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This survey, conducted in 2002-03, was
designed to provide information on incidence
of live births, stillbirths, spontaneous abortions
and induced abortions in Tamil Nadu. It also
aimed at providing information on service
provider, post-abortion complications, cost and
care associated with spontaneous and induced
abortions.

Field staff collected the data from a self-weighing
systematic, multi-stage stratified sample of
households. They covered 5487 households and
interviewed 4814 ever-married women in the
age range 15-49 between October 26, 2002 and
March 31, 2003.

Background Characteristics of the
Sample

About two-thirds (65 percent) of the sample
households live in rural areas as per the
classification of urban and rural areas existing
at the time of 1991 Census. Highest proportion
of the population is in the quinquennial age
group 15-19. Below this age group the proportion
of population declines with age reflecting typical
age structure of a population with fast fertility
decline in the recent past. The percent of
population below 15 years of age is 26.5 and that
aged 65 and above is 6.1. There are 1008 males
per 1000 females. There seems to have been a
substantial improvement in age at marriage in
the recent past. The percent of ever-married
women in the age group 15-19 is 15.0 and this
is 0.4 percent among men. The singulate mean
age at marriage is 21.9 for women and 27.4 for
men.

In the state 87 percent of households are
Hindus, 7 percent Muslims and 6 percent
Christians. The concentration of Muslims and
Christians is more in urban area. In urban
area they constitute 24 percent of households.
Twenty-two percent of the households belong
to Scheduled castes and one percent of
households belong to Scheduled tribes.
Seventy-three percent of the families are
nuclear and the difference in this percent is
marginal between rural and urban areas.

Eighty-seven percent of the households have
electricity, 82 percent have piped water supply,
and 34 percent have flush toilets. Thirty-nine
percent of the households own radio or transistor,

97

31 percent have black & white TV and 24 percent
have colour TV.

Eighty-four percent of males and 69 percent of
females age six and above are literates. Both
among males and females in the age 10-14
ninety-seven percent are literates. The gender
gap in literacy has been bridged in the younger
cohorts. In fact in the urban area the literacy
rate for the age group 10-14 is 97 for males while
it is 99 for females.

Medical Consultation for Illness among
Family Members

If someone in the family falls ill about 53
percent of rural families seek government
sources whereas 55 percent of urban families
seek private service. Among those seeking
government sources 59 percent prefer it for
their free service. During one month preceding
the date of survey around 32 percent of rural
as well as urban households reported that some
one in the family was sick. Fever, cold, cough
and headache are the frequently reported
illnesses. Pain in the body or limbs is the next
in the order of frequency followed by problems
of the digestive system (stomach pain,
dysentery and vomiting). Type of medical
consultation for these specific illnesses also
reveals the pattern reported above.

Fertility and Infant Mortality

The crude birth rate in Tamil Nadu is 18.2 for
the period 2000-2002. The total fertility rate
is 1.94 and this is below replacement level of
about 2.1. Even though the fertility is very low
and is below replacement level, the age pattern
of fertility shows early peak. In the age group
20-24, where the fertility peaks, 45 percent of
the total reproduction takes place.

The infant mortality rate is 39.1 per 1000 live
births. The neonatal mortality rate is 26.7 per
1000 live births and the post-neonatal mortality
rate is 12.4.

Pregnancy Outcome
Current rates of age-specific birth, stillbirth,

spontaneous abortion and induced abortion are
computed based on the enumerated pregnancy



outcomes. These rates imply that a woman at
the end of her reproductive period would have
2.35 pregnancy outcomes, out of which 1.92
are live births. 0.04 are stillbirths, 0.21 are
spontaneous abortions and 0.18 are induced
abortions. In terms of percentage, the live
births are 82.2, stillbirths are 1.7, spontaneous
abortions are 8.9 and induced abortions are
7.1.

