should have benefit equally to kiwi mother and get help from social security 

of the government extra from giving birth.” (Translated version). 

 

4.4.3d Interference with Study, Work, Life Style 

There were 32 women across different age groups who wrote that having a baby would 

interfere with their current study or work progress.  Women who were unmarried but co-

habiting with their partner were more likely than women in other types of relationship to write 

in this reason.  The number of non-residents who wrote in this reason was almost equal to the 

number of the women who were residents or citizens of New Zealand (16 and 18, 

respectively).   

 

Most of the women in the 15-29 year-old age group explained that they were still studying or 

planning to study, and that having a baby would keep them from completing their education.  

For example, a 19-year-old co-habiting woman wrote, “I am a student, I still have to go to 

school.”  Or another 19-year-old co-habiting woman wrote, “I have plans to study and 

pregnancy will cause to stop the plan to study.”  Some participants gave detailed explanation 

on how it would be impossible to carry on with the pregnancy such as, “I am a student. I am 

doing diploma … which is quite hard to doing study with pregnancy, is not possible 

especially in this course”, a 19-year-old co-habiting woman explained.   

 

Some women explained that having a baby now would keep them from enjoying their life 

style, from fulfilling their future plans, or from having the opportunity to find a suitable 

partner.  A 17 year-old single non-resident woman wrote, “I don’t want to be a teen mom and 

don’t want my teen life style to be affected.”  A 24 year-old married woman who had 

relationship problems with her husband explained, “Having a child will affect my choice of 

future partner.” (Translated version).  Several women in their late 20s and older attributed 

their reason for abortion to being committed to full time work or family business.  A 35 year-

old married woman explained she had to have an abortion because she was “being new to this 

country, and I have to familiarise myself get use to the system well as well as secure jobs.”   
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4.4.3e Relationship Problems 

There were 24 women across different age groups who wrote in that having problems in their 

relationship was a reason for their abortion.  The number of non-residents who gave this 

reason was almost equal to that of residents/ citizens (11 and 12, respectively).  Relationship 

problems included unstable relationship (“I am having an abortion because my partner and I 

don’t have future together.” – 17 year-old, single); too soon to have a child with new partner 

(“Recently married.  Have two children.” – 23 year-old, married); differences in culture and 

religion (“We're different religions. I'm a catholic, he's a muslim. Since we are students we 

would need the support of either of one parents which means one of us would have to change 

our religion, choose sides between families” – 22 year-old, co-habiting), length of relationship 

(“Our relationship is not long enough” – 26 year-old, single), partner’s decision to leave when 

he found out about the pregnancy (“My partner has left when he came to know about the 

pregnancy.” – 25 year-old, single), partner’s abusiveness (“Because my husband is very 

violent and abusive”, 32 year-old, separated), and women’s unfavourable feeling towards 

their partner (“Broke up with my boyfriend. Found out he's not a good guy to stay with”, 20 

year-old, single).   

 

The issue of single motherhood that related to relationship problems also came up as one of 

the reasons why the women chose to have an abortion.  Some women simply stated that they 

did not want to be a single mother (“I don't want to be a single mom. Our relationship doesn't 

work.” - 37 year-old, single woman).  Others elaborated by giving further explanation as why 

they did not want to raise children by themselves.  A few women wrote that it would not be 

right if the baby was born without its father.  For example, a 40 year-old married woman 

stated, “He's not in New Zealand, so we can't take care of the baby together” (Translated 

version).  A 36 year-old married woman wrote, “Father of baby doesn’t want kid at the 

moment because he is not ready to have it and he doesn’t want kid to be born without father. I 

want to have perfect family.  I and my husband think if our relationship is going well, we will 

have baby.” (Translated version). 

 

4.4.3f Enough Children/ Family Is Complete/ Other Dependents 

Thirty women, mostly married, wrote that they decided to have an abortion because they had 

already had another child/ children, that their family is complete, and that they had other 

dependents (children or parents) to look after.  Several women specified that they had already 

had children of both genders which made their family complete.  A 29 year-old married 
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woman wrote, “Because I have already one boy and one girl, it's enough for my family.” 

(Translated version).  Some women were concerned about their incapability to provide for 

another child while they were struggling to keep up with their present children (“Already have 

2 children. Too much pressure and can't afford a bigger family.” – 32 year-old, married, 

translated quote). 

 

A number of women stated their concerns about their health if they had another child.  Health 

related concerns ranged from feeling tired of having to look after another child (“Too tired to 

have another baby, because I've already had 2 children.” – 38 year-old, married), to a need of 

birth spacing (“Because I've had one son back in India, and he's now 2 years old, so next 3 

years we don't want to have a child” – 25 year-old, married).   

 

4.4.3g Pressure from Parents 

A small number of women (6) indicated that their parents had influences over their decision 

to have an abortion.  The common reason related parents’ influences was their disapproval of 

the women’s relationship with their partner, disapproval of the pregnancy, or disapproval of 

sex before marriage.  For example, a 27 year-old single woman wrote, “Because my parents 

don’t agree my boyfriend with me.” Or, “My parents are totally against having sexual 

relationship before marriage.” – a 23 year-old woman wrote.  One woman (27 year-old, 

single) specified that her mother recommended her to have an abortion because of her 

mother’s own experience of being a single mother; she wrote, “My mother is a single mother 

(widowed) who raised 3 children on her own. She does not want me to be a single mother. I 

also want to get an abortion.” 

 

4.4.3h Health Issues 

A number of women (14) expressed that they wanted to have an abortion because of some 

health related concerns.  These concerns included worries about certain medical treatment 

used during pregnancy that might affect the baby (“I was taking other medicines for skin and 

depression treatment” – 38 year-old, married); the use of alcohol combined with medicines 

(“Had alcohol and medicine, may effect the baby.” – 29 year-old, married); poor physical 

health (“My whole body feel tired, and I think I can't handle another baby.” – 38 year-old, 

married); and age (“I am old.” – 44 year old, married). 

 

 



168 

 

Section 4.5 Factors Influencing Decision-Making Process  

 

This section aims to address Research Question 2: What are the factors that influence Asian 

women’s decision-making process, and how do these factors vary by demographic 

characteristics and level of acculturation?  These factors include the people that helped Asian 

women decide whether to get an abortion, or media that influenced their decision making 

process.   

 

4.5.1 A descriptive overview 

As shown in Table 4.25, about three-quarter of the Asian women (73.9%) specified that their 

husband or partner helped them decide whether to get an abortion.  The second most common 

factor that influenced Asian women’s decision process was their friend (almost one third, or 

31.9%, of the women chose this answer).  Almost one in four women (24.5%) reported that 

their decision was made with help from doctors or other medical professionals. And one in 

five women (20.2%) indicated that no one helped them with the decision, and that the women 

themselves made the choice to opt for an abortion. 

 
Table 4.25 Factors influencing Asian women’s decision-making process (n=188) 

Influential factors Number Percent

Husband/ partner 139 73.9%

Friend 60 31.9%

Doctor or other medical professional 46 24.5%

No one/ myself 38 20.2%

Parent or guardian 29 15.4%

Other family member 13 6.9%

Sister or brother 11 5.9%

Therapist/ Counselor/ Social worker 8 4.3%

Telephone helpline or chat/ Website 2 1.1%

Joint-decision 2 1.1%  
Note: Numbers do not add up to 188 as many participants chose more than one answer. 
 

When asked about the most important person or factor in the women’s decision, almost half 

of the women who chose to answer this question (45.7%) thought that their husband or 

partner was the most influential, followed by 18.6% of those who thought their own decision 

or joint-decision with their partner was important in the decision process (Table 4.26). 
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Table 4.26 The most important person/ factor in women's decision for an abortion (n=188) 

Most important factor Frequencies Percent

Husband/ partner 86 45.7%

Myself/ joint-decision 35 18.6%

Friend 6 3.2%

Parent/ guardian 2 1.1%

Doctor/ other medical professional 2 1.1%

Other family member 2 1.1%

Sister/ brother 1 0.5%  

 

4.5.2 The relationship between women’s demographic characteristics and factors 

influencing their decision making process 

 

Table 4.27 show how factors influencing women’s decision for an abortion vary across 

subgroups of women.  The results show that younger women (aged between 15 and 19 years 

old) were most likely to receive help from their husband or partner in the decision-making 

process (90.0%), in comparison with women aged 20-29 years old (79.2%) and women who 

were 30 years and older (64.4%).  The differences were statistically significant (p<0.05). 

 

Young women aged 15-19 years old were also most likely to consult with their friends on 

whether to get an abortion (55.0%), while less than half of those aged 20-29 years old 

consulted with their friends (40.0%) and only 13.6% of those who were 30 years and older 

consulted with the friends.  The differences were statistically significant (p<0.001). 

 

Older women, aged 30 years and above, were more likely to make the decision on their own 

(32.2%), compared to younger women.  The difference was statistically significant (p<0.05). 

 

More co-habiting women got help from their partner to decide whether to have an abortion 

(83.6%), while 79.4% of the married women consulted with their husband, and 56.8% of the 

single women consulted with their partner.  The differences were statistically significant 

(p<0.01).  Women who were con-habiting were also more likely to consult with their friends 

(43.4%), compared with women in other types of relationships.  The differences were 

statistically significant (p<0.001). 
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More women who were non-citizens, non-residents sought help from their friends (40.5%) of 

doctors (32.6%) compared to those who were citizens and permanent residents (24.7% and 

17.2%, respectively).  The difference was statistically significant (p<0.05). 

 

Among the women who came from China, 53.5% consulted their friends on whether to have 

an abortion, while only 36.4% of those who came from India sought help from their friends.  

The difference was statistically significant (p<0.01).  Chinese women were also more likely to 

consult with doctors about the decision to have an abortion (48.8%), compared with women 

coming from other Asian countries.  The differences were statistically significant (p<0.001). 

 

More Indian women consulted with their husband or partner on whether to get an abortion 

(85.1%), compared with Chinese women (79.4%) and women of other ethnic subgroups 

(52.8%).  The differences were statistically significant (p<0.01).  More Chinese women 

including those who were of other nationalities sought help from doctors in the decision-

making process (35.1%), compared with women of other ethnic subgroups.  The differences 

were statistically significant (p<0.01).  Women of ethnic groups other than Chinese and 

Indian and women of nationalities other than Chinese and Indian were more likely to depend 

on themselves to make the decision.  The differences were statistically significant (p<0.05). 

 

Of those women who had no children at the time of abortion, 42.9% sought help from friends 

to decide whether to get an abortion, while only 16.2% of those who had other children 

consulted with their friends.  The difference was statistically significant (p<0.01). 

 

Women who were not studying nor working at the time of abortion were more likely to seek 

help from their husband or partner in the decision-making process (86.1%), followed by those 

who were studying (77.4%), those who were both working and studying (76.5%), and those 

who were working (72.5%).  The differences were statistically significant (p<0.001). 

 

Of those who were studying at the time of abortion, nearly half (49.1%) sought help from 

their friends, in comparison with 41.2% of those who were both working and studying, 26.1% 

of those who were working, and 16.7% of those who were neither studying nor working at the 

time of abortion.  The differences were statistically significant (p<0.01).   
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Women who were both working and studying were more likely to seek help from doctors to 

decide whether to get an abortion (41.2%), compared with women who were just studying 

(35.9%), women who were working (18.8%), and those who were neither working nor 

studying (8.8%).  The differences were statistically significant (p<0.01). 

 

Table 4.27 Percentage distribution of factors influencing factors in women's decision for an abortion 

by women's selected demographic characteristics 
Characteristics Husband/ Parent/ Friend Doctor Myself/

partner guardian Joint decision

Age

15-19 18 (90.0) 2 (10.0) 11 (55.0) 7 (35.0) 3 (15.0)

20-29 80 (79.2) 19 (18.8) 40 (40.0) 28 (27.7) 14 (13.9)

30+ 38 (64.4) 8 (13.6) 8 (13.6) 10 (17.0) 19 (32.2)

P-value 0.034* 0.608 <0.001 0.164 0.021*

Relationship status

Single 21 (56.8) 6 (16.2) 15 (40.5) 10 (27.0) 10 (27.0)

Co-habiting 56 (83.6) 13 (19.4) 29 (43.4) 22 (32.8) 9 (13.4)

Married 54 (79.4) 9 (13.2) 10 (14.7) 12 (17.7) 15 (22.1)

Others 5 (55.6) 1 (11.1) 5 (55.6) 1 (11.1) 3 (33.3)

P-value 0.009** 0.816 <0.001 0.172 0.202

Residence

New Zealand Citizens/ PR 69 (74.2) 13 (14.0) 23 (24.7) 16 (17.2) 23 (24.7)

Non-citizens/ non-PR 68 (76.4) 16 (18.0) 36 (40.5) 29 (32.6) 14 (15.7)

P-value 0.735 0.545 0.027* 0.025* 0.144

Nationality^

Chinese 33 (76.7) 7 (16.3) 23 (53.5) 21 (48.8) 5 (11.6)

Indian 8 (72.7) 2 (18.2) 4 (36.4) 5 (45.5) 1 (9.1)

Others 21 (67.7) 8 (25.8) 8 (25.8) 3 (9.7) 9 (29.0)

P-value 0.786 0.203 0.009** <0.001 0.041*

Ethnicity

Chinese 77 (79.4) 16 (16.5) 39 (40.2) 34 (35.1) 16 (16.5)

Indian 40 (85.1) 8 (17.0) 11 (23.4) 8 (17.2) 6 (12.8)

Others 19 (52.8) 5 (13.9) 9 (25.0) 3 (8.3) 14 (38.9)

P-value 0.003** 0.939 0.101 0.003** 0.015*

Any Children

Yes 52 (76.5) 11 (16.2) 11 (16.2) 11 (16.2) 16 (23.3)

No 84 (75.0) 18 (16.1) 48 (42.9) 33 (29.5) 20 (17.9)

P-value 0.860 1.000 <0.001 0.050 0.442

Employment/ Study Status

Working 50 (72.5) 10 (14.5) 18 (26.1) 13 (18.8) 20 (29.0)

Studying 41 (77.4) 5 (9.4) 26 (49.1) 19 (35.9) 8 (15.1)

Both 13 (76.5) 6 (35.3) 7 (41.2) 7 (41.2) 3 (17.7)

Neither 31 (86.1) 7 (19.4) 6 (16.7) 3 (8.3) 4 (11.1)

P-value 0.478 0.086 0.005** 0.004** 0.123  
Notes: *p<0.05; **p<0.01 

^For women of nationalities other than New Zealander; 

^^Before 2000 data include women born in New Zealand. 

 



172 

 

Section 4.6 Attitude towards Abortion   

 

This section aims to address Research Question 3: What is the attitude towards abortion 

among Asian women who had abortion?  The results show that more than one third of the 

participants (38.8%) thought that a woman should be able to obtain an abortion if she wants it 

for any reasons (Table 4.28).  There were large proportions of the participants who cited 

specific reasons that were justification for a woman to have an abortion.  In particular, large 

proportions of women who thought that if there were health-related concerns and danger to 

the mother, the fetus, or the pregnancy in general, then a woman should be able to obtain an 

abortion.   

 

More than two-thirds (70.7%) of the participants thought that if there was a strong chance of 

serious defect in the baby a woman should get an abortion; and almost two-thirds (64.9%) 

thought that if the woman’s own health was seriously endangered by the pregnancy, then she 

should be able to access abortion services. A large proportion of women (62.2%) also thought 

that if the pregnancy was a result of rape, then abortion should be an option for the woman.  

More than half of the participants (54.8%) cited the issue of low income or inability to afford 

a child (or any more children) should be the reason for abortion.  The topic of relationship 

problem or having had enough children was also cited by more than a third of the participants 

(42.6% and 40.4%, respectively).   

 

Table 4.28 Women's attitude towards abortion (n=188) 

Circumstances Number Percent

If there is a strong chance of serious defect in the baby 133 70.7%

If the woman's own health is seriously endangered by the pregnancy 122 64.9%

If she became pregnant as a result of rape 117 62.2%

If the family has a very low income and cannot afford any more children 102 54.3%

If she is not married and does not want to marry the man 80 42.6%

If she is married and does not want any more children 76 40.4%

If she wants it for any reason 73 38.8%  

 

Section 4.7 Contraceptive Use  

 

Aiming to address the Research Question 4 (Which methods of contraception were used at the 

time of conception? If contraception was not used, what was the reason? How does 

contraceptive behaviour vary by demographic subgroups of women obtaining abortions and 
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their level of acculturation?), this section provides findings surrounding Asian women’s use 

of contraceptives and the reasons for not using contraception at time of conception.  

Following a descriptive overview on methods of contraception use and/or non-use is an 

analysis of the relationship between the women’s contraceptive behaviour and their 

demographic characteristics and the level of acculturation. 

 

4.7.1 Contraceptive use patterns  

 

When asked if any methods were used around the time the women became pregnant, less than 

a quarter of the women (22.9%) claimed that they had used a birth control method all the 

time, while the majority (73.9%) indicated that they had never or only sometimes used a birth 

control method (Table 4.29). 

 

For those who claimed to have used a birth control method around the time of conception, 

almost two thirds of the women (72.1%) attributed the pregnancy to the failure of condoms 

(that is, condoms were used but this method failed to prevent pregnancy).  About a quarter of 

the women (23.3%) cited having sex during the safe period as a method that failed, and one in 

five (20.9%) women used the withdrawal method which failed.  A substantial minority of 

women (14.0%) used emergency contraceptive pills (ECPs) as a method of protection, and 

about 14% claimed to have used birth control pills that failed. 
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Table 4.29 Contraceptive use around the time the women became pregnant 

Method Number Percent

Any method (n=188)

All the time 43 22.9%

Sometimes 78 41.5%

Never 61 32.4%

Missing values 6 3.2%

Methods used around the time of conception that failed (n=43*)

Condoms 31 72.1%

Having sex during safe period 10 23.3%

Birth control pills 9 20.9%

Withdrawal 6 14.0%

Emergency contraceptive pills 6 14.0%

Other methods 1 2.3%

Reasons that methods used sometimes or never used around the time of conception (n=139*)

Was afraid of side effects from methods 52 37.4%

Just didn't think about it 46 33.1%

Partner didn't want to use a method 19 13.7%

Thought methods would make sex less fun 12 8.6%

Missed some pills 6 4.3%

Partner didn't want me to use any method 6 4.3%

Didn't know about using a method 5 3.6%

Didn't know where to get methods 4 2.9%

Partner wanted me to get pregnant 4 2.9%

Thought methods difficult to use 4 2.9%

Couldn't afford methods 3 2.2%

Didn't care if pregnant 3 2.2%

Parents didn't want me to use any method 2 1.4%

Thought I wanted to get pregnant 2 1.4%

Was embarrassed to get a method 1 0.7%

Other reasons (Verbatim quotes in C1) 24 17.3%

Birth control pills were used but failed (n=9*)

Missed some pills 8 88.9%

Didn't wait until protected by the pill 1 11.1%

Used antibiotics in the months of conception 1 11.1%

Other reasons (Verbatim quotes in C2) 2 7.1%

Condoms used but failed (n=31*)

Condoms might have slipped or broken 23 74.2%

Other reasons (verbatim quotes in C3) 9 29.0%  

 

Reasons associated with contraceptive non-use (or only sometimes use) were grouped into 

different categories (Table 4.30).  The most common category of reasons for contraceptive 

“non-use” or “sometimes use” was the women’s different concerns about contraceptive 

methods, from the fear of side effects (37.4%) to a belief that contraceptives are hard to use 

(2.9%).  About one third of the women (33.1%) just didn’t think about using a method, and 

one in five women (20.9%) did not use contraceptives because of their partner’s choice/ 

preferences.  Almost one in five women (18.7%) were ambivalent about contraceptives 
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methods, citing that, for example, contraceptives would make sex less fun.  About 12% of the 

participants attributed their non-use to the inconsistent or incorrect use of contraceptives.  The 

least common reasons were related to difficulties in accessing contraceptives (5.0%), 

ambivalence about pregnancy (3.6%), the unavailability of contraceptives (1.4%), parents’ 

preference (1.4%), and embarrassment (0.7%).   

 

Table 4.30 Percentage distribution of women who had not or had only used sometimes a method 

contraception (n=139) 

Reason Number Percent

Concerns about contraceptive methods 42.4%

Was afraid of side effects from methods 52 37.4%

Thought methods difficult to use 4 2.9%

Other write-in texts (see appendix C1) 3 2.2%

Perceived low risk 33.1%

Just didn't think about it 46 33.1%

Partner preferences/ choice 20.9%

Partner didn't want to use a method 19 13.7%

Partner didn't want me to use any method 6 4.3%

Partner wanted me to get pregnant 4 2.9%

Ambivalence about contraception 18.7%

Thought methods would make sex less fun 12 8.6%

Didn't know about using a method 5 3.6%

Other write-in texts (see appendix C1) 9 6.5%

Inconsistent/ incorrect use of contraceptives 11.5%

Missed some pills 6 4.3%

Other write-in texts (see appendix C1) 10 7.2%

Difficulty in accessing contraceptives 5.0%

Didn't know where to get methods 4 2.9%

Couldn't afford methods 3 2.2%

Ambivalence about pregancy 3.6%

Thought I wanted to get pregnant 2 1.4%

Didn't care if pregnant 3 2.2%

Contraceptives unavailability 1.4%

I did not buy condoms (write-in reason) 2 1.4%

Parents 1.4%

Parents didn't want me to use any method 2 1.4%

Embarrassment 0.7%

Was embarrassed to get a method 1 0.7%  
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With regard to concerns about contraceptive methods, more than one third of the participants 

(37.4%) indicated that they were afraid of side effects they would have from using birth 

control methods.  Side effects cited by the participants are shown in Table 4.31.  A large 

proportion (60.0%) of those who claimed side effects prevented them from using 

contraceptive methods indicated that the fear of gaining weight taking birth control pills was 

the main concern.  A substantial proportion (42.0%) thought that if using birth control 

methods for a long period would make it difficult to conceive.  Nine women (or 18.0%) 

claimed that they had allergic reaction to condom use, and six women (12.0%) cited other 

reasons such as “birth control methods killing my healthy eggs for future reproduction”, or 

“excessive perspiration at night” (see Appendix 19 for write-in texts). 

 

Table 4.31 Different side effects cited by the participants (n=50*) 

Side effects Number Percent

Gaining weight taking birth control pills 30 60.0%

Difficulty getting pregnant after a long period using birth control methods 21 42.0%

Having an allergic reaction to condom use 9 18.0%

Other side effect (write-in texts) 6 12.0%

Note: *Number of women who chose “side effects” as reason for non-use 

 

4.7.2 Relationship between contraceptive behaviour and demographic characteristics 

and level of acculturation 

 

This section examines the relationship between women’s contraceptive behaviour around the 

time they became pregnant and women’s demographic characteristics and level of 

acculturation.  This section begins with looking at the differences in contraceptive use across 

demographic subgroups, and reasons for contraceptive use and non-use and how these reasons 

vary by demographics and level of acculturation. 

 

4.7.2a Women’s contraceptive behaviour around the time they became pregnant 

Table 4.32 shows how women’s contraceptive use around the time they became pregnant vary 

by their characteristics and level of acculturation.  The only statistical significant association 

observed was the relationship between women’s contraceptive behaviour around the time of 

conception and year of arrival in New Zealand.  The results show that the majority (95.6%) of 

those who had been in New Zealand since before 2000 including those born in New Zealand 
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had not or had only sometimes used a birth control method compared to 72% of those who 

arrived late to New Zealand.  The difference was statistically significant (p< 0.05). 

 

Table 4.32 Women's contraceptive use around the time of pregnancy by selected demographic 

characteristics 
Women's Demographic Characteristics All the time Never or P-value

sometimes

n (%) n (%)

Age (n=177, missing values=11)

15-19 5 (25.0) 15 (75.0) 0.821

20-29 22 (22.0) 78 (78.0)

30+ 15 (26.3) 42 (73.7)

Relationship status (n=178, missing value=10)

Single 8 (21.6) 29 (78.4) 0.737

Co-habiting 18 (26.9) 49 (73.1)

Married 15 (23.1) 50 (76.9)

Others 1 (11.1) 8 (88.9)

Residence (n=179, missing values=9)

New Zealand Citizens/ PR 16 (17.6) 75 (82.4) 0.059

Non-citizens/ non-PR 26 (29.6) 62 (70.4)

Nationality (n=84)^

Chinese 11 (25.6) 32 (74.4) 0.543

Indian 5 (45.5) 6 (54.5)

Others 7 (23.3) 23 (76.7)

Ethnicity (n=178, missing values=10)

Chinese 24 (24.7) 73 (75.3) 0.932

Indian 10 (22.2) 35 (77.8)

Others 8 (22.9) 27 (77.1)

Not specified 0 (0.0) 1 (100.0)

Year of Arrival in New Zealand (n=173, missing values=15)^^

After 2000 42 (28.0) 108 (72.0) 0.015 *

Before 2000 1 (4.4) 22 (95.6)

Religion (n=174, missing values=14)

No religion 22 (25.3) 65 (74.7) 0.703

Christian 6 (19.4) 25 (80.6)

Muslim 3 (30.0) 7 (70.0)

Buddhism 6 (26.1) 17 (73.9)

Hindu, Sikh, Indian 3 (13.0) 20 (87.0)

Any Children (n=178, missing values=10)

Yes 16 (24.2) 50 (75.8) 0.984

No 27 (24.1) 85 (75.9)

Employment/ Study Status (n=173, missing values=15)

Working 17 (25.4) 50 (74.6) 0.223

Studying 17 (32.1) 36 (67.9)

Both 2 (11.8) 15 (88.2)

Neither 6 (16.7) 30 (83.3)

Education Level (n=173, missing values=15)

Secondary or high school 6 (18.8) 26 (81.2) 0.062

Diploma or certificate 13 (29.6) 31 (70.4)

Polytech or University 22 (23.2) 73 (76.8)

Others 2 (100.0) 0 (0.0)  
Notes: *p<0.05  

^For women of nationalities other than New Zealander;  

^^Before 2000 data include women born in New Zealand 

 



178 

 

4.7.2b Reasons for contraceptive non-use 

No statistical significance was detected in the associations between women’s demographic 

characteristics and reasons for not having used or having infrequent use a contraceptive 

method around the time the woman became pregnant. 

 

Section 4.8 Sexual Health General Knowledge  

 

This section, aiming to address Research Question 5 (What is the level of sexual health’s 

general knowledge among Asian women who have had abortion; and how does it vary by 

demographic characteristics and level of acculturation?), examines the level of sexual health’s 

general knowledge with a focus on women’s contraceptive knowledge and behaviour. 

 

4.8.1 A descriptive overview 

The majority of the women (78.7%) cited condoms as a birth control method they had ever 

used, followed by the withdrawal method (31.4%).  About one in four women claimed to have 

used natural methods and birth control pills (25.5% and 24.5%, respectively). 

 

More than one third of the women reported that they first learned about contraceptives 

through medical doctors and/or other health care providers (38.8%) or through media such as 

T.V., radio or newspaper (34.6%).  A consideration number of women learned about 

contraceptives through their friends (29.8%) or their boyfriends/partners (29.8%).   

 

Interestingly, more than half of the women had heard of ECPs (58.5%) and nearly two thirds 

(66.0%) correctly thought that ECPs are used to prevent pregnancy.  There were 26 women 

(13.8%) who had never heard of the pills, and 13 women (6.9%) had heard of the pills but did 

not know what they were used for.  Only one in five women (20.7%) had used ECPs in the 

past twelve months, while a large remainder of women (73.9%) had not used ECPs in the past 

twelve months. 

 

Table 4.33 show percentage distribution of women obtaining abortion and their general sexual 

health knowledge and contraceptive behaviour. 
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Table 4.33 Sexual health general knowledge and behaviour 

General sexual health knowledge and contraceptive behaviour Number Percent

Methods ever used (n=188)

Condoms 148 78.7%

Withdrawal 59 31.4%

Natural method 48 25.5%

Birth control pills 46 24.5%

IUD 17 9.0%

Injection 12 6.4%

Other methods 4 2.1%

How did the woman first learn about contraceptives (n=188)

Doctors/ other health care providers 73 38.8%

Media (TV, radio, newspaper, etc.) 65 34.6%

Friends 56 29.8%

Boyfriends, girlfriends, partners 56 29.8%

Family 31 16.5%

The internet 26 13.8%

Other sources 17 9.0%

Ever heard of emergency contraceptive pills

Yes 110 58.5%

No 70 37.2%

Missing values 8 4.3%

Knowledge about ECP (n=188)

To end pregnancy, that is to cause an abortion 13 6.9%

To prevent pregnancy 124 66.0%

Have heard of the pills but don't know what they are used for 13 6.9%

Never heard of the pills 26 13.8%

Missing values 16 8.5%

Ever used in the past 12 months (n=188)

Yes 39 20.7%

No 139 73.9%

Missing values 10 5.3%  
 

 

4.8.2 The relationship between sexual health knowledge and behaviour and women’s 

characteristics 

This section looks at how women’s general sexual health knowledge and behaviour varied by 

their demographic subgroups and level of acculturation.   
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4.8.2a The relationship between sexual health behaviour and women’s characteristics 

Table 4.34 shows how contraceptive use varied across subgroups of women obtaining 

abortion.  The results show that all adolescents aged 15-19 years old reported having used 

condoms in the past twelve months, followed by those who were in their 20s (84.2%), and 

those who were 30 years and older (74.6%).  Women aged 20-29 years old were more likely 

to have used natural method during the past twelve months (36.6%), compared with women in 

other age groups.  The differences were statistically significant (p<0.05).  Women aged 30 

years and older were more likely to have used an IUD (22.0%) compared with those in other 

age groups.  The differences were statistically significant (p<0.001). 

 

One in five married women (20.6%) had used an IUD in the past twelve months, while about 

6% of those who were co-habiting had used this method in the past twelve months.  None of 

the single, or divorced, or separated women reported to have used an IUD in the past twelve 

months.  The differences were statistically significant (p<0.01). 

 

There were 16 New Zealand residents/citizens (17.2%) who reported to have used IUD in the 

past twelve months, while only 2 non-residents (2.3%) reported to have used this method.  

The difference was statistically significant (p<0.001). 

 

Chinese women were more likely to have used the rhythm or calendar method (38.1%), 

compared with women of other ethnic subgroups.  The differences were statistically 

significant (p<0.01). 

 

Higher proportion (86.6%) of those who had no children at the time of abortion reported to 

have used condoms in the past twelve months, compared with those who had children 

(76.5%).  The difference was statistically significant (p<0.01).   

 

Of those who did not have children, more than a third (39.3%) reported to have used 

withdrawal or pulling-out method, while less then a quarter (23.5%) of those who had 

children reported to have used this method in the past twelve months.  The difference was 

statistically significant (p<0.05). 

 

More women with children reported to have used the contraceptive injection as a form of 

contraceptive in the past twelve months (14.7%), compared with women with no children 
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(3.6%).  The difference was statistically significant (p<0.05).  Women with children also had 

higher proportion (23.5%) in terms of the use of IUD in the past twelve months, compared 

with women who had no children at the time of abortion (1.8%).  The difference was 

statistically significant (p<0.001). 

Table 4.34 Contraceptives ever used by women obtaining abortion by selected characteristics 
Characteristics Condoms Pills Natural Withrawal Injection IUD Other

Method methods

Age

15-19 20 (100.0) 8 (40.0) 2 (10.0) 6 (30.0) 0 (0.0) 0 (0.0) 0 (0.0)

20-29 85 (84.2) 24 (23.8) 37 (36.6) 41 (40.6) 9 (8.90 5 (5.0) 4 (4.00

30+ 44 (74.6) 14 (23.7) 14 (23.7) 13 (22.0) 5 (8.5) 13 (22.0) 1 (1.7)

P-value 0.017* 0.303 0.030* 0.055 0.512 <0.001 0.808

Relationship status

Single 30 (81.1) 9 (24.3) 10 (27.00 15 (40.5) 1 (2.7) 0 (0.0) 1 (2.7)

Co-habiting 58 (86.6) 20 (29.9) 24 (35.8) 25 (37.3) 6 (9.0) 4 (6.0) 2 (3.0)

Married 56 (82.4) 14 (20.6) 17 (25.0) 16 (23.5) 6 (8.8) 14 (20.6) 2 (2.9)

Others 6 (66.7) 3 (30.3) 2 (22.2) 4 (44.4) 1 (11.1) 0 (0.0) 0 (0.0)

P-value 0.454 0.574 0.529 0.171 0.576 0.002** 1.000

Residence

New Zealand Citizens/ PR 79 (85.0) 20 (21.5) 28 (30.1) 27 (29.0) 6 (6.5) 16 (17.2) 2 (2.2)

Non-citizens/ non-PR 72 (80.9) 27 (30.3) 25 (28.1) 33 (37.1) 8 (9.0) 2 (2.3) 3 (3.4)

P-value 0.555 0.181 0.871 0.272 0.586 <0.001 0.677

Nationality

Chinese 38 (88.4) 11 (25.6) 13 (30.3) 16 (37.2) 3 (7.0) 3 (7.0) 1 (2.3)

Indian 8 (72.7) 3 (27.3) 1 (9.1) 5 (45.5) 1 (9.1) 1 (9.1) 0 (0.0)

New Zealander 41 (87.2) 12 (25.5) 17 (36.2) 17 (36.2) 5 (10.6) 2 (6.5) 0 (0.0)

Others 25 (80.7) 12 (38.7) 7 (22.6) 11 (35.5) 2 (6.6) 5 (10.6) 1 (3.2)

P-value 0.476 0.615 0.283 0.959 0.879 0.013* 0.598

.

Ethnicity

Chinese 85 (87.6) 19 (19.6) 37 (38.1) 34 (25.1) 7 (7.2) 12 (12.4) 2 (2.1)

Indian 39 (83.0) 13 (27.7) 6 (12.8) 14 (29.8) 4 (8.5) 3 (6.4) 1 (2.1)

Others 26 (72.2) 13 (36.1) 10 (27.8) 12 (33.3) 3 (8.3) 3 (8.3) 2 (5.7)

P-value 0.189 0.063 0.008** 0.886 0.940 0.583 0.508

Year of Arrival in New Zealand^

After 2000 125 (82.8) 39 (25.8) 45 (29.8) 53 (35.1) 13 (8.6) 17 (11.3) 4 (2.7)

Before 2000 20 (80.0) 5 (20.0) 7 (28.0) 5 (20.0) 1 (4.0) 1 (4.0) 1 (4.0)

P-value 0.777 0.625 1.000 0.171 0.696 0.476 0.540

Religion

No religion 78 (88.6) 24 (22.3) 29 (33.0) 23 (26.1) 5 (5.7) 8 (9.1) 0 (0.0)

Christian 26 (83.9) 7 (22.6) 11 (35.5) 12 (38.7) 2 (6.5) 3 (9.7) 1 (3.2)

Muslim 8 (80.0) 2 (20.0) 0 (0.0) 4 (40.0) 2 (20.0) 0 (0.0) 0 (0.0)

Buddhism 17 (73.9) 4 (17.4) 6 (26.1) 12 (52.2) 4 (17.4) 5 (21.7) 3 (13.0)

Hindu, Sikh, Indian 19 (76.0) 7 (28.0) 4 (16.0) 7 (28.0) 0 (0.0) 1 (4.0) 0 (0.0)

P-value 0.297 0.895 0.094 0.153 0.065 0.303 0.011*

Any Children

Yes 52 (76.5) 15 (22.1) 17 (25.0) 16 (23.5) 10 (14.7) 16 (23.5) 2 (2.9)

No 97 (86.6) 32 (28.6) 35 (31.3) 44 (39.3) 4 (3.6) 2 (1.8) 3 (2.7)

P-value 0.103 0.384 0.401 0.034* 0.010* <0.001 1.000

Employment/ Study Status

Working 58 (84.1) 17 (24.6) 26 (37.7) 27 (39.1) 9 (13.0) 9 (13.0) 4 (5.8)

Studying 43 (81.1) 16 (30.2) 15 (28.3) 16 (30.2) 2 (3.8) 3 (5.7) 1 (1.9)

Both 16 (94.1) 4 (23..5) 4 (23.5) 5 (29.4) 1 (5.9) 1 (5.9) 0 (0.0)

Neither 31 (86.1) 9 (25.0) 8 (22.2) 12 (33.3) 2 (5.6) 3 (8.3) 0 (0.0)

P-value 0.703 0.908 0.370 0.740 0.289 0.595 0.399

Education Level

Secondary or high school 30 (93.8) 11 (34.4) 5 (15.6) 9 (28.1) 3 (9.4) 2 (6.3) 1 (3.1)

Diploma or certificate 34 (75.6) 12 (26.7) 16 (35.6) 10 (22.2) 3 (6.7) 4 (8.9) 1 (2.2)

Polytech or University 80 (83.3) 24 (25.0) 30 (31.3) 40 (41.7) 7 (7.3) 8 (8.3) 2 (2.1)

Others 2 (100.0) 0 (0.0) 0 (0.0) 1 (50.0) 0 (0.0) 0 (0.0) 0 (0.0)

P-value 0.173 0.691 0.204 0.080 0.876 1.000 1.000  
Notes: *p<0.05; **p<0.01; ^ For women who were not born in New Zealand 
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4.8.2b The relationship between sexual health knowledge and women’s characteristics 

 

Table 4.35 shows how contraceptive information resources varied by women’s characteristics.  

The results show that more married women first learned about birth control methods through 

their family (29.4%), compared with women in other types of relationships.  The differences 

were statistically significant (p<0.01).  Married women also reported a higher proportion 

(61.8%) in terms of learning about contraceptives through doctors and/or other health care 

providers, compared to women who were engaged in other types of relationships.  The 

difference was statistically significant (p<0.001).  Co-habiting women were more likely to 

learn about birth control methods (41.8%) through their boyfriend/ partner than their 

counterparts.  The difference was statistically significant (p<0.05).  A higher proportion of 

single women (13.5%) reported to learn about contraceptives at school compared to other 

groups of women.  The difference was statistically significant (p<0.05), although it is noted 

that the frequency distribution for this option is rather low. 

 

There were 40 non-citizens/non-residents (or 44.9%) who reported to have used media as 

contraceptive information resource, while only 28% of citizens/residents reported having 

learned about contraceptives through the media.  The difference was statistically significant 

(p<0.05). 

 

A higher proportion of women who came from India were more likely to have learned about 

contraceptives through doctors or other health care providers (54.6%), compared with women 

of other nationalities.  The difference was statistically significant (p<0.001).  In relation to 

this, a higher proportion of women who belonged to the Hindu, Sikh or “Indian” religion were 

more likely to learn about birth control methods though doctors or other health care providers. 

Women who came from China were more likely to learn about birth control methods through 

media (48.8%), compared to women of other nationalities.  The difference was statistically 

significant (p<0.05). 

 

Women of Indian ethnic subgroup reported a higher proportion (63.8%) in terms of having 

learned about contraceptives through doctors and/or other health care providers, compared 

with women of other ethnic subgroups.  The differences were statistically significant 

(p<0.001). 
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Women who came much recently (after 2000) were more likely to obtain their contraceptive 

knowledge through media including the internet compared to those who had arrived in the 

country earlier.  The difference was statistically significant (p<0.05) 

 

Of those who had children at the time of abortion, 27.9% reported having learned about 

contraceptives through family, while only 10.7% of those who had no children at the time of 

abortion had learned through family.  The difference was statistically significant (p<0.01).  

Women with children were also more likely to learn about contraceptives through doctors and 

other health care providers.  The difference was statistically significant (p<0.01).  A higher 

proportion of women with no children reported having learned about birth control methods 

from their husband/partner and friends, compared with those who had children at the time of 

abortion.  The differences were statistically significant (p<0.05).   

 

A higher proportion of the women who were neither working nor studying around the time of 

conception (30.6%) learned about contraceptive through their family.  The difference was 

statistically significant (p<0.05).  A higher proportion of women who were both working and 

studying at the same time claimed to have learned about contraceptives from their partner and 

internet, compared to women who were studying, those who were just working, and those 

who were neither studying nor working.  The differences were statistically significant 

(p<0.05).   

 

Higher proportions of working women reported to have learned about birth control methods 

from media (41.2%) and the internet (29.4%), compared with women who were working, 

studying, or working and studying at the time of abortion.  The differences were statistically 

significant (p<0.05). 

 

Of those who had some form of diploma or certificate, 8 (or 17.8%) reported to have learned 

about birth control methods from the internet, followed by those who had tertiary education 

level (17.7%).  None of the women with other education levels reported having used the 

internet as the source of information for contraceptive knowledge.  The differences were 

statistically significant (p<0.05). 
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Table 4.35 How women obtaining abortion first learned about birth control methods by selected 

characteristics 
Characteristics Family Friends Boyfriend Doctors Media Internet School

Partner

Age

15-19 3 (15.0) 10 (50.0) 6 (30.0) 7 (35.0) 5 (25.0) 2 (10.0) 4 (20.0)

20-29 15 (14.9) 32 (31.7) 34 (33.7) 36 (35.6) 39 (38.6) 18 (17.8) 8 (7.9)

30+ 13 (22.0) 13 (22.0) 16 (27.1) 30 (50.9) 22 (37.3) 5 (8.5) 4 (6.80

P-value 0.503 0.059 0.712 0.156 0.547 0.248 0.183

Relationship status

Single 2 (5.4) 12 (32.4) 12 (32.4) 13 (35.1) 13 (35.1) 8 (21.6) 5 (13.5)

Co-habiting 8 (11.9) 24 (35.8) 28 (41.8) 18 (26.9) 28 (41.8) 12 (17.9) 5 (7.5)

Married 20 (29.4) 17 (25.0) 14 (20.6) 42 (61.8) 21 (30.9) 4 (5.9) 3 (4.4)

Others 1 (11.1) 3 (33.3) 1 (11.1) 2 (22.2) 4 (44.4) 1 (11.1) 3 (33.3)

P-value 0.007** 0.568 0.033* <0.001 0.555 0.060 0.032*

Residence

New Zealand Citizens/ PR 19 (20.4) 24 (25.8) 23 (24.7) 44 (47.3) 26 (28.0) 9 (9.7) 8 (8.6)

Non-citizens/ non-PR 12 (13.5) 32 (36.0) 33 (37.1) 31 (34.8) 40 (44.9) 16 (18.0) 8 (9.0)

P-value 0.241 0.151 0.079 0.099 0.021* 0.132 1.000

Nationality^

Chinese 3 (7.0) 16 (37.2) 19 (44.2) 6 (14.0) 21 (48.8) 9 ( 20.9) 3 (7.0)

Indian 2 (18.2) 2 (18.2) 3 (27.3) 6 (54.6) 4 (36.4) 1 (9.1) 0 (0.0)

Others 6 (19.4) 14 (45.2) 8 (25.8) 16 (51.6) 15 (48.4) 5 (16.1) 4 (12.9)

P-value 0.209 0.290 0.122 <0.001 0.045* 0.218 0.609

Ethnicity

Chinese 13 (13.4) 32 (33.0) 37 (38.1) 28 (28.9) 36 (37.1) 15 (15.5) 10 (10.3)

Indian 13 (27.7) 13 (27.7) 23.4) 30 (63.8) 16 (34.0) 4 (8.5) 3 (6.4)

Others 5 (13.9) 11 (30.6) 8 (22.2) 15 (41.7) 14 (38.9) 6 (16.7) 3 (8.3)

P-value 0.170 0.865 0.131 <0.001 0.933 0.535 0.846

Year of Arrival in New Zealand^^

After 2000 26 (17.2) 41 (27.2) 48 (31.8) 63 (41.7) 60 (39.7) 24 (15.9) 11 (7.3)

Before 2000 4 (16.0) 10 (40.0) 6 (24.0) 10 (40.0) 4 (16.0) 0 (0.0) 4 (16.0)

P-value 1.000 0.234 0.492 1.000 0.025* 0.028* 0.235

Religion

No religion 11 (12.5) 29 (33.0) 32 (36.4) 31 (35.2) 35 (39.80 14 (15.9) 5 (5.7)

Christian 5 (16.1) 7 (22.6) 7 (22.6) 11 (35.5) 14 (45.20 4 (12.9) 3 (9.7)

Muslim 4 (40.0) 1 (10.0) 2 (20.0) 6 (60.0) 4 (40.0) 0 (0.0) 1 (10.0)

Buddhism 4 (17.4) 9 (39.1) 7 (30.4) 7 (30.4) 6 (26.1) 4 (17.4) 4 (17.4)

Hindu, Sikh, Indian 6 (24.0) 8 (32.0) 6 (24.0) 18 (72.0) 6 (24.0) 2 (8.0) 2 (8.0)

P-value 0.192 0.432 0.551 0.007** 0.382 0.682 0.390

Any Children

Yes 19 (27.9) 14 (20.6) 13 (19.1) 42 (61.8) 23 (33.8) 5 (7.4) 3 (4.4)

No 12 (10.7) 40 (35.7) 43 (38.4) 33 (29.5) 42 (37.5) 20 (17.9) 12 (10.7)

P-value 0.004** 0.044* 0.008** <0.001 0.635 0.074 0.171

Employment/ Study Status

Working 12 (17.4) 17 (24.6) 26 (37.7) 30 (43.5) 28 (40.6) 10 (14.5) 4 (5.8)

Studying 5 (9.4) 22 (41.5) 18 (34.0) 17 (32.1) 18 (34.0) 9 (17.0) 4 (7.6)

Both 1 (5.9) 7 (41.2) 7 (41.2) 9 (52.9) 7 (41.2) 5 (29.4) 4 (23.5)

Neither 11 (30.6) 9 (25.0) 4 (11.1) 18 (50.0) 13 (36.1) 1 (2.8) 2 (5.7)

P-value 0.048* 0.143 0.018* 0.259 0.875 0.043* 0.148

Education Level

Secondary or high school 9 (28.1) 8 (25.0) 9 (28.1) 11 (34.4) 10 (31.3) 0 (0.0) 3 (9.4)

Diploma or certificate 6 (13.3) 17 (37.8) 20 (44.4) 21 (46.7) 14 (31.1) 8 (17.8) 1 (2.2)

Polytech or University 13 (13.5) 29 (30.2) 26 (27.1) 38 (39.6) 39 (40.6) 17 (17.7) 11 (11.5)

Others 1 (50.0) 0 (0.0) 0 (0.0) 2 (100.0) 1 (50.0) 0 (0.0) 0 (0.0)

P-value 0.108 0.566 0.160 0.273 0.575 0.032* 0.327  
Notes: *p<0.05; **p<0.01 

^For women of nationalities other than New Zealander; 

^^Before 2000 data include women born in New Zealand. 
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Table 4.36 show how ECP awareness varied across subgroups of women obtaining abortion.  