The percent of induced abortions increases
with rising order of outcome. Induced abortion
out of all pregnancies reaches the level of about
18 percent among women with fifth pregnancy
or above. Urban women start inducing
pregnancies at lower order of pregnancies than
the rural women. As induced abortion is a
competing risk, the proportion of spontaneous
abortions moderately declines by order of
pregnancy. About eight percent of first order
pregnancies end in spontaneous abortions as
against about six percent among fifth and
higher order pregnancies. This finding once
again supports the observation made also by
others that induced abortions are being used
as a method of contraception or as a back up
to temporary methods of contraception.

Underreporting of spontaneous abortions that
took place within 12 weeks of gestation is
observed. All induced abortions had a gestation
period of first or second trimester. Induced
abortions during the first trimester constitute
about 60 percent. Among rural women 75
percent of induced abortions are of gestation
period 8-15 weeks, and this percent is 84
among urban women. If we consider a
gestation period of 16 weeks or more is late
for inducing, the proportion of late inducing is
12 percent in rural and 6 percent in urban
areas.

The percent of induced abortions of all
outcomes increases from 3.1 percent among
illiterates to 6.7 percent among those
completed high school. Percentage of
spontaneous abortions declines with
increasing asset level while the percentage of
induced abortions increase with increasing
asset level.

Association between Successive
Outcomes

There is association between successive
outcomes. If the first pregnancy is a live birth,
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the chances for the second pregnancy is also
a live birth is 89 percent and the chances of
ending in a stillbirth or spontaneous abortion
is 7.5 percent. About 22 percent of the second
pregnancies end in stillbirth or spontaneous
abortion if the first outcome is a stillbirth.
About 30 percent of the second outcomes are
spontaneous abortions if the first outcomes are
spontaneous abortions. A similar association
is found between second and third pregnancy
outcomes, between third and fourth outcomes
and so on. These findings suggest that some
women are prone to spontaneous abortions
and/or stillbirths.

As regards induced abortion, the chance of
successive pregnancies ending in induced
abortion increases with increasing order of
birth. While 11 percent of all fourth
pregnancies are aborted, among those who
aborted their third pregnancies this percent
is 31. This is indicative of women using
induced abortion as a terminal method of
contraception. This is also supported by the
fact that the higher proportion of higher order
pregnancies ending in induced abortion if the
previous one is a live birth.

It is found that the chances of repeated
abortions increase with increasing number of
living children. The proportion of women with
repeat abortions is higher among better
educated than among illiterates.

Estimates of Pregnancy Outcomes
Adjusted for Underreporting of
Events

Estimates indicate an underreporting of
approximately 27 percent in spontaneous
abortions among the recognizable pregnancies
(pregnancies with at least 8 weeks of
gestation). In a few pockets of Tamil Nadu
female selective abortions are reported to be
prevalent. However, check for underreporting
of sex selective abortions indicate that the
incidence of sex selective abortion is too less
to be ascertained for the whole of Tamil Nadu
even by as large a sample as in this survey.
Hence it is concluded that the incidence of sex
selective abortion is insignificant and hence
underreporting of induced abortion due to sex
selection is treated to be close to zero.



After adjustment for under-enumeration of
spontaneous abortions the percent distribution
of outcomes is computed. The adjusted
percentages are: 79.4 live births, 1.7 stillbirths,
12.2 spontaneous abortions and 6.7 induced
abortions. After adjustment for underreporting
of spontaneous abortions the expected number
of outcomes per woman at the end of
reproduction is 2.54, out of which 1.92 are live
births, 0.04 are stillbirths, 0.39 are
spontaneous abortions and 0.18 are induced
abortions.

For the projected population of 64 millions in
the year 2004, assuming the crude birth rate
of 18.2 observed in our survey, the estimates
of the pregnancy outcomes are 1,170,000 live
births, 25,000 stillbirths, 181,000 spontaneous
abortions and 99,000 induced abortions per
year.

Estimate of Unregistered Induced
Abortions

Assuming the average crude birth rate of 19.1
for the years 1997 and 1998 from the Sample
Registration System, the estimate of live births
during the financial year1997-98 is 1,144,000.
Applying the ratio of 8.487 induced abortions
per 100 live births obtained from the survey,
we get 97,000 induced abortions during 1997-
98. The registered induced abortions are
47,620 (Family Welfare Programme in India
Year Book). This suggests that 51 percent of
the induced abortions are not registered in the
year 1997-98.

Place of Delivery

The percent of home deliveries during 1998-
2003 is 15, which varies by residence: 20
percent in rural area and 5 percent in urban
area. About 45 percent of deliveries take place
in government hospitals both in rural and
urban areas. Percent of home deliveries is
high for higher order births both in rural and
urban areas.

Spontaneous Abortions
Perceived Reason

More than two-fifths of women are not able to
ascribe any reason for the incident of
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spontaneous abortion to them. Strain of work
is reported as the cause for thirteen percent
of spontaneous abortions. Frequent travel and
falling down are the causes for another 7
percent of the cases. Nine percent of women
report that no reason can be attributed as it
occurs frequently. In eight percent of the cases
women report that weak uterus as the possible
cause for the event and for another six percent
the cause is general weakness.

Post-abortion Medical Care

Twenty four percent of the cases did not take
any treatment after spontaneous abortion.
More than three-fifths of the women
approached private health care providers and
11 percent went to the government health care
providers after spontaneous abortions. Only 3
percent of them relied on self. About 47 percent
of women underwent Dilatation and Curettage
and another 21 percent were given injection
and tablets/drips. Private health care providers
(68 percent) had done D& C after spontaneous
abortion for more cases than the government
health care providers (47 percent).

Cost

Twenty seven percent of women either did not
seek any treatment or resorted to self-
treatment after spontaneous abortion.
Majority of women traveled by bus to go to and
return from the service provider. Only 14
percent of the cases used auto-rickshaws in
both directions. Cross-classification reveals
that, by and large, the same mode of
transportation is used for onward and return
travels. The average distance traveled by
those who resorted service is 13 kilometers
(Median = 8 km).

The average time taken to reach the service
provider for post-abortion treatment by those
who sought treatment is 36 minutes (Median
= 30 minutes). Short distances are managed
by motored two-wheelers, bicycles and walk or
by hiring three wheelers. If the distance is long,
bus, car or van is used. About five percent of
the women had to walk an average distance of
1.3 km.

The average time of stay at service provider’s
place for post-abortion treatment is 23 hours,
nearly a day. The median duration of stay is



12.0 hours. Twenty one percent of the cases
stayed less than three hours, 19 percent of the
cases stayed 3-5 hours and 16 percent of the
cases stayed nearly one day for post abortion-
treatment. And 17 percent of the cases stayed
between 2 and 9 days.

The average expenditure (including service
cost, travel, food outside home, accommodation
and medication) was Rs.1134 and the median
expenditure was Rs. 600. Thirty-five percent
of women managed the expenses from their
routine household expenditure. For 13 percent
of women the entire expenditure was borne by
their parents. Eleven percent of women
borrowed from their parents or other relatives.
Over all, 21 percent of women had to borrow.
The sources for raising loan are parents,
relatives, moneylenders and employers.

The mean family wage loss is Rs. 287. Average
cost, both direct and indirect, per spontaneous
abortion is Rs.1421, out of which 80 percent is
direct cost. The median cost is Rs. 900.

Family Support

Sixty percent of women were completely and
17 percent were partly freed from household
chores after spontaneous abortion. One-
fourths (24 percent) had no freedom from
household chores. Twenty-nine percent of
women received help from women from
husband’s side and another 29 percent from
mother’s side. Among those who had a child
less than 10 years of age at the time of the
event, 43 percent did not get help in child care
from any one. Women from husband’s side
extended help in childcare in 25 percent of the
cases and women from mother’s side in another
26 percent of the cases.

Induced Abortions

Motive

For a substantial proportion of women (42
percent) the reason to go for induced abortion
was to stop having more children. Another 42
percent of women resorted to it to space
childbirth. Nine percent of abortions were
carried on medical advice - 5 percent for
reasons of poor development of embryo or
possible birth defect and 4 percent for reasons
of potential risk to mother’s life. Members in
the family did not want the baby in 2.5 percent
of the cases.