More women aged between 15 and 19 years old reported having heard of ECPs (80.0%) 

compared to women in other age groups.  This difference was statistically significant 

(p<0.001). 

 

More married women (53.7%) who claimed that they had not heard of ECPs, compared with 

women in other types of relationships.  The differences were statistically significant (p<0.05). 

 

Women with no children had a higher proportion in terms of having heard of ECPs (73.4%) 

compared with those who had children at the time of abortion.  The difference was 

statistically significant (p<0.001). 

 

More women (76.5%) who were both working and studying at the time of abortion had heard 

of ECPs compared with women who were working (72.5%), those who were studying 

(60.8%), and those who neither working nor studying at the time of abortion.  The differences 

were statistically significant (p<0.01). 

 

No statistical differences were observed in the relationship between ECP knowledge and other 

demographic variables (residence, nationality, ethnicity, year of arrival, religion, education 

level).
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Table 4.36 ECP awareness by selected demographics 

Women's Demographic Characteristics Yes No P-value

n (%) n (%)

Age (n=176, missing values=12)

15-19 16 (80.0) 4 (20.0) <0.001

20-29 68 (69.4) 30 (30.6)

30+ 23 (39.7) 35 (60.3)

Relationship status (n=177, missing value=11)

Single 25 (69.4) 11 (30.6) 0.012 *

Co-habiting 46 (70.8) 19 (29.2)

Married 31 (46.3) 36 (53.7)

Others 7 (77.8) 2 (22.2)

Residence (n=178, missing values=10)

New Zealand Citizens/ PR 53 (57.6) 39 (42.4) 0.304

Non-citizens/ non-PR 56 (65.1) 30 (34.9)

Nationality (n=85)^

Chinese 29 (67.4) 14 (32.6) 0.920

Indian 6 (60.0) 4 (40.0)

Others 18 (60.0) 12 (40.0)

New Zealanders 30 (63.8) 17 (36.2)

Ethnicity (n=179, missing values=9)

Chinese 62 (65.3) 33 (34.7) 0.175

Indian 23 (50.0) 23 (50.0)

Others 23 (65.7) 12 (34.3)

Year of Arrival in New Zealand (n=170, missing values=18)^^

After 2000 91 (61.9) 56 (38.1) 0.622

Before 2000 13 (56.5) 10 (43.5)

Religion (n=173, missing values=15)

No religion 56 (65.1) 30 (34.9) 0.130

Christian 16 (51.6) 15 (48.4)

Muslim 3 (30.0) 7 (70.0)

Buddhism 16 (72.7) 6 (27.3)

Hindu, Sikh, Indian 15 (62.5) 9 (37.5)

Any Children (n=176, missing values=12)

Yes 28 (41.8) 39 (58.2) <0.001

No 80 (73.4) 29 (26.6)

Employment/ Study Status (n=173, missing values=15)

Working 50 (72.5) 19 (27.5) 0.002 **

Studying 31 (60.8) 20 (39.2)

Both 13 (76.5) 4 (23.5)

Neither 13 (36.1) 23 (63.9)

Education Level (n=172, missing values=16)

Secondary or high school 17 (53.1) 15 (46.9) 0.141

Diploma or certificate 26 (59.1) 18 (40.9)

Polytech or University 63 (67.0) 31 (33.0)

Others 0 (0.0) 2 (100.0)  
Notes: *p<0.05; **p<0.01 

^For women of nationalities other than New Zealander; 

^^Before 2000 data include women born in New Zealand. 

 

Table 4.37 shows how women’s ECP knowledge varied across demographic subgroups.  

Higher proportion of Chinese women (77.7%) correctly thought that ECPs were used for the 
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prevention of pregnancy, compared with women of other ethnic subgroups.  The difference 

was statistically significant (p<0.01). 

 

More women with no children at the time of abortion chose the correct answer with regard to 

the use of ECPs (73.8%) compared with those who had children.  The difference was 

statistically significant (p<0.01). 

 

No statistical differences were observed in the relationship between the knowledge about the 

use of ECPs and other demographic variables (age, relationship status, residence, nationality, 

year of arrival, religion, work/study status, and education level). 



188 

 

Table 4.37 Women's general knowledge on ECPs by selected demographic characteristics 
Women's Demographic Characteristics Cause an Prevent Don't Never P-value

abortion pregnancy know heard

Age (n=169, missing values=19)

15-19 2 (10.0) 14 (70.0) 1 (5.0) 3 (15.0) 0.161

20-29 11 (11.3) 71 (73.2) 6 (6.2) 9 (9.3)

30+ 2 (3.9) 32 (61.5) 6 (11.5) 12 (23.1)

Relationship status (n=170, missing value=18)

Single 6 (18.2) 22 (66.7) 1 (3.0) 4 (12.1) 0.052

Co-habiting 4 (6.1) 53 (80.3) 5 (7.6) 4 (6.1)

Married 4 (6.5) 39 (62.9) 5 (8.1) 14 (22.6)

Others 1 (11.1) 5 (55.6) 2 (22.2) 1 (11.1)

Residence (n=171, missing values=17)

New Zealand Citizens/ PR 7 (8.0) 62 (71.6) 4 (4.6) 14 (15.9) 0.403

Non-citizens/ non-PR 8 (9.6) 56 (67.5) 9 (10.8) 10 (12.1)

Nationality (n=80)^

Chinese 3 (7.1) 34 (81.0) 3 (7.1) 2 (4.7) 0.393

Indian 1 (11.1) 5 (55.6) 1 (11.1) 2 (22.2)

Others 5 (17.2) 16 (55.2) 3 (10.3) 5 (17.2)

Ethnicity (n=170, missing values=18)

Chinese 9 (9.6) 73 (77.7) 6 (6.4) 6 (6.4) 0.005 **

Indian 1 (2.4) 28 (66.7) 2 (4.8) 11 (26.2)

Others 5 (15.2) 16 (48.5) 5 (15.2) 7 (21.2)

Not specified 0 (0.0) 1 (100.0) 0 (0.0) 0 (0.0)

Year of Arrival in New Zealand (n=163, missing values=25)^^

After 2000 13 (9.2) 101 (71.6) 10 (7.1) 17 (12.1) 0.142

Before 2000 2 (9.1) 11 (50.0) 3 (13.6) 6 (27.3)

Religion (n=167, missing values=21)

No religion 8 (9.2) 66 (75.9) 5 (5.8) 8 (9.2) 0.097

Christian 4 (13.3) 15 (50.0) 4 (13.3) 7 (23.3)

Muslim 0 (0.0) 3 (37.5) 1 (12.5) 4 (50.0)

Buddhism 2 (10.5) 14 (73.7) 1 (5.3) 2 (10.5)

Hindu, Sikh, Indian 1 (4.4) 18 (78.3) 1 (4.4) 3 (13.0)

Any Children (n=169, missing values=19)

Yes 2 (3.2) 39 (62.9) 5 (8.1) 16 (25.8) 0.003 **

No 13 (12.2) 79 (73.8) 7 (6.5) 8 (7.5)

Employment/ Study Status (n=166, missing values=22)

Working 7 (10.8) 48 (73.9) 5 (7.7) 5 (7.7) 0.245

Studying 2 (3.9) 39 (76.5) 3 (5.9) 7 (13.7)

Both 2 (12.5) 13 (81.3) 0 (0.0) 1 (6.3)

Neither 4 (11.8) 19 (55.9) 2 (5.9) 9 (26.5)

Education Level (n=165, missing values=23)

Secondary or high school 2 (6.7) 20 (66.7) 0 (0.0) 8 (26.7) 0.077

Diploma or certificate 5 (11.1) 31 (68.9) 5 (11.1) 9 (8.9)

Polytech or University 8 (9.0) 65 (73.0) 7 (7.9) 9 (10.1)

Others 0 (0.0) 0 (0.0) 0 (0.0) 1 (100.0)

Notes: **p<0.01;  

^For women of nationalities other than New Zealander;  

^^For women who were not born in New Zealand 
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Table 4.38 shows how ECP use or non-use varied across subgroups of women.  Women aged 

between 15 and 19 years old were more likely to have used ECP in the past twelve months 

(45.0%), compared to women of other age groups.  Women aged 30 years and older were 

least likely to have used ECP in the past twelve months (12.1%) The differences were 

statistically significant (p<0.01).   

 

A higher proportion of divorced/separated women (55.6%) reported to have used ECPs in the 

past twelve months, compared with those who were engaged in other types of relationship.  

Married women were least likely to have used ECP in the past twelve months (11.9%).  The 

differences were statistically significant (p<0.05). 

 

Women from India were least likely to have used ECPs in the past twelve months (6.7%), 

compared to women of Chinese nationality (22.9%) and women of other nationalities 

(31.4%).  The differences were statistically significant (p<0.05). 

 

About one in four women with no children reported having used ECP in the past twelve 

months (28.4%) compared to only five women with children (7.5%) who reported having 

used ECP in the past twelve months. The difference was statistically significant (p<0.05). 

 

No statistical association was observed in the relationship between the use of ECPs in the past 

twelve months and other demographic variables (residence, nationality, year of arrival, 

religion, work/study status, and education level). 
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Table 4.38 Emergency Contraceptive Pills (ECPs) behaviour by selected demographic characteristics 
Women's Demographic Characteristics Yes No P-value

n (%) n (%)

Age (n=178, missing values=12)

15-19 9 (45.0) 11 (55.0) 0.007 **

20-29 20 (20.4) 78 (79.6)

30+ 7 (12.1) 51 (87.9)

Relationship status (n=177, missing value=11)

Single 8 (22.9) 27 (77.1) 0.017 *

Co-habiting 15 (22.7) 51  (77.3)

Married 8 (11.9) 59 (88.1)

Others 5 (55.6) 4 (44.4)

Residence (n=178, missing values=10)

New Zealand Citizens/ PR 17 (18.5) 75 (81.2) 0.549

Non-citizens/ non-PR 19 (22.1) 67 (77.9)

Nationality (n=82)^

Chinese 11 (25.6) 32 (74.4) 0.370

Indian 0 (0.0) 9 (100.0)

Others 8 (26.7) 22 (73.3)

Ethnicity (n=177, missing values=11)

Chinese 22 (22.9) 74 (77.1) 0.037 *

Indian 3 (6.7) 42 (93.3)

Others 11 (31.43) 24 (68.6)

Year of Arrival in New Zealand (n=170, missing values=18)^^

After 2000 32 (21.8) 115 (78.2) 0.145

Before 2000 2 (8.7) 21 (91.3)

Religion (n=174, missing values=14)

No religion 20 (22.7) 68 (77.3) 0.081

Christian 4 (12.9) 27 (87.1)

Muslim 1 (10.0) 9 (90.0)

Buddhism 8 (38.1) 13 (61.9)

Hindu, Sikh, Indian 2 (8.3) 22 (91.7)

Any Children (n=176, missing values=12)

Yes 5 (7.5) 62 (92.5) 0.001 **

No 31 (28.4) 78 (71.6)

Employment/ Study Status (n=172, missing values=16)

Working 16 (23.2) 53 (76.8) 0.202

Studying 12 (23.1) 40 (76.9)

Both 5 (31.3) 11 (68.8)

Neither 3 (8.6) 32 (91.4)

Education Level (n=171, missing values=17)

Secondary or high school 9 (28.1) 23 (71.9) 0.591

Diploma or certificate 8 (17.8) 37 (82.2)

Polytech or University 18 (19.6) 74 (80.4)

Others 0 (0.0) 2 (100.0) Notes: 

*p<0.05; **p<0.01; ***p<0.001;  

^For women of nationalities other than New Zealander;  

^^Before 2000 data include women born in New Zealand 
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C.  DISCUSSION OF KEY FINDINGS 

 

This section presents interpretation and discussion of key findings that relate to women’s 

characteristics, reasons for abortion, factors influencing attitude toward abortion, 

contraceptive use, and women’s sexual health general knowledge.  The element of 

acculturation will also be included in the discussion of findings.   

 

Section 4.9 Characteristics of Asian Women 

Obtaining Abortion 
 

 

Findings from the demographic data reveal that the typical Asian woman within the studied 

sample having an abortion is in her 20s, married or co-habiting with a partner, has had no 

children, has had no previous abortion, is highly educated, and does not belong to any 

religious background.  The average age of all participants was 27 years old.  More than half of 

the women (53.7%) were between 20 and 29 years old; nearly a third (31.4%) were 30 years 

and older; and there were 20 adolescent women accounting for 10.6% of the total number of 

women in this study.  There are a large number of women obtaining abortions who belong to 

the Chinese ethnic group, as well as a large number of non-citizens who were born in China 

or of Chinese nationality.  The majority of women who were not born in New Zealand have 

arrived in the country in the past 10 years with more women having arrived in the last 5 years.  

About half of the women presenting for abortion are students, the majority of whom are 

tertiary students.  

 

The results of this study are consistent to what have been found in several worldwide 

empirical studies on abortion, especially among Asian women in terms of women’s age, 

parity, and education.  For example, existing evidence from several settings in Asia suggests 

that the overwhelming majority of unmarried young women who experience pregnancy opt 

for abortion (Jejeebhoy & Bott, 2003).  This finding is consistent with what have been found 

globally.  In a study of a representative sample of more than 10,000 women obtaining 

abortions in the United States (Rachel K Jones, et al., 2002), almost one in every five women 

(19%) who had an abortion in 2000-2001 were adolescents, more than half (56%) were in 

their 20s.  Furthermore, in a worldwide review of characteristics of women who obtain 

induced abortion, Bankole et al. (Bankole, et al., 1999) presented a summary of demographic 

findings with regard to women’s age at abortion, marital status, parity, and education.  The 
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study suggests that better-educated women may be more successful than those less educated 

in preventing unplanned pregnancy, given their higher levels of knowledge and access to 

contraception.  But these better educated women are also the ones that may have stronger 

motivation to achieve smaller family size and to prevent unplanned births, given the greater 

opportunity costs for them, in terms of employment and income.  Younger, educated women 

may opt for an abortion in order to complete their education or gain work experience.  Older 

women, who are likely to be less educated, may obtain abortion because they already have the 

desired/ adequate number of children. 

 

Within the New Zealand context, characteristics of Asian women obtaining abortion in this 

study are comparable to a study conducted by Goodyear-Smith and Arroll (2003) which 

found that two-thirds of the participants were between 20 and 34 years old (mean age = 22) 

who were more likely to be single and more likely to have no children at the time of abortion.  

There were higher proportions of unmarried women and women who were studying at the 

time of abortion.  And the majority of Asian women were of Chinese sub-ethnic group, who 

were mostly young, non-resident, students or recent immigrants.   

 

In comparison to a limited number of studies on Asian women in other Western countries, the 

characteristics of Asian women in this study are somewhat different from characteristics of 

those living in other Western countries.  For example, results from a secondary analysis of the 

National Sexual Attitudes and Lifestyles Survey in the United Kingdom to investigate the 

difference(s) between women who have abortions and those who do not (Barrett, et al., 1998) 

showed that Asian women who had undergone abortion were older (mean age = 32), mainly 

non-Christian (mostly Hindu, Sikh and Muslim), married (80%), had lower number of 

lifetime sexual partners and were more likely to have children.  The vast majority of Asian 

women in the study had been born abroad, although half of these women had come to 

England before the age of 16 (Barrett, et al., 1998).   

 

Section 4.10 Reasons for Abortion  

 

Both quantitative and qualitative data show that Asian women’s decision to have an abortion 

was motivated by many factors that had overlapping influence.  Almost three quarters of the 

participants cited that they chose to have an abortion because having a baby now would 
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dramatically change their life; that is, having a baby now would interfere with education or 

work, or would interfere with the responsibility of caring for other dependents.  Nearly two-

thirds of the participants indicated that they could not afford to have a child now, because of 

several reasons such as their relationship status, unemployment, or lack of support from 

partner of family.  Single motherhood or relationship problems were also among reasons for 

abortion, as well as several other factors such as completed childbearing and pressure from 

parents.   

 

Write-in answers from 152 participants (80.9%) showed that reasons for abortion among 

Asian women in this study are interconnected and multi-faceted, reflecting the complexity of 

life situation, especially for those who are migrants in this country.  The following will 

provide summary and discussion of key findings surrounding Asian women’s reasons for 

abortion and how these findings are linked to theoretical and empirical studies that were 

discussed in the Literature Review Chapter. 

 

4.10.1 Dramatically Changed Life: 

Higher proportions of adolescent women aged 15-19 years old, of women who were co-

habiting with their partner, of women with no children, and of women who were students 

indicated that having a baby would dramatically change their life as a reason for having an 

abortion, mostly because having a baby would interfere with work or education.  It is worth 

noticing that, however, even among older women, married, and those who had children, at 

least two-thirds gave this reason.  Some of these demographic characteristics were likely to 

have an overlapping influence.  For example, young women were likely to have no children at 

time of abortion and were likely to be studying at time of abortion. There was no statistically 

significant difference found in the association between this reason and the women’s level of 

acculturation.   

 

In the multivariate analysis, women’s relationship status variable remained significant.  

Women who were single but living with their partner were much more likely than women in 

other types of relationship to have an abortion because having a baby now would dramatically 

change their life in terms of interference with education or work.  Women who came from 

India were less likely than Chinese women to cite this reason.   
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Furthermore, the analysis of write-in texts showed the women’s concerns related to 

interference with education, employment, and life style; that is, women who were single but 

co-habiting with their partner were more likely than women in other types of relationship to 

write in this reason.  There were no apparent differences in terms of write-in responses 

between non-residents and residents, between those who had arrived before year 2000 and 

after year 2000.  However, there were several women who were new migrants to New 

Zealand did specify that it would be hard to have a baby when they were still trying to settle 

down in the new environment. 

 

The quantitative results for this reason illustrate theoretical frameworks by Jessor and Jessor 

(1977), Plotnik (1992) and Maslow (1943) that were discussed in the Literature Review.  The 

most relevant components of these frameworks are the motivation-instigation structure, and 

the concept of self-esteem.  In the motivational-instigation structure, the values placed on 

goals and the expectations of attaining those goals have the motivational components that 

influence whether behaviour is goal-directed.  As such, it suggests that educational aspirations 

are related to behaviours linked to pregnancy and motherhood because such outcomes are 

likely to interfere with educational attainment.  Esteem needs refer to self-esteem through 

personal achievement as well as esteem for others.  How people regard themselves will 

determine what behaviour they are most likely to engage in.  For example, a young woman 

with low self-esteem is more likely to become pregnant, less likely to abort, and less likely to 

marry if she carries the pregnancy to term (Plotnik, 1992).   

 

Findings for this reason are consistent with to findings in empirical studies on unwanted 

pregnancy and abortion among young Asian women.  Studies have shown that fear of school 

or work disruption was one of the key reasons for abortion cited by Asian women, especially 

among young unmarried women (see for example, Bélanger & Hong, 1999; Gao, et al., 2001; 

Holzner & Oetomo, 2004; Low, 2009; Situmorang, 2003). 

 

4.10.2 Financial Difficulties: 

The reason associated with an inability to afford a child was cited by almost two-thirds of the 

participants in this study.  Higher proportions of women aged 15-29 years old, of women who 

were co-habiting with their partner, of women who were non-citizen or non-resident, of 

women who came from China, of women who arrived in New Zealand before 2000, of 

women with no children, of women who were studying, and of women who had diploma or 
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certificate level of education claimed that they could not afford to have a child now, compared 

with their respective counterparts.  Some of these demographic characteristics were likely to 

have overlapping influence.  For instance, young women were likely to be single or co-

habiting with their partner; young women were likely to have no children at time of abortion; 

and young women were likely to be studying at time of abortion. 

 

In the multivariate analysis, after adjusting for age, only work/study status, education level, 

residency and nationality variables remained significant.  Women who were studying, who 

had the diploma or certificate level of education, and who were non-resident or non-citizen 

had elevated odds of claiming they could not afford a baby now (odds ratio, 2.34 – 2.66).  On 

the other hand, women who were New Zealander citizens or permanent residents were less 

likely than their counterparts to have an abortion because they could not afford a baby (OR = 

0.22). 

 

The qualitative analysis showed that financial worries affected a range of different 

characteristics, but especially those who were non-residents, and who had arrived in New 

Zealand in year 2000 or after 2000.  Most women indicated that because of their current 

living situation, it was not possible to afford a child.  The issue of visa status as a reason for 

abortion was salient in women’s write-in texts.  Several women also stressed their concerns in 

terms of the inability to give the best for the child due to their financial position or due to that 

fact that they had already had other children to look after. 

 

Financial problems as a reason for abortion in this study echo findings reported in several 

studies on abortion among Asian women in Asian countries which were discussed in detail in 

the Literature Review Chapter.  For example, in the Philippines, where abortion is highly 

legally restricted, the most common reason is an inability to afford the economic cost of 

raising a child (72%).  On the other hand, results of this study differ from results found in 

studies on abortion among Asian migrants or descendents in other Western countries.  For 

example, in a study by Helström et al. (2003) on induced abortion among immigrants 

(including women from East Asia) in Sweden found that the most common answer by the 

immigrant group to the question “what is your reason for termination?” was partner-related 

problem (emotionally bad partner relationship/ relationship too short/ the father does not want 

the child), followed by the desire to stop childbearing.  Write-in texts by a number of 

participants in this study in terms of the inability to give the best for a child also reflect the 
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concept of motherhood in both theoretical and empirical perspectives that were discussed in 

the Literature Review.   

 

4.10.3 Single Motherhood: 

As expected, higher proportions of single women not living with a partner than of co-habiting 

or married women had an abortion because they did not want to be a single mother.  Higher 

proportions of women with no children and of women who were in the diploma or certificate 

level of education also cited this reason.  In the multivariate analysis, after adjusting for age, 

relationship status, number of children, and education level variables remained significant.  

Also as expected, married women and those who had at least one child had reduced odds of 

citing this reason.  Those who were single but co-habiting with their partner were also less 

likely than single women to cite this reason.  There was no statistically significant difference 

found in the association between this reason and the women’s level of acculturation. 

 

Worries about single motherhood in the write-in texts were mostly related to the women’s 

relationship problems.  More single women, not living with partner, reported this reason 

indicating that they did not want to raise the child by themselves and/ or without the child’s 

father. 

 

The independent effect of relationship status, null parity, and education level variables in this 

study confirmed what was found in one of the three theoretical components of the problem – 

behaviour theory introduced by Jessor and Jessor (1977) – the personal belief structure.  As 

discussed previously in the Literature Review Chapter, the personal belief structure suggests 

that beliefs about self, society, and self in relation to society affect the willingness to engage 

in nonconformity such as premarital childbearing or single motherhood. 

 

4.10.4 Relationship Problems: 

Higher proportions of women who were divorced or separated, and of those who had no 

children indicated that they had an abortion because of relationship problems.  Multivariate 

analysis found that co-habiting and married women had elevated odds of citing this reason.  

Separated or divorced women had elevated odds of giving this reason; however, the 

difference was not statistically significant.  Univariate analysis found that women who had no 

children had elevated odds of citing this reason, compared to those who had at least one child.  

After adjusting for age, however, this was not statistically significant.  There was no 
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statistically significant difference found in the association between this reason and the 

women’s level of acculturation. 

 

The qualitative analysis showed that several women across different age groups, of different 

relationship statuses cited relationship problems as a reason for abortion.  Relationship 

problems included unstable relationship; too soon to have a child with new partner; 

differences in culture and religion; length of relationship; partner’s decision to leave when he 

found out about the pregnancy; partner’s abusiveness; and women’s unfavourable feeling 

towards their partner. 

 

4.10.5 Not Mature Enough to Raise A(nother) Child: 

Higher proportions of adolescent women aged 15-19 years old, of single women not living 

with partner, of women who had no children, of women who were studying, of those who had 

secondary or high school education level, and who were non-resident/ non-citizen claimed 

that they had an abortion because they were not mature enough to raise a child or another 

child.  The univariate analysis found that women aged 20 years and older, married women, 

women who had tertiary education level, and women of New Zealander nationality had 

reduced odds of reporting this reason, in comparison with their counterparts (odds ratios, 0.00 

– 0.34).  On the other hand, women with no children, women who were studying and those 

who were non-resident/ non-citizen had elevated odds of citing this reason in univariate 

analysis (odds ratio, 2.44 - 8.64).  In the multivariate analysis, however, these demographic 

variables were not significant after adjusting for age.  Young age, therefore, was the only 

independent predictor of reporting being not mature enough to raise a child. 

 

The qualitative analysis showed that this reason was related to women’s unreadiness to 

become a mother or to be responsible for raising a child.  Unplanned pregnancy or 

unreadiness for a child is majorly related to the women’s age, marital status, or unsuitable 

timing.  At least one third of the participants, mostly unmarried, claimed that they were not 

ready for a child, or that the pregnancy was unplanned/ unexpected/ unintended, or that the 

timing was not right, or that they were not mature enough to raise a child. 

 

4.10.6 Don’t Want Parents or Other People to Know I Got Pregnant: 

Higher proportions of adolescent women aged 15-19 years old, of single women, of women 

who had no children, of women who were studying, and of non-residents indicated that they 
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had abortion because they did not want their parents or other know they became pregnant.  

The only qualitative illustration for this reason was a write-in text by a 22 year-old single 

woman who claimed that the main reason for abortion was because of “embarrassment in the 

future to my family, the baby and myself.” 

 

4.10.7 Already Had Enough Children: 

Higher proportions of women aged 30 years and older, of married women, of women and 

those who had at least one child indicated that they chose to have an abortion because they 

had already had enough children (I already have as many children as I want).  The topic of 

complete childbearing was discussed extensively in the Literature Review Chapter.  It was 

found in the literature that complete childbearing due to restrictive laws and regulations or 

due to gender preferences was salient in certain Asian countries.  Although no significant 

results were shown in multivariate analysis of quantitative data, the analysis of write-in texts 

shows that those who cite this reason were mostly married with children.  These women 

decided to have an abortion because they had already had another child/ children, that their 

family is complete, and that they had other dependents (children or parents) to look after.  

Several women also specified that they had already had children of both genders which made 

their family complete.  

 

4.10.8 Don’t Want to Return Home Pregnant/ Don’t Want Parents or Other People 

Know I Had Sex: 

Women aged 30 years and older and married women had reduced odds of having an abortion 

because they did not want to return home pregnant (odds ratios, 0.04 – 0.23).  Although there 

was no specific write-in text to illustrate this point, the quote by a 22 year-old single, non-

resident woman - “embarrassment in the future to my family, the baby and myself” - 

somewhat captured the feeling of shamefulness that came with the unplanned pregnancy. 

 

4.10.9 Pressure from Parents/ Health Issues 

From the write-in texts, two additional themes emerged; that is parents’ influences and health 

issues as reasons for abortion.  A small number of women indicated that their parents had 

influences over their decision to have an abortion.  The common reason related parents’ 

influences was their disapproval of the women’s relationship with their partner, disapproval 

of the pregnancy, or disapproval of sex before marriage.  A number of women expressed that 

they wanted to have an abortion because of some health related concerns.  These concerns 
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included worries about certain medical treatment used during pregnancy that might affect the 

baby, the use of alcohol combined with medicines, poor physical health, and aging problems. 

 

Section 4.11 Factors Influencing Decision-Making 

Process 
 

 

About three-quarter of the Asian women specified that their husband or partner helped them 

decide whether to get an abortion.  The second most common factor that influenced Asian 

women’s decision process was their friend.  One in five women indicated that no one helped 

them with the decision, and that the women themselves made the choice to opt for an 

abortion. 

 

Higher proportions of adolescents, of single women living with their partner, of women who 

were not studying nor working at the time of abortion, and of those who had secondary or 

high school level of education identified their husband, partner, or friends as influential 

persons in the decision making process, while a higher proportion of older women aged 30 

years and above depended on their own decision to have an abortion. 

 

A higher proportion of those who were studying at the time of abortion sought help from their 

friends to decide whether to have an abortion.  Women who were both working and studying 

were more likely to seek help from doctors to decide whether to get an abortion. 

 

Higher proportion of women who were non-citizens, non-residents, and of women belonging 

to the Chinese ethnic subgroup sought help from their doctors.  More Chinese women 

consulted their friends on whether to have an abortion.  More Indian women consulted with 

their husband or partner on whether to get an abortion.   

 

Section 4.12 Attitude towards Abortion   

 

The results show that only about one third of the participants thought that a woman should be 

able to obtain an abortion if she wants it for any reasons.  However, there were a larger 

proportion of participants who cited specific reasons that should be justifiable for a woman to 

have an abortion.  There were large proportions of women who thought that if there were 
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health-related concerns and danger to the mother, the fetus, or the pregnancy in general, then 

a woman should be able to obtain an abortion.   

 

Section 4.13 Contraceptive Use  

 

When asked if any methods were used around the time the women became pregnant, less than 

a quarter of the women claimed that they had used a birth control method all the time, while 

the majority indicated that they had never or only sometimes used a birth control method.  A 

higher proportion of women who had arrived in New Zealand before 2000 had never or only 

sometimes used a birth control method around the time they became pregnant.  Reasons for 

inconsistent method use ranged from the fear of side effects to a belief that contraceptives are 

hard to use.  In fact, the fear of side effects was the most common reason for “non-use” or 

“only sometimes use” and was cited by more than a third of those who had not used or had 

only sometimes used the contraceptive method around the time of conception.  A large 

proportion of those who claimed side effects prevented them from using contraceptive 

methods indicated that the fear of gaining weight when taking birth control pills was the main 

concern.  A substantial proportion of women thought that using birth control methods for a 

long period of time would make it difficult to conceive.   

 

For those who claimed to have used a birth control method around the time of conception, 

almost two thirds of the women attributed their pregnancy to the failure of condoms (that is, 

condoms were used but this method failed to prevent pregnancy).  About a quarter of the 

women cited having sex during the safe period as a method that failed, and one in five women 

used the withdrawal method which failed.  A substantial minority group of women used the 

emergency contraceptive pills (ECPs) as a method of protection. 

 

Section 4.14 Sexual Health General Knowledge  

 
The majority of women cited condoms as a birth control method they had ever used, followed 

by withdrawal method.  About one in four women claimed to have used natural methods and 

birth control pills. 

 

More than one third of the women reported that they first learned about contraceptives 

through medical doctors and/or other health care providers or through media such as T.V., 
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radio or newspaper.  A consideration number of women learned about contraceptives through 

their friends or their boyfriends/partners.   

 

More than half of the women had heard of emergency contraceptive pills (ECPs) and nearly 

two thirds correctly thought that ECPs are used to prevent pregnancy.  There was at least one 

in five women who either had heard of the pills but did not know what they were used for, or 

had never heard of the pills.  About one in five women had used ECPs in the past twelve 

months, while a large remainder of women had not used ECPs in the past twelve months. 

 

Higher proportions of younger women indicated that they had ever used condoms.  Higher 

proportions of women in their 20s and of those belonging to Chinese ethnic subgroup 

indicated natural method as a birth control method they had ever used. 

 

Higher proportions of women with no children chose withdrawal or pulling-out as a birth 

control method they had ever used.  Higher proportion of women with children had ever used 

the injection as a birth control method.  Higher proportions of women aged 30 years and 

older, of married women and of women with children had ever used IUD as a birth control 

method.  Higher proportions of citizens or permanent residents of New Zealand had ever used 

IUD as a birth control method. 

 

With regard to source of information for birth control methods, higher proportions of married 

women and of women with children had learned about contraceptives from their family.  

Higher proportions of women with no children, and women who were both studying and 

working at the time of abortion had learned about contraceptives from their husband or 

partner. 

 

Higher proportions of married women, of New Zealand citizens/residents, of Indian 

nationality and Indian ethnic group, of Hindu or Sikh or “Indian” religion, and of women who 

were both studying and working had learned about contraceptives from doctors. 

 

Higher proportions of non-residents/non-citizens, of women of Chinese nationality, of women 

who had arrived in New Zealand after 2000, and of those who were working at the time of 

abortion indicated that they had learned about contraceptives from the media. 
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D. IMPLICATIONS AND CONCLUSION 

 
This section looks at strengths and limitations of this study, as well as implications and 

recommendations for future research surrounding the topic of sexual and reproductive health 

among Asian women.   

 

Section 4.15 Strengths and Limitations  

 

This study used a cross sectional survey design which contains both structured questions and 

options for write-in texts.  Cross sectional survey design is generally a popular and 

appropriate approach to collect data for descriptive and inferential study on the sexual and 

reproductive health topic.  The self-administered questionnaire used in this study was based 

on a tested and validated set of questions by the Allan Guttmacher Institute, and was piloted 

prior to the official project implementation.  The questionnaire was printed in English and 

seven different Asian languages in order to capture as many Asian participants as possible, 

including those who may not be fluent in reading and comprehending English.  Lay-person 

terms, where appropriate, were used in the questionnaire to make it easier for participants to 

understand.  Participants had an option of posting their questionnaire to the PI should they did 

not want to drop it in the survey collection box placed at the participating clinics.  

 

The questionnaire was designed to include a broad spectrum of topics including those topics 

that had not been researched among the Asian population in New Zealand.  Most of the 

results discussed in the study were highly statistically significant with p-value less than 0.01 

(Fisher’s Exact was used where sample size was very small).  But with multiple comparisons 

it is possible that some significant findings arose by chance.  It is also worth emphasising that 

because the sample size was small, it was harder to find significant relationships between 

different variables.  Furthermore, there was quite a considerable amount of missing data 

which made the sample size even smaller for some question items. 

 

Confounding was controlled in the study design by restriction, that is, by defining eligible 

participants to exclude those who were seeking abortion due to an abnormality of the fetus 

and those who were not of Asian ethnicity.  Confounding was also controlled during the data 

analysis stage by adjusting for age.   
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Even though the sample was well defined prior to the implementation of the study, selection 

bias might have occurred due to the fact that questionnaire was handed out to potential 

participants by staff at the clinics.  The response rate was well below 50% and the non-

respondents might have been very different from the respondents.  It is noted that the power 

calculation was based on the response rate of 67%; however, since the response rate was 

around 33%, it was difficult to detect associations. 

 

The questionnaire, according to feedback received from the clinics’ staff, was rather long; as 

such it might have been possible that the participants focused their effort in answering 

correctly the initial parts of the questionnaire, and neglected (or partially completed) those 

parts towards the end of the questionnaire.  In fact, there were six questionnaires that had the 

last section uncompleted.  Short project timeframe and the lack of participation from one 

clinic also contributed to the limitations of this study. 

 
Because of low response rate and the small sample size, the results of this study might not be 

generalisable to the Asian female population across different age groups in New Zealand.  

But, as previously discussed in Section 4.1.2i, the distribution of the sample in this study is 

similar to the distribution of Asian women having abortion in New Zealand in the same year 

the sample of this study were recruited, in terms of age and ethnic sub-groups.  Furthermore, 

findings from the literature review show that the characteristics of sample resemble those of 

Asian women in the wider population (in New Zealand) in terms of relationship status, 

residency, and study status. 

 

Section 4.16 Implications, Conclusions, and 

Recommendations for Future Research 
 

 

Results from the analysis of quantitative data and write-in texts provide insights into the topic 

of unwanted pregnancy and abortion among Asian women in New Zealand at multi levels; 

from the individual’s cognitive, psychological and socio-economic aspects to the environment 

impacts, that all contributed to the women’s decision-making process and behaviour towards 

the termination of pregnancy.  More specifically, apart from the women’s psychological 

perspectives as why an abortion is needed, the attitudes towards abortion and unwanted 

pregnancy, and the living condition and/or situation that influenced their decision-making 
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process, the study also provides better understanding of Asian women’s sexual health 

knowledge, attitude and behaviour, that includes the knowledge and use of contraceptive. 

 

Asian women’s decision to abort a child is motivated by multi-dimensional reasons that 

include financial and emotional responsibilities.  Interference with education or work, 

financial difficulties, relationship problems, unemployment, or lack of family support were 

among the reasons cited by the participants.  The issue of an inability to afford a child was 

cited by almost two-thirds of the participants in this study, mostly among young, unmarried 

women who are not citizens or permanent residents of New Zealand and who were studying 

at the time of abortion, implies that restrictions to free natal and maternity care posed by the 

immigration rules and regulations could increase in abortions among this subgroup of women. 

 

The topic of having a baby would dramatically change one’s life was expressed differently by 

different groups of women.  Younger women who had no children and were studying at the 

time of abortion stated that having baby would interfere with work or education, or that they 

were not ready for motherhood; while older women who were married and/or had children at 

the time of abortion explained that they had responsibilities to their current children or other 

dependents such as their parents.  The topic of complete child bearing was also brought up in 

the write-in texts by older, married women, especially among those who specified both the 

genders of their existing children.   

 

It was surprising to see that not all participants thought that a woman should be able to obtain 

an abortion if she wants it for any reasons.  Only a third of the participants cited this answer.  

The majority of women strongly supported the idea of abortion if there is a strong chance of 

serious defects in the baby, and almost two-thirds thought that a woman should be able to 

abort a child if her own health is seriously endangered by the pregnancy or if the woman 

became pregnant as a result of rape.  About half of the participants thought that a woman 

should be able to opt for an abortion if the family has a very low income and cannot afford 

any more children.  This suggests that the majority of Asian women take cautious steps in 

their conscious examination when it comes to unplanned pregnancy and that they did not take 

the decision lightly.  In fact, the decision to abort a child mostly occurs when the 

circumstances are beyond the women’s control such as the endangered health of mother and 

fetus, or the pregnancy is a result of rape, or the future of the baby is not secured due to 

financial difficulties and hardship.  Furthermore, the study also shows that the majority of 
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women consulted with another person(s), mostly their partner or husband, about the decision 

to have an abortion, which once again, implies the women’s difficult process of deciding 

whether to have an abortion.  Those who were more likely to make the decision on their own 

were older women, who might have taken their current family situation into consideration 

before opting for an abortion. 

 

Findings from the study while focusing on understanding reasons for abortion among Asian 

women in New Zealand have also shed some light into the contraceptive knowledge and 

behaviour among those who presented for abortion, which provides important implications for 

the work of family planning among Asian women in New Zealand.  While there were a high 

proportion of Asian women in New Zealand who were aware of different methods of 

contraception, especially knowledge about condoms, there still exists a considerable 

proportion of Asian women who had never used any forms of contraceptives in the past 

twelve months.  Inconsistent use of birth control methods was attributed to different reasons 

including the fear of side effects and insufficient understanding of the purpose of a 

contraceptive method.  This implies a need for a more appropriate family planning awareness 

and education programs targeting Asian women to provide better understanding about the use 

of birth control methods, its advantages and side effects if any, so that women can make a 

cognitive decision to choose an appropriate and suitable method of contraception. 

 

The study also reveals that for those who claimed to have used a birth control method around 

the time conception, almost two-thirds of the women attributed their pregnancy to the failure 

of condoms.  This finding highlights the importance of providing not only women, but also 

their male partners with information about the correct use of condoms, as well as providing 

information about other available types of back-up birth control methods that can contribute 

to successful prevention of unwanted pregnancy.   

 

Studies have shown that emergency contraceptive pills are among effective backup methods 

of contraception.  Yet, at least one third of the women in this study had never heard of 

emergency contraceptive pills (ECPs), and almost three quarters of them had not used ECPs 

in the past twelve months.  ECP awareness was more likely to be better among younger 

women with no children than among older, married women with children.  The study finding 

also shows that Indian women were less likely than women of any other ethnic groups to have 

a good knowledge about the ECPs or to have used ECPs in the past twelve months.  Indian 
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women were also found to be more likely than women of any other ethnic groups to attribute 

their inconsistent use of birth control methods or non-use to not knowing how to use the 

methods.  The results of this study imply that there is a need for better information and 

education programs related to contraceptive awareness among Asian women in general; 

especially the need to for ECP awareness and access among Asian married women.  It is 

important that women, especially those who are inconsistent contraceptive users, understand 

the correct use of ECPs as an effective backup method.  The findings also imply that a family 

planning and birth control method education programs to be in place targeting Indian women 

to equip them with better understanding of the range of various birth control methods and 

how to use them correctly. 
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CHAPTER 5: CONCLUSION 

 
This study presents findings that address the the current situation and underlying factors 

related to abortion among Asian women in New Zealand.  Routine data analyses have 

suggested several implications with regards to high number of abortions per known 

pregnancies among Asian women, compared to other ethnic groups.  Abortion numbers are 

particularly high among women aged 20-29 years old. Asian women who obtained abortions 

were generally recent immigrants who had arrived in New Zealand within the last five years.  

Routine abortion data for a short period between 1998 and 2003 suggest that Asian married 

women were more likely than women in other types of relationships to seek abortion.  Results 

from the abortion clinic survey show that more than two thirds of the study participants were 

co-habiting with a partner or married. 

 

About half of the Asian women presented for abortions did use some forms of contraceptives 

at conception, but contraceptives failed resulting in unexpected pregnancy.  Oral 

contraceptive use, one of the more effective methods, was lower among Asian women, 

particularly Chinese, suggesting that either Asian women had an incredibly good oral 

contraceptive use, or in contrary, they were less likely to use oral contraceptives.  Findings 

from the abortion clinic survey support the latter hypothesis, that is, there is a lack of efficient 

use of oral contraceptives among Asian women due to several reasons, but mainly women’s 

fear of the side effects of the pills, in particular weight gain. 

 

Findings from the literature review suggest that the primary reasons for seeking an abortion 

for Asian women living in developing countries are the desire to postpone or stop 

childbearing, and an inability to afford the economic cost of raising a child.  Asian women 

living in western countries also cited the desire to limit or to maintain family size as a leading 

reason for abortion in addition to relationship problems, and interruption to career or 

education.  Whatever the reason is, a substantial body of literature suggests that the decision 

to opt for an abortion is not an easy one; and many Asian women struggle and wrestle with 

the morality of the abortion issue.  Results from the abortion clinic survey suggest that Asian 

women depend heavily on the help from another person(s), usually their husband or partner in 

the abortion decision-making process.  They also take cautious steps in their conscious 

examination when it comes to unplanned pregnancy and they do not take the decision lightly.  

During the course of this study, an observed pre-assessment consultation session between a 
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clinic consultant (doctor) and several women presented at an abortion clinic revealed that 

while women of European ethnicity (i.e. New Zealander) were engaging in the discussion of 

the disposal of aborted fetus, Asian women oftentimes brushed the topic off as a form of 

denial. 

 

Empirical studies have also shown that Asian women seeking abortion appear to have unmet 

needs for SRH information and services; and the level of SRH knowledge, attitudes and 

behaviours among Asian women living in Western countries vary by their level of 

acculturation.  These findings are echoed by the abortion clinic study results which highlight 

irregular use of contraceptives including ECPs. 

 

Findings from the epidemiological study as well as from the review of literature have created 

substantial rationale for further studies on reasons for abortion among Asian women, their 

contraceptive behaviour that might have influenced over unwanted pregnancies, their general 

knowledge about sexual health, especially about contraception, and the level of acculturation 

that might have an impact on unwanted pregnancies and contraceptive behaviour. 

Results from the analysis of abortion clinic surveys provide insights into the topic of 

unwanted pregnancy and abortion among Asian women in New Zealand at multi levels, from 

the individual’s cognitive, psychological and socio-economic aspects to the environment 

impacts, that all contributed to the women’s decision-making process and behaviour towards 

the termination of pregnancy.  More specifically, apart from the women’s psychological 

perspectives as why an abortion is needed, the attitudes towards abortion and unwanted 

pregnancy, and the living condition and/or situation that influenced their decision-making 

process, the study also provides better understanding of Asian women’s sexual health 

knowledge, attitude and behaviour, that includes the knowledge and use of contraceptive.  

The study results not only address the research questions, but also support a number of 

hypotheses generated from the routine data analyses and the review of literature in terms of, 

for example, contraceptive use at conception, decision-making process, and SRH knowledge 

and behaviour. 

 

It is hope that this study would positively contribute to the body of research knowledge in 

terms of the topic of unwanted/unplanned pregnancy and abortion among Asian women in 

New Zealand.  It is also hoped that the results of this study would provide a useful platform 

for designing and constructing effective sexual and reproductive health education and 
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intervention programmes that specially target Asian migrant women and their partners, 

improving their knowledge, attitude and behaviour toward safe sex, prevention of unwanted 

pregnancy and/or abortion through effective use of contraceptive methods.   
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ABORTION AMONG ASIAN WOMEN IN NEW ZEALAND: WHAT DO WE KNOW? 

Information Sheet for Survey Participants 
 

Please read this information sheet before deciding whether to participate.  If you decide to participate we 
thank you.  If you decide not to take part there will be no disadvantage to you of any kind and we thank you for 
considering our request. 

 
What is the purpose of the project? 
The purpose of the project is to investigate why Asian women in New Zealand have abortions.  

 
What type of participants are being sought? 
We welcome your participation if you:  

1) are Asian. That is you are (or your family were) from any of the following regions: South Asia (e.g. 
Bangladesh, India, Nepal, Pakistan), East Asia (e.g. China, Hong Kong, Japan, Korea, Mongolia, Taiwan), 
or South East Asia (e.g. Brunei, Cambodia, Indonesia, Laos, Malaysia, Philippines, Singapore, Thailand, 
Vietnam), and 

2) are seeking an abortion not because of an abnormality of the fetus, and  
3) are seeking an abortion in the months of July, August and September 2009 at the Auckland Medical Aid 

Centre (AMAC), and 
4) can read and write one of the following languages: English, Chinese (simplified or traditional), Korean, 

Japanese, Hindi, Thai, or Vietnamese.   
 
What will participants be asked to do? 
Should you agree to take part in this study, you will be asked to fill out a pen-and-paper questionnaire.  The 
questionnaire includes questions about your main reason or reasons for seeking an abortion; what else you 
considered and who helped make this decision; and your experience with contraception.  We will also ask a 
few questions about yourself but nothing that could identify you.  It takes up to 30 minutes to complete. 
 
Can participants change their mind and withdraw from the project? 
Your participation is entirely voluntary.  You may withdraw from the project at any time without disadvantage 
to yourself of any kind. 
 
What data or information will be collected and what use will be made of it? 
The questionnaire will be completely anonymous.  We will not ask you to put your name or hospital number on 
it, so it will not be possible to link the answers back to you.  Results of the study may be published in summary 
form and will not be linked to any specific participant.  You are welcome to have a copy of the results of the 
project should you request it.  In this case, you will have to provide us with contact details which will not be 
linked to your questionnaire.  Results should be available in 12 months’ time.   
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The data will be securely stored in the Department of Preventive and Social Medicine.  As required by the 
University’s research policy, data on which the results of the project depend will be retained in secure storage 
until 5 years after the submission of the last publication arising from the study, after which it will be destroyed. 
 
What if participants have any questions? 
 
If you have any questions about the project, either now or in the future, please feel free to contact: 

 

Ms. Lien Trinh, DPH, MA, MBA. 
Department of Preventive and Social Medicine 
University of Otago 
PO Box 913. Dunedin 9054 
Tel: 03 479 5774 - Fax: 03 479 7298 
trili016@student.otago.ac.nz 

Dr. Nigel Dickson, FAFPHM. 
Department of Preventive and Social Medicine 
University of Otago 
PO Box 913. Dunedin 9054 
Tel: 03 479 7211 - Fax: 03 479 7298 
nigel.dickson@otago.ac.nz 

 
If you have any questions or concerns about your rights as a participant in this study, you may wish to contact 
an independent health and disability advocate.  This is a free service provided under the Health and Disability 
Commissioner Act. 
 
Telephone: (NZ wide) 0800 555 050 
Free Fax: (NZ wide) 0800 2787 7678 (0800 2 SUPPORT) 
Email: (NZ wide) advocacy@hdc.org.nz 

 
 

THIS STUDY HAS RECEIVED ETHICAL APPROVAL FROM THE MULTI-REGION ETHICS COMMITTEE WHICH 
REVIEWS NATIONAL AND MULTI REGIONAL STUDIES 
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我们知道多少在新西兰亚洲妇女的堕胎情况? 

该信息提供给参与调查人士 
 

在决定是否参与前, 请先阅读该信息.  如果你决定参与, 我们感谢你.  如果你决定不参与, 

将不会对你有任何形式的不利之处, 我们也感谢你考虑了我们的请求. 
 

该项目的目的? 

该项目的目的是调查在新西兰的妇女为什么选择堕胎. 

 

我们寻求什么样的参与者? 

 

我们希望你能参与 如果你: 

1) 是亚洲人, 也就是你是(或你家庭曾)来自于任何下面提到的地区: 南亚 (例如: 孟加拉国, 印度, 

尼泊尔, 巴基斯坦), 中东 (例如: 中国,香港,日本,韩国,蒙古,台湾),或东南亚 (例如: 文莱,柬普寨, 

印度尼西亚, 老挝, 马来西亚, 菲律宾, 新加坡, 泰国, 越南), 和 

2) 不是因为胚胎异常而寻求堕胎, 和 

3) 将在2009年7月, 8月, 9月在新西兰医疗援助中心(AMAC)堕胎, 和 

4) 可以读写以下几种语言的一种: 英语, 中文 (简体字和繁体字), 韩文, 日文, 印度语, 泰文, 或越南文. 
 

参与者将被问到哪些问题? 
 

如果你同意参与该研究, 你将被要求填写一份问卷.  该问卷将包括你寻求堕胎的主要原因和几种原因, 

你有没有考虑过其它选择和谁帮助过你做了这个决定, 和你避孕的经验.  

我们还会问一些关于你的个人问题但没有一项会辨别出你的身份.  这需要长达30分钟时间完成. 
 

参与者能改变主意撤出该项目吗? 
 

你的参与完全是自愿的.  你可以随时撤出该项目这并不会给你带来任何形式的不利. 
 

我们将收集什么样的信息而且它们都将被用作什么用途? 
 

该问卷将以匿名方式完成, 我们不会要求你提供姓名和你的医院号码, 

所以你的回答将不可能与你本人联系起来.  

该课题的结果将以总结表格的方式发表并不会与任何具体的参与者联系起来.  如你要求的话, 

我们很欢迎你取到一份该项目结果的副本.  如你需要副本的话, 

你将需要提供给我们你的详细联系方式而该联系方式将不会和你的问卷有联系.  结果将在12月后出来. 
 

这些提供的信息数据将被安全地保存在预防和社会医学部.  根据奥塔哥大学的研究政策,  

产生课题结果的数据将被安全地保存5年, 该日期从最后一份研究报告出版后起算. 然后被销毁. 
 

Chinese Simplified 
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如果参与者有任何问题怎么办? 
 

如果你有任何关于该课题的问题, 不管是现在或将来, 你都可以随时联系: 
 

 

Lien Trinh女士, DPH, MA, MBA. 

预防和社会医学部 

奥塔哥大学 

邮箱: PO Box 913. Dunedin 9054 

电话: 03 479 5774 – 传真: 03 479 7298 

电子邮件: trili016@student.otago.ac.nz 

Nigel Dickson, FAFPHM 博士 

预防和社会医学部 

奥塔哥大学 

邮箱: PO Box 913. Dunedin 9054 

电话: 03 479 7211 – 传真: 03 479 7298 

电子邮件: nigel.dickson@otago.ac.nz 

 

如果你对作为该课题参与人的权利有任何问题和疑问, 你可能想与一位独立的健康和残障保护组织联系.  

这是根据健康和残障专员法而提供的免费服务. 
 

电话: (新西兰地区) 0800 555 050 

免费传真: (新西兰地区) 0800 2787 7678 (0800 2 SUPPORT) 

电子邮件: (新西兰地区) advocacy@hdc.org.nz 
 
 

这个课题已得到多地区道德委员会的道德批准, 该委员会审核国家和多地区的课题研究 
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我們知道多少在新西蘭亞洲婦女的墮胎情況? 

該信息提供給參與調查人士 

 

在決定是否參與前, 請先閱讀該信息.  如果妳決定參與, 我們感謝妳.  如果妳決定不參與, 

將不會對妳有任何形式的不利之處, 我們也感謝妳考慮了我們的請求. 

 

該項目的目的? 

該項目的目的是調查在新西蘭的婦女爲什麽選擇墮胎. 

 

我們尋求什麽樣的參與者? 

 

我們希望妳能參與 如果妳: 

1) 是亞洲人, 也就是妳是(或妳家庭曾)來自于任何下面提到的地區: 南亞 (例如: 孟加拉國, 印度, 

尼泊爾, 巴基斯坦), 中東 (例如: 中國,香港,日本,韓國,蒙古,台灣),或東南亞 (例如: 文萊,柬普寨, 

印度尼西亞, 老撾, 馬來西亞, 菲律賓, 新加坡, 泰國, 越南), 和 

2) 不是因爲胚胎異常而尋求墮胎, 和 

3) 將在2009年7月, 8月, 9月在新西蘭醫療援助中心(AMAC)墮胎, 和 

4) 可以讀寫以下幾種語言的壹種: 英語, 中文 (簡體字和繁體字), 韓文, 日文, 印度語, 泰文, 或越南文. 

 

參與者將被問到哪些問題? 

 

如果妳同意參與該研究, 妳將被要求填寫壹份問卷.  該問卷將包括妳尋求墮胎的主要原因和幾種原因, 

妳有沒有考慮過其它選擇和誰幫助過妳做了這個決定, 和妳避孕的經驗.  

我們還會問壹些關于妳的個人問題但沒有壹項會辨別出妳的身份.  這需要長達30分鍾時間完成. 

 

參與者能改變主意撤出該項目嗎? 

 

妳的參與完全是自願的.  妳可以隨時撤出該項目這並不會給妳帶來任何形式的不利. 

 

我們將收集什麽樣的信息而且它們都將被用作什麽用途? 

 

該問卷將以匿名方式完成, 我們不會要求妳提供姓名和妳的醫院號碼, 

所以妳的回答將不可能與妳本人聯系起來.  

該課題的結果將以總結表格的方式發表並不會與任何具體的參與者聯系起來.  如妳要求的話, 

我們很歡迎妳取到壹份該項目結果的副本.  如妳需要副本的話, 

妳將需要提供給我們妳的詳細聯系方式而該聯系方式將不會和妳的問卷有聯系.  結果將在12月後出來. 

這些提供的信息數據將被安全地保存在預防和社會醫學部.  根據奧塔哥大學的研究政策,  

産生課題結果的數據將被安全地保存5年, 該日期從最後壹份研究報告出版後起算. 然後被銷毀. 

 

如果參與者有任何問題怎麽辦? 

Chinese Traditional 
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如果妳有任何關于該課題的問題, 不管是現在或將來, 妳都可以隨時聯系: 

 
 

Lien Trinh女士, DPH, MA, MBA. 

預防和社會醫學部 

奧塔哥大學 

郵箱: PO Box 913. Dunedin 9054 

電話: 03 479 5774 –傳真: 03 479 7298 

電子郵件: trili016@student.otago.ac.nz 

Nigel Dickson, FAFPHM 博士 

預防和社會醫學部 

奧塔哥大學 

郵箱: PO Box 913. Dunedin 9054 

電話: 03 479 7211 –傳真: 03 479 7298 

電子郵件: nigel.dickson@otago.ac.nz 

 

如果妳對作爲該課題參與人的權利有任何問題和疑問, 妳可能想與壹位獨立的健康和殘障保護組織聯系.  

這是根據健康和殘障專員法而提供的免費服務. 
 

電話: (新西蘭地區) 0800 555 050 

免費傳真: (新西蘭地區) 0800 2787 7678 (0800 2 SUPPORT) 

電子郵件: (新西蘭地區) advocacy@hdc.org.nz 
 
 

這個課題已得到多地區道德委員會的道德批准, 該委員會審核國家 
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एशियाई महिलाओं न्यजूीलैंड: में गर्भपात में क्या िम जानते िैं? 

सूचना शीट सरे्वक्षण में भाग लेने के ललए 

 

कृपया है कक भाग लेने के ललए ननणणय लेने से पहले इस जानकारी को पत्र पढा. यदि आप हम धन्यर्वाि भाग लेने के 
ललए तय. अगर तुम र्वहााँ ककसी भी तरह की आप को कोई नकुसान हो जाएगा भाग लेने के ललए नहीीं तय है और 
हम हमारे अनुरोध पर वर्वचार करने के ललए धन्यर्वाि. 
 

क्या इस परियोजना का उद्देश्य िै?  

इस पररयोजना का उद्देश्य क्यों न्यजूीलैंड में एलशयाई मदहलाओीं को गभणपात हो जाींच करने के ललए है. 
 

प्रततर्ागगयों को ककस तिि की मांग की जा ििी िैं?  

हम आपकी भागीिारी का स्र्वागत करते हैं आप यदि:  
1)  एलशयाई हैं , पूर्वण एलशया , चीन, हाींगकाींग, जापान, कोररया, मींगोललया, ताइर्वान जसेै या िक्षक्षण बींगलािेश, भारत, नेपाल, 

पाककस्तान जैसे कक आप (या अपने पररर्वार के थे) ककसी भी ननम्न क्षेत्रों में से हैं: िक्षक्षण एलशया परू्वण एलशया (ब्रुनेई, 

कीं बोडडया, इींडोनेलशया, लाओस, मलेलशया, किलीपीींस, लसींगापुर, थाईलैंड, वर्वयतनाम जैसे), और 

2) को भू्रण की एक वर्वषमता की र्वजह से है, और एक गभणपात नहीीं माींग रहे हैं   
3)  जुलाई, अगस्त और लसतींबर 2009 के महीनों में ऑकलैंड चचककत्सा सहायता केन्र (AMAC), और एक गभणपात की 
माींग कर रहे हैं  
4)पढ सकते हैं और एक ननम्नललखित भाषाओीं की: अींगे्रजी, चीनी (सरलीकृत या पारींपररक ललिने), कोररयाई, जापानी, 
दहन्िी, थाई, या वर्वयतनामी. 
 

क्या प्रततर्ागगयों किने के शलए किा जाएगा?  

आप इस अध्ययन में भाग लेने के ललए सहमत होना चादहए, तुम और कागज प्रश्नार्वली एक कलम से भरने के ललए 
कहा जाएगा. इस प्रश्नार्वली अपने मुख्य कारण या एक गभणपात प्राप्त करने के ललए कारणों के बारे में सर्वाल भी 
शालमल है, और क्या तुम पर वर्वचार ककया और जो इस ननणणय में मिि की, और गभणननरोधक के साथ अपने अनुभर्व. 
हम भी अपने बारे में कुछ सर्वाल पूछने पर कक क्या आप पहचान सकता है कुछ भी नहीीं है. यह पूरा करने के ललए 
30 लमनट लगते हैं. 
 

प्रततर्ागगयों ने अपने हिमाग को बिल सकते िैं औि इस परियोजना से?  

आपकी भागीिारी को पूरी तरह से स्र्वचै्छछक है. आप इस पररयोजना को ककसी भी तरह का नकुसान करने के ललए 
अपने आप को बबना ककसी भी समय से हो सकता है. 
 

Hindi version 
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डटेा या जानकािी का क्या एकत्र ककया जाएगा औि क्या इसका प्रयोग ककया जाएगा?  

इस प्रश्नार्वली को पूरी तरह अनाम होगा. हम इस पर अपना नाम या अस्पताल नींबर डाल करने के ललए है, इसललए 
इसे र्वापस आप के जर्वाब से जोड़ने के ललए सींभर्व नहीीं होगा आप से पूछना नहीीं होगा. इस अध्ययन के पररणाम 
सार रूप में प्रकालशत ककया जा सकता है और ककसी भी वर्वलशष्ट भागीिार से ललींक नहीीं ककया जाएगा. आप यह 
अनुरोध करना चादहए इस पररयोजना के पररणामों की एक प्रनत के ललए स्र्वागत है. इस मामले में, आप जो आपके 
प्रश्नार्वली से ललींक नहीीं ककया जाएगा सींपकण  के वर्वर्वरण के साथ हमें प्रिान करने के ललए होगा. पररणाम 12 महीने 
का समय में उपलब्ध होना चादहए. 
डटेा सुरक्षक्षत वर्वभाग ननर्वारक और सामाच्जक चचककत्सा में सींग्रहीत ककया जाएगा. जैसा कक वर्वश्र्ववर्वद्यालय के 
अनुसींधान नीनत द्र्वारा आर्वश्यक च्जस पर इस पररयोजना के पररणामों सुरक्षक्षत भींडारण में च्जसके बाि इसे नष्ट हो 
जाएगा अींनतम प्रकाशन इस अध्ययन से उत्पन्न होने के सबलमशन 5 सालों के बाि जब तक बनाए रिा जाएगा 
ननभणर डटेा. 
 

क्या िोगा यहि प्रततर्ागगयों कोई सवाल िै?  

यदि आप या तो अभी या भवर्वष्य में, कृपया इस पररयोजना के बारे में कोई प्रश्न हैं सींपकण  करने के ललए स्र्वतींत्र लग 
रहा है: 
 

Ms.Lien Trinh, DPH, MA, MBA. 
Department of Preventive and Social Medicine 
University of Otago 
PO Box 913. Dunedin 9054 
Tel: 03 479 5774 - Fax: 03 479 7298 
trili016@student.otago.ac.nz 

Dr. Nigel Dickson, FAFPHM. 
Department of Preventive and Social Medicine 
University of Otago 
PO Box 913. Dunedin 9054 
Tel: 03 479 7211 - Fax: 03 479 7298 
nigel.dickson@otago.ac.nz 

 

यदि आपके कोई प्रश्न या चचींता इस अध्ययन में एक भागीिार के रूप में अपने अचधकारों के बारे में है, तो आप एक 
स्र्वतींत्र स्र्वास््य और वर्वकलाींगता के र्वकील से सींपकण  करने की इछछा हो सकती है. यह एक नन: शुल्क सेर्वा के 
स्र्वास््य और वर्वकलाींगता आयुक्त अचधननयम के तहत प्रिान की जाती है. 
 
Telephone: (NZ wide) 0800 555 050 
Free Fax: (NZ wide) 0800 2787 7678 (0800 2 SUPPORT) 
Email: (NZ wide) advocacy@hdc.org.nz 

 
 

इस अध्ययन प्राप्त नतैतक स्वीकृतत से िुए बिु क्षेत्र आचाि सशमतत िै जो जायजा िाष्ट्रीय औि बिु क्षेत्रीय अध्ययन 
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ニュージーランドにおけるアジア人女性の中絶：現状調査 

回答者用説明書 

 

お答えになるかどうかお決めになる前に当説明書をお読みください。ご協力いただけるなら幸甚に存

じます。しかし、参加なさらなくても不利になることは全くありません。参加するかどうかお考えい

ただいただけでも有り難く思います。 

 

この研究の目的は？ 

アジア人女性が中絶を行う理由を調査するためです。 

 

調査に参加していただく人は？ 

質問に答える人の条件は： 

 1) アジア人であること。あなた（もしくはあなたの家族）が次の地域の 

出身である：南アジア（例、バングラデッシュ、インド、ネパール、パ 

キスタン）、東アジア（例、中国、香港、日本、韓国、モンゴル、台 

湾）、又は、東南アジア（例、ブルナイ、カンボジア、インドネシア、 

ラオス、マレーシア、フィリッピン、シンガポール、タイ、ベトナム） 

 2) 胎児の異常以外の理由で中絶を受ける方 

3)２００９年の７月、８月、９月にオークランドメディカルエイドセ 

ンター(AMAC)で中絶を受ける方 

4) 次のいずれかの言葉を読んで書くことができる方：英語、中国語（従来 

の中国語も簡易化された中国語も含む）、韓国語、日本語、ヒンズー語、 

タイ語、もしくはベトナム語） 

 

参加者がすること？ 

参加していただくことになりますと、質問書の質問に答えていただきます。質問は、主な中絶理由、

他の方法を考えたかどうか、決心するのにだれの考えを聞いたか、過去の避妊法などに及びます。回

答者自身についてもお聞きしますが、答えによって回答者がわかるような質問ではありません。質問

に答え終わるのは３０分以内です。 

 

参加者は考えを変え、答えるのをやめることにしてもいいのか？ 

参加するかどうかはあくまでご自身次第です。いつおやめになってもかまいませんし、それによって

不利益を受けられることはありません。 

 

どんな情報が採用され、それが何に使われるのか？ 

質問書は匿名扱いされます。そこに名前や病院の番号を書く必用はありませんので、だれが答えを書

いたかわかりません。研究結果はまとめて発表されることもありますが、個人のことが公表されるこ

とはありません。研究結果のコピーがご希望でしたらご連絡先をお知らせください。なお、連絡先は

質問書とつながることはありません。結果は１２ヶ月以内に出ます。 
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得たデータは予防社会医学部で厳重に保管されます。オタゴ大学の研究方針に沿い最後の研究発表後

、５年間当学科で保管されます。その後、これらは消滅されます。 

 

 

参加する人に質問があれば？ 

 

現在また将来、この研究についてご質問がありましたら、下までお問い合わせください。 

 

リアン•ドゥリン（Ms. Lien Trinh), DPH, MA, 

MBA 

予防社会医学部 

オタゴ大学 

PO Box 913 Dunedin 9054 

Tel: 03 479 5774 – Fax: 03 479 7298 

Trili016@sudent.otago.ac.nz 

ドクターナイジェル•ディックソン 

（Dr. Nigel Dickson), FAFPHM 

予防社会医学部 

オタゴ大学 

PO Box 913 Dunedin 9054 

Tel: 03 479 7211 – Fax: 03 479 7298 

Nigel.dickson@otago.ac.nz 
 

この研究において、あなたの権利について質問，お問い合わせがありましたら、保険身体障害者担当

者までご連絡ください。これは保険身体障害者委員法の基にある無料のサービスです。 
 

電話: (ニュージーランド国内) 0800 555 050 

無料ファックス: (ニュージーランド国内) 0800 2787 7678 (0800 2 SUPPORT) 

メール: (ニュージーランド国内) advocacy@hdc.org.nz 

 

当研究は国及び多地域研究を審査する多地域論理委員会の論理認定を受けています。 
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뉴질랜드에 살고 있는 아시안 여성들의 낙태: 우리는 얼마나 알고 있나? 

설문조사 참가자들을 위한 참고자료 

 

참여 여부를 결정하기 전에 이 자료를 읽어 보십시오.  만일 참여하신다면 감사하겠습니다.  혹 참여를 

하지 않으셔도 당신에게 어떠한 불이익도 없으며 저희의 부탁을 고려하여 주신 것에 감사 합니다.  

 

이 프로젝트의 목적은 무엇입니까? 

이 프로젝트의 목적은 왜 뉴질랜드의 젊은 아시안 여성들이 낙태를 하는지 조사하는 것입니다.  

 

누가 참여자가 되는 것입니까? 

만일 당신이 아래의 사항에 해당되신다면 당신을 참여자로 환영합니다:  

1) 아시안이다. 당신 (혹은 당신의 가족이) 다음 지역의 출신인 경우: 남 아시아 (예. 방글라데시, 

인도, 네팔, 파키스탄), 동아시아 (예. 중국, 홍콩, 일본, 한국, 몽고, 대만), 혹은 동남아시아인 경우 

(예. 부르네이, 캄보디아, 인도네시아, 라오스, 말레이시아, 필리핀, 싱가포르, 태국, 베트남), 

그리고 

2) 낙태를 하는 이유가 태아가 비정상적이기 때문이 아니며 

3) 2009년 7월, 8월, 9월 중 오클랜드 의료 지원 센터(the Auckland Medical Aid Centre, AMAC) 에서 

낙태를 하려고 하며 

4) 다음 중 하나의 언어를 읽고 쓸 수 있는 경우: 영어, 중국어(약식 혹은 전통), 한국어, 일본어, 힌두, 

태국어, 혹은 베트남어.   

 

참여자는 무엇을 해야 합니까? 

만약, 당신이 이 조사에 참여하신다면, 당신은 설문지를 작성하시게 됩니다.  설문지는 다음의 질문들을 

포함합니다: 낙태를 하는 주요 이유; 이 결정을 하는 과정에서 어떠한 것을 고려하셨는지; 누가 도움을 

주었는지; 당신의 피임 경험. 우리는 당신에 대한 몇 가지 질문을 하지만 당신의 신원이 밝혀지는 것은 

아닙니다. 이 설문지를 작성하는데 걸리는 시간은 30분 이하입니다.  

 

참여자가 마음이 바뀌면 하지 않아도 됩니까? 

당신의 참여는 자발적인 것입니다.  당신은 언제든 중단하실 수 있으며 아무런 불이익도 없을 것입니다.  

 

어떤 정보들이 수집이 되며 이 정보들은 어디에 사용됩니까? 
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이 설문지는 익명입니다.  이름이나 병원 번호를 쓰는 난이 없습니다, 그래서 답변과 당신의 개인 

정보와는 연관이 되지 않습니다. 이 조사의 결과는 결론을 요약하여 출판이 될 수 있고 당신의 개인 

정보와는 연관이 되지 않을 것입니다. 당신은 원하신다면, 이 프로젝트의 결과를 받아 보실 수 있습니다.  

이 경우, 우리에게 당신의 연락처를 주셔야 하며, 당신의 설문지와는 아무런 연관이 없습니다. 결과는 

12개월 후에 나옵니다.  

 

이 자료는 예방 사회 학과에 안전하게 보관될 것입니다. 대학교의 연구 정책에 따라 이 연구의 마지막 

출판물이 나온 후 5년까지 보관하며 그 이후에는 파기될 것입니다.  

 

만일 참여자가 궁금한 사항이 있으면 어떡하나요? 

이 프로젝트에 관하여 질문이 있으시면, 지금이든 나중이든, 아래로 연락을 주십시오: 

 

리엔 트린(Lien Trinh, DPH, MA, MBA.) 

오타고 대학교 예방 사회 의학과 

PO Box 913. Dunedin 9054 

전화: 03 479 5774 - 팩스: 03 479 7298 

trili016@student.otago.ac.nz 

나이젤 딕슨 박사(Dr. Nigel Dickson, FAFPHM.) 

오타고 대학교 예방 사회 의학과 

PO Box 913. Dunedin 9054 

전화: 03 479 7211 - 팩스: 03 479 7298 

nigel.dickson@otago.ac.nz 

 

만일 이 조사의 참여자로서 당신의 권리나 염려에 대한 질문이 있으시면 제 3의 보건 장애 변호사를 

만나실 수 있습니다.  이것은 보건 장애 기관 법에 의해 무료로 제공받으실 수 있습니다.  

 

전화: (뉴질랜드 전국 어디서나) 0800 555 050 

무료 팩스: (뉴질랜드 전국 어디서나) 0800 2787 7678 (0800 2 SUPPORT) 

전자메일: (뉴질랜드 전국 어디서나) advocacy@hdc.org.nz 

 
 

이 조사는 국가 및 다 지역 조사를 심의하는 다 지역 윤리 위원회의 윤리 승인을 받았습니다.  
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การท าแท้งในบรรดาสตรีชาวเอเชียในนิวซีแลนด ์: เราทราบอะไรบ้างไหม? 
เอกสารรายละเอยีดส าหรบัผูเ้ขา้ร่วมในการส ารวจ 

 
กรุณาอ่านเอกสารรายละเอยีดนี้ก่อนทีท่่านตดัสนิใจในการเขา้ร่วม เราใครข่อขอบคุณหากท่านตดัสนิใจเขา้ร่วม 
หากท่านตดัสนิใจไมเ่ขา้ร่วมในการส ารวจกจ็ะไมม่ผีลเสยีกบัท่านแต่ประการใดและเราใคร่ขอขอบคุณทีท่่านใหก้ารพจิารณาสิง่ทีเ่รารอ้งขอ 
 
วตัถปุระสงคข์องโครงการคืออะไร? 
วตัถุประสงคข์องโครงการเพือ่ส ารวจว่าท าไมสตรชีาวเอเชยีในนวิซแีลนดท์ าแทง้  
 
เราต้องการผูเ้ข้าร่วมโครงการประเภทใดบา้ง? 
เรายนิดตีอ้นรบัการมสี่วนร่วมของท่าน หากท่านมคีุณสมบตัดิงัต่อไปนี้ :  
1) เป็นชาวเอเชยี ซึง่หมายความว่าท่าน (หรอืพ่อแมพ่ีน้่องของท่าน) เดนิทางมาจากภมูภิาคดงัต่อไปนีเอเชยีใต ้(ไดแ้ก่ บงัคลาเทศ อนิเดยี เนปาล 

ปากสีถาน) เอเชยีตะวนัออก (ไดแ้ก่ จนี ฮ่องกง ญีปุ่น่ เกาหล ีมองโกเลยี ไตห้วนั) หรอืเอเชยีตะวนัออกเฉยีงใต ้(ไดแ้ก่ บรไูน กมัพชูา อนิโดเนเซยี 
ลาว มาเลเซยี ฟิลปิปินส ์สงิคโปร ์ไทย และเวยีดนาม) และ 

2) ก าลงัตอ้งการท าแทง้อนัมใิช่สาเหตุจากความผดิปกตขิองทารกในครรภ์ และ 
3) ก าลงัตอ้งการท าแทง้ทีศ่นูย ์Auckland Medical Aid Centre (AMAC) ในเดอืนกรกฎาคม สงิหาคม และกนัยายน ค.ศ. 2009 และ  
4) สามารถอ่านและเขยีนภาษาใดภาษาหนึ่งจากต่อไปนี้ องักฤษ จนี (ภาษาจนีตวัยอ่ หรอืภาษาจนีตวัเตม็) เกาหล ีญีปุ่น่ ฮนิด ีไทย หรอืเวยีดนาม 

 
ผูเ้ข้าร่วมจะต้องท าอะไรบ้าง? 
หากท่านยนิยอมเขา้มามสี่วนร่วมในการศกึษาครัง้นี้ ท่านจะไดร้บัการรอ้งขอใหก้รอกแบบสอบถาม 
ซึง่เป็นค าถามเกีย่วกบัสาเหตุส าคญัหรอืสาเหตุทัว่ไปต่างๆ ในการเขา้รบัการท าแทง้ 
ท่านใชก้ารไตรต่รองอย่างไรและมใีครทีใ่หค้วามช่วยเหลอืในการตดัสนิใจของท่าน และประสบการณ์ในการคุมก าเนิดของท่าน 
เรายงัจะถามบางค าถามเกีย่วกบัตวัท่านเองแต่จะไมม่สีิง่ใดทีจ่ะระบุไดว้่าท่านเป็นใคร ทัง้นี้จะใชเ้วลากรอกแบบสอบถามไมเ่กนิ 30 นาท ี
 
ผูเ้ข้าร่วมสามารถเปล่ียนใจและถอนตวัออกจากโครงการ ได้หรือไม่? 
การมสี่วนรว่มของท่านเป็นความสมคัรใจ ท่านอาจถอนตวัออกจากโครงการเมือ่ไรกไ็ดโ้ดยไมท่ าใหท้่านเสยีหายใดๆ ทัง้สิน้ 
 
จะมีการจดัเกบ็ข้อมลูหรือรายละเอียดอะไรบา้ง และจะน าไปใช้เพื่อประโยชน์อะไร? 
แบบสอบถามนี้ไมม่กีารระบุชือ่ผูใ้หข้อ้มลู เราจะไมข่อใหท้่านบอกชือ่ของทา่นหรอืหมายเลขทะเบยีนโรงพยาบาลของท่าน 
ดงันัน้จงึจะไมส่ามารถสบืเสาะไดว้่าเป็นค าตอบของท่าน 
ผลของการศกึษาอาจมกีารพมิพเ์ป็นบทสรุปและจะไมเ่ชือ่มโยงไปถงึผูเ้ขา้ร่วมโครงการคนใดคนหนึ่งเป็นการเฉพาะ 
ท่านสามารถแจง้ขอรบัรายงานผลการศกึษาในโครงการได ้
ซึง่ในการนี้ท่านจะตอ้งแจง้รายละเอยีดในการจดัส่งไปใหก้บัเราโดยทีร่ายละเอยีดนี้จะไมไ่ปเกีย่วขอ้งกบัแบบสอบถามของท่าน 
และผลการศกึษาจะสามารถเผยแพร่ไดใ้นอกี 12 เดอืนขา้งหน้า 
 
ขอ้มลูจะน าเกบ็ไวใ้นภาควชิาเวชศาสตรป้์องกนัและสงัคม นโยบายการวจิยัของมหาวทิยาลยัก าหนดใหข้อ้มลูทีใ่ชใ้นโครงการจะตอ้งเกบ็รกัษาไวเ้ป็นเวลา 
5 ปีนบัตัง้แต่มกีารเผยแพร่ผลการศกึษาครัง้หลงัสุด และหลงัจากนัน้จงึจะท าการท าลาย 
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หากผู้เข้าร่วมโครงการมีข้อสงสยัจะต้องท าอย่างไรบา้ง? 
หากท่านมขีอ้สงสยัเกีย่วกบัโครงการ ไมว่่าในปจัจุบนัหรอืในอนาคต กรุณาตดิต่อไปยงั : 

 

Ms. Lien Trinh, DPH, MA, MBA. 
Department of Preventive and Social Medicine 
University of Otago 
PO Box 913. Dunedin 9054 
โทรศพัท ์: 03 479 5774 – โทรสาร : 03 479 7298 

trili016@student.otago.ac.nz 

Dr. Nigel Dickson, FAFPHM. 
Department of Preventive and Social Medicine 
University of Otago 
PO Box 913. Dunedin 9054 
โทรศพัท ์: 03 479 7211 – โทรสาร: 03 479 7298 

nigel.dickson@otago.ac.nz 
 
หากท่านมขีอ้สงสยัหรอืความกงัวลใจใดๆ เกีย่วกบัสทิธขิองผูเ้ขา้ร่วมในโครงการ 
ท่านอาจตอ้งการตดิต่อหน่วยงานอสิระดา้นพทิกัษ์สุขภาพและความพกิาร 
ซึง่เป็นบรกิารฟรจีดัใหภ้ายใตพ้ระราชบญัญตัคิณะกรรมการสุขภาพและความพกิาร 
 
โทรศพัท ์: (ทัว่ประเทศนวิซแีลนด)์ 0800 555 050 
โทรสารฟร ี: (ทัว่ประเทศนิวซแีลนด)์ 0800 2787 7678 (0800 2 SUPPORT) 
อเีมล : (ทัว่ประเทศนิวซแีลนด)์ advocacy@hdc.org.nz 

 
 

การศึกษาน้ีได้รบัการอนุมติัด้านจริยธรรมจากคณะกรรมจริยธรรมพหภุาค (Multi-Region Ethics Committee) 
ซ่ึงเป็นผูท้บทวนงานวิจยัระดบัประเทศและพหภุมิูภาคภายในประเทศ 
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CHÚNG TA BIẾT GÌ VỀ VẤN ĐỀ NẠO THAI TRONG PHỤ NỮ CHÂU Á TẠI NEW ZEALAND? 

Tờ Thông tin dành cho những người tham gia cuộc điều tra nghiên cứu 
 

Xin bạn vui lòng đọc tờ thong tin này trước khi quyết định tham gia.  Chúng tôi xin chân thành cảm ơn bạn nếu 
bạn quyết định tham gia vào nghiên cứu này. Nếu bạn quyết định không tham gia thì điều này hoàn toàn không 
gây ra bất lợi nào đối với bạn và chúng tôi cũng xin cảm ơn bạn đã quan tâm đến thỉnh cầu của chúng tôi. 
 
Mục đích của Nghiên cứu này là gì? 
Mục đính của nghiên cứu này là tiến hành điều tra tại sao Phụ nữ Châu Á ở New Zealand nạo thai? 
 
Những mẫu người tham gia 

1. chúng tôi mời bạn tham gia vào nghiên cứu này nếu bạn: 
2. là người châu Á. Có nghĩa bạn (hoặc gia đình bạn) là người đến từ bất cứ nước nào thuộc khu vực dưới 

đây: Nam Á (ví dụ như Bangladesh, Ấn Độ, Nepal, Pakistan), Đông Á (ví dụ như Trung Quốc, Hồng 
Kông, Nhật Bản, Hà Quốc, Mông Cổ, Đài Loan), hoặc các nước Đông Nam Á (ví dụ như Brunei, 
Campuchia, Lào, Malaysia, Singapore, Thái Lan, Việt Nam), và 

3. chọn lựa phương pháp nạo thai nhưng không phải do sự bất thường về thai nhi, và  
4. muốn tiến hành nạo thai trong tháng bảy, tám hoặc chin năm 2009 tại Auckland Medical Aid Centre, và 
5. có thể nói và viết được một trong những ngôn ngữ sau đây: tiếng Anh, tiếng Hoa (đơn giản hóa, hoặc cổ 

truyền), tiếng Hàn, tiếng Nhật, tiếng Hindi, tiếng Thái, hoặc tiếng Việt. 
 
Những người tham gia được yêu cầu làm gì? 
Nếu bạn đồng ý tham gia vào cuộc nghiên cứu này, bạn sẽ được yêu cầu điền vào bảng câu hỏi điều tra. Bảng 
câu hỏi này bao gồm những câu hỏi về những lý do chính dẫn tới quyết định nạo thai: những điều bạn cân nhắc, 
và ai đã giúp bạn đưa ra quyết định này; cũng như trải nghiệm của bạn trong quá trình nạo thai.  Chúng tôi cũng 
sẽ hỏi một vài câu hỏi lien quan tới thông tin cá nhân của bạn, nhưng không có chi tiết nào có thể liên quan tới 
nhận dạng của bạn.  Bạn cần khoảng 30 phút để hoàn thành bảng câu hỏi này. 
 
Những người tham gia có thể thay đổi ý định và rút khỏi nghiên cứu này không? 
Sự tham gia của bạn là hoàn toàn tự nguyện.  Bạn có thể rút khỏi nghiên cứu này bất cứ lúc nào bạn muốn mà 
không hề gặp phải bất kỳ sự bất lợi nào. 
 
Dữ liệu hoặc thông tin nào sẽ được thu thập và chúng sẽ được sử dụng ra sao? 
Bảng câu hỏi này hoàn thoàn vô danh. Chúng tôi sẽ không yêu cầu bạn đền tên hoặc số bệnh nhân của bạn.  Vì 
vậy sẽ không thể dựa vào câu trả lời để truy ngược về danh tính của bạn.  Các kết quả của nghiên cứu này có 
thể sẽ được xuất bản theo dạng tóm tắt và sẽ không kết nối với bất cứ cá nhân tham gia vào nghiên cứu này.  
Chúng tôi sẵn sang gửi bạn một bản sao của kết quả nghiên cứu nếu bạn yêu cầu.  Trong trường hợp này, xin 
vui long cung cấp cho chúng tôi địa chỉ liên lạc của bạn trong một tờ mẫu riêng biệt, không liên quan tới bảng câu 
hỏi.  Kết quả nghiên cứu sẽ được công bố trong vòng 12 tháng. 
 
Mọi dữ liệu sẽ được cất giữ an toàn tại Khoa Y Tế Dự Phòng và Xã Hội.  Theo quy định về nghiên cứu của 
trường Đại Học, các dữ liệu cung cấp thông tin về kết quả của công trình nghiên cứu này sẽ được bảo quản tại 
một nơi lưu trữ an toàn trong vòng năm năm sau khi đệ trình bản thảo cuối cùng tới nhà xuất bản.  Sau đó dữ liệu 
này sẽ được tiêu hủy. 
 
 
 

Vietnamese 

AMAC 
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Người tham gia sẽ làm gì nếu có bất cứ thắc mắc nào? 
Nếu bạn có bất cứ thắc mắc nào về công trình nghiên cứu này, dù hiện tại hay trong tương lai, xin vui long liên hệ 
với chúng tôi theo địa chỉ: 
 
 

Ms. Lien Trinh, DPH, MA, MBA. 
Department of Preventive and Social Medicine 
University of Otago 
PO Box 913. Dunedin 9054 
โทรศพัท ์: 03 479 5774 – โทรสาร : 03 479 7298 

trili016@student.otago.ac.nz 

Dr. Nigel Dickson, FAFPHM. 
Department of Preventive and Social Medicine 
University of Otago 
PO Box 913. Dunedin 9054 
โทรศพัท ์: 03 479 7211 – โทรสาร: 03 479 7298 

nigel.dickson@otago.ac.nz 
 
Nếu bạn có bất cứ thắc mắc nào về quyền lợi của bạn trong vai trò người tham gia nghiên cứu, bạn có thể liên hệ 
với một luật sư độc lập, chuyên về sức khỏe và khuyết tật.  Đây là một dịch vụ miễn phí được cung cấp thể theo 
Đạo Luật của Ủy viên Hội Đồng Sức khỏe và Khuyết tật. 
 
Điện thoại miễn phí trên toàn quốc: 0800 555 050 
Fax miễn phí trên toàn quốc: 0800 2787 7678 (0800 2 SUPPORT) 
Email: advocacy@hdc.org.nz 
 

CÔNG TRÌNH NGHIÊN CỨU NÀY ĐÃ ĐƯỢC NHẬN PHÊ CHUẨN VỀ ĐẠO ĐỨC TƯ ỦY BAN ĐẠO ĐỨC ĐA 
KHU VỰC, LÀ CƠ QUAN PHÊ DUYỆT CAC NGHIÊN CỨU CÓ QUI MÔ QUỐC GIA HOẶC ĐA KHU VỰC 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Dep ar tment  o f  P revent ive  and  Social  Medicin e  
PO Bo x 9 1 3 ,  Du n ed in  9 0 5 4 ,  New Zea lan d  

Tel +64 3 479 7201 • Fax +64 3 479 7298  • Email preventive-medicine@otago.ac.nz 

www. ot a go . ac .n z  

mailto:advocacy@hdc.org.nz
mailto:preventive-medicine@otago.ac.nz
http://www.otago.ac.nz/
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APPENDIX 2: Survey Questionnaires in English and other Asian 

languages 
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SURVEY QUESTIONNAIRE 

Abortion among Asian Women in New Zealand: What do we know? 
 