Decision-making

In 95 percent of the situations husband knew
about his wife resorting to induced abortion.
Only about half of the women take decision
either by themselves or along with their
husbands. In another half of the cases,
husband decides either alone or along with
woman’s parents or along with his parents.

Service Provider

Eighty percent of the women approached
private health care providers. Government
health care institutions provided the service
to 16 percent of induced abortions and 3.5
percent of abortions were carried out by
quacks. Both among government and private
providers 90 percent use D&C to induce.

Cost

While for onward journey to the provider’s
place women prefer cheaper mode of travel,
they prefer safe mode of travel for returning
home. This is because D&C is performed to
many women and hence they need to travel
by a comfortable mode on their return. On
the average a woman has to travel 36 minutes
(Median = 30 minutes) to cover an average
distance of 12.8 km (Median = 6.0 km) to
reach the place of provider. Thirty-seven
percent of women stayed at the provider’s
place for more than a day. The average
duration of stay is 26 hours (Median = 12
hours).

Overall the average expenditure for an abortion
is Rs.1335 and the median expenditure is Rs.
950. This includes provider’s fee, medicine,
and travel, food and accommodation outside
home for the individual and the accompanying
persons. For D&C alone the average cost is
Rs.1337 for service in private institutions,
which is almost double as that in public
institutions (Rs. 759). When D&C is followed
by sterilization the cost in private institutions
escalates to an average of Rs. 3561.

Fifty-six percent of women managed the
expenses on induced abortion out of household
routine budget. Thirteen percent of women
borrowed from their parents and 9 percent
borrowed money from moneylenders.

100



The average wage loss for the woman
undergoing induced abortion and her family
members on account of induced abortion was
Rs. 287. Average of both direct and indirect
costs per abortion add up to Rs. 1622 and the
median is Rs. 1000.

Family Care

While 60 percent of women are freed from
household chores completely, 18 percent are
freed to some extent. About 22 percent of
women have to bear the burden by themselves.
Women from mother’s side and husband’s side
generally extend help in household chores.
Support in taking care of young children comes
from women from mother’s side to one-third of
the cases. The second major source for help in
caring for young children is women from
husband’s side.

Provider’s Advice and Care

In both public and private institutions consent
from husbands of women for induced abortion
is obtained before performing abortion from
little more than four-fifths of the cases as
reported by women.

Refraining from arduous tasks, abstaining
from sex and use of some contraception are
the only suggestions given to respondents by
the provider as reported by the respondents.
While all women who underwent abortion in
public institutions were given some advice, 4
percent of women who had abortion in private
institutions did not receive any advice from
doctors. About 69 percent of women who had
abortion in public institutions and 63 percent
who had abortion in private institutions are
asked by doctors to return to them for follow

up.

Among those who had abortion in public
institutions, 78 percent are either sterilized
soon after abortion (22 percent) or advised to
use one or other method of contraception (56
percent) by doctors. The corresponding
percentages are 70, 4 and 65 among women
who had abortion in private institutions.

Complications

Post-spontaneous Abortion Complications
and Differentials

Over three-fourths (78 percent) of women
experienced one or other complications after
two hours but within a day following
spontaneous abortion. Sixty-two percent of the
cases experienced some complication after 24
hours but within a week.

The percent of women experiencing
complications in the period after a day but
within a week among urban women is 66.0 and
among rural women is 59.8. During second
and third weeks after spontaneous abortion
17.8 of rural women and 14.9 percent of urban
women experience complications. Higher the
age at the time of spontaneous abortion or
pregnancy order, the higher is the chance that
a woman will experience post- abortion
complication. Clearly there is association
between gestational age and chance of post-
abortion complications. The incidence of post-
abortion complications increases with
increase in gestational age at the time of
spontaneous abortion. There is no difference
in the incidence of complications following
spontaneous abortion between public or private
health care providers who provide check up
service.