Thank you for considering taking part in this study. We wish to find out more about Asian women’s experiences 
around abortion in order to help other women in the future. 
 
The questions ask about birth control methods (if relevant to you), your knowledge and attitude towards 
sexual health and contraception, your reasons for opting for abortion and the influences on your decision-
making.  This survey forms part of a Ph.D. project on Abortion and Sexual Health among Asian Women in New 
Zealand which is under the joint-supervision of the Departments of Preventive and Social Medicine and 
Psychological Medicine, University of Otago. 
 
The outcome of this study will assist the design of ways to help Asian women who have abortions and to 
prevent unwanted pregnancies. 
 

 
Please note:  Your participation in this research is voluntary.  You do not have to fill out this questionnaire, 
and you can stop at any point. 
 
Your answers are completely anonymous - no names are requested.  Your answers will never be linked to you 
personally.   
 
Your answers are confidential.  The only persons who will have access to the information you provide are the 
members of the research team.  The medical staff will not see your responses.  If you refuse to participate in 
the study, it will not affect the services you receive here. 
 

 

If you do agree to participate, please complete the questionnaire, then place it in the envelope and seal it.  
Then drop it in the designated box or return it to the staff person. 
 
If you have any questions or concerns about this project, you can call the principal investigator, Ms. Lien Trinh, 
at the Department of Preventive and Social Medicine at (03) 4795774 or 021 0606 108. 
 
If you would like a copy of the results of this research, which will be available in 12 months, please ask the staff 
person for a separate form and a self-addressed envelope to mail directly to the research team. 
 
Please turn to the next page to begin the survey. 
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Today’s date:   /  /   
 Month  Day  Year  

 
 

SECTION 1: REASONS FOR ABORTION 

 
 
Before you begin with the specific questions, please describe briefly the main reason why 
you are choosing to have an abortion now. 
 
 

FOR OFFICE 
USE ONLY 

 
_______________________________________________________________ 

REANARQ00 
1 

 
_______________________________________________________________ 2 

 
_______________________________________________________________ 3 

 
 
(If the main reason is an abnormality of the fetus, please do not complete the questionnaire and give 
it back to the staff member.  Thank you.) 
 
 
We now would like to ask you about all possible reasons. 
 
 
1. Are you having an abortion because you can’t afford a baby now? FOR OFFICE 

USE ONLY 

  

Yes 
 No    Please go on to question 2. 

AFFDQ01  
1     2 

 If Yes, which of these describe your situation?  (Tick all that apply.) AFFDYQ01 

 I am unemployed. 1 

 My husband/partner is unemployed. 2 

 I don’t receive enough support from my husband/partner. 3 

 I am unmarried. 4 

 I can’t afford the basic needs of life. 5 

 My job does not pay enough to afford a baby and child care. 6 

 I can’t leave my job to take care of the baby. 7 



241 

 

 I would have to find another place to live. 8 

 I am currently on a benefit. 9 

 I am a student or planning to study. 10 

 Any other reason.  (Please explain: ________________________ 

_____________________________________________________) 
11 

 
 
2. Are you having an abortion because having a baby would dramatically 

change your life in ways you are not ready for? 
 

FOR OFFICE 
USE ONLY 

 

  Yes  No    Please go on to question 3. CHNGQ02 
1     2 

 If Yes, which of these describe your situation?  (Tick all that apply.) CHNGYQ02 

 Having a baby now would interfere with my education. 1 

 Having a baby now would interfere with my 

job/employment/career. 
2 

 I can’t have a baby now because I have other children or people 

depending on me to take care of them. 
3 

 Any other reason. (Please explain: _________________________ 

_____________________________________________________) 
4 

 
 
3. Are you having an abortion because you don’t want to be a single mother? FOR OFFICE 

USE ONLY 

 
 Yes  No    Please go on to question 4. 

SNGLQ03 

1     2 

 If Yes, which of these describe your situation?  (Tick all that apply.) SNGLYQ03 

 I don’t have a relationship with anyone right now. 1 

 It’s too hard to raise a(nother) child by myself. 2 

 I wouldn’t get enough childraising support from family or friends. 3 

 I would feel ashamed to be a single mother. 4 

 Any other reason.  (Please explain: _______________________ 

____________________________________________________) 
5 
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4. Are you having an abortion because of problems with your relationship 
with your husband or partner? 

 

FOR OFFICE 
USE ONLY 

  

Yes 
 No    Please go on to question 5. 

RELAQ04 

1     2 

 If Yes, which of these describe your situation?  (Tick all that apply.) RELAYQ04 

 My relationship or marriage may break up soon. 1 

 My partner and I can’t or don’t want to get married. 2 

 My partner/husband is abusive to me or my children. 3 

 My partner wouldn’t be a good father. 4 

 Having a baby would cause problems in my relationship. 5 

 Any other reason.  (Please describe: _____________________ 
6 

__________________________________________________) 

 
 
5. What other reasons contribute to your decision to have an abortion?  (Tick 

all that apply.) 
 

FOR OFFICE 
USE ONLY 

 
OTHREAQ05 

 My husband or partner wants me to have an abortion. 1 

 My parents want me to have an abortion. 2 

 I don’t want my parents or other people to know I had sex. 3 

 I don’t want my parents or other people to know I got pregnant. 4 

 I don’t want to return home pregnant. 5 

 I already have as many children as I want. 6 

 I was raped. 7 

 I became pregnant as a result of incest (sex forced on me by someone in 

my family). 
8 

 I do not feel I am mature enough to raise a(nother) child. 9 

 Some other reason.  (Please explain: __________________________ 
10 

________________________________________________________) 

 None of the above. 11 
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6. Did any of the following people help you decide whether to get an 

abortion?  (Tick all that apply.)  

 

FOR OFFICE 
USE ONLY 

 
HELPDECQ06 

 Husband/partner 1 

 Parent or guardian 2 

 Sister or brother 3 

 Other family member 4 

 Friend 5 

 Doctor or other medical professional 6 

 Therapist/ counselor/ social worker 7 

 Religious or spiritual counselor 8 

 Telephone helpline or chat/Web site 9 

 No one 10 

 Other person:  ___________________________________ 11 

 
 
7. If you checked anyone in question 6, which of those people was most 

important in your decision? 

FOR OFFICE 
USE ONLY 

 
MOSTIMQ07 

 ________________________________________________________ 1-11 

 
 
 

SECTION 2: BIRTH CONTROL METHODS AT TIME YOU GOT PREGNANT 

 
 
8. Around the time you got pregnant, did you use a birth control method? 

Please choose one below. 

FOR OFFICE 
USE ONLY 

 
EVEUSEQ08 

   No  Please go on to question 9. 2 

   Sometimes  Please go on to question 9. 3 

   All the time  Please go on to question 10. 1 
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9. Why did you never or only sometimes use a birth control method around 

the time you got pregnant? (Tick all that apply.) 

FOR OFFICE 
USE ONLY 

 

NEVSOMQ09 

   I just didn’t think about it. 1 

   I was afraid of side effects from methods, such as the following. (Tick all 
that apply.) 

 

2 
 

SIDEFFQ09 

  Gaining weight taking birth control pills. 1 

  Having an allergic reaction to condom use. 2 

  Difficult getting pregnant after a long period of using birth control 

methods. 
3 

  Other side effects. (Please explain __________________________ 4 
 
 
 

NEVSOMQ09 

  ______________________________________________________) 

   I thought birth control methods would make sex less fun. 3 

   I thought birth control methods are difficult to use. 4 

   I didn’t know about using a birth control method. 5 

   I couldn’t afford birth control methods. 6 

   I didn’t know where to get a birth control method. 7 

   My partner didn’t want to use a birth control method. 8 

   My partner didn’t want me to use any kind of birth control methods. 9 

   My partner wanted me to get pregnant. 10 

   My parents didn’t want me to use any kind of birth control methods. 11 

   I was embarrassed to get a birth control method. 12 

   I thought I wanted to get pregnant. 13 

   I didn’t care if I got pregnant. 14 

   I missed some pills. 15 

   Some other reasons. (Please explain ____________________________ 

16  __________________________________________________________ 

 __________________________________________________________) 
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10. If you used a birth control method around the time you got pregnant, 
what method(s) failed? (Answer this question if you have ticked ALL THE 
TIME under question 8.) Tick all that apply. 

FOR OFFICE 
USE ONLY 

 

BCMFLQ10 

 Morning after pill (or Emergency Contraceptive Pill) 1 

 Withdrawal or pulling out 2 

 Having sex during the safe period 3 

 Breastfeeding 4 

 Injection (Depro-Provera) 5 

 Intrauterine device (IUD) including Mirena 6 

 My tubal ligation (“tubes tied”) 7 

 My partner’s vasectomy 8 

 Another method(s) (i.e. spermicide, diaphragm, etc) 9 

 Some other method(s). (Please explain  ________________________ 10 

 ________________________________________________________)  

 Birth control pills   Please go on to question 11. 11 

 Condoms   Please go on to question 12. 12 

 

 
11. If you used birth control pills, why do you think you got pregnant? (Tick all 

that apply.) 
 

FOR OFFICE 
USE ONLY 

 
BCPILLQ11 

  I used antibiotics in the month of conception. 1 

  I used other drugs in the month of conception. 2 

  I was sick. 3 

  I missed some pills. 4 

  I just started or changed pills. 5 

  I didn’t wait until protected by the pill to have sex. 6 

  Some other reason(s). Please explain. 7 

  ________________________________________________________  

  ________________________________________________________  
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12. If your partner and you used condoms, why do you think you got 
pregnant? (Tick all that apply.) 

FOR OFFICE 
USE ONLY 

 
CNDMQ12 

   Condom might have slipped or broken.  1 

  Some other reason(s). Please explain. 2 

 ________________________________________________________  

 ________________________________________________________  

 

SECTION 3: GENERAL QUESTIONS ABOUT SEXUAL HEALTH AND THE USE OF 
BIRTH CONTROL METHODS 

13. Which of the following birth control methods have you ever used? (Tick all 
that apply). 

FOR OFFICE 
USE ONLY 

 
BCMUSQ13 

 Condoms 1 

 Birth control pills 2 

 The rhythm or calendar method (natural method) 3 

 Withdrawal or pulling out 4 

 Injection (Depro-Provera) 5 

 Intrauterine device (IUD) including Mirena 6 

 Another method(s) (i.e. spermicide, diaphragm, etc) 7 

 Other. (Please explain ______________________________________ 8 

 ________________________________________________________)  

 
14. How did you first learn about birth control methods? (Tick all that apply.) FOR OFFICE 

USE ONLY 
 

BCKNWQ14 

 Family 1 
 

 Friends 2 
 

 Boyfriends, girlfriends, partners 3 
 

 Doctors/ other health care providers 4 
 

 Media (TV, radio, newspaper, magazines, etc.) 5 
 

 The internet 6 
 

 Other. (Please explain  _____________________________________) 7 
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15. Have you ever heard of emergency contraceptive pills, sometimes called 

morning after pills? 

 

FOR OFFICE 
USE ONLY 

 
ECPQ15 

 Yes 1 

 No 2 

 
 
16. What are emergency contraceptive pills used for? FOR OFFICE 

USE ONLY 
 

ECPKNWQ16 

 To end pregnancy, that is to cause an abortion. 1 

 To prevent pregnancy. 2 

 I have heard of the pills but I don’t know what they are used for. 3 

 I’ve never heard of the pills. 4 

 
 
17. In the past 12 months, have you ever used emergency contraception, or 

morning-after pill? 

 

FOR OFFICE 
USE ONLY 

 
ECPUSEQ17 

 Yes 1 

 No 2 

 
 
18. In which of the following circumstances do you think a woman should be 

able to obtain an abortion? (Tick all that apply.) 

 

FOR OFFICE 
USE ONLY 

 
ABATTQ18 

 If there is a strong chance of serious defect in the baby. 1 

 If she is married and does not want any more children. 2 

 If the woman's own health is seriously endangered by the pregnancy. 3 

 If the family has a very low income and cannot afford any more children. 4 

 If she became pregnant as a result of rape. 5 

 If she is not married and does not want to marry the man. 6 

 If she wants it for any reason. 7 
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SECTION 4: ABOUT YOU 

 

19. How old are you?   _____ years old FOR OFFICE 
USE ONLY 

 
AGEWQ19 

<15 (1) 
15-19 (2) 

… 
40-44 (7) 
>45 (8) 

 

20. What month and year were you born? _____ / _____ FOR OFFICE 
USE ONLY 

 Month  Year AGEWQ20 

 

21. What is your current relationship status?  FOR OFFICE 
USE ONLY 

 
RELAQ21 

  Single, not living with partner 1 

 Single, living with partner 2 

  Married 3 

 Separated 4 

 Divorced 5 

 Widowed 6 

 

22. Are you a New Zealand citizen? FOR OFFICE 
USE ONLY 

 
NZCTWQ22 

  

No 

 Yes    Please go on to question 24. 
2   1 

 If No, what is your residency status? NZCWNQ24 

 New Zealand permanent residency 1 

 Work permit 2 

 Student visa one-year 3 

 Student visa (two-year or longer) 4 

 Other temporary visa. Please specify: _______________________ 5 
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23. If you are not a citizen or permanent resident of New Zealand, what 
nationality are you? 

FOR OFFICE 
USE ONLY 

 

 __________________________________________________ NATWQ23 

 

24. In which country were you born? FOR OFFICE 
USE ONLY 

 
CTRYWQ24 

  New Zealand  Please go on to question 26. 1 

  Other country. Please specify: ___________________________ 2 
 

CTRW2Q24 

 

25. If you were not born in New Zealand, when did you first arrive in New 

Zealand? 

FOR OFFICE 
USE ONLY 

 _______ / _______ ARRNZQ25 

Month  Year  

 

26. Which ethnic group do you mainly identify with?  FOR OFFICE 
USE ONLY 

 
ETHGRWQ26 

 Chinese 1 

 Indian 2 

 Korean 3 

 Japanese 4 

 Filipino 5 

 Thai 6 

 Vietnamese 7 

 Khmer 8 

 H’mong 9 

 Other ethnic group. Please specify:  

______________________________________________________ 
10 
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27. What religion are you? FOR OFFICE 
USE ONLY 

 
RELIWQ27 

 None  Please go on to question 29. 1 

 Protestant (Baptist, Presbyterian, Methodist, Lutheran, Pentecostal, 

Anglican) 
2 

 

 
 

 Roman Catholic 3 

 Muslim 4 

 Buddhist 5 

 Shinto 6 

 Other. Please specify: _________________________________________ 7 

 

 
28. How religious are you? FOR OFFICE 

USE ONLY 
 

HWRELQ28 

 Very religious 1 

 Religious 2 

 Not very religious 3 

 
 
29. In the month you became pregnant this time, were you: FOR OFFICE 

USE ONLY 
 

WKSTWQ29 
 Working at a paid job 1 

 Studying (or on vacation from studies) 2 

 Both 3 

 Neither  Please go on to question 31. 4 
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30. If you are currently studying, which type of education institution are you 
enrolled at? 

FOR OFFICE 
USE ONLY 

 
EDINWQ30 

 High school 1 

 Polytechnic 2 

 University 3 

 Language school 4 

 Other institution. Please specify: ____________________________ 5 

 
31. What is your highest education level including your current study? FOR OFFICE 

USE ONLY 
EDLVWQ31 

 Secondary school level 1 

 High school graduate 2 

 Some diploma or certificate level 3 

 Polytechnic and university level 4 

 Other. Please specify: _____________________________________ 5 

 
32. Have you ever had an abortion before this one? FOR OFFICE 

USE ONLY 
 
PREABQ32 

  Yes  No    Please go on to question 33. 1    2 

 If Yes, how many? _____________ PRABYQ32 

 
 
33. Do you have any children? FOR OFFICE 

USE ONLY 
 

KIDQ33 

  Yes  No    Please go on to question 34. 1   2 

 If Yes, how many?  _____________________ NKIDQ33 

 If Yes, how old is your youngest child?  _______________ years old. YNGKIDQ33 
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34. What kind of procedure did you/will you have for this abortion?  FOR OFFICE 

USE ONLY 
 

PROCQ34 

 A surgical abortion 1 

 A medical abortion (the abortion pill, RU 486, mifepristone) 2 

 I don’t know 3 

 
 
 

SECTION 5: ABOUT YOUR PARTNER 

 
The following questions ask about your male partner responsible for this pregnancy. If you are not 
comfortable answering these questions, please skip this entire section. If you choose to skip this 
section, you have completed the questionnaire.  Please seal it in the envelope and drop it in the 
designated box or return it to the staff person. We thank you for your help with this questionnaire. 
 

 I’d rather not answer this section   Please seal this questionnaire in 
the envelope provided. Thank you. 

FOR OFFICE 
USE ONLY 
SEC5NA 

 
35. How old is your 

partner?   

 I don’t know   Please go on to question 36. FOR OFFICE 
USE ONLY 
AGEPQ35  

1  2 

  He is _____ years old. AGEP2Q35 
1 2…7 8 

 
36. What nationality is 

your partner?  
 I don’t know   Please go on to question 37. FOR OFFICE 

USE ONLY 
NATPQ36 

1  2 
  He is ______________________________. NATP2Q36 
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37. Which ethnic group does your partner mainly identify with?  FOR OFFICE 
USE ONLY 

ETHGRPQ37 

 I don’t know   Please go on to question 38. 1 

 Asian. Please specify: 2 
ASIAPQ37 

   Indian 1 

 Korean 2 

 Japanese 3 

 Filipino 4 

 Thai 5 

 Vietnamese 6 

 Khmer 7 

 H’mong 8 

 Other Asian ethnic group. Please specify: ________________ 9 
ETHGRPQ37 

 European 3 

 Maori 4 

 

 Pacific Island 5 

 Other ethnic group. Please specify: _____________________________ 6 

 
38. What is your partner’s religion? FOR OFFICE 

USE ONLY 
RELPQ38 

 I don’t know  Please go on to question 39. 1 

 None  Please go on to question 39. 2 

 Protestant (Baptist, Presbyterian, Methodist, Lutheran, Pentecostal, 

Anglican) 
3 

 Roman Catholic 4 

 Muslim 5 

 Buddhist 6 

 Shinto 7 

 Other. Please specify: ______________________________________ 8 
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39. Your partner is: FOR OFFICE 
USE ONLY 

WKSTPQ39 

 Working at a paid job 1 

 Studying (or on vacation from studies) 2 

 Both 3 

 Neither 4 

 I don’t know. 5 

 

40. If your partner is currently studying, which type of education institution is 
he enrolled at? 

FOR OFFICE 
USE ONLY 
EDINPQ40 

 

 I don’t know. 1 

 High school 2 

 Polytechnic 3 

 University 4 

 Language school 5 

 Other institution. Please specify: _____________________________ 6 

 
 

You have now completed the questionnaire.  Please seal it in the envelope and drop it in the 
designated box or return it to the staff person. Once again, we thank you for your help with this 

questionnaire 
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调查问卷 

我们知道多少在新西兰亚洲妇女的堕胎情况? 
 

首先感谢你考虑参与该课题研究, 我们希望了解更多亚洲妇女的堕胎经验, 

以便将来能帮助其她妇女. 
 

问卷将提问有关控制生育措施 (如果该问题与你有关), 你对性健康和避孕的知识与态度, 

你选择堕胎的原因和影响你作决定的因素. 该调查是博士课题: 

在新西兰的亚洲妇女的堕胎和性健康的一部分, 

该课题由奥塔哥大学的预防和社会医学和心理医学部门联合监制. 
 

该研究结果将有助于设计一些方法来帮助堕胎的亚洲妇女并防止其意外受孕. 
 

 

请注意: 参与该调查是自愿的. 你不用觉得不得不填写该问卷, 而且你可以随时中止. 
 

你的回答完全是匿名的 - 不要求提供姓名. 你的回答绝对不会与你个人联系起来.   
 

你的回答是保密的. 只有参与该研究的成员才能得到你所提供的信息. 

医务人员将不会看到你的回复. 如果你拒绝参与该课题, 将不会影响你在这里所收到的服务. 
 

 

如果你同意参与, 请完成该问卷, 将其装在信封内并封口, 

然后丢进指定的箱子或交还给官方人员. 
 

如果你对该项目由任何问题或疑虑, 你可以打电话给预防和社会医学部的主调查员, Lien 

Trinh女士, 电话是: (03) 479577, 或手机 021-0606 108. 
 

该调查结果将在12个月后面世, 如果你想得到一份该结果的副本, 

请告诉官方人员另外给你一份表格和自带地址的信封以便直接寄给调查组. 
 

请翻到下一页开始调查问卷.

Chinese Simplified 
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今天的日期:   /  /   
 月  日  年  

 
 

第一部分: 堕胎原因 

 
 

在开始回答具体问题之前, 现在请简单描述一下是什么主要原因使你选择堕胎. 
 
 

仅官方使用 

 
_______________________________________________________________ 

REANARQ00 
1 

 
_______________________________________________________________ 2 

 
_______________________________________________________________ 3 

 
 

(如果主要原因是胎儿异常, 请不要回答这份问卷, 请将问卷交还给官方人员, 谢谢.) 
 
 

现在我们将开始问你所有可能的原因. 
 

你选择堕胎是因为你现在还养不起一个孩子? 仅官方使用 

  是  不    请回答问题2. AFFDQ01  
1     2 

 如是，下面哪种情况适合你? (打勾所有适合你的情况.) AFFDYQ01 

 我没有工作. 1 

 我的丈夫/配偶没工作. 2 

 我没有得到我丈夫/配偶足够的支持. 3 

 我没有结婚. 4 

 我不能负担基本的生活需要. 5 

 
 

 我的工资不够支付照顾一个婴儿和小孩的开支. 6 

 我不能为了照顾婴儿而离开我的工作. 7 
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 我可能要寻找另外一个地方居住. 8 

 我现在靠救济生活. 9 

 我是学生或计划去读书. 10 

 任何其它的原因.  (请说明: ____________ ____________) 11 

 

你采取堕胎是因为有了孩子会使你的生活发生很大的变化, 

而你还没有做好迎接这种变化的准备? 

仅官方 使用 

 

  是  不    请回答问题3.  CHNGQ02 
1     2 

 如是，下面哪种情况适合你?  (打勾所有适合你的情况.) CHNGYQ02 

 有了孩子可能会影响我的学业. 1 

 现在有了孩子, 可能会影响我的工作/就业/前途. 2 

 我现在不能有孩子, 因为我已有孩子或有人需要我照顾. 3 

 任何其它原因. (请说明: ___ _________________________) 4 

 

你采取堕胎是因为你不想成为一位单身母亲? 仅官方使用 

 
 是  不    请回答问题4. 

SNGLQ03 

1     2 

 如是, 下面哪种情况适合你?  (请打勾所有适合你的情况.) SNGLYQ03 

 我目前还没有任何恋爱关系. 1 

 由我自己抚养一个孩子或(再多一个孩子)会很困难. 2 

 我从家庭或朋友那里得不到足够的支持去抚养孩子. 3 

 成为单身母亲我将会感到羞耻. 4 

 任何其它原因.  (请说明: _____________________________) 5 
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你采取堕胎是因为你与你丈夫或配偶的的关系有问题? 仅官方使用 

 
 是  否    请回答问题5.  

RELAQ04 

1     2 

 如是, 下面哪种情况适合你?  (请打勾所有适合你的情况.) RELAYQ04 

 我的（恋爱）关系或婚姻可能会立刻破裂. 1 

 我的配偶和我不能或不想结婚. 2 

 我的配偶/丈夫虐待我或我的孩子. 3 

 我的配偶不可能成为一个好父亲. 4 

 有了孩子可能会对我的恋爱关系产生影响. 5 

 任何其它原因.  (请说明:  
6 

_____________________________________________________) 

 

有什么其它原因导致你决定堕胎?  (请打勾所有适合你的情况.) 仅官方使用 
 

OTHREAQ05 
 我的丈夫或配偶要求我堕胎. 1 

 我的父母要求我堕胎. 2 

 我不想让我的父母或其他人知道我有了性行为. 3 

 我不想让我的父母或其他人知道我已怀孕. 4 

 我不想回家怀孕. 5 

 我已经有了足够的孩子了. 6 

 我是被强奸的. 7 

 我是乱伦而导致怀孕的 (被某位家庭成员强迫性交). 8 

 我不认为我已成熟的可以抚养一个 (或再多一个) 孩子. 9 
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 一些其它原因.  (请说明:  
10 

_____________________________________________________) 

 不是上面的任何一种情况. 11 

任何下面的人对你决定堕胎提供了帮助吗?  (请打勾所有适合你的情况.)  仅官方使用 
 

HELPDECQ06 

 丈夫/配偶 1 

 父母或监护人 2 

 姐妹或兄弟 3 

 其他家庭成员 4 

 朋友 5 

 医生或其他专业医务人士 6 

 理疗师/ 咨询顾问/ 社会工作者 7 

 宗教人士或精神顾问 8 

 电话帮助热线或聊天室/网站 9 

 没有任何人 10 

 其他人员:  _____________________________________________ 11 

 
 
 

 

在问题6, 如果你打勾任何人, 哪些人对你的决定是最重要的? 仅官方使用 
 

MOSTIMQ07 

 _________________________________________________________ 1-11 

 
 
 

第二部分: 你采取了什么避孕措施而导致你怀孕 

 
 

在你受孕那段时间, 你使用任何控制生育措施吗? 请选择以下项目. 仅官方使用 
 

EVEUSEQ08 

   .否  请回答问题9.  2 

   有时候  请回答问题9. 3 

   一直使用  请回答问题10. 1 
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在你受孕那段时间，你为什么从来不用或只是有时候使用控制生育措施? 

(打勾所有适合你的情况.) 

仅官方使用 

 

NEVSOMQ09 

   我只是从来没有想到. 1 

   我害怕这些措施的副作用, 譬如以下这些情况. 

(打勾所有适合你的情况.) 

2 
 

SIDEFFQ09 

  吃避孕药会使体重增加. 1 

  用避孕套有过敏反应. 2 

  长期使用生育控制措施会导致怀孕困难. 3 

  其它副作用. (请说明  4 
 

NEVSOMQ09 

  ________________________________________________)  

   我想生育控制措施会使做爱没那么有趣. 3 

   我想控制生育措施使用起来很困难. 4 

   我不知道如何使用生育控制措施. 5 

 

   我负担不起生育控制措施. 6 

   我不知道在哪里得到能生育控制措施 7 

   我的配偶不愿意使用生育控制措施 8 

    我的配偶不愿意我使用任何形式的生育控制措施 9 

    我的配偶想让我怀孕 10 

   我的父母不愿意我使用任何形式的生育控制措施 11 

   我感到很难为情采取生育控制措施. 12 

   我想要怀孕 13 

   我不介意怀孕 14 

   我丢了一些药片 15 

   其它原因. (请说明  
16 

 _______________________________________________________) 
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如果你在采取生育控制措施的同时怀孕了, 是那种方式失败了? (如你在问题 

8 打勾一直使用.) 打勾所有适合你的情况 

仅官方使用 

 

BCMFLQ10 

 早晨用避孕药 (或紧急避孕药) 1 

 在射精前抽出生殖器 2 

 在安全期做爱 3 

 哺乳期 4 

 注射 (Depro-Provera) 5 

 子宫内置避孕器 (IUD) 包括 Mirena  6 

 输卵管结扎术 (输卵管结扎) 7 

 我配偶做了输精管切除术 8 

 其它措施 (如. 杀精子剂, 隔膜.其它) 9 

 其它措施. (请说明   10 

 ______________________________________________________)  

 生育控制药   请回答问题11. 11 

 避孕套   请回答问题12. 12 

 

如果你用了生育控制药, 你认为为什么你还会怀孕呢? 

(打勾所有适合你的情况.) 

仅官方使用 
 

BCPILLQ11 

  我在受孕那个月服了抗菌药. 1 

  我在受孕那个月服了其它药物. 2 

  我生病了. 3 

  我漏服了几次(避孕)药. 4 

  我正好开始转服其它的(避孕)药了. 5 

  我没有等到避孕药开始起作用就做爱了. 6 

  其它原因. 请说明. 7 

  _______________________________________________________  

  _______________________________________________________  
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如果你的配偶和你使用了避孕套, 为什么你会受孕呢? 

(打勾所有适合你的情况.) 

仅官方使用 

CNDMQ12 

   避孕套有可能滑落了或断裂了. 1 

   其它原因. (请说明.) 2 

   ________________________________________________________  

   ________________________________________________________  

 

第三部分: 有关性健康和使用生育控制措施的问题 

 

你使用过以下哪种生育控制措施? (打勾所有适合你的情况.) 仅官方使用 
 

BCMUSQ13 

 避孕套 1 

 生育控制药物 2 

 日历安全期避孕法 (自然方法) 3 

 在射精前抽出生殖器 4 

 注射 (Depro-Provera) 5 

 子宫内置避孕器 (IUD) 包括 Mirena 6 

 其它措施 (例. 杀精子剂, 隔膜, 其它) 7 

 其它. (请说明 __________________________________________ 8 

 ______________________________________________________)  

 
 

你第一次是怎么知道生育控制措施的? (打勾所有适合你的情况.) 仅官方使用 
 

BCKNWQ14 

 家庭 1 
 

 朋友 2 
 

 男朋友, 女朋友, 伴侣 3 
 

 医生/其他专业医务人员 4 
 

 媒体 (电视, 电台, 报纸, 杂志, 其它.) 5 
 

 网络 6 
 

 其它. (请说明  __________________________________________) 7 
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你曾使用过紧急避孕药吗, 有时该药物被称为早晨避孕药? 仅官方使用 
 

ECPQ15 

 是 1 

 否 2 

 

紧急避孕药是用于什么目的? 仅官方使用 
 

ECPKNWQ16 

 用于终止妊娠, 导致流产. 1 

 防止怀孕. 2 

 我听说过这种药但我不知道它们的用途. 3 

 我从来没有听说过这种药物. 4 

 

在过去的12个月内, 你曾使用过紧急避孕药或早晨避孕药吗? 仅官方使用 
 

ECPUSEQ17 

 是的 1 

 没有 2 

 

在以下的什么情况下, 你认为妇女应该能采取堕胎? 

(请打勾所有适合的情况.) 

仅官方使用 
 

ABATTQ18 

 如果婴儿非常有可能具有严重缺陷. 1 

 如果她已结婚并且不想要更多的孩子. 2 

 如果该妇女自己的健康由于妊娠而受到严重的威胁. 3 

 如果该家庭的收入很低并无力承担更多的孩子. 4 

 如果她是由于被强奸而导致怀孕. 5 

 如果她还没有结婚并不想与那个男人结婚. 6 

 如果她有其它的原因想堕胎. 7 

 

 

第四部分: 有关于你 
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你多大了?   _____ 岁 仅官方使用 
 

AGEWQ19 
<15 (1) 

15-19 (2) 
… 

40-44 (7) 
>45 (8) 

 

你的出生年, 月? _____ / _____ 仅官方使用 

 月  年 AGEWQ20 

 

你现在的婚姻状况? 仅官方使用 
 

RELAQ21 
  单身, 不与配偶同居 1 

 单身, 与配偶同居 2 

  结婚 3 

 分居 4 

 离婚 5 

 丧偶 6 

 

你是新西兰公民吗? 仅官方使用 
 

NZCTWQ22 

  否  是    请回答问题24. 2   1 

 如否, 你的公民状况? NZCWNQ24 

 新西兰永久居民 1 

 工作许可 2 

 一年学生签证 3 

 学生签证 (二年或更长) 4 

 其它临时签证. 请说明: 

____________________________________ 
5 

 

如果你既不是新西兰公民也不是永久居民, 你的国籍是什么? 仅官方使用 

 _________________________________________________________ NATWQ23 
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你是在哪个国家出生的? 仅官方使用 
 

CTRYWQ24 

  新西兰  请问答问题26. 1 

  其它国家. 请说明: ________________________________ 2 
 

CTRW2Q24 

 

如果你不是新西兰出生的, 你是什么时候第一次到达新西兰的? 仅官方使用 

 __ / ______ ARRNZQ25 

月  年  

 

你主要被分为是哪个种族? 仅官方使用 

 

ETHGRWQ26 

 中国人 1 

 印度人 2 

 韩国人 3 

 日本人 4 

 菲律宾人 5 

 泰国人 6 

 越南人 7 

 高棉人 8 

 蒙古人 9 

 其他种族. 请说明: _________________________________________ 10 

 

你的宗教信仰是什么? 仅官方使用 
 

RELIWQ27 

  没有  请问答问题29. 1 

  新教徒 (基督教, 长老会, 卫理公会, 路德教, 犹太教, 圣公会教) 2 

 罗马天主教 3 

 穆斯林 4 

 佛教 5 

 神道教 6 

 其它. 请说明: _____________________________________________ 7 
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你的宗教信仰程度? 仅官方使用 
 

HWRELQ28 

 非常虔诚 1 

 虔诚 2 

 不太虔诚 3 

 

在你受孕的那个月, 你正: 仅官方使用 
 

WKSTWQ29 
 从事有薪水的工作 1 

 在读书 (或在学校假期) 2 

 以上二种情况都是 3 

 不是以上任何一种情况  请回答问题31. 4 

 

 

如果你正在读书, 你正从事哪种学习? 仅官方使用 
 

EDINWQ30 

 高中 1 

 理工学院 2 

 大学 3 

 语言学习 4 

 其它学院. 请说明: ____________________________________ 5 

 

你的最高学历? 包括你现在的学习,  仅官方使用 
 

EDLVWQ31 

 高中水平 1 

 高中毕业 2 

 某些专科或证书课程水平 3 

 理工学院和大学水平 4 

 其它. 请说明: ___________________________________________ 5 

 

在这次的堕胎之前, 你以起曾有过堕胎吗? 仅官方使用 
 

PREABQ32 

  是  否    请回答问题33. 1    2 

 如是, 有几次? _____________ PRABYQ32 
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你有孩子吗? 仅官方使用 
 

KIDQ33 

  有  没有    请回答问题 34. 1   2 

 如有, 几个?  ______________________ NKIDQ33 

 如有, 最小的几岁了?  ____________________ 岁. YNGKIDQ33 

你曾使用了/将使用什么方式堕胎?  仅官方使用 
 

PROCQ34 

 手术堕胎 1 

 医学堕胎 (堕胎药, RU 486, mifepristone) 2 

 我不知道 3 

 
 

第五部分: 有关你的伴侣 

 

下面的问题是询问对这次怀孕负责的男性配偶. 如果你感到不自在在回答这些问题时, 

请忽略这个部分. 如果你选择忽略这个部分, 你已完成了这个问卷.  

请将信封封口并丢在指定的箱子内或交还给官方人员. 我们感谢你对该问卷的帮助. 
 

 我最好不回答这个部分   

请将该问卷放入提供的信封并封口, 谢谢. 

仅官方使用 
SEC5NA 

 
 

你的配偶几岁了?    我不知道   请回答问题36. 仅官方使用 
AGEPQ35  

1  2 
  他 _____ 岁. AGEP2Q35 

1 2…7 8 

 

你配偶的国籍是什么?   我不知道   请回答问题37. 仅官方使用 
NATPQ36 

1  2 
  他是 _______________________________. NATP2Q36 

 

你配偶的种族主要归于哪一类?  仅官方 使用 

ETHGRPQ37 

 我不知道   请回答问题38. 1 

 亚洲人. 请具体指明: 2 
ASIAPQ37 

   印度人 1 

 韩国人 2 
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 日本人 3 

 菲律宾人 4 

 泰国人 5 

 越南人 6 

 高棉人 7 

 蒙古人 8 

 其它亚洲种族. 请说明: _______________________ 9 
ETHGRPQ37 

 欧裔人 3 

 毛利人 4 

 太平洋岛人 5 

 其它种族. 请说明: __________________________________ 6 

 

你配偶的宗教信仰是什么? 仅官方使用 
RELPQ38 

 我不知道  请回答问题39. 1 

 没有  请回答问题39. 2 

 新教徒 (基督教, 长老会, 卫理公会, 路德教, 犹太教, 圣公会教) 3 

 罗马天主教 4 

 穆斯林 5 

 佛教 6 

 神道教 7 

 其它. 请说明: 

________________________________________________ 
8 

 

你的配偶是: 仅官方使用 
WKSTPQ39 

 带薪工作 1 

 读书 (在学校假期内) 2 

 以上二种都是 3 

 不是以上任何一种 4 
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 我不知道. 5 

 

如果你的配偶现在正在读书, 他正从事那种学习? 仅官方使用 
EDINPQ40 

 

 我不知道. 1 

 高中 2 

 理工学院 3 

 大学 4 

 语言学习 5 

 其它教育学院. 请说明: ____________________________________ 6 

 
 
 

如果你已完成了问卷, 请将它放入信封并封口, 丢在指定的箱子内或交还给官方人员. 

我们再一次感谢你对该问卷的帮助. 
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調查問卷 

我們知道多少在新西蘭亞洲婦女的墮胎情況? 
 

首先感謝妳考慮參與該課題研究, 我們希望了解更多亞洲婦女的墮胎經驗, 

以便將來能幫助其她婦女. 
 

問卷將提問有關控制生育措施 (如果該問題與妳有關), 妳對性健康和避孕的知識與態度, 

妳選擇墮胎的原因和影響妳作決定的因素. 該調查是博士課題: 

在新西蘭的亞洲婦女的墮胎和性健康的一部分, 

該課題由奧塔哥大學的預防和社會醫學和心理醫學部門聯合監制. 
 

該研究結果將有助于設計一些方法來幫助墮胎的亞洲婦女並防止其意外受孕. 
 

 

請注意: 參與該調查是自願的. 妳不用覺得不得不填寫該問卷, 而且妳可以隨時中止. 
 

妳的回答完全是匿名的 - 不要求提供姓名. 妳的回答絕對不會與妳個人聯系起來.   
 

妳的回答是保密的. 只有參與該研究的成員才能得到妳所提供的信息. 

醫務人員將不會看到妳的回複. 如果妳拒絕參與該課題, 將不會影響妳在這裏所收到的服務. 
 

 

如果妳同意參與, 請完成該問卷, 將其裝在信封內並封口, 

然後丟進指定的箱子或交還給官方人員. 
 

如果妳對該項目由任何問題或疑慮, 妳可以打電話給預防和社會醫學部的主調查員, Lien 

Trinh女士, 電話是: (03) 479577, 或手機 021-0606 108. 
 

該調查結果將在12個月後面世, 如果妳想得到一份該結果的副本, 

請告訴官方人員另外給妳一份表格和自帶地址的信封以便直接寄給調查組. 
 

請翻到下一頁開始調查問卷.

Chinese Traditional 
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今天的日期:   /  /   
 月  日  年  

 
 

第一部分: 墮胎原因 

 
 

在開始回答具體問題之前, 現在請簡單描述一下是什麽主要原因使妳選擇墮胎. 

 
 

僅官方使用 

 
______________________________________________________________ 

REANARQ00 
1 

 
______________________________________________________________ 2 

 
______________________________________________________________ 3 

 
 

(如果主要原因是胎兒異常, 請不要回答這份問卷, 請將問卷交還給官方人員, 謝謝.) 
 

現在我們將開始問妳所有可能的原因. 

 

妳選擇墮胎是因爲妳現在還養不起一個孩子? 僅官方使用 

  

是 
 不  請回答問題2. 

AFFDQ01  
1     2 

 如是，下面哪種情況適合妳? (打勾所有適合妳的情況.) AFFDYQ01 

 我沒有工作. 1 

 我的丈夫/配偶没工作. 2 

 我沒有得到我丈夫/配偶足夠的支持. 3 

 我沒有結婚. 4 

 我不能負擔基本的生活需要. 5 

 我的工資不夠支付照顧一個嬰兒和小孩的開支. 6 

 我不能爲了照顧嬰兒而離開我的工作. 7 
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 我可能要尋找另外一個地方居住. 8 

 我現在靠救濟生活. 9 

 我是學生或計劃去讀書. 10 

 任何其它的原因.  (請說明: ____________________________) 11 

 
 

你采取墮胎是因為 

有了孩子會使你的生活發生很大的變化，而你還沒有做好迎接這種變化

的準備？ 

僅官方使用 

 

  是  不   請回答問題3。  CHNGQ02 
1     2 

 如是，下面哪種情況適合你？  (打勾所有適合你的情況。) CHNGYQ02 

 有了孩子可能會影響我的學業。 1 

 現在有了孩子，可能會影響我的工作/就業/前途。 2 

 我現在不能有孩子，因為我已有孩子或者有人需要我照顧。  3 

 任何其他原因。 (請說明: _ ___________________________) 4 

 
 

你采取墮胎是因為你，不想成为一位单身母亲? 僅官方使用 

 
 是  不    请回答问题4. 

SNGLQ03 

1     2 

 如是, 下面哪种情况适合你?  (请打勾所有适合你的情况.) SNGLYQ03 

 我目前還沒有任何戀愛關系. 1 

 由我自己撫養一個孩子或(再多一個孩子)會很困難. 2 

 我從家庭或朋友那裏得不到足夠的支持去撫養孩子. 3 

 成爲單身母親我將會感到羞恥. 4 

 任何其它原因.  (請说明: ______________________________) 5 
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妳采取墮胎是因爲妳與妳丈夫或配偶的的關系有問題? 僅官方使用 

 
 是  否    請回答問題5.  

RELAQ04 

1     2 

 如是, 下面哪種清況適合妳?  (請打勾所有適合妳的清況.)? RELAYQ04 

 我的（戀愛）關系或婚姻可能會立刻破裂. 1 

 我的配偶和我不能或不想結婚. 2 

 我的配偶/丈夫虐待我或我的孩子. 3 

 我的配偶不可能成爲一個好父親. 4 

 有了孩子可能會對我的戀愛關系産生影響. 5 

 任何其它原因.  (請说明: _____________________________ 
6 

_____________________________________________________) 

 
 

有什麽其它原因導致妳決定墮胎?  (請打勾所有適合妳的情況.) 僅官方使用 
OTHREAQ05 

 我的丈夫或配偶要求我墮胎. 1 

 我的父母要求我墮胎. 2 

 我不想讓我的父母或其他人知道我有了性行爲. 3 

 我不想讓我的父母或其他人知道我已懷孕. 4 

 我不想回家懷孕 5 

 我已經有了足夠的孩子了. 6 

 我是被強奸的. 7 

 我是亂倫而導致懷孕的 (被某位家庭成員強迫性交). 8 

 我不認爲我已成熟的可以撫養一個 (或再多一個) 孩子. 9 

 一些其它原因.  (請说明: ________________________________ 
10 

________________________________________________________) 

 不是上面的任何一种情况. 11 
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任何下面的人對妳決定墮胎提供了幫助嗎?  (請打勾所有適合妳的情況.) 僅官方使用 
HELPDECQ06 

 丈夫/配偶 1 

 父母或監護人 2 

 姐妹或兄弟 3 

 其他家庭成員 4 

 朋友 5 

 醫生或其他專業醫務人士 6 

 理療師/ 咨詢顧問/ 社會工作者 7 

 宗教人士或精神顧問 8 

 電話幫助熱線或聊天室/網站 9 

 沒有任何人 10 

 其他人員:  ________________________________________________ 11 

 
 

在問題6, 如果妳打勾任何人, 哪些人對妳的決定是最重要的? 僅官方使用 
MOSTIMQ07 

 ___________________________________________________________ 1-11 

 
 
 

第二部分: 妳采取了什麽避孕措施而導致妳懷孕 

 
 

在妳受孕那段時間, 妳使用任何控制生育措施嗎? 請選擇以下項目. 僅官方使用 
EVEUSEQ08 

   否 請回答問題9.  2 

   有時候請回答問題10. 3 

   一直使用 請回答問題11. 1 
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在妳受孕那段時間，妳爲什麽從來不用或只是有時候使用控制生育措施? 

(打勾所有適合妳的情況.) 

僅官方使用 

NEVSOMQ09 

   我只是從來沒有想到. 1 

   我害怕這些措施的副作用, 譬如以下這些情況. 

(打勾所有適合妳的情況.) 

2 
 

SIDEFFQ09 

  吃避孕藥會使體重增加. 1 

  用避孕套有過敏反應. 2 

  長期使用生育控制措施會導致懷孕困難 3 

  其它副作用. (請说明 ____________________________________ 4 
 
 
 

NEVSOMQ09 

  _______________________________________________________) 

   我想生育控制措施會使做愛沒那麽有趣. 3 

   我想控制生育措施使用起來很困難. 4 

   我不知道如何使用生育控制措施. 5 

   我負擔不起生育控制措施. 6 

   我不知道在哪裏能得到生育控制措施 7 

   我的配偶不願意使用生育控制措施 8 

   我的配偶不願意我使用任何形式的生育控制措施 9 

 ..我的配偶想讓我懷孕 10 

   我的父母不願意我使用任何形式的生育控制措施 11 

   我感到很難爲情采取生育控制措施. 12 

   我想要懷孕 13 

   我不介意懷孕 14 

   我丟了一些藥片 15 

   其它原因. (請说明 __________________________________________ 

16  __________________________________________________________ 

 __________________________________________________________) 
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如果妳在采取生育控制措施的同時懷孕了, 是那種方式失敗了? (如妳在問題 

8 打勾一直使用.) 打勾所有適合妳的情況 

僅官方使用 

BCMFLQ10 

 早晨用避孕藥 (或緊急避孕藥) 1 

 在射精前抽出生殖器 2 

 在安全期做愛 3 

 哺乳期 4 

 注射(Depro-Provera) 5 

 子宮內置避孕器 (IUD) 包括 Mirena  6 

 輸卵管結紮術 (輸卵管結紮) 7 

 我配偶做了輸精管切除術 8 

 其它措施 (如. 殺精子劑, 隔膜.其它) 9 

 其它措施. (請说明  ________________________________________ 10 

 ________________________________________________________)  

 生育控制藥請回答問題11. 11 

 避孕套 請回答問題12. 12 

 

 

如果妳用了生育控制藥, 妳認爲爲什麽妳還會懷孕呢? 

(打勾所有適合妳的情況.) 

僅官方使用 
BCPILLQ11 

  我在受孕那個月服了抗菌藥. 1 

  我在受孕那個月服了其它藥物. 2 

  我生病了. 3 

  我漏服了幾次(避孕)藥. 4 

  我正好開始轉服其它的(避孕)藥了. 5 

  我沒有等到避孕藥開始起作用就做愛了. 6 

  其它原因. 請說明. 7 

  __________________________________________________________  

  __________________________________________________________  
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如果妳的配偶和妳使用了避孕套, 爲什麽妳會受孕呢? 

(打勾所有適合妳的情況.) 
僅官方使用 
CNDMQ12 

   避孕套有可能滑落了或斷裂了. 1 

  其它原因. (請說明.) 2 

 ______________________________________________________  

 ______________________________________________________  

 

 

第三部分 3: 有關性健康和使用生育控制措施的問題 

 

妳使用過以下哪種生育控制措施? (打勾所有適合妳的情況.) 僅官方使用 
BCMUSQ13 

 避孕套 1 

 生育控制藥物 2 

 日曆安全期避孕法 (自然方法) 3 

 在射精前抽出生殖器 4 

 注射 (Depro-Provera) 5 

 子宮內置避孕器 (IUD) 包括 Mirena 6 

 其它措施 (例. 殺精子劑, 隔膜, 其它) 7 

 其它. (請说明 _________________________________________ 8 

 _____________________________________________________)  

 

妳第一次是怎麽知道生育控制措施的? (打勾所有適合妳的情況.) 僅官方使用 
BCKNWQ14 

 家庭 1 
 

 朋友 2 
 

 男朋友, 女朋友, 伴侶 3 
 

 醫生/其他專業醫務人員 4 
 

 媒體 (電視, 電台, 報紙, 雜志, 其它.) 5 
 

 網絡 6 
 

 其它. (請说明  ________________________________________) 7 
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妳曾使用過紧急避孕藥嗎, 有時該藥物被稱爲早晨避孕藥? 僅官方使用 
ECPQ15 

 是 1 

 否 2 

 
 

緊急避孕藥是用于什麽目的? 僅官方使用 
ECPKNWQ16 

 用于終止妊娠, 導致流産. 1 

 防止懷孕. 2 

 我聽說過這種藥但我不知道它們的用途. 3 

 我從來沒有聽說過這種藥物. 4 

 
 

在過去的12個月內, 妳曾使用過緊急避孕藥或早晨避孕藥嗎? 僅官方使用 
ECPUSEQ17 

 是的 1 

 沒有 2 

 
 

在以下的什麽情況下, 妳認爲婦女應該能采取墮胎? 

(請打勾所有適合的情況.) 

仅官方使用 
 

ABATTQ18 

 如果嬰兒非常有可能具有嚴重缺陷. 1 

 如果她已結婚並且不想要更多的孩子. 2 

 如果該婦女自己的健康由于妊娠而受到嚴重的威脅. 3 

 如果該家庭的收入很低並無力承擔更多的孩子. 4 

 如果她是由于被強奸而導致懷孕. 5 

 如果她還沒有結婚並不想與那個男人結婚. 6 

 如果她有其它的原因想墮胎. 7 
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第四部分: 有關于妳 

 

妳多大了?   _____ 歲 僅官方使用 
AGEWQ19 

<15 (1) 
15-19 (2) 

… 
40-44 (7) 
>45 (8) 

 

妳的出生年, 月? _____ / _____ 僅官方使用 

 月  年 AGEWQ20 

 

妳現在的婚姻狀況? 僅官方使用 
RELAQ21 

  單身, 不與配偶同居 1 

 單身, 與配偶同居 2 

  結婚 3 

 分居 4 

 離婚 5 

 喪偶 6 

 

妳是新西蘭公民嗎? 僅官方使用 
NZCTWQ22 

  否  是    請回答问题24. 2   1 

 如否, 妳的公民狀況? NZCWNQ24 

 新西蘭永久居民 1 

 工作許可 2 

 一年學生簽證 3 

 學生簽證 (二年或更長) 4 

 其它臨時簽證. 請说明: 

____________________________________ 
5 
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如果妳既不是新西蘭公民也不是永久居民, 妳的國籍是什麽? 僅官方使用 

 __________________________________________________ NATWQ23 

 

妳是在哪個國家出生的? 僅官方使用 
CTRYWQ24 

 新西蘭 請問答問題26. 1 

 其它國家. 請說明: ___________________________________ 2 
 

CTRW2Q24 

 

如果妳不是新西蘭出生的, 妳是什麽時候第一次到達新西蘭的? 僅官方使用 

 __ / _______ ARRNZQ25 

月  年  

 

妳主要被分爲是哪個種族? 僅官方使用 
ETHGRWQ26 

 中國人 1 

 印度人 2 

 韓國人 3 

 日本人 4 

 菲律賓人 5 

 泰國人 6 

 越南人 7 

 高棉人 8 

 蒙古人 9 

 其他種族. 請說明:  

_______________________________________________ 
10 

 

妳的宗教信仰是什麽? 僅官方使用 
RELIWQ27 

沒有請問答問題29. 1 

新教徒 (基督教, 長老會, 衛理公會, 路德教, 猶太教, 聖公會教) 2 
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羅馬天主教 3 

穆斯林 4 

佛教 5 

神道教 6 

其它. 請說明: ____________________________________________ 7 

 

 

妳的宗教信仰程度? 僅官方使用 
HWRELQ28 

非常虔誠 1 

虔誠 2 

不太虔誠 3 

 
 

在妳受孕的那個月, 妳正: 仅官方使用 
 

WKSTWQ29 
 從事有薪水的工作 1 

 在讀書 (或在學校假期) 2 

 以上二種情況都是 3 

 不是以上任何一種情況 請回答問題31. 4 

 
 

如果妳正在讀書, 妳正從事哪種學習? 僅官方使用 
EDINWQ30 

 高中 1 

 理工學院 2 

 大學 3 

 語言學習 4 

 其它學院. 請說明: ____________________________________ 5 
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妳的最高學曆? 包括妳現在的學習,  僅官方使用 
EDLVWQ31 

 高中水平 1 

 高中畢業 2 

 某些專科或證書課程水平 3 

 理工學院和大學水平 4 

 其它. 請说明: ____________________________________________ 5 

 
 

在這次的墮胎之前, 妳以起曾有過墮胎嗎? 僅官方使用 
PREABQ32 

  是  否    請回答问题33. 1    2 

 如是, 有幾次? _____________ PRABYQ32 

 
 

妳有孩子嗎? 僅官方使用 
KIDQ33 

  有 沒有    請回答问题 34. 1   2 

 如有, 幾個?  ______________________ NKIDQ33 

 如有, 最小的幾歲了?  ____________________ 岁. YNGKIDQ33 

 
 

妳曾使用了/將使用什麽方式墮胎?  僅官方使用 
PROCQ34 

 手術墮胎 1 

 醫學墮胎 (墮胎藥, RU 486, mifepristone) 2 

 我不知道 3 
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第五部分: 有關妳的伴侶 

 

下面的問題是詢問對這次懷孕負責的男性配偶. 如果妳感到不自在在回答這些問題時, 

請忽略這個部分. 如果妳選擇忽略這個部分, 妳已完成了這個問卷.  

請將信封封口並丟在指定的箱子內或交還給官方人員. 我們感謝妳對該問卷的幫助. 
 

 我最好不回答這個部分請將該問卷放入提供的信封並封口, 

謝謝. 

僅官方使用 
SEC5NA 

 

妳的配偶幾歲了?   我不知道   請回答問題36. 僅官方使用 
AGEPQ35  

1  2 
 他 _____ 歲. AGEP2Q35 

1 2…7 8 

 

妳配偶的國籍是什麽?  我不知道   請回答問題37. 僅官方使用 
NATPQ36 

1  2 
  他是 _____________________. NATP2Q36 

 

妳配偶的種族主要歸于哪一類?  僅官方使用 

ETHGRPQ37 

 我不知道 請回答問題38. 1 

 亞洲人. 請具體指明: 2 
ASIAPQ37 

   印度人 1 

 韓國人 2 

 日本人 3 

 菲律賓人 4 

 泰國人 5 

 越南人 6 

 高棉人 7 

 蒙古人 8 

 其它亞洲種族. 請說明: _______________________ 9 
ETHGRPQ37 

 歐裔人 3 

 毛利人 4 
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 太平洋島人 5 

 其它種族. 請說明: __________________________________ 6 

 

妳配偶的宗教信仰是什麽? 僅官方使用REL
PQ38 

 我不知道 請回答問題39. 1 

  沒有 請回答問題39. 2 

 新教徒 (基督教, 長老會, 衛理公會, 路德教, 猶太教, 聖公會教) 3 

 羅馬天主教 4 

 穆斯林 5 

 佛教 6 

 神道教 7 

 其它. 請說明: __________________________________________ 8 

 

妳的配偶是: 僅官方使用 
WKSTPQ39 

 帶薪工作 1 

 讀書 (在學校假期內) 2 

 以上二種都是 3 

 不是以上任何一種 4 

 我不知道. 5 

 

 如果妳的配偶現在正在讀書, 他正從事哪種學習? 僅官方使用 
EDINPQ40 

 

 我不知道. 1 

 高中 2 

 理工學院 3 

 大學 4 

 語言學習 5 

 其它教育學院. 請說明: ________________________________ 6 

 

如果妳已完成了問卷, 請將它放入信封並封口, 丟在指定的箱子內或交還給官方人員. 

我們再一次感謝妳對該問卷的幫助. 
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ग्रािक सवेक्षण प्रश्नावली 
                न्यूजीलैंड में एशियाई महिलाओं में गर्भपात: िम क्या जानत ेिो? 

इस अध्ययन में भाग लेने पर वर्वचार करने के ललए धन्यर्वाि. हम गभणपात आसपास एलशयाई मदहलाओीं के अनुभर्वों और 
अचधक ताकक भवर्वष्य में अन्य मदहलाओीं की मिि करने के बारे में पता करने की इछछा है. 
इस प्रश्न का जन्म ननयींत्रण के तरीकों के बारे में पूछने (यदि आप करने के ललए), आपका ज्ञान और यौन स्र्वास््य और 
गभणननरोधक, गभणपात के ललए और अपने ननणणय पर प्रभार्व चयन के ललए अपने कारणों ननमाणण के प्रनत रर्वैया प्रासींचगक. 
 
एक पीएच.डी. के इस सर्वेक्षण िामण दहस्सा न्यूजीलैंड में एलशयाई मदहलाओीं में गभणपात और यौन स्र्वास््य पर जो वर्वभागों 
ननर्वारक और सामाच्जक चचककत्सा और मनोर्वैज्ञाननक चचककत्सा, वर्वश्र्ववर्वद्यालय ऑटैगो की के सींयुक्त ननरीक्षण में 
पररयोजना है. 
कौन और गभणपात है अर्वाींनछत गभणधारण को रोकने के ललए एलशयाई मदहलाओीं की मिि करने के उपायों के डडजाइन की 
सहायता करेंगे इस अध्ययन का पररणाम. 
 
 
कृपया ध्यान िें: इस अनुसंधान में आपकी सिर्ागगता स्वैच्छिक िै. आप इस प्रश्नार्वली को भरने के ललए नहीीं है, और आप 
ककसी भी बब ींि ुपर रोक सकता है. 
 
आपका उत्ति पूिी तिि अनाम ििे िैं - कोई नाम का अनुिोध कि ििे िैं. आपका जर्वाब आप व्यच्क्तगत रूप से जुड़ा होना 
कभी नहीीं होगा.  
 
आपका उत्ति गोपनीय िैं. लसिण  एक ही व्यच्क्त है जो आप की जानकारी प्रिान करने के ललए उपयोग होगा अनुसींधान टीम 
के सिस्य हैं. चचककत्सा स्टाि अपनी प्रनतकिया नहीीं िेिेंगे. यदि आप इस अध्ययन में भाग लेने के ललए मना कर दिया, 
यह आप यहााँ प्राप्त की सेर्वाओीं को प्रभावर्वत नहीीं करेगा. 
 

यदि आपके कोई प्रश्न या चचींता इस पररयोजना के बारे में है, तो आप मुख्य अन्र्वेषक कॉल कर सकत ेहैं, ग्रहणाचधकार   
सुश्री.Lien Trinh वर्वभाग, ननर्वारक और सामाच्जक चचककत्सा में (03) 4795774 पर या 021 0606 108. 

 

यदि आप जो 12 महीनों में उपलब्ध होंगे इस शोध के पररणामों के एक अलग रूप और एक स्र्वयीं के ललए कमणचारी 
व्यच्क्त से पूछना-सीधे अनुसींधान टीम को मेल करने के ललए ललिािा सींबोचधत कृपया एक प्रनतललवप चाहेंगे. 
 
कृपया अगले पषृ्ट्ठ के शलए सवेक्षण िुरू किने के शलए बािी िै. 
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आज की तारीि:   /  /   

 महीना  
 दिर्वस 

 र्वषण  

 
 

गर्भपात के शलए खडं 1: कािण 

 
 

इससे पहले कक आप वर्वलशष्ट सर्वालों के साथ, सींक्षेप मुख्य कारण है कक अब तुम एक 
गभणपात के ललए चनुने का र्वणणन कर रहे हैं तो कृपया शुरू. 

 
 

FOR OFFICE 
USE ONLY 

 
_______________________________________________________________ 

REANARQ00 
1 

 
_______________________________________________________________ 2 

 
_______________________________________________________________ 3 

 
 

(यदि मुख्य कारण इस भ्रूण के एक ववषमता िै, प्रश्नार्वली को पूिा निीं करते हैं तो कृपया और स्टाि 
के सिस्य के ललए इसे र्वापस िे िेना. धन्यर्वाि.) 

 
 

अब हम हर सींभर्व कारणों के बारे में पूछना चाहूाँगा. 
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1. क्योंकक अब तुम एक बछच ेको बिाभश्त निीं कि सकता तुम एक गभणपात कर 

रहे हैं? 

FOR OFFICE 
USE ONLY 

  हाीं  नहीीं    कृपया 2 सर्वाल पर जाना. AFFDQ01  
1     2 

 िााँ, अगर जो इन अपनी च्स्थनत का र्वणणन है? (सभी कक लागू दटक.) AFFDYQ01 

 मैं बेरोजगार हूाँ 1 

  भागीिार बेरोजगार है / मेरे पनत 2 

  मैं अपने पनत से पयाणप्त समथणन / भागीिार प्राप्त नहीीं है. 3 

 मैं अवर्वर्वादहत हूाँ 4 

 मैं जीर्वन की बुननयािी जरूरतों को बिाणश्त नहीीं कर सकता. 5 

 एक लशशु और बाल िेिभाल र्वहन करने के ललए पयाणप्त पैसे नहीीं 

है.मेरा काम 
6 

 मैं बछच ेकी िेिभाल करने के ललए अपनी नौकरी नहीीं छोड़ सकते. 7 

 मैं जीने के ललए िसूरी जगह िोजने के ललए होगा. 8 

 मैं र्वतणमान में एक लाभ पर कर रहा हूाँ. 9 

 मैं एक छात्र हूाँ या अध्ययन करने की योजना बना. 10 

 (कृपया समझाना: कोई अन्य कारण _________________ 

___________________________________________________) 

11 
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2. तुम एक गभणपात कर रहे हैं, क्योंकक एक बछच ेको नाटकीय रूप से आप के 
ललए तैयार नहीीं हैं तरीकों से अपने जीवन बिल जाता िै? 

FOR OFFICE 
USE ONLY 

 

  हााँ   नहीीं   कृपया 3 प्रश्न पर चले जाओ. 
CHNGQ02 

1     2 

 िााँ, अगर जो इन अपनी च्स्थनत का र्वणणन है? (सभी कक लागू दटक.) CHNGYQ02 

 अब मेरी लशक्षा के साथ हस्तक्षेप करेगा एक बछचा होना. 1 

 अब अपने काम के साथ हस्तक्षेप करेगा एक बछचा / रोजगार / 

कैररयर के बाि. 
2 

 मैं अब क्योंकक मैं अन्य बछचों या लोग मुझ ेउनकी िेिभाल के 

ललए पर ननभणर है एक बछचा नहीीं हो सकता. 
3 

 . (कृपया समझाना कोई अन्य कारण: ____________________ 

____________________________________________________) 

4 

 
 

3. क्योंकक तुम एक मााँ निीं बनना चािती तुम एक गभणपात कर रहे हैं? 
FOR OFFICE 
USE ONLY 

  हाीं  नहीीं   कृपया 4 प्रश्न पर जाना. SNGLQ03 

1     2 

 िााँ, अगर जो इन अपनी च्स्थनत का र्वणणन है? (सभी कक लागू दटक.) SNGLYQ03 

 मैं अभी ककसी के साथ कोई सम्बींध नहीीं है 1 

 यह भी एक  ििु के द्र्वारा बछच ेको उठाने के ललए बहुत मुच्श्कल 

है. 
2 

 मैं पयाणप्त पररर्वार या लमत्रों से बछच ेको उठाने  का समथणन प्राप्त 

नहीीं होता 
3 



289 

 

 मुझ ेशमण आती एक मााँ बनने लगेगा. 4 

 . (कृपया समझाना: कोई अन्य कारण ______________________) 5 

 

4.आप समस्याओं की वजि से अपने पनत या साथी के साथ अपने ररश्ते के साथ 
एक गभणपात कर रहे हैं? 

FOR OFFICE 
USE ONLY 

  हाीं  नहीीं   कृपया 5 प्रश्न पर जाना. RELAQ04 

1     2 

 हााँ, अगर जो इन अपनी च्स्थनत का र्वणणन है? (सभी कक लागू दटक.) RELAYQ04 

 जल्िी ही टूट सकते हैं मेरा ररश्ता या शािी 1 

 मेरा साथी और मैं नहीीं शािी नहीीं करना चाहती  या कर सकता है  2 

 मेरा साथी  / पनत मेरे  मेरे बछचों के ललए अपमानजनक है.  3 

 मेरा साथी एक अछछे वपता नहीीं होगा.  4 

  एक बछचा अपने ररश्ते में समस्याओीं के कारण होगा. 5 

 . (कोई अन्य कारण : कृपया र्वणणन _______________________ 
6 

______________________________________________________) 

 
 

5. अन्य कािणों से अपना िैसला एक गभणपात करने के ललए क्या योगिान? 

(सभी कक लागू दटक.) 

FOR OFFICE 
USE ONLY 

 
OTHREAQ05 

 मेरे पनत  या साथी मुझ ेएक गभणपात करना चाहत ेहैं. 1 

 मेरे माता वपता मुझ से एक गभणपात चाहत े 2 

 मैंने सेक्स ककया था, पता करने के ललए अपने माता वपता या अन्य 

लोगों को नहीीं चाहता. 
3 

  मैं हो गई गभणर्वती पता करने के ललए अपने माता वपता या अन्य लोगों 

को नहीीं चाहता. 
4 

  मैं घर गभणर्वती र्वापसी नहीीं करना चाहती. 5 
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  मुझ ेच्जतने बच ेचादहए उतने है मेरे पास 6 

  मेरे साथ बलात्कार ककया गया था. 7 

  मैं ईन्सेस्त का एक पररणाम के रूप में गभणर्वती हो गई (सेक्स मुझ पर 

ककसी ने मेरे पररर्वार में से ककया ). 
8 

  मैं एक और बछच ेको उठाने के ललए कािी पररपक्र्व नहीीं हूाँ 9 

 . (कोई अन्य कारण : कृपया र्वणणन ________________________ 
10 

_____________________________________________________) 

 कोई नहीीं उपरोक्त के 11 

 
 

6. गर्भपात पाने के शलए कोई भी ननणणय लेने में तनम्नशलखखत लोगों सहायता 

ककसी का क्या  था ? (सभी कक लागू दटक  करना.)  

FOR OFFICE 
USE ONLY 

 
HELPDECQ06 

 पनत / साथी 1 

 अलभभार्वक या सींरक्षक 2 

 बहन या भाई 3 

 अन्य पररर्वार के सिस्य 4 

 लमत्र 5 

  चचककत्सक या अन्य चचककत्सा पेशरे्वर 6 

 चचककत्सक / काउींसेलर / सामाच्जक कायणकताण 7 

  धालमणक या आध्याच्त्मक सलाहकार 8 

  टेलीिोन हेल्पलाइन या चटै / र्वेब साइट 9 

 नहीीं एक 10 

 अन्य व्यच्क्त:  _______________________________________ 11 
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7. यदि आपने प्रश्न 6 में दटक  की, जो उन लोगों के अगधकांि अपने तनणभय में 
मित्वपूणभ था? 

FOR OFFICE 
USE ONLY 

 
MOSTIMQ07 

 ________________________________________________________ 1-11 

 
 

खडं 2: जन्म तनयंत्रण ववगधयों समय आप गर्भवती िो गई 

 
 

8.  तुम लगभग गभणर्वती समय, तुम एक जन्म ननयींत्रण पद्धनत का उपयोग ककया 

था? कृपया एक से नीच ेचनुें 

FOR OFFICE 
USE ONLY 

 
EVEUSEQ08 

   नहीीं  कृपया 9 प्रश्न पर चले जाओ. 2 

   कभी कभी कृपया 9 प्रश्न पर चले जाओ 3 

   सभी समय कृपया 10 प्रश्न पर चले जाओ 1 
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क्यों नहीीं है या लसिण  कभी कभी तुम गर्भवती िो िोने के  समय के आसपास 
एक जन्म ननयींत्रण पद्धनत का उपयोग ककया? (सभी कक लागू दटक.) 

FOR OFFICE 
USE ONLY 

 

NEVSOMQ09 

    इसके बारे में मैंने सोचा नहीीं 1 

   मुझ ेवर्वचधयों, ननम्न जैसे से िषु्प्रभार्वों का डर था. (सभी कक लागू दटक.) 
 

2 
 

SIDEFFQ09 

   जन्म ननयींत्रण गोललयााँ से मैं प्राप्त र्वजन ले रही. 1 

   कीं डोम के ललए एलजी की प्रनतकिया के बाि का उपयोग करें . 2 

  मुच्श्कल हो रहा जन्म ननयींत्रण वर्वचधयों के उपयोग की एक लींबी 

अर्वचध के बाि गभणर्वती. 
3 

  अन्य िषु्प्रभार्व. (कृपया समझाना __________________________ 4 
 
 
 

NEVSOMQ09 
  _____________________________________________________) 

   मुझ ेजन्म ननयींत्रण वर्वचधयों सेक्स कम मजेिार लगता था. 3 

   मैंने  सोचा जन्म ननयींत्रण के तरीकों का उपयोग करने कदठन है. 4 

  मुझ ेवर्वचध एक जन्म ननयींत्रण का उपयोग करने के बारे में पता नहीीं था. 5 

  मैं जन्म ननयींत्रण वर्वचधयों का िचण नहीीं उठा सकती थी . 6 

   मैं कहााँ एक जन्म ननयींत्रण पद्धनत पाने के ललए पता नहीीं था. 7 

  मेरा साथी वर्वचध एक जन्म ननयींत्रण का प्रयोग नहीीं करना चाहता था. 8 

  मेरा साथी मुझ ेजन्म ननयींत्रण वर्वचधयों के ककसी भी प्रकार का प्रयोग नहीीं 

करना चाहता था. 
9 

  मेरा साथी मुझ ेगभणर्वती होना चाहती थी.  

  मेरे माता वपता ने मझु ेजन्म ननयींत्रण वर्वचधयों के ककसी भी प्रकार का 

प्रयोग नहीीं करन ेदिया . 
10 

  मैं एक जन्म ननयींत्रण प्रणाली के ललए शलमिंिा थी 11 

  मुझ ेलगता है मैं गभणर्वती होना चाहता थी. 12 
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  गभणर्वती  की  मुझ ेपरर्वाह नहीीं  थी. 13 

  मुझ ेकुछ गोललयााँ याि नहीीं  थी 14 

   कुछ अन्य कारणों से. (कृपया समझाना _______________________ 

15  _______________________________________________________ 

 _______________________________________________________) 

 

 

10. यहि आप इस समय तुम्हारे पास गभणर्वती के चारों ओर एक जन्म ननयींत्रण 
पद्धनत का उपयोग ककया है, जो वर्वचध असिल हो? (इस सर्वाल का जर्वाब 
अगर तुम सर्वाल 8 के तहत समय सभी दटक है.) लागू सब दटक. 

FOR OFFICE 

USE ONLY 

 

BCMFLQ10 

 मॉननिंग गोली (या आपातकालीन गभणननरोधक गोली के बाि) 1 

  ककया या बाहर िीींच 2 

 होने सेक्स नतजोरी की अर्वचध के िौरान 3 

 स्तनपान 4 

 इींजेक्शन  (िेप्रो-प्रोर्वेरा) 5 

 इींटर औतेररन उपकरण (आईयूडी) सदहत लमरेन 6 

 ( "ट्यूबों बींधे")मेरा तूबल ललगेशन 7 

 मेरा साथी है पुरुष नसबींिी 8 

 एक अन्य वर्वचध (ओीं) (अथाणत स्पेलमणलसिे, डायाफ्राम, आदि) 9 

 (कृपया समझाना कुछ अन्य वर्वचध (ओीं _______________________ 10 

 _______________________________________________________)  

 जन्म ननयींत्रण की गोललयााँ   कृपया 11 प्रश्न पर जाने . 11 

  कीं डोम  कृपया 12 प्रश्न पर जाने 12 
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11.गभण ननरोधक गोललयाीं का उपयोग किने के बावजूि तुम क्यों गभणर्वती  तुम 
क्यों बन?े (दटक सब लागू.) 

FOR OFFICE 
USE ONLY 

 
BCPILLQ11 

  मैंने गभाणधान के महीने में प्रनतजैवर्वकों उपयोग ककया. 1 

  मैं गभाणधान के महीने में अन्य िर्वाओीं उपयोग ककया. 2 

  मैं बीमार थी. 3 

  मुझ ेकुछ गोललयााँ याि नहीीं थी . 4 

  मैं गोललयााँ शुरू कर दिया या बिला. 5 

  मैं इींतजार नहीीं ककया जब तक की गोली से यौन सींबींध रिने के ललए 

सींरक्षक्षत. 
6 

   कुछ अन्य कारण (कारणों. कृपया   समझाना 7 

  _______________________________________________________  

  _______________________________________________________  

 
 

12. यदि आपका पाटणनर औि आप कंडोम का उपयोग ककया है, क्यों हो तमु 
गभणर्वती हो गया लगता है? (दटक सब लागू होते हैं.)  

FOR OFFICE 
USE ONLY 

 
CNDMQ12 

    कीं डोम किसल गया होगा या टूट गया.  1 

  कुछ अन्य कारण कारणों. कृपया   समझाना 2 

 ______________________________________________________  

 ______________________________________________________  
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खडं 3: यौन स्वास््य औि जन्म तनयंत्रण ववगधयों के प्रयोग के बािे में सामान्य प्रश्न 

 
 

13.कौन सा ननम्न जन्म तनयंत्रण ववगधयों का क्या तुमने कभी इस्तेमाल ककया 
है? (दटक सब लागू). 

FOR OFFICE 
USE ONLY 

 
BCMUSQ13 

 कीं डोम 1 

 गभणननरोधक गोललयाीं 2 

 इस ताल या कैलेंडर वर्वचध (प्राकृनतक वर्वचध) 3 

  ककया या बाहर िीींच 4 

 इींजेक्शन (िेप्रो-प्रोर्वेरा) 5 

 इींटर औतेररन डडर्वाइस (आईयूडी) लमरेन सदहत 6 

 एक अन्य वर्वचध (ओीं) (अथाणत स्पेलमणलसिे, डायाफ्राम, आदि) 7 

 अन्य. (कृपया समझाना ________________________________ 8 

 ___________________________________________________)  

 
 

14. तुम कैसे पहले जन्म तनयंत्रण के तिीकों के बारे में सीिा? ((सभी कक लागू 

दटक.) 

FOR OFFICE 
USE ONLY 

 
BCKNWQ14 

 पररर्वार 1 
 

 लमत्र 2 
 

 प्रेमी, प्रेलमका, भागीिारों 3 
 

 डॉक्टरों / अन्य स्र्वास््य सेर्वा प्रिाताओीं 4 
 

 मीडडया (टीर्वी, रेडडयो, अिबार, पबत्रकाएीं, आदि) 5 
 

 इींटरनेट 6 
 

 अन्य. (कृपया  समझाना __________________________________) 7 
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15.क्या तुमने कभी आपातकालीन गर्भतनिोधक गोशलयां के बारे में सुना है(सुबह 

के बाि  गोललयाीं)? 

FOR OFFICE 
USE ONLY 

 
ECPQ15 

 हााँ 1 

 नहीीं 2 

 
 

16.क्यों आपातकालीन गर्भतनिोधक गोशलयों के ललए उपयोग ककया जाता है? 
FOR OFFICE 
USE ONLY 

 
ECPKNWQ16 

 गभाणर्वस्था अींत करने के ललए, कक एक गभणपात का कारण है. 1 

 गभण रोकने के ललए. 2 

 मैंने गोललयों के बारे में सुना है लेककन मुझ े पता नहीीं है  कक र्वे क्यों 

उपयोग ककया जाता है. 
3 

  मैंने गोललयों के बारे में कभी नहीीं सुना है. 4 

 
 

17. वपछले 12 महीनों में, कर्ी गोली के बाि आपातकालीन गभणननरोधक, या सुबह-

आित आपके पास? 

 

FOR OFFICE 
USE ONLY 

 
ECPUSEQ17 

 हााँ  1 

 नहीीं 2 
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18.जो ननम्नललखित परिच्स्िततयों में आप एक औित को एक गभणपात को प्राप्त 

करने में सक्षम होना चादहए, लगता है? (सभी कक लागू दटक.) 

 

FOR OFFICE 
USE ONLY 

 
ABATTQ18 

 अगर बछच ेमें गींभीर िोष के एक मजबूत मौका है. 1 

 गर र्वह शािीशुिा है और ककसी भी अचधक बछचों को नहीीं चाहता है. 2 

 औरत की अपनी सेहत को गींभीरता को गभाणर्वस्था के कारण अब ितरे में 

है अगर. 
3 

 यदि पररर्वार और एक बहुत कम आय है ककसी भी अचधक बछचों को 

बिाणश्त नहीीं कर सकता. 
4 

 अगर र्वह बलात्कार के पररणामस्र्वरूप गभणर्वती हो गई. 5 

 अगर र्वह शािी नहीीं हुई है और उस आिमी से शािी नहीीं करना चाहती है. 6 

 अगर र्वह ककसी भी कारण से यह चाहता है. 7 

 
 

खडं 4: आप  के बािे में  

 

19. ककतने साल हो आप?   _____ साल का FOR OFFICE 
USE ONLY 

 
AGEWQ19 

<15 (1) 
15-19 (2) 

… 
40-44 (7) 
>45 (8) 

 

20.क्या महीने और साल तुम पैिा हुए थे? _____ / _____ FOR OFFICE 
USE ONLY 

 महीने  साल 
AGEWQ20 
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21.क्या आपके र्वतणमान च्स्थनत सींबींध का है?  
FOR OFFICE 
USE ONLY 

 
RELAQ21 

  लसींगल, साथी के साथ जी नहीीं 1 

 लसींगल, साथी के साथ जी 2 

  वर्वर्वादहत 3 

 अलग 4 

 तलाकशुिा 5 

 वर्वधर्वा 6 

 

 

22.आप एक न्यूजीलैंड नागररक हैं? 
FOR OFFICE 
USE ONLY 

 
NZCTWQ22 

  हााँ   नहीीं   कृपया 24 प्रश्न पर चले जाओ. 2   1 

 यदि नहीीं , अपने ननर्वास च्स्थनत  क्या  है? NZCWNQ24 

 न्यूजीलैंड स्थायी ननर्वास 1 

 कायण अनुमनत 2 

 छात्र र्वीजा एक साल 3 

 छात्र र्वीजा (िो साल या लींबे समय तक) 4 

 अन्य अस्थायी र्वीजा. कृपया ननदिणष्ट: 

_____________________________ 

5 

 

 

23. यदि आप एक नागरिक या न्यूजीलैंड की स्थायी ननर्वासी  नहीीं हो,  आप क्या 
राष्रीयता  हैं? 

FOR OFFICE 
USE ONLY 

 

 _________________________________________________ NATWQ23 
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24.जो िेश में तुम पैिा िुए थे? 
FOR OFFICE 
USE ONLY 

 
CTRYWQ24 

   न्यूजीलैंड कृपया 26 प्रश्न पर चले जाओ. 1 

  अन्य िेश. कृपया ननदिणष्ट: ________________________________ 
2 
 

CTRW2Q24 

 

 

25. अगर आप न्यूजीलैंड में पैिा नहीीं हुआ,   आप न्यूजीलैंड में पहले कब आए थे  ? 
FOR OFFICE 
USE ONLY 

 _______ / _______ ARRNZQ25 

महीना  साल 
 

 

 

26. कौन सा जातीय समूि आप मुख्य रूप से पहचान हो?  
FOR OFFICE USE 

ONLY 
 

ETHGRWQ26 

 चीनी 1 

 भारतीय 2 

 कोररयाई 3 

 जापानी 4 

 किललवपनो 5 

 थाई 6 

 वर्वयेतनामी 7 

 िमेर 8 

 एच मोंग 9 

  अन्य जातीय समूह. कृपया ननदिणष्ट:  

________________________________________________________ 

10 
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27.कौन सा धमभ हो तुम? 
FOR OFFICE 
USE ONLY 

 
RELIWQ27 

 कोई नहीीं    कृपया  29 सर्वाल जा. 1 

  कट्टर (बैपदटस्ट, प्रेच्स्बटेररयन, मेथोडडस्ट, लूटेराण, पेंतेकोस्तल, अींगरेजी) 2 

 

 रोमन कैथोललक 3 

 मुच्स्लम 4 

 बौद्ध  5 

 लशन्तो 6 

 अन्य. कृपया ननदिण: ______________________________________ 7 

 
 

28.कैसे धाशमभक हो तुम? 
FOR OFFICE 
USE ONLY 

 
HWRELQ28 

 बहुत  धालमणक 1 

 धालमणक 2 

 नहीीं  धालमणक 3 

 
 

29.गर्भवती हुई र्वह महीन ेइस समय आप थे: 
FOR OFFICE USE 

ONLY 
 

WKSTWQ29 

 कायण एक भुगतान नौकरी  पर 1 

 पढाई (या पढाई से छुट्टी पर) 2 

 िोनों  3 

 ना   कृपया 31 प्रश्न पर चले जाओ. 4 
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30. यदि आप वतभमान में है, जो लशक्षा के प्रकार सींस्था का अध्ययन कर रहे हैं 
तुम पर नामाींककत कर रहे हैं? 

FOR OFFICE USE 
ONLY 

 
EDINWQ30 

 हाई स्कूल 1 

 पॉललटेच्क्नक 2 

 वर्वश्र्ववर्वद्यालय 3 

 भाषा वर्वद्यालय 4 

 अन्य सींस्था. कृपया ननदिणष्ट: __________________________________ 5 

 
 

31. आपके वतभमान अध्ययन सदहत अपने उछचतम लशक्षा स्तर क्या है? ? FOR OFFICE 
USE ONLY 

EDLVWQ31 

 माध्यलमक स्कूल स्तर  1 

 हाई स्कूल स्नातक 2 

 स्तर कुछ डडप्लोमा या प्रमाण पत्र 3 

  पॉललटेच्क्नक और वर्वश्र्ववर्वद्यालय स्तर 4 

 अन्य. कृपया ननदिणष्ट: _______________________________________ 5 

 
 

32. क्या तुमने कभी यि एक से पहले एक गभणपात ककया है? 
FOR OFFICE 
USE ONLY 

 
PREABQ32 

  हाीं  नहीीं   कृपया प्रश्न  33 पर जाना. 1    2 

 अगर हााँ ,ककतन?े ____________ PRABYQ32 
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33.तुम्हारा  कोई बछचा  हैं? 
FOR OFFICE 
USE ONLY 

 
KIDQ33 

  हााँ   नहीीं   कृपया 34 प्रश्न पर चले जाओ. 1   2 

 हााँ, ककतने यदि?  ______________________ NKIDQ33 

 यदि हाीं, कैसे पुराने अपने छोटे बछच ेहै?  ____________________ साल . YNGKIDQ33 

 
 

34. ककस तरह की गर्भपात   आप चाहेंगे?  
FOR OFFICE USE 

ONLY 
 

PROCQ34 

 एक सच्जणकल गभणपात 1 

 एक चचककत्सा गभणपात (गभणपात की गोली, आरयू 486, लमिेवप्रस्तोने) 2 

 मुझ ेनहीीं पता 3 

 
 

 

धािा 5: आपका सािी के बािे में 
 
 

ननम्नललखित प्रश्न अपने पुरुष साथी इस गभाणर्वस्था के ललए च्जम्मेिार के बारे में पूछने. यदि आप इन 
सर्वालों का, इस पूरे अनुभाग छोड़ कृपया आराम से जर्वाब नहीीं िे रहे हैं.  
 

यदि आप इस िींड को छोड़ करने के ललए चनुते हैं, आप प्रश्नार्वली पूरा कर ललया है. कृपया ललिािे में 
सील और नालमत बॉक्स में ड्रॉप कर. हम इस प्रश्नार्वली के साथ तुम्हारी मिि के ललए धन्यर्वाि . 

 

 प्रिान की. धन्यर्वाि  मुझ ेइस िींड का जर्वाब नहीीं िेना. कृपया 
ललिािे में इस प्रश्नार्वली सील कर 

FOR OFFICE USE 
ONLY 

SEC5NA 

 

35. ककतने साल के है आपके 

साथी है 

 मुझ ेनहीीं पता   कृपया प्रश्न  36 पर जाना. FOR OFFICE 
USE ONLY 
AGEPQ35  

1  2 

  र्वह है _____ साल का. AGEP2Q35 
1 2…7 8 
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36.क्या िाष्ट्रीयता अपने 
साथी है? 

 मुझ ेनहीीं पता   कृपया प्रश्न  37 पर जाना. FOR OFFICE 
USE ONLY 
NATPQ36 

1  2 
  र्वह है _______________________________. NATP2Q36 

 
 

37. कौन सा जातीय समूह मुख्य रूप से अपने साथी के साथ की पहचान है?  
FOR OFFICE 
USE ONLY 

ETHGRPQ37 

 मुझ ेनहीीं पता   कृपया 38 प्रश्न पर चले जाओ 1 

 एलशयाई. कृपया ननदिणष्ट: 2 
ASIAPQ37 

   भारतीय 1 

 कोररयाई 2 

 जापानी 3 

 किललवपनो 4 

 थाई 5 

 वर्वयेतनामी 6 

 िमेर 7 

 एच ’ मोंग 8 

  अन्य एलशयाई जातीय समूह. कृपया ननदिणष्ट: 

_____________________________________________ 

9 
ETHGRPQ37 

 यूरोपीय 3 

 मेओरी 4 

 

 प्रशाींत द्र्वीप 5 

 अन्य जातीय समूह. कृपया ननदिणष्ट: ____________________________ 6 
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38. क्या आपके साथी का धमण है? 
FOR OFFICE 
USE ONLY 
RELPQ38 

 मुझ ेनहीीं पता  कृपया 39 प्रश्न पर जाना. 1 

 कोई नहीीं कृपया 39 प्रश्न पर जाना. 2 

  कट्टर (बैपदटस्ट, प्रेच्स्बटेररयन, मेथोडडस्ट, लूटेराण, पेंतेकोस्तल, अींगरेजी) 3 

 रोमन कैथोललक 4 

 मुच्स्लम 5 

 बौद्ध 6 

 लशन्तो 7 

 अन्य. कृपया ननदिणष्ट: _______________________________________ 8 

 
 

39. आपका साथी है: 
FOR OFFICE 
USE ONLY 

WKSTPQ39 

 कायण एक भुगतान काम पर 1 

 पढाई (या पढाई से छुट्टी पर) 2 

 िोनों  3 

 ना 4 

 मुझ ेनहीीं पता. 5 

 

 

40. यदि आपके र्वतणमान में भागीिार है, जो लशक्षा सींस्थान का प्रकार र्वह पर 
नामाींककत है अध्ययन कर रहा है? 

FOR OFFICE 
USE ONLY 
EDINPQ40 

 

 मुझ ेनहीीं पता. 1 
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 हाई स्कूल 2 

 पॉललटेच्क्नक 3 

 वर्वश्र्ववर्वद्यालय 4 

 भाषा वर्वद्यालय 5 

 अन्य सींस्था. कृपया ननदिणष्ट:_______________________________ 6 

 
 

अब आप प्रश्नार्वली पूिा कर ललया है. कृपया शलफाफे में सील और नालमत बॉक्स में ड्रॉप या कमणचारी 
व्यच्क्त के ललए इसे र्वापस कर िेना. एक बार किर, हम इस प्रश्नार्वली के साथ तुम्हारी मिि के ललए 

धन्यर्वाि 
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アンケート調査質問書 

ニュージーランドにおけるアジア人女性の中絶：現状調査? 

 

今回、当研究への協力をお考えくださいましてありがとうございます。この研究を行うこと

により、将来いくらかでも他の女性への助けとなる新しい発見ができることを願っています

。 

 

ここにある質問は、回答者のバースコントロールの方法（該当する場合のみ）、性に関する

医療上の知識、姿勢並びに避妊法、中絶を選んだ理由、何によってそれを選んだかといった

点について聞くものです. この調査は、オタゴ大学の 予防社会医学科と心理医学部 

の共同管理下にあり、ニュージーランドに於いてのアジア人女性の中絶と性に関する医療に

ついての 博士号研究の一部として行われるものです。 
 

当調査の結果は中絶におけるアジア人女性の援助法と計画外の妊娠を防ぐ方法を見つけるの

に必要なものです。 
 

 

注：この調査でお答えは任意です。当質問書に全部お答えにならなくても、いつおやめにな

っても結構です。 
 

答えは匿名扱いです。お名前を記入する必要はありません。お書きになった回答の回答者が

明らかになることはありません。  
 

回答は極秘扱いされます。当研究チームの研究員のみ回答を取り扱うことができます。医局

員も回答を見ることはできません。当調査に参加されなかったためにあなたへの医局の対応

が変わるといったことはありません。 
 

 

参加していただく場合は、ご回答後その質問書を封筒に入れ、封をし、指定された箱に入れ

るか、もしくは担当者にお渡しください. 
 