Excessive bleeding is the largest single
symptom reported by women in any period
following spontaneous abortion. Thirteen
percent of women experience excessive
bleeding even after a week since occurrence
of the event. After 24 hours of the event but
within a week 23 percent of women experience
abdominal pain and 5 percent experience it
even after a week. Another 11 percent of
women report their experience of stomach
pain. It is possible that many of these women
do not distinguish lower abdominal pain from
stomach pain. Again another 11 percent of
women report body/hand/leg pain. Tiredness,
fainting and dizziness, back/hip pain and
general weakness are the other symptoms
reported by about 3-5 percent of women.
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Post-induced Abortion Complications and
Differentials

The percent of women experiencing one or
other complication is high (80 percent) in the
period after two hours but within a day
following induced abortion. Sixty-three
percent of women experience some
complication after 24 hours but within a
week. The percent experiencing complication
reduces to 2.6 after 6 weeks since induced
abortions. Two percent of women experience
one or the other complication permanently.

During the period after 24 hours but within a
week since induced abortion the proportion
experiencing complications among urban
women is marginally less (62 percent) than
rural women (64 percent). The proportion
experiencing complication is more among
women under age 25. Induced abortion done

in the first trimester has less chance of
leading to some complication than do those
done in the second trimester. Incidence of
post-abortion complication is found to be less
among those done by private providers than
among those done in public institutions or by
others.

Bleeding and pains (abdominal pain, body/
hand/leg pain and stomach pain) are the most
common complications reported by many
women after induced abortions. Twelve
percent of women experienced excessive
bleeding even after a week since induced
abortions. Eleven percent of the women
experienced abdominal pain even during 2™
and 3™ week following induced abortions.
Another 3.5 percent reported stomach pain.
Back/hip pain has become a permanent
problem for 2 percent of women and white
discharge has become a permanent problem
to another 2 percent.

102



Abortion in Maharashtra Incidence,
Care and Cost

Executive Summary

Shelley Saha
Ravi Duggal
Manasee Mishra

Assisted by
Sugandha More
Bhagyashree Khaire

Centre for Enquiry Into Health and Allied Themes

November, 2004



Objectives and Methodology

This community-based survey on abortion
incidence, care and cost was part of the
Abortion Assessment Project — India (AAP-I)
studies conducted on various aspects of
abortion in 18 states of the country. The main
objective of the survey was to study pregnancy
outcome analytically with a focus on abortions
in Maharashtra. The survey collected
background information on a variety of socio-
economic characteristics of the population in
Maharashtra. It collected data in details on
service provider used for pregnancy loss, post-
abortion problems, care and cost associated
with pregnancy loss from 1996 to 2000.

A state representative sample of 5712 ever-
married women aged 15-54 from 5405
households from all districts of the state was
interviewed. The sample was selected using a
self-weighing systematic, multi-stage
stratified sampling procedure. The data was
collected between September 2001 and March
2002. The findings of the survey have been
disaggregated for rural, urban and Mumbai
region and also for the state as a whole. Two
separate protocols were used to collect
household level information and individual
information from eligible women.

Profile of Sample

Nearly 37 per cent of the population covered
in the survey resided in urban areas. Around
32 per cent of the population in the state was
less than 15 years of age and 10 per cent of
the population over 60 years of age. This type
of age distribution is typical of a population,
which has experienced recent fertility decline.
The sex ratio of the state was 976 females per
1000 males with the ratio being higher in rural
areas (979) than in urban areas (970). At age
15-19, the proportions ever married were only
1 per cent for males and 30 per cent for
females. By age 25-29, ninety-five per cent of
women were married in contrast to 68 per cent
of males in this age group. Overall, the data
show that women in Maharashtra marry at
much younger age than men, and that both
men and women marry at younger ages in
rural areas than in urban areas. The gender
and rural-urban inequities in educational
attainment continue to be sharp despite a

much higher school attendance rate among
the younger age groups. Overall “no schooling”
is twice higher in rural areas and amongst
women, and in both categories the gap got wider
for higher levels of educational attainment.