当調査についてのご質問やご心配な点がありましたら、予防社会医学科、調査主任リアン•ト

ゥリン(Lien Trinh) (03) 4795774または021 0606 108 までご連絡ください. 
 

この研究の結果は１２ヶ月以内に出ます。研究結果のコピーを希望される方はスタッフに別

の用紙と受取人の住所を書く封筒をもらってください。これらはリサーチチームに送られま

す. 

Japanese version. 
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では次のページからお始めください。 

 
回答日:   /  /   
 月  日  年  

 

    第１部 中絶理由 

 
 

それぞれの質問にお答えになる前にまず今どうして中絶をすることにしたか、 

その理由を簡単にお書きください。 
 
 

当局用 

 
_______________________________________________________________ 

REANARQ00 
1 

 
_______________________________________________________________ 2 

 
_______________________________________________________________ 3 

 
 

(もし、その理由が胎児に異常があるためならこの質問書にお答えにならないで、これをスタ

ッフにお返しください。どうもありがとうございました。) 
 
 

では、考えられる全ての理由についてお聞きします。 
 

現在、子供を生む余裕がないためですか? 当局用 

   

はい 

 いいえ→  3. にお行きください。 AFFDQ01  
1     2 

 「はい」の場合、下の該当する理由全てに√をお入れください。 AFFDYQ01 

 私は無職だから。 1 

 夫／パートナーが無職だから.。 2 

 夫／パートナーが十分にサポートしてくれないから。 3 

 結婚していないから。 4 

 生活に最低必要なものさえ買えないでいるから。 5 

 今の給料では子供や育児センターの費用が払えないから。 6 

 子供を育てるために仕事をやめることができないから。 7 
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 他のところに引っ越さないといけなくなるから。 8 

 現在生活手当をもらっているから。 9 

 学生だから、もしくは勉強を始める予定だから。 10 

 上の点以外の理由があれば、お書きください:  

_____________________________________________________ 
11 

 

子供ができると生活が大きく変わり、その変化に対応できないと思うか

らですか? 
 

当局用 

 

  はい  いいえ→  3. にお行きください。 CHNGQ02 
1     2 

 

 「はい」の場合、下の該当する理由全てに√をお入れください。 

CHNGYQ02 

 子供ができると私の教育面に影響するから。 1 

 子供ができると私の仕事、雇用、職業といった面に影響す

るから。 
2 

 すでに子供がいるし、他にも面倒をみなければならない人

がいるので今子供を生めない。 
3 

 上の点以外の理由があれば、お書きください: 

_____________________________________________________ 

_____________________________________________________ 

4 

 

未婚の母になるのがいやだからですか。 当局用 

 
 はい 

 いいえ→  4. 

にお行きください。 

SNGLQ03 

1     2 

 「はい」の場合、下の該当する理由全てに√をお入れください。 SNGLYQ03 

 現在だれとも付きあっていないから。 1 

 子供（もう一人の子）を育てるのが大変だから。 2 

 家族や友人から子供を育てることにおいて援助してもらえ

ないだろうから。 

3 

 

4 
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 未婚の母になるのを恥と思うから。 

 上の点以外の理由があれば、お書きください: 
_____________________________________________________ 5 

 
 

あなたの夫かパートナーとの関係に問題があるからですか。 
 

当局用 

 
 はい  いいえ→  5. にお行きください。 

RELAQ04 

1     2 

 「はい」の場合、下の該当する理由全てに√をお入れください。 RELAYQ04 

 相手との関係か結婚がもうすぐ壊れるかもしれないから。 1 

 パートナーと私は結婚したくないから。 2 

 パートナー／夫が私や子供を不当に扱うから。 3 

 パートナーはいい父親になると思わないから。 4 

 子供ができると私とパートナーの関係に問題が生じるから

。 
5 

 上の点以外の理由があれば、お書きください: 

___________________________________________________ 6 

____________________________________________________ 

 
 

他にどんな理由が中絶を考える理由だと思いますか。下の該当する理由

全 

  てに√をお入れください。 
 

当局用 

 
OTHREAQ05 

 夫／パートナーが中絶を望んでいるから。 1 

 親が中絶を望んでいるから。 2 

 親や回りの人に私がセックスしたことを知られたくないから。 3 

 親や回りの人に私が妊娠したことを知られたくないから。 4 

 妊娠した体で家に帰りたくないから。 5 

 もうすでに私がほしい数の子供がいるから。 6 

 強姦されて妊娠したから。 7 

 近親相姦（家族のだれかがセックスを強要すること）により妊娠 8 
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したため。 

 自分自身が大人になっていないので子供を育てることはできない

から。 
9 

 上の点以外の理由があれば、お書きください： 

_______________________________________________________ 10 

_______________________________________________________) 

 上の点のどれにも該当しない。 11 

 

中絶するかどうかを決める時、下のうちのだれかの考えを聞きましたか

。  

当局用 

HELPDECQ06 

 夫／パートナー 1 

 親もしくは親権者 2 

 姉もしくは兄 3 

 他の家族の一員 4 

 友達 5 

 医者もしくは医学関係の人 6 

 セラピスト／カウンセラー／ソーシャルワーカー 7 

 宗教上もしくは精神上のカウンセラー 8 

 電話のヘルプラインもしくはウエッブサイトでのチャット 9 

 だれの考えも取り入れていない。 10 

 上記以外の人:  __________________________________________ 11 

 
 

上の6.でだれかに印を入れた場合、決断するのに上のだれの考えが一番

大切でしたか。    

FOR OFFICE 
USE ONLY 

 
MOSTIMQ07 

 ________________________________________________________ 1-11 
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第２部 予定しない妊娠をしてしまった場合に用いられた避妊法 

 
 

 

妊娠時、何らかのバースコントロールをしていましたか。下から一つ

選んでください。 

当局用 

 
EVEUSEQ08 

   いいえ→  9. にお行きください。 2 

   時々→  9. にお行きください。 3 

   いつも→  10. にお行きください。 1 

 
 

妊娠時、どうして一度もまたは時々しか 

バースコントロールをしなかった  

のですか。下の該当する理由全てに√をお入れください。 

当局用 

NEVSOMQ09 

   単にそのことを考えなかった。 1 

   
下のような副作用が心配だった。下の該当する理由全てに√をお入れく    
    ださい。 
 

2 
 

SIDEFFQ09 

  ピルを飲むと体重が増える。 1 

  コンドームはアレルギー反応を起こす。 2 

  ピルの長期使用後、妊娠しにくくなる。 3 

  他の副作用があれば、お書きください。_________________ 4 
 
 
 

NEVSOMQ09 

  _____________________________________________________  

  

バースコントロールをするとセックスがよくなくなると思った

。 

3 

   バースコントロールをするのは難しいと思った。 4 

   バースコントロールをすることを知らなかった。 5 

  バースコントロールするためのお金がなかった。 6 
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どこでバースコントロールをするためのものを手に入れられるのかわ

からなかった。 

7 

   パートナーは自分がバースコントロールをするのをいやがった。 8 

   パートナーは私がどのバースコントロールをするのもいやがった。 9 

   パートナーは私の妊娠を望んでいた。 10 

   私の親は私がどのバースコントロールをするのもいやがった。 11 

  バースコントロールをするのが恥ずかしかった。 12 

   私は妊娠したいと思っていた。 13 

   妊娠したらしたで、どうでもよかった。 14 

   ピルを飲むのを忘れていた。 15 

  他の理由があれば、お書きください。 

___________________________________________________________ 
16 

 ___________________________________________________________ 

 ___________________________________________________________ 

 

妊娠時にバースコントロールしていたなら 

、どの方法で失敗しましたか。（質問8.で「いつも」と答えた方のみ

お答えください。） 

当局用 

BCMFLQ10 

 モーニングアフターピル（または、応急避妊薬） 1 

 セックスを途中でやめる 2 

 安全期でのセックス 3 

 母乳を与えていた 4 

 注射（デプロープロベラ） 5 

 ミレナなどのリング(IUD) 6 

 卵管結紮手術済み 7 

 パートナーは精管切除手術をしている 8 

 他の方法（例、殺精子剤、ダイアフレームなど） 9 

 上の方法以外であれば、お書きください。 

___________________________________________________ 
10 
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 ____________________________________________________  

 避妊ピル   11. にお行きください。 11 

 コンドーム   12. にお行きください。 12 

 

避妊ピルを使っていた場合、どうして妊娠したと思いますか。 
下の該当する理由全てに√をお入れください。 

当局用 

 
BCPILLQ11 

  受胎した月に抗生物質を飲んだ。 1 

  受胎した月に他の薬を飲んだ。 2 

  病気だった。 3 

  ピルを飲むのを忘れた。 4 

  ピルを飲むのを始めたばかり、あるいは他のピルに変えたばかり

だ。 
5 

  ピルを飲んだが、安全期に入るまで待たなかった。 6 

  他の理由があれば、お書きください。 7 

  ________________________________________________________  

  ________________________________________________________  

 

コンドームを使った場合、どうして妊娠したと思いますか。 
下の該当する理由全てに√をお入れください。 

 

当局用 

 
CNDMQ12 

   コンドームが滑り抜けたか破れたかもしれない。  1 

  他の理由があれば、お書きください。 2 

 ________________________________________________________  

 ________________________________________________________  
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第3部 性に関する医療上の一般的な質問とバースコントロール法 

 

下のどのバースコントロールの方法を試みましたか。 
下の該当するもの全てに√をお入れください。 

当局用 

 
BCMUSQ13 

 コンドーム 1 

 避妊ピル 2 

 周期またはカレンダー法（自然法） 3 

 途中でやめる 4 

 注射（デプロープロベラ） 5 

 ミレナを含む子宮内リング（IUD） 6 

 他の方法（例：殺精子法、ダイアフレームなど） 7 

 他の方法であれば、それをお書きくださ____________________) 8 

  

 
 

最初、どのようにしてバースコントロールの方法を知りましたか。 

下の該当するもの全てに√をお入れください。 

当局用 

 
BCKNWQ14 

 家族 1 
 

 友人 2 
 

 ボーイフレンド、ガールフレンド、パートナー 3 
 

 医者、他の医療関係者 4 
 

 メディア（テレビ、ラジオ、新聞、雑誌など） 5 
 

 インターネット 

 
6 
 

 他の方法であれば、それをお書きください __________________ 

 
7 
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応急避妊薬またこれはモーニングアフターピルと呼ばれていますが、こ

の薬のことを聞いたことがありますか。 

当局用 

 
ECPQ15 

 はい 1 

 いいえ 2 

 

応急避妊薬は何のために使われるか知っていますか。 当局用 

 
ECPKNWQ16 

 中絶を起こし、妊娠を終わらせる。 1 

 妊娠を防ぐ。 2 

 聞いたことはあるが、何のために使われるかしらない。 3 

 聞いたことがない。 4 

 

過去１２ヶ月間、応急避妊薬かモーニングアフターを飲んだことがあり

ますか。 

 

当局用 

 
ECPUSEQ17 

 はい 1 

 いいえ 2 

 

下のどの状況の時、中絶を受け入れられるべきだと思いますか。 当局用 

 
ABATTQ18 

 胎児に大きな障害がある。 1 

 結婚していて、もう他の子が入らない。 2 

 妊娠により母親の健康に大きく影響がでる。 3 

 低収入でこれ以上子供を育てる余裕がない。 4 

 強姦され妊娠した。 5 

 結婚していないし、相手と結婚したくない。 6 

 他の理由で中絶したい。 7 
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第４部 あなたご自身について 

 

何才ですか。  _____ 才 当局用 

 
AGEWQ19 

<15 (1) 
15-19 (2) 

… 
40-44 (7) 
>45 (8) 

 

生まれた年と月 _____ / _____ 当局用 

 月   年 AGEWQ20 

 

現在だれかとの関係にありますか。 当局用 

 
RELAQ21 

  独身、パートナーと一緒に住んでいない 1 

 独身、パートナーと一緒に住んでいる 2 

  結婚している 3 

 別居している 4 

 離婚した 5 

 未亡人 6 

 

ニュージーランドの市民権がありますか。 当局用 

 
NZCTWQ22 

  いいえ  はい →  24. にお行きください。 2   1 

 「いいえ」の場合、どのような居住権がありますか。 NZCWNQ24 

 永住権 1 

 労働許可 2 

 １年有効の学生ビザ 3 

 学生ビザ（２年かそれ以上有効） 4 

 上のもの以外の短期間のビザ。あればご記入ください:  5 

  ________________________________________________  

 



317 

 

ニュージーランドの市民権も永住権もない場合、あなたの国籍はどちら

ですか。 

当局用 

 ______________________________________________________ NATWQ23 

 

生まれた国はどちらですか。 当局用 

CTRYWQ24 

  ニュージーランド → 26. にお行きください。 1 

  他の国 →  国名をお書きください。   
   __________________________________________________ 

2 
 

CTRW2Q24 

 
 

 

ニュージーランドで生まれなかった場合、ニュージーランドに初めて来

たのはいつですか。 

当局用 

 _______ / _______ ARRNZQ25 

月  年  

 

あなたは主にどの民族に属していると思いますか。 当局用 

 
ETHGRWQ26 

 中国人 1 

 インド人 2 

 韓国人 3 

 日本人 4 

 フィリッピン人 5 

 タイ人 6 

 ベトナム人 7 

 クーメル族 8 

 モン族 9 

 その他の場合、ご記入ください:  

___________________________________________________ 
10 

 



318 

 

あなたの宗教はどれですか。 当局用 

 
RELIWQ27 

 ない → 29. にお行きください。 1 

 

プロテスタント（バプティスト、プロスビテリアン、メソジスト、ル

ーテル教、ペンテコステ、アングリカン） 

2 

 ローマンカソリック 3 

 イスラム教 4 

 仏教 5 

 神道 6 

 その他の場合、ご記入ください。 
_______________________________________________________ 

7 

 

 

あなたはどの程度宗教を信じていますか。 当局用 

 
HWRELQ28 

 非常に信心深い 1 

 信じる 2 

 それほど信心深くない 3 

 

今回妊娠した月にあなたは： 当局用 

 
WKSTWQ29 

 給料をもらって働いていた 1 

 勉強していた（あるいは勉強を離れ休暇中だった） 2 

 上の両方 3 

 上のどちらでもない → 31. にお行きください。 4 

 

 現在勉強しているなら、どの教育機関のもとで勉強していますか。 当局用 

 
EDINWQ30 

 高校 1 

 ポリテクニック 2 

 大学 3 

 語学学校 4 

 その他の場合、ご記入ください。__________________________ 5 
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 今の勉強を含み、あなたの最高学歴はどれですか。 当局用 

 
EDLVWQ31 

 高校レベル 1 

 高卒 2 

 ディプロマか証明証レベル 3 

 ポリテクニックと大学のレベル 4 

 その他の場合、ご記入ください。__________________________ 5 

 

 

 

 

今回の中絶以前にも中絶をしたことがありますか。 当局用 

 
PREABQ32 

  はい  いいえ    33. にお行きください 1    2 

 「はい」の場合、何回しましたか _____________ PRABYQ32 

 
 

子供がありますか。 当局用 

 
KIDQ33 

   

はい 

    いいえ  34. にお行きください。 
1   2 

 「はい」の場合、何人いますか NKIDQ33 

 「はい」の場合、一番下の子供は何才ですか。  

____________________才. 
YNGKIDQ33 

 
 

前の中絶はどのような方法で行いましたか。／ 

この中絶はどのような方法で行いますか。 

当局用 

 
PROCQ34 

 外科手術により 1 

 口径妊娠中絶剤により（中絶ピル，RU486, ミフェプリストン） 2 

 わからない → 

これを封筒に入れ、封をしてください。ありがとうございました 
3 
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第５部 あなたのパートナーについて 

 
 

次の質問はあなたの妊娠に関わった男性のパートナーについて聞くものです。 

もし、答えにくいと思われるなら、このセクションはお答えにならなくても結構です。その

場合は、これで質問を終わります。これを封筒に入れ，封をして指定された箱に入れるか、

あるいは担当者にお渡しください。ご協力いただきましてありがとうございました。 
 

 答えたくない 当局用 
SEC5NA 

 

パートナーは何才ですか。  わからない → 36. 

にお行きください。 

当局用 
AGEPQ35  

1  2 

 彼は＿＿＿＿ 才です。 AGEP2Q35 
1 2…7 8 

 
 

パートナーの国籍はどこですか。  わからない → 37. 

にお行きください。 

当局用 
NATPQ36 

1  2 

 彼は＿＿＿＿ 人です。 
 

NATP2Q36 
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あなたのパートナーは主にどの民族に属していると思いますか。 当局用 

ETHGRPQ37 

 わからない → 38. にお行きください。 1 

 アジア人。その場合、下のどれですか。 2 
ASIAPQ37 

   インド人 1 

 韓国人 2 

 日本人 3 

 フィリッピン人 4 

 タイ人 5 

 ベトナム人 6 

 クーメル族 7 

 モン族 8 

 その他の場合、ご記入ください。 

 _______________________ 
9 

ETHGRPQ37 

 ヨーロッパ人 3 

 マオリ人 4 

 パジフィックアイランド人 5 

 その他の場合、ご記入ください。______________________ 6 
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パートナーの宗教はどれですか。 当局用 
RELPQ38 

 わからない → 39. にお行きください。 1 

 ない → 39. にお行きください。 2 

 プロテスタント（バプティスト、プロスビテリアン、 

  メソジスト、ルーテル教、ペンテコステ、アングリカン） 
3 

 ローマンカソリック 4 

 イスラム教 5 

 仏教 6 

 神道 7 

 その他の場合、ご記入ください。__________________________ 8 

 

あなたのパートナーは: 当局用 
WKSTPQ39 

 給料をもらって働いている 1 

 勉強している（あるいは勉強を離れ休暇中） 2 

 上の両方 3 

 上のどちらでもない 4 

 わからない 5 

 

あなたのパートナーは学生なら、どの教育機関のもとで勉強しています

か。 

当局用 

EDINPQ40 
 

 わからない 1 

 高校 2 

  ポリテクニック 3 

 大学 4 

 語学学校 5 

 その他の場合、ご記入ください。_________________________ 6 

 

これで質問を終わります。これを封筒に入れ，封をして指定された箱に入れるか、 

あるいは担当者にお渡しください。今一度、ご協力のお礼を申し上げます。 
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고객 설문 조사 

뉴질랜드 아시안 여성들의 낙태: 우리는 얼만큼 알고 있는가? 

 

이 조사에 참여하여 주셔서 감사합니다. 우리는 장래에 다른 여성들을 돕기 위하여 아시아 여성들의 낙태에 관한 경험을 

조사하고 있습니다.  

 

이 설문지는 피임 방법(만일 당신에게 해당된다면), 성 건강과 수태에 관한 당신의 지식과 사고방식, 낙태를 선택한 이유 및 그 

결정을 하도록 영향을 미친 요소들에 대하여 질문합니다.  

 

이 조사는 오타고 대학교의 예방 및 사회의학과와 심리의학과에서 공동으로 감독하는 뉴질랜드 아시안 여성의 낙태 및 성 

건강에 관한 박사 논문에 사용될 것입니다.  

 

이 조사의 결과는 낙태를 하는 여성과 원하지 않는 임신을 예방하는 일에 도움을 주기 위한 방법을 고안하는 일에 도움을 줄 

것입니다.  

 

 

안내 사항:  당신의 참여는 자발적인 것입니다.  당신은 이 설문지를 작성 하지 않아도 되고 언제든지 중단하실 수 있습니다.  

 

당신의 대답은 익명으로 처리됩니다. – 이름을 쓰지 마십시오.  당신의 대답은 당신의 개인 정보와 전혀 관계가 없습니다.   

 

당신의 대답은 외부에 노출되지 않습니다.  조사팀원들만이 이 정보를 볼 수 있습니다. 의료진들은 당신의 대답을 보지 

않습니다. 만일 당신이 이 조사를 거부한다 하여도 당신이 이곳에서 받는 서비스에는 아무 영향을 미치지 않을 것입니다.  

 

 

만일 당신이 참여에 동의하신다면, 이 설문지를 완성하시고 동봉된 봉투에 넣어 봉하시고 상자에 넣으시거나 직원에게 

돌려주십시오.  

 

이 설문지에 대한 질문이나 의견이 있으시면 조사 책임자인 리엔 트린(Ms. Lien Trinh)에게 연락 주십시오. 예방 및 사회 의학과 

(Department of Preventive and Social Medicine) (03) 4795774 혹은 021 0606 108. 

 

만일 12개월 후에 나오게 될 이 연구의 결과에 대한 사본을 원하신다면 직원에게 말씀하시고 별도의 신청서를 작성하시면 

됩니다.  

 

다음 페이지로 가셔서 설문 조사를 시작 하십시오. 

 
 
 
 
 
 
 

 

Korean Version 
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날자:   /  /   

 월  일  년  

 
 

1장: 낙태의 이유 

 
 

이 설문지를 시작하기 전에, 당신이 낙태를 결정하게 된 결정적인 이유를 말씀하여 주십시오.  

 
 
 

For Office 
Use only 

 
_______________________________________________________________ 

REANARQ00 
1 

 
_______________________________________________________________ 2 

 
_______________________________________________________________ 3 

 
 

(만일 결정적인 이유가 태아의 기형이라면 이 설문지를 작성하지 마시고 직원에게 돌려주십시오. 감사합니다.) 

 
 

이제 당신에게 모든 가능한 이유에 대하여 질문 하겠습니다.  

 

 

당신이 낙태를 하는 이유는 현재의 경제적 사정 때문입니까? 
For Office 
Use Only 

 
 예  아니다   2번 질문으로 가시오. 

AFFDQ01  
1     2 

 만일 그렇다면, 아래의 상황 중 당신은 어느 경우에 해당됩니까?  (해당되는 모든 곳에 

체크 표시 하시오. 

AFFDYQ01 

 직업이 없다. 1 

 나의 배우자/파트너가 직업이 없다. 2 

 나의 배우자/파트너가 도와주지 않는다. 3 

 결혼을 하지 않았다. 4 

 기본적인 삶을 영위하기 어렵다. 5 

 출산과 육아를 감당하기에는 현재의 급여가 충분하지 않다. 6 
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 아기 때문에 현재의 직업을 포기할 수 없다. 7 

 다른 살 곳을 찾아야만 하는 상황이 될 것이다. 8 

 현재 사회 복지 기금에 의존하고 있다. 9 

 나는 현재 학생이거나 공부를 할 계획이다.  10 

 기타.  (설명을 부탁 드립니다: ___________________________________ 

_________________________________________________________________) 

11 

 

당신이 낙태를 하는 이유는 출산을 하면 생기는 당신 인생의 급격한 변화에 대한 준비가 

되어있지 않기 때문입니까? 

FOR OFFICE 
USE ONLY 

 
 
예  아니다   3번 질문으로 가시오. 

CHNGQ02 
1     2 

 만일 그렇다면, 아래의 상황 중 당신은 어느 경우에 해당됩니까?  (해당되는 모든 곳에 

체크 표시 하시오.) 

CHNGYQ02 

 출산은 나의 교육을 방해할 것이다.  1 

 출산은 나의 직업/고용/경력을 방해할 것이다.  2 

 나는 내가 돌보아야 할 다른 아이들 혹은 다른 사람들이 있기 때문에 

지금은 아이를 가질 수 없다.  
3 

 기타 (설명을 부탁 드립니다: _____________________________________ 

_________________________________________________________________) 

4 

 

당신이 낙태를 하는 것은 미혼모가 되는 것을 원하지 않기 때문입니까? 
FOR OFFICE 
USE ONLY 

 
 예  아니다   4번 질문으로 가시오. 

SNGLQ03 

1     2 

 만일 그렇다면, 아래의 상황 중 당신은 어느 경우에 해당됩니까?  (해당되는 모든 곳에 

체크 표시 하시오.) 

SNGLYQ03 

 나는 현재 사귀는 사람이 없다. 1 

 나 혼자서 아이를 키우는 것이 너무 힘들다. 2 

 가족이나 친구들로부터 아이를 키울 수 있는 충분한 도움을 받지 못할 

것이다. 

3 
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 미혼모가 된다는 것이 창피하다. 4 

 기타 (설명을 부탁 드립니다:  ____________________________________ 

_________________________________________________________________) 

5 

 

당신이 낙태를 하는 이유는 당신의 배우자 혹은 파트너와의 관계에 문제가 있기 

때문입니까?  

FOR OFFICE 
USE ONLY 

 
 예  아니다   5번 질문으로 가시오. 

RELAQ04 

1     2 

 만일 그렇다면, 아래의 상황 중 당신은 어느 경우에 해당됩니까?  (해당되는 모든 곳에 

체크 표시 하시오.) 

RELAYQ04 

 나는 곧 이혼 혹은 이별을 할 것이다. 1 

 나의 파트너와 나는 결혼을 원하지 않는다. 2 

 나의 파트너/배우자는 나 혹은 나의 아이들을 학대한다.  3 

 나의 파트너는 좋은 아빠가 될 수 없다. 4 

 아이가 생긴다면 나의 관계에 문제가 될 것이다. 5 

 기타 (설명을 부탁 드립니다:  ____________________________________ 
6 

_________________________________________________________________) 

 

당신이 낙태를 결정하게 된 또 다른 이유가 있습니까? (해당되는 모든 곳에 체크 표시 

하시오.)  

FOR OFFICE 
USE ONLY 

 
OTHREAQ05 

 나의 배우자 혹은 파트너가 나의 낙태를 원한다.  1 

 부모님이 내가 낙태하는 것을 원한다. 2 

 내가 섹스를 했다는 것을 나의 부모나 다른 사람이 아는 것을 원하지 않는다. 3 

 내가 임신을 했다는 것을 나의 부모나 다른 사람이 아는 것을 원하지 않는다.   4 

 임신한 상태로 고향에 가고 싶지 않다.  5 

 나는 이미 원하는 만큼의 아이들이 있다.  6 

 나는 강간을 당하였다.  7 

 나는 가족에게 강간을 당하였다. 8 

 나는 아이를 키울 만큼 성숙하지 않다. 9 
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 기타 (설명을 부탁 드립니다:  ________________________________________ 10 

__________________________________________________________________)  

 해당 사항 없음. 11 

 

아래의 사람 중 당신의 낙태 결정에 도움을 준 사람이 있습니까? (해당되는 모든 곳에 체크 

표시 하시오.)   

FOR OFFICE 
USE ONLY 

 
HELPDECQ06 

 배우자/파트너 1 

 부모 혹은 가디언 2 

 자매 혹은 남매 3 

 기타 가족 4 

 친구 5 

 의사 혹은 다른 의료인 6 

 치료사 / 상담사 / 사회 복지사 7 

 종교적, 영적 지도자 8 

 전화 상담, 채팅 혹은 웹 사이트 9 

 아무도 없었다.  10 

 다른 사람:  ________________________________________________________ 11 

 

6번에 표시를 하신 경우, 당신의 결정에 누가 가장 중요한 역할을 하였나요? 
FOR OFFICE 
USE ONLY 

MOSTIMQ07 

 ________________________________________________________________ 1-11 

 

 

 

 

 

 

2장: 당신이 임신 했을 당시의 피임방법 
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당신이 임신 했을 때, 당신은 피임방법을 사용 하셨나요? 다음 중 하나를 고르시오. 
FOR OFFICE 
USE ONLY 

 
EVEUSEQ08 

 
  아니다  9번 질문으로 가시오. 2 

 
  가끔  9번 질문으로 가시오. 3 

 
  항상 한다. 10번 질문으로 가시오. 1 

왜 당신은 임신을 했을 당시에 한번도 피임을 하지 않았거나 단지 가끔씩만 피임을 

하였습니까? (모든 해당사항에 체크 표시를 하십시오.) 

FOR OFFICE 
USE ONLY 

 

NEVSOMQ09 

 
  피임에 대해 생각하지 않았다. 

1 

 
  다음과 같은 부작용이 무서웠다. (모든 해당사항에 체크 표시를 하십시오.)  

 

2 
 

SIDEFFQ09 

 
 피임약 복용 시 체중 증가 1 

 
 콘돔 사용시의 알레르기 2 

 
 피임을 장기간 하였을 때 임신을 하기가 어려운 점 3 

 
 다른 부작용(설명을 부탁 드립니다______________________________ 

4 
 
 
 

NEVSOMQ09 

  ____________________________________________________________) 

 
  피임 도구를 사용하면 섹스의 즐거움을 줄어들 것이라고 생각했다.   3 

 
  피임 도구가 사용하기 어렵다고 생각했다.  4 

 
  피임을 하는 방법을 몰랐다.  5 

 
  피임 도구를 살 형편이 되지 않았다. 6 

 
  피임 도구를 어디에서 구해야 할 지 몰랐다.  7 

 
  파트너가 피임도구 사용을 원하지 않았다.  8 

 
  파트너가 내가 어떤 종류의 피임법도 사용하는 것을 원하지 않았다.  9 

 
  파트너는 내가 임신하기를 원했다. 10 

 
  나의 부모님은 내가 어떤 종류의 피임법도 사용하는 것을 원하지 않았다.  11 

 
  피임 도구를 사는 일이 창피했다.  12 

 
  나는 임신을 원했었다. 13 

 
  임신을 하여도 상관없다고 생각했었다.  14 
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  피임약을 빼먹었다.  15 

 
  기타 이유 (설명을 부탁 드립니다. ________________________________________ 

16  _____________________________________________________________________ 

 _____________________________________________________________________) 

 

만약 당신이 임신할 당시 피임을 하였다면, 어떤 방법이 실패 하였습니까? (만일 당신이 

8번 질문에 ‘항상 한다’라고 답하였다면 이 질문에 답해 주십시오.) 해당되는 모든 곳에 

체크 표시하여 주십시오.  

FOR OFFICE 
USE ONLY 

BCMFLQ10 

 성교 후 아침에 복용하는 약 (혹은 긴급 피임약) 1 

 사정 전 성기 빼기 2 

 피임 주기 중 안전한 기간에 성교하기  3 

 모유 수유 4 

 주사 (Depro-Provera) 5 

 미레나(Mirena) 등의 자궁 내 장치 (IUD)  6 

 난관 묶기 7 

 파트너의 정관 절제 수술 8 

 다른 방법 (예. 제정자제, 패서리, 등) 9 

 이 외의 다른 방법. (설명을 부탁 드립니다. _________________________________) 10 

 피임약  11번 질문으로 가시오. 11 

 콘돔  12번 질문으로 가시오. 12 

 



330 

 

만일, 당신이 피임약을 사용하셨다면, 왜 임신을 하게 되었다고 생각 하십니까? (해당되는 

모든 곳에 체크 표시 하시오.) 

 

FOR OFFICE 
USE ONLY 
BCPILLQ11 

 
 수태를 하는 달에 항생제를 복용하였다.  1 

 
 수태를 하는 달에 다른 약을 복용하였다.  2 

 
 나는 아팠다.  3 

 
 약을 몇 번 복용하지 않았다. 4 

 
 약을 먹기 시작하였거나 약을 바꾸었다.  5 

 
 약효가 나기 전에 섹스를 하였다.  6 

 
 기타. 설명을 부탁 드립니다. 7 

  ___________________________________________________________________  

  ___________________________________________________________________  

 
 

만일 당신의 파트너와 당신이 콘돔을 사용하였다면, 왜 당신은 임신을 하였다고 생각 

하십니까? (해당되는 모든 곳에 체크 표시 하시오.) 

FOR OFFICE 
USE ONLY 

 
CNDMQ12 

   콘돔이 미끄러지거나 찢어졌다.  1 

  기타. 설명을 부탁 드립니다. 2 

 ____________________________________________________________________  

 ____________________________________________________________________  
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3장: 성 건강과 피임법 사용에 대한 일반적인 질문 

 

다음 중 어느 피임법을 당신은 사용하신 적이 있습니까? (해당되는 모든 곳에 체크 표시 

하시오.) 

FOR OFFICE 
USE ONLY 

 
BCMUSQ13 

 콘돔 1 

 피임약 2 

 생리 주기를 이용한 방법 (자연적 방법)  3 

 사정 전 빼기 4 

 주사 (Depro-Provera) 5 

 미레나(Mirena)를 포함한 자궁 내 장치 (IUD)  6 

 또 다른 방법 (예. 제 정자제, 페서리, 등) 7 

 기타. (자세히 설명하시오____________________________________________ 8 

 __________________________________________________________________)  

 

당신은 피임법에 대하여 처음에 어떻게 배우셨습니까?  ((해당되는 모든 곳에 체크 표시 

하시오.) 

FOR OFFICE 
USE ONLY 

 
BCKNWQ14 

 가족 1 
 

 친구 2 
 

 남자친구, 여자친구, 파트너 3 
 

 의사/기타 의료진 4 
 

 미디어 (TV, 라디오, 신문, 잡지, 등.) 5 
 

 인터넷 6 
 

 기타. (설명을 부탁 드립니다  ______________________________________) 7 
 

섹스 후 아침에 먹는 긴급 피임약에 대하여 들어보신 적이 있습니까?  

 

FOR OFFICE 
USE ONLY 

 
ECPQ15 

 예 1 

 아니오 2 
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긴급 피임약은 어디에 사용하나요? 
FOR OFFICE 
USE ONLY 

 
ECPKNWQ16 

 낙태로 이어지는 임신을 중지하기 위하여 1 

 임신을 방지하기 위하여 2 

 약에 대하여 들은 적이 있으나 어디에 사용하는지는 모른다. 3 

 들어 본 적이 없다.  4 

 

지난 12개월간, 당신은 섹스 후 아침에 먹는 긴급 피임약을 사용해 본 적이 있나요?  

 

FOR OFFICE 
USE ONLY 

 
ECPUSEQ17 

 예 1 

 아니오 2 

 

다음 중 어떤 경우에 당신은 여자가 낙태를 할 수 있다고 생각합니까? (해당되는 모든 곳에 

체크 표시 하시오.) 

FOR OFFICE 
USE ONLY 

 
ABATTQ18 

 아기에게 심각한 장애가 있을 확률이 큰 경우 1 

 결혼을 하였고 더 이상의 아이를 원하지 않는 경우  2 

 임신에 의하여 여자의 건강이 심각하게 위험해 지는 경우  3 

 가족의 수입이 매우 낮아서 더 이상 아이를 키우기가 힘든 경우  4 

 강간에 의하여 임신한 경우  5 

 결혼을 하지 않았으며 그 남자와의 결혼을 원하지 않는 경우 6 

 어느 이유로든 여자가 원하는 경우 7 

 
 

 4장: 당신에 관하여 

 

당신의 연령은?  _____ 세 
FOR OFFICE 
USE ONLY 

 
AGEWQ19 

<15 (1) 
15-19 (2) 

… 
40-44 (7) 
>45 (8) 
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당신은 언제 태어났습니까? _____ / _____ FOR OFFICE 
USE ONLY 

 월  년 
AGEWQ20 

 

당신은 현재 어떤 상태 입니까?  
FOR OFFICE 
USE ONLY 

 
RELAQ21 

  미혼, 파트너와 살고 있지 않다.  1 

 미혼, 파트너와 살고 있다. 2 

  기혼 3 

 별거 4 

 이혼하였음 5 

 사별하였음 6 

 

당신은 뉴질랜드 시민입니까? 
FOR OFFICE 
USE ONLY 

 
NZCTWQ22 

 
 아니오  예    24번 질문으로 가시오. 2   1 

 만일 아니라면, 당신은 아래의 경우 중 어디에 해당됩니까? NZCWNQ24 

 뉴질랜드 영주권자 1 

 노동 허가 2 

 1년 학생비자 3 

 학생비자 (2년 이상) 4 

 기타 임시 비자. 구체적으로 쓰시오. _____________________________ 5 

 

만일 당신이 시민이나 영주권자가 아니라면 당신의 국적은 무엇입니까?  
FOR OFFICE 
USE ONLY 

 

 ___________________________________________________________________ NATWQ23 
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어느 나라에서 태어났습니까?  
FOR OFFICE 
USE ONLY 

 
CTRYWQ24 

  뉴질랜드 26번 문제로 가시오.. 1 

  다른 나라. 구체적으로 쓰시오: ___________________________________ 
2 
 

CTRW2Q24 

 

 

당신이 뉴질랜드 태생이 아니라면, 언제 처음으로 뉴질랜드에 도착하였습니까?  
FOR OFFICE 
USE ONLY 

 _______ / _______ ARRNZQ25 

월  년 
 

 

당신은 어느 민족입니까? 
FOR OFFICE 
USE ONLY 

 
ETHGRWQ26 

 중국인 1 

 인도인 2 

 한국인 3 

 일본인 4 

 필리핀인 5 

 태국인 6 

 월남인 7 

 캄보디아인 8 

 몽족 9 

 기타. 구체적으로 쓰시오:  

_____________________________________________________________ 

10 
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당신의 종교는 무엇입니까? 
FOR OFFICE 
USE ONLY 
RELIWQ27 

 없다  29번 문제로 가시오. 1 

 개신교 (침례교, 장로교, 감리교, 루터교, 오순절교, 성공회) 2 

 천주교 3 

 회교 4 

 불교 5 

 신도 6 

 기타. 구체적으로 쓰시오: ____________________________________________ 7 

 

당신은 얼마나 종교적입니까? 
FOR OFFICE 
USE ONLY 

HWRELQ28 

 매우 종교적이다 1 

 종교적이다 2 

 별로 종교적이지 않다 3 

 

당신이 임신했던 달에, 당신은: 
FOR OFFICE 
USE ONLY 

 
WKSTWQ29 

 급여를 받고 일을 하고 있었다. 1 

 공부를 하고 있었다. (혹은 방학 중이었다.) 2 

 둘 다 해당 3 

 둘 다 아니다.  31번 질문으로 가시오. 4 

 

현재 당신이 학생이라면, 어떤 종류의 학교에 다니고 있습니까?  
FOR OFFICE USE 

ONLY 
EDINWQ30 

 고등학교 1 

 전문대학 2 

 대학교 3 

 어학원 4 

 다른 교육기관. 구체적으로 설명하시오: _______________________________ 5 



336 

 

현재 하시고 있는 것을 포함하여 당신의 최고학력은 무엇입니까? 
FOR OFFICE 
USE ONLY 

EDLVWQ31 

 중, 고등 학교 1 

 고등 학교 졸업 2 

 디플로마 혹은 자격증 3 

 전문대학 혹은 대학교 4 

 기타. 자세한 설명을 부탁 드립니다.-

________________________________________________________________ 

5 

 
 

현재의 낙태 이외에 예전에도 낙태를 하신 경험이 있으십니까?  
FOR OFFICE 
USE ONLY 

 
PREABQ32 

 
 예  아니오   33번 질문으로 가시오. 1    2 

 만일 그렇다면, 몇 번 입니까? ___________________ PRABYQ32 

 
 

당신은 자녀가 있습니까? 
FOR OFFICE 
USE ONLY 

 
KIDQ33 

 
 예  아니오   34번 질문으로 가시오. 1   2 

 만일 그렇다면, 몇 명 입니까?  ______________________ NKIDQ33 

 만일 그렇다면 가장 어린 자녀는 몇 살 입니까?  ___________________살 YNGKIDQ33 

 

 

이번 낙태는 어떤 방법으로 하시겠습니까?  
FOR OFFICE 
USE ONLY 

 
PROCQ34 

 수술 1 

 약(낙태약, RU 486, 미페프리스톤(mifepristone)) 2 

 모르겠다. 3 
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5장: 당신의 파트너에 관하여 

 

다음의 질문들은 이번 임신과 관계된 당신의 남자 파트너에 관한 질문입니다. 만일 당신이 이 질문들이 

불편하시면 이번 장을 건너 뛰십시오. 만일 이번 장을 건너 뛰신다면, 이번 설문조사를 마치셨습니다. 

봉투를 봉하시고 지정된 상자에 넣으시거나 직원에게 돌려주십시오. 이 설문지에 도움을 주셔서 

감사합니다.  

 

 나는 이번 장을 건너 뛰겠습니다.   제공된 봉투에 설문지를 넣고 

봉하여 주십시오. 감사합니다.  

FOR OFFICE USE 
ONLY 

SEC5NA 

 

당신의 파트너의 나이는?    모른다.   36번 질문으로 가시오. 
FOR OFFICE 
USE ONLY 
AGEPQ35  

1  2 
 

 그는 _____ 살 입니다. AGEP2Q35 
1 2…7 8 

 

당신의 파트너의 국적은?  모른다.   37번 질문으로 가시오. 
FOR OFFICE 
USE ONLY 
NATPQ36 

1  2 
 

 그는 _________________________입니다. NATP2Q36 

 

당신의 파트너는 어느 민족입니까?  
FOR OFFICE 
USE ONLY 

ETHGRPQ37 

 모른다.   38번 질문으로 가시오. 1 

 아시안. 구체적으로 설명해 주십시오: 2 
ASIAPQ37 

  
 인도인 1 

 한국인 2 

 일본인 3 

 필리핀인 4 

 태국인 5 

 베트남인 6 

 크메르인 7 

 몽족 8 

 기타 아시안 민족. _______________________ 
9 

ETHGRPQ37 
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 유럽인 3 

 마오리 4 

 태평양 섬 나라인  5 

 기타 민족. 구체적으로 설명해 주십시오:  ________________________________ 6 

 

당신의 파트너의 종교는?  
FOR OFFICE 
USE ONLY 
RELPQ38 

 모른다. 39번 질문으로 가시오. 1 

 없다.  39번 질문으로 가시오.  2 

 개신교 (침례교, 장로교, 감리교, 루터교, 오순절교, 성공회) 3 

 천주교 4 

 회교 5 

 불교 6 

 신도 7 

 기타. 구체적으로 설명하시오: __________________________________________ 8 

 

당신의 파트너는: 
FOR OFFICE 
USE ONLY 

WKSTPQ39 

 급여를 받고 일을 하고 있다. 1 

 공부를 하고 있다. (혹은 방학 중이다.) 2 

 둘 다 하고 있다. 3 

 아무 것도 하지 않는다. 4 

 모른다. 5 

 

만일 당신의 파트너가 공부를 하고 있다면, 어떤 종류의 학교에 다니고 있습니까? 
FOR OFFICE 
USE ONLY 
EDINPQ40 

 

 모른다. 1 

 고등학교 2 
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 전문대학 3 

 대학교 4 

 어학원 5 

 기타 교육기관. 자세히 설명하시오: __________________________________ 6 

 
 

당신은 이제 이 설문지를 끝마쳤습니다. 봉투를 봉하시고 지정된 상자에 넣으시거나 직원에게 주십시오.  

다시 한번 이 설문지에 대한 당신의 도움에 감사 드립니다.  
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แบบสอบถามในการส ารวจ 
การท าแท้งในบรรดาสตรีชาวเอเชียในนิวซีแลนด ์: เราทราบอะไรบ้างไหม? 

 

ขอขอบคุณทีท่่านเขา้ร่วมในการศกึษาครัง้นี้ 
เราประสงคท์ีจ่ะศกึษาเพิม่เตมิเกีย่วกบัประสบการณ์เกีย่วกบัการท าแทง้ของสตรชีาวเอเชยีเพือ่หาทางช่วยเหลอืสตรเีหล่านี้ต่อไปในอนาคต 
 
ค าถามในแบบสอบถามในการส ารวจนี้ถามเกีย่วกบัใชว้ธิกีารคุมก าเนิด (หากเกีย่วขอ้งโดยตรงกบัท่าน) 
ความรูแ้ละทศันคตขิองท่านเกีย่วกบัสขุภาพทางเพศและการป้องกนัการตัง้ครรภข์องท่าน เหตุผลของท่านในการเลอืกท าแทง้ 
และปจัจยัทีม่อีทิธพิลต่อการตดัสนิใจของท่าน 
 
การส ารวจครัง้นี้เป็นส่วนหนึ่งของโครงการปรญิญาเอกเรือ่งการท าแทง้และสุขภาพทางเพศในบรรดาสตรชีาวเอเชยีในนวิซแีลนด์ซึง่เป็นการร่วมมอืระหว่า
งภาควชิาเวชศาสตรป้์องกนัและสงัคม กบัภาควชิาจติวทิยาการแพทย ์มหาวทิยาลยัโอตาโก 
 
ผลการศกึษาครัง้นี้จะเอื้อต่อการก าหนดวธิกีารในการใหค้วามชว่ยเหลอืแกบ่รรดาสตรชีาวเอเชยีทีท่ าแทง้และเพือ่ป้องกนัการตัง้ครรภท์ีไ่มพ่งึประสงคต่์อไ
ป 

 

 
หมายเหต ุ: การมีส่วนร่วมของท่านในโครงการวิจยัครัง้น้ีถือว่าเป็นความสมคัรใจ ท่านไมจ่ าเป็นตอ้งกรอกแบบสอบถามนี้ 
และท่านสามารถหยุดการตอบแบบสอบถามไดทุ้กเมีอ่ 
 
ค าตอบท่ีท่านตอบไปจะไม่มีการน าไปเปิดเผย – เพราะไม่มีการถามถึงช่ือ 
ดงันัน้ค าตอบของท่านจงึจะไม่มีการน าไปเชือ่มโยงถงึตวัท่านแต่ประการใด 
 
ค าตอบของท่านจะถือเป็นความลบั บุคคลทีจ่ะสามารถเขา้ถงึขอ้มลูต่างๆ ของท่านได ้ไดแ้ก่คณะนกัวจิยัเท่านัน้ 
ส่วนเจา้หน้าทีด่า้นการแพทยจ์ะไมเ่หน็ค าตอบของท่าน หากท่านปฏเิสธทีจ่ะใหค้วามร่วมมอืต่อการศกึษาครัง้นี้ กจ็ะไม่มีผลใดๆ 
ต่อการบรกิารทีท่่านไดร้บัอยู่ในสถานบรกิารแห่งนี้ 

 
หากท่านพรอ้มทีจ่ะเขา้ร่วมตอบแบบสอบถามครัง้นี้ กรุณาตอบค าถามทุกขอ้ จากนัน้ใหน้ าใส่ในซองและปิดผนกึใหเ้รยีบรอ้ย 
แลว้น าใส่ในกลอ่งรบัแบบสอบถามทีก่ าหนดไว ้หรอืส่งคนืใหแ้ก่เจา้หน้าที ่
 
หากท่านมคี าถามหรอืมขีอ้สงสยัใดๆ เกีย่วกบัโครงการวจิยันี้ ท่านสามารถโทรศพัทไ์ปถงึหวัหน้าโครงการวจิยั ชือ่ เลยีน ตรนิห ์(Ms. Lien Trinh) 
ทีภ่าควชิาเวชศาสตรป้์องกนัและสงัคม หมายเลขโทรศพัท ์ (03) 4795774 หรอื 021 0606 108 
 
หากท่านตอ้งรบัเอกสารเกีย่วกบัผลการศกึษาครัง้นี้ซึง่จะเผยแพร่ไดใ้นอกี 12 เดอืน 
กรุณาขอแบบฟอรม์สัง่จองพรอ้มซองทีจ่่าหน้าเรยีบรอ้ยแลว้ไดจ้ากเจา้หน้าทีเ่พือ่ท่านจะไดส้่งไปยงัคณะนกัวจิยัไดโ้ดยตรง 
 
กรณุาพลิกไปยงัหน้าต่อไปเพ่ือเร่ิมต้นการตอบแบบสอบถาม.

Thai Version 
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วนันี้วนัที ่:   /  /   

 เดอืน  วนั  ปี  
 

ตอนท่ี 1 เหตผุลของการท าแท้ง 

ก่อนทีท่า่นเริม่ตอบค าถามอื่น กรณุาระบถุงึเหตผุลหลกัท่ีท่านจึงเลือกเข้ารบัการท าแท้งในปัจจบุนั หากทา่นมเีหตุผล มากกวา่หนึ่งขอ้ 
โปรดระบเุหตุผลทัง้หมด โดยเร่ิมท่ีเหตผุลท่ีส าคญัท่ีสุดก่อน 

 
หากเหตุผลหลกัเกดิจากความผิดปกติของทารกในครรภ ์ทา่นไม่ต้องตอบค าถามในแบบสอบถามน้ีท่ีเหลืออีก 

และโปรดส่งแบบสอบถามคนืใหแ้ก่เจา้หน้าที ่ขอขอบคุณเป็นอย่างสงู 
 
 

ส าหรบัเจา้หน้
าทีเ่ทา่นัน้ 

___________________________________________________________________ REANARQ00 
1 

___________________________________________________________________ 
2 

___________________________________________________________________ 
3 

___________________________________________________________________ 
4 

___________________________________________________________________ 
5 

จากนี้ไป เราใครข่อถามทา่นเกีย่วกบัเหตผุลเหลา่นัน้ทกุอยา่ง 
 

การทีท่า่นท าแทง้ มสีาเหตุจากฐานะการเงินของท่านไม่เพียงพอต่อการเลี้ยงดบูตุรในปัจจบุนั ใชห่รอืไม?่ ส าหรบัเจา้หน้
าทีเ่ทา่นัน้ 

  ใช ่
 ไมใ่ช ่   กรณุาขา้มไปตอบขอ้ 2 AFFDQ01  

1     2 

 หากตอบ “ใช่” ขอ้ความต่อไปนี้ ขอ้ความใดทีส่ะทอ้นสิง่ทีเ่กดิขึน้กบัทา่นบา้ง? (กาไดท้กุขอ้ทีเ่หมาะสม) AFFDYQ01 

 ดฉินัไมม่งีานท า 1 

 สามหีรอืคู่ครองของดฉินัไมม่งีานท า 2 

 ดฉินัไมไ่ดร้บัความชว่ยเหลอืเทา่ทีค่วรจากสามหีรอืคูค่รองของดฉินั 3 

 ดฉินัยงัมไิดแ้ต่งงาน 4 

 ดฉินัมฐีานะทางการเงนิไมเ่พยีงพอส าหรบัซือ้สิง่จ าเป็นพืน้ฐานในชวีติได้ 5 

 ดฉินัมรีายไดจ้ากการท างานไมเ่พยีงพอส าหรบัการเลีย้งดเูดก็และการจา่ยใหส้ถานทีร่บัเลีย้งเดก็ 6 

 ดฉินัไมส่ามารถทิง้งานมาดูแลลกู 7 

 หากมบีุตร ดฉินัคงจะตอ้งหาทีอ่ยู่ใหม ่ 8 

 ดฉินัก าลงัรบัเงนิเลีย้งชพีจากรฐับาลอยู่ในขณะนี้ 9 

 ดฉินัเป็นนกัศกึษา หรอืก าลงัวางแผนทีจ่ะเขา้เรยีน 10 

 เหตุผลอื่น  (กรณุาระบุรายละเอยีด) : _______________________________ 

______________________________________________________) 
11 
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ทา่นท าแทง้เพราะการมีบตุรจะก่อให้เกิดการเปล่ียนแปลงในชีวิตท่ีท่านยงัไม่พร้อมอย่างมากมาย ใชห่รอืไม?่ ส าหรบัเจา้หน้าที่
เทา่นัน้ 

 
  ใช ่  ไมใ่ช ่   กรณุาขา้มไปตอบขอ้ 3 CHNGQ02 

1     2 

 หากตอบ “ใช่” ขอ้ความต่อไปนี้ ขอ้ความใดทีส่ะทอ้นสิง่ทีเ่กดิขึน้กบัทา่นบา้ง? (กาไดท้กุขอ้ทีเ่หมาะสม) CHNGYQ02 

 การมบีุตรในตอนนี้ จะสรา้งความยุ่งยากต่อการศกึษาของดฉินั 1 

 การมบีุตรในตอนนี้ จะสรา้งความยุ่งยากต่อการท างานของดฉินั 2 

 ดฉินัไมส่ามารถมบีุตรในตอนนี้ไดเ้พราะดฉินัมเีดก็หรอืคนอื่นทีด่ฉินัตอ้งใหก้ารเลีย้งดูอยู่ 3 

 เหตุผลอื่น  (กรณุาระบุรายละเอยีด) :  ___________________________________ 

__________________________________________________________) 
4 

 
ทา่นก าลงัท าแทง้เพราะว่าทา่นไม่ต้องการท่ีจะเป็นแม่ของเดก็ท่ีไม่มีสามี ใช่หรือไม่? ส าหรบัเจา้หน้าที่

เทา่นัน้ 

 
 ใช ่  ไมใ่ช ่   กรณุาขา้มไปตอบขอ้ 4  

SNGLQ03 

1     2 

 หากตอบ “ใช่” ขอ้ความต่อไปนี้ ขอ้ความใดทีส่ะทอ้นสิง่ทีเ่กดิขึน้กบัทา่นบา้ง? (กาไดท้กุขอ้ทีเ่หมาะสม) SNGLYQ03 

 ดฉินัไมม่สีามหีรอืคูค่รองในปจัจบุนั 1 

 เป็นการยากล าบากทีจ่ะเลีย้งลูกดว้ยตนเองคนเดยีว 2 

 พ่อแมพ่ีน้่องหรอืเพื่อนของดฉินัคงไมส่ามารถใหค้วามชว่ยเหลอืในการเลีย้งดูลกูใหด้ฉินัได้ 3 

 ดฉินัคงตอ้งอายถา้เป็นแมข่องเดก็ทีไ่มม่สีาม ี 4 

 ดฉินัไมม่สีามหีรอืคูค่รองในปจัจบุนั 5 

 หตุผลอื่น  (กรณุาระบุรายละเอยีด) __________________________________ 

______________________________________________________) 
6 

 
ทา่นก าลงัท าแทง้เพราะว่ามปัีญหาในความสมัพนัธก์บัสามีหรือคู่ครองของท่าน ใชห่รอืไม?่ ส าหรบัเจา้หน้าที่

เทา่นัน้ 

 
 ใช ่  ไมใ่ช ่   กรณุาขา้มไปตอบขอ้ 5 

RELAQ04 

1     2 

 หากตอบ “ใช่” ขอ้ความต่อไปนี้ ขอ้ความใดทีส่ะทอ้นสิง่ทีเ่กดิขึน้กบัทา่นบา้ง? (กาไดท้กุขอ้ทีเ่หมาะสม) RELAYQ04 

 ความสมัพนัธร์ะหวา่งเราหรอืการสมรสของเราอาจสิน้สดุลงในเรว็ๆ นี้ 1 

 คู่ครองของดฉินัและตวัดฉินัไมส่ามารถหรอืไมต่อ้งการทีจ่ะแตง่งานกนั 2 

 คู่ครอง/สามขีองดฉินัมกีารท ารา้ยดฉินัหรอืลูกของดฉินั 3 

 คู่ครองของดฉินัคงจะเป็นพ่อของลูกทีด่ไีมไ่ด ้ 4 

 การมบีุตรจะท าใหเ้กดิปญัหาในความสมัพนัธร์ะหวา่งดฉินักบัคูค่รอง/สามขีองดฉินั 5 

 เหตุผลอื่น  (กรณุาระบุรายละเอยีด) :  _____________________________ 
6 

_____________________________________________________) 
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มเีหตผุลอ่ืนอะไรอกีหรอืไม ่ทีม่ผีลต่อการตดัสนิใจในการท าแทง้ของทา่น? 
(กาไดท้กุขอ้ทีเ่หมาะสม) 

ส าหรบัเจา้หน้าที่
เทา่นัน้ 

 
OTHREAQ05 

 สามหีรอืคู่ครองของดฉินัตอ้งการใหด้ฉินัท าแทง้ 1 

 พ่อแมข่องดฉินัตอ้งการใหด้ฉินัท าแทง้ 2 

 ดฉินัไมต่อ้งการใหพ้่อแมห่รอืคนอื่นรูว้า่ดฉินัเคยมเีพศสมัพนัธ ์ 3 

 ดฉินัไมต่อ้งการใหพ้่อแมห่รอืคนอื่นรูว้า่ดฉินัตัง้ครรภ์ 4 

 ดฉินัไมต่อ้งการกลบัไปบา้นของพ่อแมโ่ดยทีม่กีารตัง้ครรภ์ 5 

 ดฉินัมลีูกหลายคนตามทีต่อ้งการแลว้ 6 

 ดฉินัถูกขม่ขนื 7 

 ดฉินัตัง้ครรภเ์นื่องจากการมเีพศสมัพนัธก์บัคนทีม่พี่อแมเ่ดยีวกนั (ถูกบงัคบัใหม้เีพศสมัพนัธก์บัคนในครอบครวัของดฉินั) 8 

 ดฉินัรูส้กึวา่ตนเองยงัไมม่วีุฒภิาวะพอทีจ่ะเลีย้งลกู 9 

 เหตุผลอื่น  (กรณุาระบุรายละเอยีด) : ____________________________________ 
10 

______________________________________________________________) 

 ไมใ่ชข่อ้ใดเลย 11 

 
มผี ู้ใดดงัต่อไปน้ี ทีเ่คยชว่ยใหท้า่นตดัสินใจในการท าแท้งบา้ง? (กาไดท้กุขอ้ทีเ่หมาะสม) ส าหรบัเจา้หน้าที่

เทา่นัน้ 

 
HELPDECQ06 

 สาม ี/ คู่ครอง 1 

 พ่อแม ่หรอืผูป้กครอง 2 

 พีส่าวน้องสาว หรอืพีช่ายน้องชาย 3 

 บุคคลอื่นในครอบครวั 4 

 เพื่อน 5 

 หมอ หรอืเจา้หน้าทีท่างการแพทยอ์ื่น 6 

 นกับ าบดั / ผูใ้หค้ าปรกึษา / นกัสงัคมสงเคราะห ์ 7 

 ผูใ้หค้ าปรกึษาทางศาสนาหรอืทางจติวญิญาณ 8 

 แหล่งใหค้วามชว่ยเหลอืทางโทรศพัท ์หรอืการแชท/เวบ็ไซท์ 9 

 ไมม่ใีครเลย 10 

 คนอื่น :  _______________________________________________________ 11 

 
หากทา่นกาบุคคลผูใ้ดในค าถามขอ้ 6 จงระบุวา่บคุคลทีมี่ความส าคญัต่อการตดัสนิใจของทา่นมากท่ีสุด? ส าหรบัเจา้หน้าที่

เทา่นัน้ 

 
MOSTIMQ07 

 __________________________________________________________ 1-11 
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ตอนท่ี 2 วิธีการคมุก าเนิดในช่วงเวลาท่ีท่านตัง้ครรภ ์

 
ชว่งเวลาทีท่า่นตัง้ครรภ ์ทา่นใชว้ธิกีารคมุก าเนิดหรอืไม?่ กาไดข้อ้เดยีวจากค าตอบดงัต่อไปนี้ ส าหรบัเจา้หน้าที่

เทา่นัน้ 

 
EVEUSEQ08 

   ไม่ กรณุาขา้มไปตอบขอ้ 9 2 

   บางครัง้  กรณุาขา้มไปตอบขอ้ 9 3 

   ทกุครัง้  กรณุาขา้มไปตอบขอ้ 10 1 

 
 
ท าไมทา่นจงึไม่ใช้วิธีการคมุก าเนิดหรือใช้เพียงบางครัง้ ช่วงเวลาท่ีท่านตัง้ครรภ?์ (กาไดท้กุขอ้ทีเ่หมาะสม) ส าหรบัเจา้หน้าที่

เทา่นัน้ 
NEVSOMQ09 

  ดฉินัไมไ่ดน้กึถงึเรื่องการคมุก าเนดิ 1 
SIDEFFQ09 

  ดฉินัเกรงว่าจะมผีลขา้งเคยีงจากวธิกีารตา่งๆ เชน่อาการดงัต่อไปนี้ (กาไดท้กุขอ้ทีเ่หมาะสม) 1 

  น ้าหนกัเพิม่จากการใชย้าคุมก าเนิด 2 

  มอีาการแพจ้ากการใชถุ้งยางอนามยั 3 

  ผลขา้งเคยีงอื่น (โปรดอธบิาย)  ____________________________________________ 4 
 
 

NEVSOMQ09 
  ___________________________________________________________) 

   ดฉินัคดิว่าวธิกีารคุมก าเนิดอาจท าใหก้ารมเีพศสมัพนัธไ์ดร้บัความสุขน้อยลง 2 

   ดฉินัคดิว่าวธิกีารคุมก าเนิดมคีวามยุง่ยากในการใช ้ 3 

   ดฉินัไมเ่คยคดิถงึการใชว้ธิกีารคมุก าเนิด 4 

   ดฉินัมฐีานะทางการเงนิไมเ่พยีงพอส าหรบัเป็นคา่ใชจ้า่ยในการคมุก าเนิด 5 

   ดฉินัไมท่ราบว่าจะไปรบัวธิกีารคมุก าเนิดไดท้ีใ่ด 6 

   คู่ครองของดฉินัไมต่อ้งการใชว้ธิกีารคุมก าเนดิ 7 

   คู่ครองของดฉินัไมต่อ้งการใหด้ฉินัใชว้ธิกีารคุมก าเนิดไมว่่าจะเป็นวธิใีดกต็าม 8 

   พ่อแมข่องดฉินัไมต่อ้งการใหด้ฉิันใชว้ธิกีารคุมก าเนิดไมว่่าจะเป็นวธิใีดกต็าม 9 

   ดฉินัอายทีจ่ะไปรบัวธิกีารคุมก าเนิด 10 

   ดฉินัไมส่นใจว่าจะตัง้ครรภห์รอืไม ่ 11 

   เหตุผลอื่น (โปรดอธบิาย) ________________________________________________ 
12 

 _________________________________________________________________) 
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หากทา่นใชว้ธิคีมุก าเนิดชว่งเวลาทีท่า่นตัง้ครรภ์ วธิกีารคุมก าเนดิใดบา้งทีใ่ชไ้มไ่ดผ้ล (ตอบค าถามนี้หากทา่นตอบวา่ 

“ทุกครัง้” ในค าถามข้อ 8 และทา่นสามารถกาไดท้กุขอ้ทีเ่หมาะสม) 
ส าหรบัเจา้หน้
าทีเ่ทา่นัน้ 

 

BCMFLQ10 

 ยาคุมก าเนดิหลงัมเีพศสมัพนัธ ์(หรอืยาคมุก าเนิดฉุกเฉิน) 1 

 หลัง่ภายนอก 2 

 มเีพศสมัพนัธใ์นระยะปลอดภยั 3 

 การเลีย้งลกูดว้ยนมแม ่ 4 

 ฉีดยาคมุ (ยา Depro-Provera) 5 

 ใส่หว่ง (IUD) รวมถงึหว่งอนามยัมริน่ีา (Mirena) 6 

 ดฉินัท าหมนัถาวร (โดยวธิกีารผกูทอ่รงัไข)่ 7 

 คู่ครองของดฉินัท าหมนั 8 

 วธิอีื่น (เชน่ ยาฆา่ตวัอสุจ ิใชห้มวกครอบปากมดลูก เป็นตน้) 9 

 ไมท่ราบ / จ าไมไ่ด ้ 10 

 วธิอีื่น (โปรดอธบิาย) _________________________________________________ 11 

______________________________________________________________)  

 ยาคุมก าเนดิ   กรณุาขา้มไปตอบขอ้ 11 12 

 ถุงยางอนามยั   กรณุาขา้มไปตอบขอ้ 12 13 

 
 
หากท่านใช้ยาคมุก าเนิด ท าไมทา่นยงัคงตัง้ครรภอ์กี ? (กาไดท้กุขอ้ทีเ่หมาะสม) 
 

ส าหรบัเจา้หน้าทีเ่
ทา่นัน้ 

 
 ดฉินัใชย้าปฏชิวีนะในเดอืนทีม่กีารตัง้ครรภ์ BCPILLQ11 

1 

 ดฉินัใชย้าประเภทอื่นในเดอืนทีม่กีารตัง้ครรภ ์ 2 

 ดฉินัปว่ย 3 

 ดฉินัลมืรบัประทานยาบางครัง้ 4 

 ดฉินัเพิง่เริม่รบัประทานยาคมุก าเนดิหรอืเปลีย่นยาคุมก าเนดิ 5 

 ดฉินัมเีพศสมัพนัธโ์ดยไมร่อจนกระทัง่ยาคุมมผีลใชไ้ด ้ 6 

  เหตุผลอื่น (โปรดอธบิาย) ________________________________________________ 

______________________________________________________________ 
7 

 
หากคู่ครองของท่านและท่านได้ใช้ถงุยางอนามยั ท าไมทา่นยงัคงตัง้ครรภอ์กี?  (กาไดท้กุขอ้ทีเ่หมาะสม) ส าหรบัเจา้หน้

าทีเ่ทา่นัน้ 

 
CNDMQ12 

 ถุงยางอนามยัอาจหลดุหรอืแตก 1 

 เหตุผลอื่น โปรดอธบิาย _______________________________________________  
2 
 

_______________________________________________________________  
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ตอนท่ี 3: ค าถามทัว่ไป – เก่ียวกบัสุขภาพทางเพศ 
และการใช้วิธีการคมุก าเนิด 

 
วิธีการคมุก าเนิดต่อไปน้ี วธิใีดทีท่า่นเคยใช?้ (กาไดท้กุขอ้ทีเ่หมาะสม) ส าหรบัเจา้หน้าที่

เทา่นัน้ 
BCMUSQ13 

 ถุงยางอนามยั 1 

 ยาคุมก าเนดิ 2 

 การนบัระยะปลอดภยัหรอืวธินีบัวนัตามปฏทินิ (วธิตีามธรรมชาต)ิ 3 

 หลัง่ภายนอก 4 

 ฉีดยา (ยา Depro-Provera) 5 

 ใส่หว่ง (IUD) รวมถงึหว่งอนามยัมริมีา่ (Mirema) 6 

 วธิอีื่น (เชน่ ยาฆา่ตวัอสุจ ิใชห้มวกครอบปากมดลูก เป็นตน้) 7 

 อื่นๆ (โปรดอธบิาย) __________________________________________________________________ 

___________________________________________________________________________________ 
8 

ทา่นทราบเกีย่วกบัวธิกีารคมุก าเนิดมาจากแหลง่ใด? (กาไดท้กุขอ้ทีเ่หมาะสม) ส าหรบัเจา้หน้าที่
เทา่นัน้ 

ECPQ14 

 คนในครอบครวั 1 

 เพื่อนฝงู 2 

 คนรกั คู่ครอง 3 

 แพทย/์สถานบรกิารสุขภาพอื่นๆ 4 

  สื่อต่างๆ (โทรทศัน์ วทิยุ หนงัสอืพมิพ ์นิตยสาร เป็นตน้) 5 

 อนิเทอรเ์นท 6 

 อื่นๆ (โปรดอธบิาย) ______________________________________________________________ 

______________________________________________________________________________ 

7 

 
ทา่นเคยไดย้นิวา่มยีาคมุก าเนิดฉุกเฉิน หรอืบางครัง้กเ็รยีกว่ายาคุมก าเนิดหลงัจากการมเีพศสมัพนัธ ์หรอืไม?่ ส าหรบัเจา้หน้าที่

เทา่นัน้ 

 
ECPQ15 

 เคย 1 

 ไมเ่คย 2 
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ยาคุมก าเนดิฉุกเฉินใช้ส าหรบัอะไร? ส าหรบัเจา้หน้าทีเ่ท่
านัน้ 

ECPKNWQ16 

 ส าหรบัหยดุการตัง้ครรภ ์คอื เพื่อใหก้ารท าแทง้เกดิขึน้ 1 

 ส าหรบัป้องกนัการตัง้ครรภ ์ 2 

 ดฉินัไดย้นิเกีย่วกบัยาคมุนี้แต่ไมท่ราบว่าใชส้ าหรบัอะไร 3 

 ดฉินัไมเ่คยไดย้นิเกีย่วกบัยาคมุนี้ 4 

 
ในระยะ 12 เดือนท่ีผ่านมา ทา่นเคยใชย้าคุมก าเนดิฉุกเฉินหรอืยาคุมก าเนิดหลงัจากการมเีพศสมัพนัธ ์หรอืไม?่ ส าหรบัเจา้หน้าทีเ่ท่

านัน้ 
ECPUSEQ17 

 เคย 1 

 ไมเ่คย 2 

 
 
เงื่อนไขต่อไปนี้ เงื่อนไขใดบา้งทีท่า่นคดิวา่อาจท าใหส้ตรีได้รบัอนุญาตให้ท าแท้ง? (กาไดท้กุขอ้ทีเ่หมาะสม) ส าหรบัเจา้หน้าทีเ่ทา่

นัน้ 
ABATTQ18 

 หากมคีวามเป็นไปไดส้งูทีท่ารกผดิปกตอิย่างรนุแรง 1 

 หากสตรสีมรสแลว้ และไมป่ระสงคท์ีจ่ะมบีุตรเพิม่ 2 

 หากสุขภาพของสตรจีะเป็นอนัตรายอย่างรนุแรงจากการตัง้ครรภ ์ 3 

 หากครอบครวัมรีายไดน้้อยและไมส่ามารถใหก้ารเลีย้งดบูุตรเพิม่เติมได ้ 4 

 หากสตรนีัน้ตัง้ครรภอ์นัเนื่องจากถกูขม่ขนื 5 

 หากสตรไีมผ่า่นการสมรสและไมป่ระสงคท์ีจ่ะสมรสกบัผูช้ายคนนัน้ 6 

 หากสตรตีอ้งการท าแทง้ดว้ยเหตุผลใดกต็าม 7 
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ตอนท่ี 4 : เก่ียวกบัตวัท่าน 
 

ทา่นอายเุทา่ไร?   _____ ปี ส าหรบัเจา้หน้าทีเ่ท่
านัน้ 

 
AGEWQ19 

<15 (1) 
15-19 (2) 

… 
40-44 (7) 
>45 (8) 

 

ทา่นเกดิเดอืนอะไร ปีอะไร? _____ / _____ ส าหรบัเจา้หน้าที ่
 เดอืน  ปี เทา่นัน้ 

AGEWQ20 
 

สถานภาพทางสมัพนัธภาพของทา่นในขณะนี้ คอือะไร?  ส าหรบัเจา้หน้าทีเ่ทา่
นัน้ 

RELAQ21 

     โสด ไม่อาศยัอยู่รว่มกบัคูค่รอง 1 

      โสด อาศยัอยู่รว่มกบัคูค่รอง 2 

  สมรส 3 

     แยกกนัอยู ่ 4 

      หย่า 5 

     หมา้ย 6 

 

ปจัจบุนั ทา่นถือสญัชาตินิวซีแลนด ์หรอืไม?่ ส าหรบัเจา้หน้าทีเ่ทา่
นัน้ 

NZCTWQ22 

  ไมใ่ช ่  ใช ่   กรณุาขา้มไปตอบค าถามขอ้ 24  2   1 

 หากไม่ใช่ ทา่นมสีถานภาพในการอยู่ในประเทศอย่างไร? NZCWNQ24 

 เป็นผูอ้ยู่อาศยัถาวร 1 

 ไดร้บัใบอนุญาตใหท้ างานได ้ 2 

 วซี่านกัเรยีนอายุหนึ่งปี 3 

 วซี่านกัเรยีน (อายุสองปีหรอืมากกว่า) 4 

 สถานภาพวซี่าชัว่คราวอื่นๆ โปรดระบุ :  _____________________________ 5 

 

หากทา่นไม่ถือสญัชาตินิวซีแลนดห์รอืไมเ่ป็นผูพ้กัอาศยัอยู่ถาวรในประเทศนิวซแีลนด ์ทา่นมสีญัชาตอิะไร? ส าหรบัเจา้หน้าทีเ่ทา่นั ้
น 

 ______________________________________________________________ NATWQ23 
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ทา่นเกดิทีป่ระเทศอะไร? ส าหรบัเจา้หน้าทีเ่ทา่
นัน้ 

CTRYWQ24 

  นิวซแีลนด ์ กรณุาขา้มไปตอบค าถามขอ้ 26 1 

  ประเทศอื่น กรณุาระบุ :  ________________________________________ 2 
 

CTRW2Q24 

 

 
หากทา่นมิได้เกดิในประเทศนิวซแีลนด ์ทา่นไดเ้ดนิทางมานิวซแีลนด์ครัง้แรก เมื่อไร? ส าหรบัเจา้หน้าทีเ่ทา่

นัน้ 

 _______ / _______ ARRNZQ25 

เดอืน  ปี  

 

ทา่นจดัอยู่ในกลุ่มชาติพนัธุใ์ด? ส าหรบัเจา้หน้าทีเ่ทา่
นัน้ 

ETHGRWQ26 

 จนี 1 

 อนิเดยี 2 

 เกาหล ี 3 

 ญี่ปุน่ 4 

 ฟิลปิินส ์ 5 

 ไทย 6 

 เวยีดนาม 7 

 เขมร 8 

 มง้ 9 

 กลุ่มชาตพินัธุอ์ ื่น กรณุาระบุ :  ________________________________________ 10 

 
ทา่นนบัถอืศาสนาอะไร? ส าหรบัเจา้หน้าทีเ่ทา่

นัน้ 

 
RELIWQ27 

 ไมใ่ชน่บัถอืศาสนาใด  กรณุาขา้มไปตอบค าถามขอ้ 29 1 

 โปรเตสแตนท ์(แบ๊บติส๊ท ์เพรสไบทเีรยีน เมธอดสิท ์ลูเธอรนั เพน็เทคอสต ์ 
     แองกลกินั) 

2 

 โรมนัคาธอลคิ 3 

 มสุลมิ 4 

 พุทธ 5 

 ชนิโต 6 

 อื่นๆ กรณุาระบุ : _____________________________________________________________________ 
__________________________________________________________________________________ 

7 
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 ทา่นเครง่ศาสนามากน้อยแค่ไหน? ส าหรบัเจา้หน้าทีเ่ทา่นั ้
น 

HWRELQ/28 

 เครง่มาก 1 

 เครง่ 2 

 ไมเ่ครง่นกั 3 

 
ในเดือนทีท่า่นตัง้ครรภค์รัง้นี้ ทา่นก าลงัท าอะไรอยู่? ส าหรบัเจา้หน้าทีเ่ทา่

นัน้ 
WKSTWQ29 

 ท างานหาเงนิ 1 

 ก าลงัเรยีนหนงัสอื (หรอืก าลงัอยู่ในวนัหยดุระหวา่งการเรยีนหนงัสอื) 2 

 ทัง้สองอยา่ง 3 

 ไมใ่ชท่ัง้สองอย่าง  กรณุาขา้มไปตอบค าถามขอ้ 31 4 

 
หากทา่นก าลงัอยู่ในระหว่างการเรียนหนังสือ ทา่นเรยีนอยู่ในสถาบนัการศึกษาประเภทใด? ส าหรบัเจา้หน้าทีเ่ทา่นั ้

น 

 
EDINWQ30 

 โรงเรยีนมธัยม 1 

 โพลเีทคนคิ 2 

 มหาวทิยาลยั 3 

 โรงเรยีนภาษาองักฤษ 4 

 สถาบนัอื่น กรณุาระบุ : _________________________________________________________________ 5 

 
การศกึษาสูงสุดของทา่นอยู่ในระดบัใด รวมถงึการศกึษาในปจัจบุนัดว้ย? ส าหรบัเจา้หน้าทีเ่ทา่นั ้

น 
EDLVWQ31 

 ระดบัมธัยมศกึษา 1 

 จบมธัยมปลาย 2 

 ระดบัอนุปรญิญาหรอืประกาศนียบตัร 3 

 ระดบัโพลเีทคนิคและมหาวทิยาลยั 4 

 อื่นๆ โปรดระบุ : ______________________________________________________________________ 5 

 
ทา่นเคยท าแทง้มาก่อนครัง้นี้หรอืไม?่ ส าหรบัเจา้หน้าทีเ่ทา่

นัน้ 
PREVABQ32 

  เคย  ไมเ่คย    กรณุาขา้มไปตอบค าถามขอ้ 33 1   2 

 ถา้เคย กีค่ร ัง้?  _____________ PRABYQ32 

 
ทา่นมีลกูหรอืไม?่ ส าหรบัเจา้หน้าทีเ่ทา่นั ้

น 
KIDQ33 

  เคย  ไมเ่คย    กรณุาขา้มไปตอบค าถามขอ้ 34 1   2 

 ถ้ามี กีค่น?  ______________________ NKIDQ33 

 ถ้ามี ลกูคนเลก็สุดของทา่นอายุเทา่ไร?  ____________________ ปี YNGKIDQ33 
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ในการท าแทง้ครัง้นี้ ทา่นไดใ้ชห้รอืจะใชวิ้ธีการท าแทง้วธิใีด? ส าหรบัเจา้หน้าทีเ่ทา่

นัน้ 
PROCQ34 

 ท าแทง้โดยการผา่ตดัจากแพทย ์ 1 

 ท าแทง้โดยการใชย้า (ยาทีท่ าใหแ้ทง้ อารย์ู 486 มเิฟพรสิโตน (RU 486, mifepristone)) 2 

 ดฉินัไมท่ราบ 3 
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ตอนท่ี 5 : เก่ียวกบัคู่ครองของท่าน 
 
ค าถามต่อไปนี้ เป็นการถามเกีย่วกบัคู่ครองเพศชายของท่านท่ีรบัผิดชอบต่อการตัง้ครรภค์ร ัง้น้ี หากทา่นไมส่ะดวกใจในการตอบค าถาม 
กรณุาข้ามค าถามในตอนน้ีทัง้หมดไปได ้
 
หากทา่นเลือกท่ีจะข้ามค าถามในตอนนี้ทัง้หมดไป ถอืวา่ทา่นได้ตอบค าถามเสรจ็ส้ินสมบรูณ์แล้ว 
กรณุาน าแบบสอบถามใส่ซองแลว้ปิดผนกึพรอ้มกบัน าใส่ในกล่องรบัแบบสอบถามทีก่ าหนดไว ้เราขอขอบคณุในความรว่มมอืของทา่นในการตอบแบบสอบถามครัง้นี้ 
 

 ดฉินัขอทีจ่ะไมต่อบค าถามในตอนน้ีทัง้หมด   
กรณุาน าแบบสอบถามใส่ซองทีเ่ตรยีมไวใ้ห ้แลว้ปิดผนึก ขอขอบคุณ 

ส าหรบัเจา้หน้าทีเ่ทา่นัน้ 

 
SEC5NA 

 
 
คู่ครองของทา่นอายุเท่าไร  ดฉินัไมท่ราบ   กรณุาขา้มไปตอบค าถามในขอ้ 36 ส าหรบัเจา้หน้าทีเ่

ทา่นัน้ 
AGEPQ35  

1  2 

  เขาอาย ุ_____ ปี AGEP2Q35 

 
คู่ครองของทา่นถอืสญัชาตอิะไร  ดฉินัไมท่ราบ   กรณุาขา้มไปตอบค าถามในขอ้ 37 ส าหรบัเจา้หน้าทีเ่ทา่

นัน้ 
NATPQ36 

1  2 

  เขาถอืสญัชาตเิป็นชาว ___________________________. NATP2Q36 

 
 



353 

 

คู่ครองของทา่นจดัอยู่ในกลุม่ชาตพินัธุใ์ด? ส าหรบัเจา้หน้าทีเ่ทา่
นัน้ 

ETHGRPQ37 

 ดฉินัไมท่ราบ   กรณุาขา้มไปตอบค าถามในขอ้ 38 1 

 ชาวเอเซยี กรณุาระบ:ุ 2 
 

ASIAPQ37 

 อนิเดยี 1 

 เกาหล ี 2 

 ญี่ปุน่ 3 

 ฟิลปิินส ์ 4 

 ไทย 5 

 เวยีดนาม 6 

 เขมร 7 

 มง้ 8 

 กลุ่มชาตพินัธุอ์ ื่น กรณุาระบุ :  ___________________________________ 9 
 

ETHGRPQ37 

 ชาวยโุรป 3 

 ชาวเมาร ี 4 

 ชาวหมูเ่กาะ 5 

 กลุ่มชาตพินัธุอ์ ื่น กรณุาระบุ: _____________________ 6 

 
คู่ครองของทา่นนบัถอืศาสนาอะไร? ส าหรบัเจา้หน้าทีเ่ทา่

นัน้ 

 
RELPQ-38 

 ดฉินัไมท่ราบ  กรณุาขา้มไปตอบค าถามขอ้ 39 1 

 ไมน่บัถอืศาสนาใด  กรณุาขา้มไปตอบค าถามขอ้ 39 2 

 โปรเตสแตนท ์(แบ๊บติส๊ท ์เพรสไบทเีรยีน เมธอดสิท ์ลูเธอรนั เพน็เทคอสต ์แองกลกินั) 3 

 โรมนัคาธอลคิ 4 

 มสุลมิ 5 

 พุทธ 6 

 ชนิโต 7 

 อื่นๆ กรณุาระบุ : ______________________________________________ 8 

 
 
คู่ครองของทา่น : ส าหรบัเจา้หน้าทีเ่ทา่

นัน้ 

 
WKSTPQ39 

 ท างานหาเงนิ 1 

 ก าลงัเรยีนหนงัสอื (หรอืก าลงัอยู่ในวนัหยดุระหวา่งการเรยีนหนงัสอื) 2 

 ทัง้สองอยา่ง 3 

 ไมใ่ชท่ัง้สองอย่าง 4 

 ดฉินัไมท่ราบ 5 
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หากคูค่รองของทา่นก าลงัอยูใ่นระหวา่งการเรยีนหนงัสอื ทา่นเรยีนอยู่ในสถาบนัการศึกษาประเภทใด? ส าหรบัเจา้หน้าทีเ่ท่
านัน้ 

 
EDINPQ40 

 ดฉินัไมท่ราบ 1 

 โรงเรยีนมธัยม 2 

 โพลเีทคนคิ 3 

 มหาวทิยาลยั 4 

 โรงเรยีนภาษาองักฤษ 5 

 สถาบนัอื่น กรณุาระบุ : ________________________ 6 

 
ทา่นไดต้อบค าถามเสรจ็ส้ินสมบรูณ์แล้ว กรณุาน าแบบสอบถามใส่ซองแล้วปิดผนึกพรอ้มกบัน าใส่ในกล่องรบัแบบสอบถามทีก่ าหนดไว ้หรอืสง่คนืใหแ้กเ่จา้หน้าที ่

เราขอขอบคณุในความรว่มมอืของทา่น 
ในการตอบแบบสอบถามครัง้นี้ 
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BẢNG CÂU HỎI ĐIỀU TRA NGHIÊN CỨU  
Chúng ta biết gì về vấn đề bỏ thai trong giới Phụ nữ Châu Á ở Tân Tây Lan?  

 
Xin cám ơn quý vị đã quan tâm đến việc tham gia cộng trình nghiên cứu này. Chúng tôi mong sẽ tìm thêm được 
nhiều hơn nữa những kinh nghiệm của Phụ nữ Châu Á về vấn đề bỏ thai để giúp đỡ những người phụ nữ khác 
trong tương lai.  
 
Những câu hỏi này sẽ hỏi về những phương pháp tránh thai (nếu phù hợp với quý vị), kiến thức và thái độ của 
quý vị về sức khỏe giới tính và tránh thai, những lý do của quý vị trong chọn lựa bỏ thai và những ảnh hưởng 
đến việc đưa ra quyết định của quý vị.  
 
Công trình nghiên cứu này là một phần của luận án Tiến Sĩ về Việc bỏ thai và Sức khỏe Giới tính trong giới Phụ 
nữ Châu Á ở Tân Tây Lan dưới sự hợp tác giám sát của Bộ môn Y học Dự phòng & Y Xã hội học và Y Tâm lý 
học của Đại học Otago.  
 
Kết quả nghiên cứu này sẽ hỗ trợ việc thiết kế những phương cách giúp các phụ nữ Châu Á đã trải qua những 
lần bỏ thai và để phòng tránh những lần mang thai không mong muốn.  
 

 
Xin vui lòng lưu ý: Sự tham gia của quý vị vào nghiên cứu này là tự nguyện. Quý vị không có trách nhiệm 
là phải điền vào bảng câu hỏi này, và quý vị có thể ngừng lại ở bất cứ điểm nào.  
 
Các câu trả lời của quý vị là hoàn toàn nặc danh – không yêu cầu nêu tên ra. Các câu trả lời của quý vị sẽ 
không bao giờ được liên kết đến quý vị một cách riêng tư cá nhân cả.   
 
Các câu trả lời của quý vị là bí mật. Những thành viên của nhóm nghiên cứu là những người duy nhất sẽ truy 
cập thông tin mà quý vị cung cấp. Nhân viên y tế sẽ không thấy những câu trả lời của quý vị. Nếu quý vị từ chối 
tham gia vào cuộc nghiên cứu thì điều này sẽ không ảnh hưởng đến những dịch vụ mà quý vị nhận được ở đây.  
 

 
Nếu quý vị đồng ý tham gia, xin vui lòng điền vào bảng câu hỏi, rồi đặt nó vào trong phong bì và dán kín lại. Sau 
đó bỏ phong bì vào trong hộp đã được chỉ định hoặc đưa trở lại cho nhân viên.  
 
Nếu quý vị có bất cứ thắc mắc nào hoặc có những sự quan tâm nào về công trình nghiên cứu này, quý vị có thể 
điện thoại cho người điều tra chính là Cô Lien Trinh, thuộc Bộ môn Y học Dự phòng & Y Xã hội học theo số (03) 
4795774 hoặc 021 0606 108.  
 
Nghiên cứu này sẽ có kết quả sau 12 tháng, nếu quý vị muốn có một bản sao kết quả nghiên cứu này, xin vui 
lòng yêu cầu nhân viên đưa một mẫu đơn riêng biệt và một phong bì có in sẵn địa chỉ người nhận để gởi qua 
bưu điện trực tiếp đến nhóm nghiên cứu.  

 
Xin vui lòng lật sang trang sau để bắt đầu cuộc điều tra nghiên cứu. 
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Ngày hôm nay:   /  /   
 Tháng   Ngày   Năm   

 
 

PHẦN 1: NHỮNG LÝ DO BỎ THAI  

 
 
Trước khi quý vị bắt đầu với những câu hỏi cụ thể, xin vui lòng mô tả ngắn gọn lý do chính tại 
sao hiện nay quý vị đang chọn việc bỏ thai. 
 
 

CHỈ ĐỂ VĂN 
PHÒNG SỬ 

DỤNG 

 
____________________________________________________________________ 

REANARQ00 
1 

 
____________________________________________________________________ 2 

 
____________________________________________________________________ 3 

 
 
(Nếu lý do chính là một sự bất thường của thai nhi, xin vui lòng không hoàn tất bảng câu hỏi và 

trao trả nó lại cho nhân viên. Xin cám ơn quý vị.)  
 
 
Bây giờ chúng tôi xin được hỏi quý vị về tất cả những lý do có thể có.   
 
 
Có phải quý vị sẽ bỏ thai vì hiện nay quý vị không có khả năng tài chánh để chu cấp 

cho việc chi tiêu cho em bé không?  

CHỈ ĐỂ VĂN 
PHÒNG SỬ 

DỤNG  

 Đúng  Không    Xin vui lòng sang câu hỏi 2. AFFDQ01  
1     2 

 Nếu Đúng thì hoàn cảnh của quý vị phù hợp với mô tả nào dưới đây? (Hãy đánh dấu 

tất cả những câu trả lời phù hợp.) 
AFFDYQ01 

 Tôi đang thất nghiệp. 1 

 Chồng/bạn tình của tôi đang thất nghiệp. 2 

 Tôi không nhận đủ sự hỗ trợ từ chồng/bạn tình của tôi. 3 

 Tôi chưa kết hôn. 4 

 Tôi không có khả năng tài chánh để chu cấp cho những nhu cầu cơ bản của 

cuộc sống. 
5 

 Thu nhập từ việc làm của tôi không đủ để chu cấp cho việc chi tiêu cho em 

bé và nhà giữ trẻ.  
6 

 Tôi không thể nghỉ việc để trông nom chăm sóc em bé được.  7 
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 Tôi sẽ phải tìm một nơi khác để sống. 8 

 Tôi đang sống nhờ vào trợ cấp. 9 

 Tôi là sinh viên hoặc đang dự định đi học. 10 

 Lý do khác.  (Xin vui lòng giải thích: ____________________________ 

___________________________________________________________) 
11 

 
 
Có phải quý vị sẽ bỏ thai vì có em bé sẽ thay đổi cuộc sống của quý vị một cách sâu 

sắc theo những cách thức mà quý vị chưa chuẩn bị sẵn sàng để đón nhận chúng 
không? 