A relatively larger proportion of the heads of
the households was between 30 and 59 years.
A large majority of heads of households was
married. Eighty four per cent of the household
heads are Hindu, 8 per cent Muslim, 5 per cent
Buddhist and the rest 3 per cent are from other
religions. The mean household size was 5.02
persons, 5.12 in rural areas and 4.85 in urban
areas. Eighty eight per cent of households in
the state lived in houses with three or more
persons per room. About half (49.5%) of the
households did not own land, joint or otherwise.
About half (47.4%) of the total sampled
households fall into ‘medium’ category as
regards the SLI (Standard of Living), scores.
Of the rest, about one-quarter each falls into
low’ and ‘high’ SLI categories. In case of urban
population, a little more than two-fifths each
belong to ‘medium’ and ‘high’ SLI categories;
while in case of rural areas comparatively a
much higher proportion of households (35.9%)
were in the low’ SLI.

Rates of Pregnancy Loss

The mean number of pregnancy outcomes was
higher among rural women (3.4) than among
urban women (3.0). There was a negative
relationship between the level of education of
mother and the number of pregnancy
outcomes. Women who never attended school
on an average had 3.75 pregnancy outcomes,
in women with less than seven years of
schooling it decreased to 3.31 and among
women with more than 12 years of schooling
it further decreased to 2.99. The incidence of
induced abortion was more than three times
higher in urban areas than rural areas and is
much higher in Mumbai. The mean number
of induced abortions is 16 times higher among
women from the high SLI group than women
from the low SLI group.

In rural areas, 4 per cent women had
experienced at least one stillbirth as compared
to 2.7 per cent in urban areas. In case of
spontaneous abortion, 9.5 per cent of women
from rural areas experienced spontaneous
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abortion as compared to 11.7 per cent of women
from urban areas. The corresponding figure
for induced abortion was 3.72 per cent for rural
women and 11.14 per cent for urban women.

The rate of induced abortion for the period 1976-
1995 was 20.0 per 1000 reported pregnancy
outcomes and the ratio per 1000 live birth was
21.7. For 1996-2000, the rate of induced
abortion was more than double the earlier
period at 45.4 per 1000 reported pregnancy
outcomes and the ratio per 1000 live births
was 50.7. Both the ratio and the rate of
spontaneous abortion was found higher in
urban areas as compared to rural areas for both
the time periods.

The per cent of pregnancies ending in induced
abortion increased with the rising order of
pregnancy. In rural areas the rise in
percentage of induced abortion from first
pregnancy to second was 1.3 from 0.4 whereas
in urban areas the rise was 4.9 from 1.0. More
than 14 per cent of spontaneous abortion from
rural areas occurred after 20 weeks whereas
in urban areas, it was around 8 per cent. The
rate of spontaneous abortion was higher when
the interval from previous termination to next
conception is short. In the case of induced
abortion, 78 per cent of the pregnancies were
terminated within 12 weeks.

For the period 1976-2000 about 25 per cent of
the abortions that were terminated were within
the framework of the MTP Act. Pregnancies
terminated due to economic reasons were
more than eight times higher in urban areas
than rural areas during 1996-2000. While
reported sex-selective abortion was only four
per cent of the total pregnancies terminated
between 1976 and 1995, it more than tripled
to about 12 per cent for the period 1996-2000.
The rate of reported sex determination test per
100 live births increased from 0.2 in 1976-1980
to 2.4 in 1996-2000 period.

Problems Associated with Pregnancy
Loss

Post-abortion complications were higher for
spontaneous abortions because such abortions
being perceived as natural events are less
likely to get medical attention and this is
reflected in our data with very high proportion

of ‘treatment not taken’. Induced abortions
have lower complications because they are
voluntary acts where consciousness about
medical care is higher. Post abortion reported
morbidity is 2.6 times higher in case of rural
areas as compared to urban areas and more
than 5 times higher when compared with
Mumbai.

Many abortions, both induced and
spontaneous, in rural areas resulted in
excessive bleeding. Problems due to vaginal
discharge and pains and aches were almost
twice higher among induced abortions from
rural areas than urban areas. In case of
spontaneous abortion, problems due to vaginal
discharge were four times higher in rural
areas than urban areas. As for infections,
there was little difference between rural and
urban areas in the case of induced abortion,
but for spontaneous abortions, abortions from
rural areas were associated with three times
more infections than urban areas. Women
using private health care providers had
reported higher symptoms of abortion morbidity
than government health care providers. The
prevalence of problems due to abortions were
reported more by women from the low SLI group
than others.