 

CHỈ ĐỂ VĂN 
PHÒNG SỬ 

DỤNG  

 Đúng  Không    Xin vui lòng sang câu hỏi 3. CHNGQ02 
1     2 

 Nếu Đúng thì hoàn cảnh của quý vị phù hợp với mô tả nào dưới đây? (Hãy đánh dấu 

tất cả những câu trả lời phù hợp.) 

CHNGYQ02 

 Có em bé bây giờ sẽ chi phối việc học tập của tôi. 1 

 Có em bé bây giờ sẽ chi phối việc làm/công việc/sự nghiệp của tôi. 2 

 Tôi không thể có em bé bây giờ vì tôi có những đứa con khác hoặc những 

người khác phụ thuộc vào tôi mà tôi cần phải nuôi nấng chăm sóc họ nữa. 
3 

 Lý do khác.  (Xin vui lòng giải thích: ____________________________ 

___________________________________________________________) 
4 

 
 
Có phải quý vị sẽ bỏ thai vì quý vị không muốn là một bà mẹ độc thân không? CHỈ ĐỂ VĂN 

PHÒNG SỬ 
DỤNG 

 
Đúng  Không    Xin vui lòng sang câu hỏi 4. 

SNGLQ03 

1     2 

 Nếu Đúng thì hoàn cảnh của quý vị phù hợp với mô tả nào dưới đây? (Hãy đánh dấu 

tất cả những câu trả lời phù hợp.) 

SNGLYQ03 

 Ngay lúc này tôi không có một mối quan hệ tình cảm nào với ai cả. 1 

 Thật quá khó khăn khi chỉ một mình tôi nuôi một đứa trẻ (khác). 2 

 Tôi không có đủ sự hỗ trợ từ phía gia đình hoặc bạn bè trong việc nuôi con. 3 

 Tôi cảm thấy xấu hổ khi là một bà mẹ độc thân. 4 

 Lý do khác.  (Xin vui lòng giải thích: _____________________________ 

___________________________________________________________) 
5 
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Có phải quý vị sẽ bỏ thai vì những vấn đề trục trặc trong mối quan hệ tình cảm của quý 

vị với chồng hoặc bạn tình của quý vị không? 
 

CHỈ ĐỂ VĂN 
PHÒNG SỬ 

DỤNG 

 
 Đúng  Không    Xin vui lòng sang câu hỏi 5. 

RELAQ04 

1     2 

 Nếu Đúng thì hoàn cảnh của quý vị phù hợp với mô tả nào dưới đây? (Hãy đánh dấu 

tất cả những câu trả lời phù hợp.) 
RELAYQ04 

 Mối quan hệ tình cảm hoặc hôn nhân của tôi có lẽ sẽ tan vỡ trong một thời 

gian ngắn sắp tới. 
1 

 Bạn tình của tôi và tôi không thể hoặc không muốn kết hôn. 2 

 Bạn tình/Chồng của tôi ngược đãi tôi hoặc các con của tôi. 3 

 Bạn tình của tôi sẽ không là một người cha tốt. 4 

 Có em bé sẽ gây ra những vấn đề trục trặc trong mối quan hệ tình cảm của 

tôi. 
5 

 Lý do khác.  (Xin vui lòng giải thích: ____________________________ 
6 

___________________________________________________________) 

 
 
Những lý do khác góp phần vào quyết định bỏ thai của quý vị là gì? (Hãy đánh dấu tất cả 

những lý do phù hợp.)  
 

CHỈ ĐỂ VĂN 
PHÒNG SỬ 

DỤNG  
OTHREAQ05 

 Chồng hoặc bạn tình của tôi muốn tôi bỏ thai. 1 

 Cha mẹ của tôi muốn tôi bỏ thai. 2 

 Tôi không muốn cha mẹ của tôi hoặc những người khác biết rằng tôi đã có quan hệ 

tình dục. 
3 

 Tôi không muốn cha mẹ của tôi hoặc những người khác biết rằng tôi đã có thai. 4 

 Tôi không muốn trở về nhà trong tình trạng đang mang thai. 5 

 Tôi đã có đủ số con mà tôi muốn rồi. 6 

 Tôi đã bị cưỡng hiếp. 7 

 Hậu quả của sự loạn luân là tôi đã mang thai (tôi đã bị một người nào đó trong gia 

đình tôi ép buộc tôi phải quan hệ tình dục với họ). 
8 

 Tôi không cảm thấy rằng mình đủ chín chắn để nuôi dưỡng một đứa con (hoặc một 

đứa con khác nữa). 
9 
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 Lý do khác.  (Xin vui lòng giải thích: __________________________________ 
10 

______________________________________________________________) 

 Không lý do nào ở trên đây. 11 

 
Có ai trong số những người dưới đây đã giúp quý vị quyết định thực hiện hoặc không 

thực hiện bỏ thai không? (Hãy đánh dấu tất cả những câu trả lời phù hợp.)  

 

CHỈ ĐỂ VĂN 
PHÒNG SỬ 

DỤNG 
 

HELPDECQ06 

 Chồng/bạn tình 1 

 Cha mẹ hoặc người bảo hộ 2 

 Anh chị em  3 

 Những thành viên khác của gia đình  4 

 Bạn bè 5 

 Bác sĩ hoặc chuyên viên y tế khác 6 

 Chuyên viên liệu pháp/ tư vấn viên/ nhân viên xã hội  7 

 Tư vấn viên về tôn giáo hoặc tinh thần  8 

 Đường dây giúp đỡ qua điện thoại hoặc chát/trang Web 9 

 Không ai cả 10 

 Người khác:  __________________________________________________ 11 

 
 
Nếu quý vị đã đánh dấu ai đó trong câu hỏi 6 thì ai trong số những người ấy là quan trọng 

nhất trong quyết định của quý vị?  

CHỈ ĐỂ VĂN 
PHÒNG SỬ 

DỤNG 
 

MOSTIMQ07 

 ________________________________________________________________ 1-11 

 
 
 

PHẦN 2: NHỮNG PHƯƠNG PHÁP TRÁNH THAI Ở THỜI ĐIỂM QUÝ VỊ 
CẤN THAI   

 
 
Trong khoảng thời gian quý vị cấn thai, quý vị có sử dụng một phương pháp tránh thai 

nào không? Xin vui lòng chọn một câu trả lời dưới đây.  

CHỈ ĐỂ VĂN 
PHÒNG SỬ 

DỤNG 
 

EVEUSEQ08 

   Không  Xin vui lòng sang câu hỏi 9. 2 

   Thỉnh thoảng  Xin vui lòng sang câu hỏi 9. 3 

   Luôn luôn  Xin vui lòng sang câu hỏi 10. 1 

 



360 

 

Tại sao quý vị đã không bao giờ hoặc chỉ thỉnh thoảng sử dụng phương pháp tránh thai 

trong khoảng thời gian quý vị cấn thai? (Hãy đánh dấu tất cả những câu trả lời phù 

hợp.)  

CHỈ ĐỂ VĂN 
PHÒNG SỬ 

DỤNG 
 

NEVSOMQ09 

   Chỉ vì tôi đã không nghĩ đến điều đó. 1 

   Tôi đã sợ những tác dụng phụ như dưới đây của những phương pháp tránh thai.  
 

2 
 

SIDEFFQ09 

  Tăng cân do uống viên tránh thai. 1 

  Bị dị ứng với bao cao su. 2 

  Khó có thai sau một thời gian dài sử dụng các phương pháp tránh thai. 3 

  Những tác dụng phụ khác. (Xin vui lòng giải thích) ______________________ 4 
 
 
 

NEVSOMQ09 

  _____________________________________________________________) 

   Tôi đã nghĩ rằng những phương pháp tránh thai sẽ làm việc giao hợp kém thú vị hơn. 3 

   Tôi đã nghĩ rằng những phương pháp tránh thai thì khó sử dụng. 4 

   Tôi đã không biết về việc sử dụng phương pháp tránh thai. 5 

   Tôi đã không có khả năng tài chánh để chi tiêu cho những phương pháp tránh thai. 6 

   Tôi đã không biết phải đến đâu để có được phương pháp tránh thai. 7 

   Bạn tình của tôi đã không muốn sử dụng phương pháp tránh thai. 8 

   Bạn tình của tôi đã không muốn tôi sử dụng bất cứ một phương pháp tránh thai nào 

cả. 
9 

   Bạn tình của tôi đã muốn tôi có thai.  

   Cha mẹ của tôi đã không muốn tôi sử dụng bất cứ một phương pháp tránh thai nào 

cả.  
10 

   Tôi đã ngại ngùng trong việc kiếm được phương pháp tránh thai. 11 

   Tôi đã nghĩ rằng tôi muốn có thai. 12 

   Tôi đã không quan tâm lo lắng rằng tôi có thai hay không. 13 

   Tôi đã quên uống thuốc tránh thai một vài lần. 14 

   Những lý do khác.  (Xin vui lòng giải thích: ______________________________ 

15  ________________________________________________________________ 

 ________________________________________________________________) 
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Nếu quý vị đã sử dụng phương pháp tránh thai trong khoảng thời gian quý vị cấn thai thì 
(những) phương pháp nào đã thất bại? (Trả lời câu hỏi này nếu quý vị đã đánh dấu 

LUÔN LUÔN trong câu hỏi 8.) Hãy đánh dấu tất cả những câu trả lời phù hợp. 

CHỈ ĐỂ VĂN 

PHÒNG SỬ 

DỤNG 

 

BCMFLQ10 

 Viên buổi sáng hôm sau (hay Viên tránh thai khẩn cấp)  1 

 Rút ra rồi xuất tinh bên ngoài âm đạo  2 

 Giao hợp trong thời kỳ an toàn  3 

 Cho con bú 4 

 Tiêm chích (Depro-Provera) 5 

 Vòng tránh thai (IUD) bao gồm cả Mirena  6 

 Thắt ống dẫn trứng của tôi 7 

 Cắt ống dẫn tinh của bạn tình của tôi 8 

 (Những) phương pháp khác (ví dụ như thuốc diệt tinh trùng, đĩa ngăn tinh trùng, 

v.v...)  
9 

 (Những) phương pháp khác. (Xin vui lòng giải thích:_____________________ 10 

 ______________________________________________________________)  

 Viên tránh thai   Xin vui lòng sang câu hỏi 11. 11 

 Bao cao su   Xin vui lòng sang câu hỏi 12. 12 

 

 
Nếu quý vị đã sử dụng viên tránh thai thì tại sao quý vị lại đã có thai? (Hãy đánh dấu tất 

cả những câu trả lời phù hợp.) 
 

CHỈ ĐỂ VĂN 
PHÒNG SỬ 

DỤNG 
 

BCPILLQ11 

  Tôi đã uống các thuốc kháng sinh trong tháng cấn thai. 1 

  Tôi đã uống các thuốc khác trong tháng cấn thai. 2 

  Tôi đã bị bệnh. 3 

  Tôi đã quên uống thuốc vài lần. 4 

  Tôi đã vừa mới bắt đầu hoặc thay đổi loại thuốc viên tránh thai. 5 

  Tôi đã không đợi đến khi được bảo vệ an toàn bởi thuốc tránh thai rồi mới giao 

hợp. 
6 

  (Những) lý do khác. Xin vui lòng giải thích.  7 

  _____________________________________________________________  

  _____________________________________________________________  
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Nếu bạn tình của quý vị và quý vị đã sử dụng bao cao su thì tại sao quý vị lại đã có 

thai? (Hãy đánh dấu tất cả những câu trả lời phù hợp.) 

CHỈ ĐỂ VĂN 
PHÒNG SỬ 

DỤNG 
 

CNDMQ12 

   Có thể bao cao su bị trật ra hoặc bị rách.  1 

  (Những) lý do khác. Xin vui lòng giải thích. 2 

 _____________________________________________________________  

 _____________________________________________________________  
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PHẦN 3: NHỮNG CÂU HỎI TỔNG QUÁT VỀ SỨC KHỎE GIỚI TÍNH VÀ 
VIỆC SỬ DỤNG NHỮNG PHƯƠNG PHÁP TRÁNH THAI  

 
Những phương pháp tránh thai nào sau đây mà quý vị đã từng sử dụng? (Hãy đánh 

dấu tất cả những câu trả lời phù hợp). 

CHỈ ĐỂ VĂN 
PHÒNG SỬ 

DỤNG 
 

BCMUSQ13 

 Bao cao su 1 

 Viên tránh thai 2 

 Phương pháp kiêng giao hợp vào ngày rụng trứng (phương pháp tự nhiên)  3 

 Phương pháp rút ra rồi xuất tinh bên ngoài âm đạo 4 

 Tiêm chích (Depro-Provera) 5 

 Vòng tránh thai (IUD) bao gồm cả Mirena 6 

 (Những) phương pháp khác (ví dụ như thuốc diệt tinh trùng, đĩa ngăn tinh 

trùng, v.v...) 
7 

 Phương pháp khác. (Xin vui lòng giải thích_______________________ 8 

 _______________________________________________________)  

 
Bằng cách nào mà quý vị đã biết lần đầu tiên về những phương pháp tránh thai 

(Hãy đánh dấu tất cả những câu trả lời phù hợp.) 

CHỈ ĐỂ VĂN 
PHÒNG SỬ 

DỤNG 
 

BCKNWQ14 

 Gia đình 1 
 

 Bạn bè 2 
 

 Bạn trai, bạn gái, bạn tình 3 
 

 Bác sĩ/ Những người chăm sóc sức khỏe khác 4 
 

 Mạng thông tin (TV, radio, báo chí, tạp chí, v.v…) 5 
 

 Mạng internet 6 
 

 Phương pháp khác. (Xin vui lòng giải thích 

____________________________) 
7 
 

Có bao giờ quý vị nghe nói về viên tránh thai khẩn cấp, có khi được gọi là viên buổi 

sáng hôm sau không? 

 

CHỈ ĐỂ VĂN 
PHÒNG SỬ 

DỤNG 
 

ECPQ15 

 Có 1 

 Không 2 
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Viên tránh thai khẩn cấp được dùng để làm gì?  CHỈ ĐỂ VĂN 
PHÒNG SỬ 

DỤNG 
 

ECPKNWQ16 

 Để chấm dứt thai kỳ, đó là để gây ra việc bỏ thai. 1 

 Để ngăn ngừa việc có thai. 2 

 Tôi đã từng nghe nói về viên tránh thai khẩn cấp nhưng tôi không biết chúng 

được dùng để làm gì. 
3 

 Tôi chưa từng nghe nói về viên tránh thai khẩn cấp. 4 

 
 
Trong 12 tháng vừa qua, có khi nào quý vị đã sử dụng phương pháp tránh thai 

khẩn cấp, hoặc viên buổi sáng hôm sau không? 

 

CHỈ ĐỂ VĂN 
PHÒNG SỬ 

DỤNG 
 

ECPUSEQ17 

 Có 1 

 Không 2 

 
 
Trong những tình huống dưới đây, quý vị có nghĩ rằng người phụ nữ nên mạnh 

dạn chọn cách bỏ thai không? (Hãy đánh dấu tất cả những câu trả lời phù 

hợp.) 

 

CHỈ ĐỂ VĂN 
PHÒNG SỬ 

DỤNG 
 

ABATTQ18 

 Nếu có độ rủi ro lớn trong việc có khiếm khuyết nghiêm trọng ở em bé. 1 

 Nếu cô ấy đã kết hôn và không muốn có con nữa. 2 

 Nếu việc có thai gây nguy hiểm nghiêm trọng cho sức khỏe của chính bản 

thân người phụ nữ ấy. 
3 

 Nếu gia đình có thu nhập rất thấp và không có khả năng tài chánh để chi tiêu 

cho việc có thêm con nữa. 
4 

 Nếu cô ấy đã mang thai do bị cưỡng hiếp. 5 

 Nếu cô ấy chưa kết hôn và không muốn cưới chồng. 6 

 Nếu cô ấy muốn làm việc này vì bất cứ lý do nào. 7 
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PHẦN 4: VỀ BẢN THÂN QUÝ VỊ  

Quý vị bao nhiêu tuổi?   _____ tuổi CHỈ ĐỂ VĂN 
PHÒNG SỬ 

DỤNG 
 

AGEWQ19 
<15 (1) 

15-19 (2) 
… 

40-44 (7) 
>45 (8) 

 

Quý vị sanh vào tháng và năm nào? _____ / _____ CHỈ ĐỂ VĂN 
PHÒNG SỬ 

DỤNG 

 Tháng  Năm AGEWQ20 

 

Tình trạng mối quan hệ tình cảm hiện tại của quý vị là gì?  CHỈ ĐỂ VĂN 
PHÒNG SỬ 

DỤNG 
 

RELAQ21 
  Độc thân, không sống chung với bạn tình  1 

 Độc thân, đang sống chung với bạn tình  2 

  Đã kết hôn 3 

 Đã ly thân 4 

 Đã ly dị 5 

 Đã góa chồng 6 

 

Có phải quý vị là công dân Tân Tây Lan không? CHỈ ĐỂ VĂN 
PHÒNG SỬ 

DỤNG 
 
NZCTWQ22 

 Không  Phải    Xin vui lòng sang câu hỏi 24. 2   1 

 Nếu Không, tình trạng ngụ cư của quý vị là gì? NZCWNQ24 

 Thường trú ở Tân tây Lan 1 

 Giấy phép làm việc 2 

 Visa sinh viên (một năm)  3 

 Visa sinh viên (hai năm hoặc lâu hơn)  4 

 Visa tạm thời khác. Xin vui lòng xác định 

rõ:_________________________ 
5 

 

Quốc tịch của quý vị là gì nếu quý vị không phải là công dân hoặc thường trú nhân 

của Tân Tây Lan? 

CHỈ ĐỂ VĂN 
PHÒNG SỬ 

DỤNG 
 

 __________________________________________________ NATWQ23 
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Quý vị đã sinh ra ở đất nước nào? CHỈ ĐỂ VĂN 
PHÒNG SỬ 

DỤNG 
 

CTRYWQ24 

  Tân Tây Lan  Xin vui lòng sang câu hỏi 26. 1 

  Đất nước khác. Xin vui lòng xác định rõ: 

_____________________________ 

2 
 

CTRW2Q24 

 
Nếu quý vị không sinh ra ở Tân Tây Lan thì khi nào là lần đầu tiên quý vị đã đến 

Tân Tây Lan?  

CHỈ ĐỂ VĂN 
PHÒNG SỬ 

DỤNG 

 -

_______ 

/ _______ 
ARRNZQ25 

Tháng  Năm  

 

Nhân dạng của quý vị chủ yếu thuôc nhóm chủng tộc nào?  CHỈ ĐỂ VĂN 
PHÒNG SỬ 

DỤNG 
 

ETHGRWQ26 

 Trung Quốc 1 

 Ấn Độ 2 

 Hàn Quốc 3 

 Nhật Bản 4 

 Phi Luật Tân 5 

 Thái Lan 6 

 Việt Nam 7 

 Khơ Me 8 

 Hơ Mông 9 

 Nhóm chủng tộc khác. Xin vui lòng xác định rõ: 

_______________________________________________________ 
10 

 

Quý vị theo Tôn giáo nào? CHỈ ĐỂ VĂN 
PHÒNG SỬ 

DỤNG 
 

RELIWQ27 

 Không  Xin vui lòng sang câu hỏi 29. 1 

 Tin Lành (Báp Tít, Giáo hội Trưởng Lão, Giám Lý Methodist, Lutheran, 

Pentecostal, Anh Giáo) 
2 
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 Thiên Chúa Giáo La Mã 3 

 Hồi Giáo 4 

 Phật Giáo 5 

 Thần Giáo Shinto 6 

 Tôn giáo khác. Xin vui lòng nêu rõ: 

______________________________________________ 
7 

 

 
Quý vị ngoan đạo ở mức độ nào? CHỈ ĐỂ VĂN 

PHÒNG SỬ 
DỤNG 

 
HWRELQ28 

 Rất ngoan đạo 1 

 Ngoan đạo 2 

 Không rất ngoan đạo 3 

 
 
Trong tháng mà quý vị bắt đầu có thai lần này, lúc đó quý vị đang: CHỈ ĐỂ VĂN 

PHÒNG SỬ 
DỤNG 

 
WKSTWQ29 

 Làm một công việc có hưởng lương   1 

 Học tập (hoặc đang nghỉ hè theo khóa học) 2 

 Thuộc vào cả hai lĩnh vực trên 3 

 Không thuộc vào cả hai lĩnh vực trên  Xin vui lòng sang câu hỏi 31. 4 

 
 
Nếu quý vị hiện nay đang học tập thì kiểu học viện giáo dục nào quý vị đã đăng ký 

theo học? 

CHỈ ĐỂ VĂN 
PHÒNG SỬ 

DỤNG 
 

EDINWQ30 

 Phổ thông Trung học 1 

 Trường dạy Nghề và Thực hành  2 

 Đại học 3 

 Trường dạy Sinh ngữ 4 

 Học viện khác. Xin vui lòng nêu rõ:  

____________________________________ 
5 
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Trình độ học vấn cao nhất của quý vị là gì nếu tính cả việc học tập hiện tại của quý 

vị nữa? 

CHỈ ĐỂ VĂN 
PHÒNG SỬ 

DỤNG 
EDLVWQ31 

 Trình độ Trung học 1 

 Tốt nghiệp Phổ thông Trung học  2 

 Trình độ cao đẳng hoặc chứng chỉ  3 

 Trình độ Trường dạy Nghề và Thực hành và Đại học  4 

 Trình độ khác.  Xin vui lòng nêu rõ: -

____________________________________________ 
5 

 
 
Quý vị đã từng có lần bỏ thai nào trước lần này không? CHỈ ĐỂ VĂN 

PHÒNG SỬ 
DỤNG 

 
PREABQ32 

  Có  Không    Xin vui lòng sang câu hỏi 33. 1    2 

 Nếu Có, bao nhiêu lần? _____________ PRABYQ32 

 
 
Quý vị có con không? CHỈ ĐỂ VĂN 

PHÒNG SỬ 
DỤNG 

 
KIDQ33 

  

Có 

 Không    Xin vui lòng sang câu hỏi 34. 
1   2 

 Nếu Có, bao nhiêu con?  ______________________ NKIDQ33 

 Nếu Có, đứa con nhỏ nhất của quý vị được bao nhiêu tuổi? ___________ 

tuổi. 
YNGKIDQ33 

 
 
Loại thủ thuật nào mà quý vị đã/sẽ trải qua trong lần bỏ thai này?  CHỈ ĐỂ VĂN 

PHÒNG SỬ 
DỤNG 

 
PROCQ34 

 Bỏ thai bằng phẫu thuật  1 

 Bỏ thai bằng thuốc (viên tránh thai, RU 486, mifepristone)  2 

 Tôi không biết 3 
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PHẦN 5: VỀ BẠN TÌNH CỦA QUÝ VỊ   

 
Những câu hỏi sau đây hỏi về bạn tình nam của quý vị, người ấy là người có trách nhiệm 
trong việc mang thai này. Nếu quý vị không thấy thoải mái dễ chịu trong việc trả lời những câu 
hỏi này, xin vui lòng bỏ qua toàn bộ phần này.  
 
Nếu quý vị chọn việc bỏ qua phần này thì quý vị đã hoàn tất bảng câu hỏi. Xin vui lòng để nó 
vào phong bì, dán kín lại và bỏ vào trong hộp đã được chỉ định. Chúng tôi xin cảm ơn quý vị về 
sự giúp đỡ của quý vị qua bảng câu hỏi này. 
 

 Tôi không thích trả lời phần này   Xin vui lòng để bảng câu hỏi này vào 
phong bì đã cung cấp và dán kín lại. Xin cám ơn quý vị.   

CHỈ ĐỂ VĂN 
PHÒNG SỬ 

DỤNG 
SEC5NA 

 
Bạn tình của quý vị bao 

nhiêu tuổi?   

 Tôi không biết   Xin vui lòng sang câu hỏi 36. CHỈ ĐỂ VĂN 
PHÒNG SỬ 

DỤNG 
AGEPQ35  

1  2 
  Anh ấy _____ tuổi. AGEP2Q35 

1 2…7 8 
 
Quốc tịch bạn tình của quý 

vị là gì?  
 Tôi không biết   Xin vui lòng sang câu hỏi 37. CHỈ ĐỂ VĂN 

PHÒNG SỬ 
DỤNG 

NATPQ36 
1  2 

  Anh ấy là___________________________. NATP2Q36 

 
Nhân dạng bạn tình của quý vị chủ yếu thuôc nhóm chủng tộc nào?  CHỈ ĐỂ VĂN 

PHÒNG SỬ 
DỤNG 

ETHGRPQ37 

 Tôi không biết  Xin vui lòng sang câu hỏi 38. 1 

 Châu Á. Xin vui lòng xác định rõ: 2 
ASIAPQ37 

   Ấn Độ 1 

 Hàn Quốc 2 

 Nhật Bản 3 

 Phi Luật Tân 4 

 Thái Lan 5 

 Việt Nam 6 

 Khơ Me 7 

 Hơ Mông 8 

 Nhóm chủng tộc Châu Á khác. Xin vui lòng xác định rõ:________ 9 
ETHGRPQ37 

 Châu Âu 3 

 Maori  4 
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 Đảo Thái Bình Dương 5 

 Nhóm chủng tộc khác. Xin vui lòng xác định rõ:___________________ 6 

 
Bạn tình của quý vị theo Tôn giáo nào? CHỈ ĐỂ VĂN 

PHÒNG SỬ 
DỤNG 

RELPQ38 

 Tôi không biết  Xin vui lòng sang câu hỏi 39. 1 

 Không tôn giáo  Xin vui lòng sang câu hỏi 39. 2 

 Tin Lành (Báp Tít, Giáo hội Trưởng Lão, Giám Lý Methodist, Lutheran, 

Pentecostal, Anh Giáo)  
3 

 Thiên Chúa Giáo La Mã  4 

 Hồi Giáo 5 

 Phật Giáo  6 

 Thần Giáo Shinto 7 

 Tôn giáo khác. Xin vui lòng nêu rõ: _____________________________ 8 

 
Bạn tình của quý vị thì: CHỈ ĐỂ VĂN 

PHÒNG SỬ 
DỤNG 

WKSTPQ39 

 Đang làm một công việc có hưởng lương 1 

 Đang học tập (hoặc đang nghỉ hè theo khóa học)   2 

 Thuộc vào cả hai lĩnh vực trên 3 

 Không thuộc vào cả hai lĩnh vực trên 4 

 Tôi không biết. 5 

 
Nếu bạn tình của quý vị hiện nay đang học tập thì kiểu học viện giáo dục nào anh 

ấy đã đăng ký theo học? 

CHỈ ĐỂ VĂN 
PHÒNG SỬ 

DỤNG 
EDINPQ40 

 

 Tôi không biết. 1 

 Phổ thông Trung học 2 

 Trường dạy Nghề và Thực hành 3 

 Đại học 4 

 Trường dạy ngôn ngữ 5 

 Học viện khác. Xin vui lòng nêu rõ: __________________________ 6 

 
 

Bây giờ thì Quý vị đã hoàn tất bảng câu hỏi. Xin vui lòng để nó vào phong bì, dán kín lại và bỏ 

vào trong hộp đã được chỉ định hoặc đưa trở lại cho nhân viên. Một lần nữa, chúng tôi xin cám 

ơn quý vị về sự giúp đỡ của quý vị qua bảng câu hỏi này  
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Appendix 3. Comparison of distributions for age between national data and data of this study 

(age groups combined, n=188). 
 

0–19* 144 2.1% 20 10.6%

20–34 5,197 76.6% 134 70.9%

35–39 1,201 17.7% 17 9.0%

40+ 246 3.6% 9 4.8%

Missing values -            -            9 4.8%

All ages 6,788 100.0% 189 100.0%

2008 (n=6,788) Data (n=189)

National data This Study

 
*Note: 0-19 age group for National Statistics; 15-19 age group for this study. 

 

 

Appendix 4. Current relationship status of Asian women obtaining abortion (n=188), detailed 

table. 

Relationship Status Frequencies Percent

Single, not living with partner 36 19.1%

Single, living with partner 66 35.1%

Married 68 36.2%

Separated, divorced, widowed 7 3.7%

In a relationship 3 1.6%

Others/ not specified 5 2.7%

Missing values 3 1.6%  

 

Appendix 5. Citizenship status of Asian women obtaining abortion (n=188), detailed table. 

Citizenship Status Frequencies Percent

NZ Citizen 52 27.66

Non-citizen 132 70.21

Not specified/ missing values 4 2.13  

 

Appendix 6. Visa status of Asian women who are not citizens of New Zealand (n=135), 

detailed table. 

Visa Status Frequencies Percent

NZ Permanent residency 45 33.3%

Work permit 31 23.0%

Student visa one-year 41 30.4%

Visitor's visa 7 5.2%

Not specified 11 8.1%  
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Appendix 7. Nationalities of Asian women obtaining abortion (n=84), detailed table. 

Nationalities Frequencies Percent

American 1 1.2%

Chinese 41 48.8%

Chinese (Hong Kong) 2 2.4%

Fijian 12 14.3%

Filipino 3 3.6%

Indian 11 13.1%

Japanese 5 6.0%

Korean 4 4.8%

Malaysian 1 1.2%

Nepalese 1 1.2%

Singaporean 1 1.2%

Srilankan 1 1.2%

Thailand 1 1.2%  
 

Appendix 8. Country of birth reported by Asian women obtaining abortion (n=188), detailed 

table. 

Country of birth Frequencies Percent

NZ 5 2.7%

America 1 0.5%

Cambodia 5 2.7%

China 72 38.3%

China (Hong Kong) 5 2.7%

China (People's Republic) 3 1.6%

Fiji 24 12.8%

Philippines 4 2.1%

India 14 7.4%

Japan 6 3.2%

Korea 6 3.2%

Malaysia 1 0.5%

Nepal 1 0.5%

Pakistan 1 0.5%

Singapore 1 0.5%

Srilanka 1 0.5%

Taiwan 6 3.2%

Thailand 4 2.1%

Vietnam 2 1.1%

Dubai UAE 1 0.5%

Indonesia 1 0.5%

Macau 1 0.5%

Not specified 22 11.7%

Missing value 1 0.5%  
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Appendix 9. Ethnicity of Asian women obtaining abortion (n=188), detailed table. 

Ethnicity Frequencies Percent

Chinese 97 51.6%

Indian 46 24.5%

Korean 12 6.4%

Japanese 5 2.7%

Filipino 7 3.7%

Thai 3 1.6%

Vietnamese 1 0.5%

Khmer 4 2.1%

Cambodia 1 0.5%

Indonesia 1 0.5%

Malay 1 0.5%

Pakistani 1 0.5%

Taiwanese 1 0.5%

Not specified 7 3.7%

Missing values 1 0.5%  

 

Appendix 10. Asian women’s year of arrival in New Zealand (n=188), detailed table. 

Year of Arrival Frequencies Percent

1987 1 0.5%

1989 1 0.5%

1991 1 0.5%

1993 2 1.1%

1995 4 2.1%

1996 2 1.1%

1997 2 1.1%

1998 2 1.1%

1999 3 1.6%

2000 9 4.8%

2001 15 8.0%

2002 10 5.3%

2003 18 9.6%

2004 11 5.9%

2005 9 4.8%

2006 17 9.0%

2007 15 8.0%

2008 20 10.6%

2009 27 14.4%

Not Specified 19 10.1%  

 

 

 

 



249 
 

 

Appendix 11. Asian women’s religious background and level of religiousness (n=188). 

Very religious Religious Not very religious Not specified

No religion 0 7 12 69

Christian 2 17 12 1

Muslim 1 8 1 0

Buddhism 0 11 8 2

Hindu, Sikh, Indian 4 15 4 2

Not specified 0 1 0 11

Level of religiousness
Religion

 

 

Appendix 12. Asian women’s religion by their ethnicity (n=188) 

No religion Christian Muslim Buddhism Hindu, 

Sikh,

Indian

Not specified

Chinese 69 12 0 11 0 5

Indian 6 5 8 1 25 1

Korean 3 7 0 2 0 0

Japanese 5 0 0 0 0 0

Filipino 0 7 0 0 0 0

Thai 0 0 0 3 0 0

Vietnamese 1 0 0 0 0 0

Khmer 1 0 0 3 0 0

Cambodia 1 0 0 0 0 0

Indonesia 0 1 0 0 0 0

Malay 0 0 1 0 0 0

Pakistani 0 0 1 0 0 0

Taiwanese 0 0 0 1 0 0

Not specified 2 0 0 0 0 5

Missing value 0 0 0 0 0 1

Ethnic group

Religious Background
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Appendix 13. Asian women’s previous abortion by their ethnicity (n=188). 

Yes No Total

Chinese 39 57 96

Indian 13 31 44

Korean 6 6 12

Japanese 3 1 4

Filipino 2 5 7

Thai 2 1 3

Vietnamese 1 0 1

Khmer 2 2 4

Cambodia 0 1 1

Indonesia 1 0 1

Malay 0 1 1

Pakistani 0 1 1

Taiwanese 1 0 1

Not specified 1 0 1

Missing value 0 0 11

Previous Abortion
Ethnic group

 

 

 

Appendix 14. Asian women’s previous abortion by age groups (n=188). 

Yes No Total

15-19 5 15 20

20-29 37 62 99

30+ 28 29 57

Missing values 0 0 12

Previous Abortion
Age
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Appendix 15. Nationalities of Asian women’s sexual partners (n=187), detailed table. 

Partners' Frequencies Percent

nationalities

Chinese 69 36.9%

Indian 26 13.9%

Korean 5 2.7%

Cambodian 3 1.6%

Fijian 11 5.9%

Filipino 1 0.5%

Japanese 1 0.5%

Malaysian 2 1.1%

Nepalese 1 0.5%

New Zealand 19 10.2%

Sri Lankan 1 0.5%

Pakistani 1 0.5%

Vietnamese 2 1.1%

Argentina 1 0.5%

Samoan 1 0.5%

Women did not know 1 0.5%

Missing values or not specified 42 22.5%  
 

 

Appendix 16. Women’s partners’ nationality and ethnicity cross-table (n=187). 

Don't know/

not specified

Asian European Maori Pacific

Islander

Others

Chinese 1 62 0 0 0 0

Indian 0 24 0 0 0 0

Others 0 24 0 0 3 1

New Zealanders 0 10 7 1 1 0

Women did not know 0 1 0 0 0 0

Missing values or not specified 52 0 0 0 0 0

Total 53 121 7 1 4 1

Partners' Ethnicity (broad category)Partners' Nationality

(broad category)
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Appendix 17. Women’s partners’ ethnicity (Asian subgroup category, n=187). 

Asian subgroups Frequencies Percent

Chinese 58 31.0%

Indian 38 20.3%

Korean 14 7.5%

Cambodian 1 0.5%

Filipino 1 0.5%

Japanese 1 0.5%

Khmer 3 1.6%

Malay 2 1.1%

Pakistani 1 0.5%

Taiwanese 2 1.1%

Vietnamese 2 1.1%

Missing values/ not specified 64 34.2%  
 
 

Appendix 18.  Main reason for abortion (selected write-in texts) 

Theme 1: Unplanned, unexpected pregnancy 

 

“Unplanned pregnancy” 

“Unplanned pregnancy- not the right time in my life to bring a child into this world” 

“Unplanned pregnancy that if I were to keep this child it would have a large impact on my 

family and I and I also with my studies, and I do not believe I am able to raise a baby in a way 

it best deserves this point in time” 

“Accidental pregnancy” 

“The baby is unplanned” 

“There is not in the plan” 

“Haven’t planned to have a baby” 

“Unexpected” 

“Unprepared” 

“I am not prepared to have a baby” 

“Unintended” 

 

Theme 2: Not ready for parenthood 

 

“Not ready to be a mom” 

“Not ready to having a baby” 

“I am not ready to have kids at the moment.” 

“Not ready at the moment” 

“I'm not ready” 

“Not ready for a family or to be a mum” 

“not prepared for pregnancy” 

“not prepared” 

“mentally not prepared” 
 

Theme 3: Financial difficulties/ Can’t afford 

 

“Financial difficulties” 

“Financially unstable” 

“Financial pressure” 

“Can’t support” 

“No family support” 
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“Financial commitments” 

“Financially difficult to look after this baby” 

“Financial problem” 

“Not financially stable to have another baby” 

“Money” 

“I am a student, and I don't have enough time and money to feed a baby.” 

“No stable job to generate income; no time to take care of the baby” 

“Financial reasons” 

“Don't have enough money to raise the child” 

“The cost of raising a child is high” 

“Unemployed” 

“Because my husband and me also not working” 

“can't afford” 

“I'm not gonna afford it” 

“Because we can't afford it, both students, family issues are a main cause as well. We want to 

bring one baby up in a stable environment but we can't give our baby that now” 

“can't afford to have this baby” 

“Can't afford to have another baby” 

“Too much pressure, can't afford a bigger family” 

“I don't have good living condition nor financial condition, so would not have a good 

environment for my child to grow up” 

 

Theme 4: Already have had enough children/ Family is complete 

 

“Because have the kids, both boy and girl” 

“Don't want any more children” 

“Well it was just happened I as not aware of this and we had 2 kids already” 

“Mother of 2 kids” 

“Have 2 kids” 

“I already have 3 kids, 2 boys & a girl” 

“I have 3 kids, that's a full family” 

“we had 2 kids already” 

“It's not a time for me to have third child, I'm not ready yet” 

“older siblings young” 

“already have two children, this baby is coming too soon” 

“Because having a twin daughters which are 7 months old and can't afford to have this baby” 

“not ready for second child” 

“Because I have one son also back in India and he is now 2 years old so next 3 years we don't 

want another child” 

“already have 2 children, 3.5 yr old boy and 18 months old girl” 

“I am happy with two kids, I do not want a third” 

“my children are small” 

“Because I'm not ready due to my boy just 4 month old” 

“I've already had 3 children” 

“I've already had 3 children, so don't want anymore children” 

“already have 3 children, it is enough, not planning to have another one” 

“Already have 2 children to look after” 

“I've already had two sons, the youngest is only 6mths old. Too soon to have another one” 

“We've already had one child” 

 

 

Theme 5: Interference with study/ job/ business 

“Still in school” 

“I'm a full time student, would like to complete my study.” 
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“Still studying” 

“I'm a student” 

“I'm a student, can't take the responsibility of child-bearing” 

“have plans to study and pregnancy will cause to stop the plan to study” 

“I want to go for further study at M.I.T” 

“having a baby now would interfere with the study” 

“home business” 

“I want to buy a shop” 

“having a small business and a family to manage is enough” 

“I am a student: I am doing a diploma in wood manufacturing which is quite hard so doing 

study with pregnancy is not possible specially in this course” 

“just started a new job” 

“Work full time” 

“may influence career development negatively” 

“We got original planning, that we go back to school to continue our postgrad study” 

“Both of us still studying” 

“haven't graduated yet” 

“Too young to have a baby and I want to finish University first” 

“I am currently a student and I am not ready for this commitment and neither is my partner. I 

am not married, my parents are totally against having sexual relationship before marriage” 

 

Theme 6: Relationship problems 

“Because my husband is very violent to me and abusive.” 

“We were going to start a family however my partner found some else and left me.” 

“because my partner and I don't have a future together” 

“I don't want to be a single mum. Our relationship doesn't work” 

“unstable relationship” 

“not sure the relationship with my boyfriend” 

“my relationship with my partner was not stable, so it was not the right time to become 

pregnant. my life is stable but with huge family support. Don't want the baby adds burden on 

my family” 

“Broke up with my boyfriend, found out he's not a good guy to stay with” 

“husband lives apart” 

“partner's age gap” 

“don't want anything to do with the father” 

“marital problem” 

“recently married” 

“in process of getting divorce” 

 

Theme 7: Not right timing 

“timing” 

“Cause this is not good time for me” 

“not the right time in my life” 

“Because now it not the right time for me to have a baby (unplanned)” 

“because it is not the right time” 

“not a good time to start pregnancy” 

“not the right time” 

“not a suitable time” 

“partner thinks it's not the right time” 

 

Theme 8: Health issues/ concerns 

 

“It is because I have blood clot. I don't want to take the risk again.” 

“Medical problem” 
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“Too much pain and cramp with bleeding” 

“medicine (Isotane)” 

“Because of my medical treatments and my health” 

“health not good” 

“have used OC pills, was afraid of the side effects to the baby” 

“Took the pills but didn't work” 

“I was taking skin treatment pills and anti-depressant treatments” 

“My whole body feel very tired and I think I can't handle another baby.” 

“I did an X-ray before I found I have this baby” 

“not being able to look after the child” 

“not fit physically (age 38+), mentally, economically” 

 

Theme 9: Not Married 

“Not married” 

“I'm not ready. I believe I'm too young and I can't have a child until I'm married” 

 

Theme 10: Cultural, social, family, religion differences 

“against culture for pre-marital sex” 

“culture implications” 

“partner's culture/tradition/ country different” 

“my partner is from a different country, different culture” 

“Embarrassment in the future to my family, the baby and myself” 

“I am not married, my parents are totally against having sexual relationship before marriage” 

“parents did not give permission” 

“My parents are not accepting my partner” 

 

Theme 11: Not enough support from family 

“hope to many before having baby, get support from family have financial plan at the 

moment” 

“all family members too busy to lend a hand looking after her two children” 

“My parents do not live with me, I can't take care of the baby.” 

 

Theme 12: Visa status 

“I couldn't have this baby because I don't have a residence in NZ.” 

“just arrived in NZ; still unfamiliar with the new environment & not well settled” 

“If I keep this baby, NZ immigration will refuse to give me Visa to stay here” 

 

Theme 13: Not suitable for current situation 

“for my own future looking at current situation of mine” 

 

Theme 14: Other dependents/ don't want to be a burden to family 

“My life is stable but with huge family support. Don't want the baby adds burden on my 

family” 

“don't want to become a burden to my family” 

 

Other reasons: 

“personal reasons” 

“Age” 
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Appendix 19. Other reasons contributing to “never used” or “sometimes used” (write-in 

texts) 

Theme Selected Verbatim Quotes 

Methods unavailable 

or women didn’t use 

or forgot to use 

“Did not buy a condom” 

“Didn't have” 

“Forgot to use once” 

“Was careless” 

“After coming to new country, I have become so busy that i didn’t 

pay any attention to family planning.” 

“Sometimes just don't want to use it” 

“Didn't use condom at that time” 

“We used condoms at times and pills as well but forgot to take pills 

on occasions” 

“Was on IUD loop when got pregnant with my daughter, this time 

we were still deciding” 

Stopped using a 

method because of 

health related concerns 

“I used to take the injection but it stopped my period so 

discontinued with the injection.” 

“Was taking the birth control pills, but experienced side effects-

sweating a lot at night, so stopped taking the pills temporarily.” 

“I thought my period will not stop, as before my last period I had 4 

months period coming.” 

“Killing all my healthy eggs for future reproduction” 

“Losing weight and made my body hot inside” 

“We were using condoms but I tend to have rashes and burning 

sensation.” 
Ambivalence about 

birth control methods 

“My partner did not want to use condom. It was one week after my 

period, I thought it was in safe period, so it was not necessary.” 

“Did not use a few days before and after period.” 

“Was having my period so thought it would be safe” 

“We had a condom but we were just fooling around in between the 

times we had sex: apparently it's not just ejaculation that makes you 

pregnant.” 

“Thought it's safe” 

“We did not use condoms just once around the time I got pregnant.” 

“We both thought that day was ok.” 

“I was unable to get pregnant for the first 2 years when I married, so 

I didn't think of to use a birth control.” 

“I think just one time no using is ok.” 

Natural birth control 

methods used but 

failed 

“We use the natural way of contraception by calculating the safe 

period.” 

“We used withdrawal method.” 

Methods used but still 

failed 

“Running out of pills, used a condom instead but still got pregnant.” 

Note: To avoid repetition, identical quotes are cited once in this table. 

 