Issues of Access and Care

The mean distance traveled by women for
seeking care for spontaneous abortion was
9.09 km as against 11.80 km for induced
abortion. Both the mean and median distances
of the private facilities accessed were lower
than those for public facilities in rural as well
as urban settings. The services of the private
sector were sought for 62.3 per cent of the
spontaneous abortions and 79.3 per cent of
induced abortions. The public sector services
were used for 15.58 and 17.9 per cent
respectively for spontaneous and induced
abortions. A higher percentage of women from
the low SLI access the public sector than do
women belonging to the other two SLI groups.
Among the host of reasons cited for choosing
private health care facilities, the absence of a
public health care facility nearby and the lack
of attention received at public health care
facilities were the prime ones. The reasons
most often cited for choosing a public health
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care facility for induced abortion related
services, were free treatment offered and
inability to pay for services elsewhere.

Consent was taken from spouse or relative in
an overwhelming 87 per cent of induced
abortions. Both public and private providers
largely seek such consent before undertaking
the abortion. About 50 per cent of the cases of
induced abortion were asked to come for follow
up visits. About half the women were not
offered contraceptive advice following abortion.

Data reveal that overall, more than 35 per cent
of women for induced abortion and 40 per cent
for spontaneous abortion had not got any rest
after the event. In both types of abortion,
women who were from the lower SLI received
much less rest than women from middle and
higher category. Generally, due to non-
availability of help (in 79% and 69% of cases of
induced and spontaneous abortions,
respectively) women had not been able to take
any rest after an abortion.

The husband was usually involved in taking
the final decision of terminating a pregnancy.

In 48 per cent of induced abortions relatives
from in-laws and in 29 per cent of the cases
relatives from the natal family took part in the
decision of terminating the pregnancy. In 5
per cent of abortions, the woman herself had
not participated in the decision making
process.

Cost of Abortion Services

The average out-of-pocket cost per abortion was
Rs. 1415.4, being Rs. 1746.5 for induced
abortions and Rs. 1113.7 for spontaneous
abortions. The average cost per abortion to
Mumbai women is much higher at Rs. 2760
per abortion than other areas. Otherwise there
were only marginal rural urban differentials
in out-of-pocket expenditures on abortion. For
induced abortion, between public and private
sector the overall cost variation was over
eleven times, but for medical care costs like
hospital cost it was much higher in the private
sector by as much as 20 times. Medicine costs
were higher in the private sector by over nine
times. In the public sector main cost
component for induced abortions was travel.
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Abortion Practice in India: A Review of Literature

Heidi Bart Johnston

The Medical Termination of Pregnancy Act of
1971 greatly liberalised the indications for
which abortion is legal in India. The
Government intended for this Act to reduce
the incidence of illegal abortion and
consequent maternal morbidity and mortality.
However, 30 years after the groundbreaking
legislation, the majority of women seeking
abortion still turn to uncertified providers for
abortion services because of the barriers to
legal abortion. While some uncertified
providers offer safe services, many provide
unsafe abortions that result in complications
or death. Women with access to fewer
resources, for example low-income rural
women and adolescents, are among those most
likely to turn to unsafe abortion and have
complications. Studies suggest that the choice
of specific provider is most often not made by
the woman inducing abortion but with or by
her husband or other family members.

While the incidence of abortion in India is
unknown, the most widely cited figure
suggests that around 6.7 million abortions take
place annually. According to government data,
only about one million of these are performed
legally. The remaining abortions are
performed by medical and non-medical
practitioners. Levels of unsafe abortion are
very high in India, especially given that
abortion is legal for a broad range of indications,
and available in the public and private health
sector.

In the current situation abortion services are
not adequately decentralized, and regulatory
reform will have to take place before
decentralization of legal services will happen
in a meaningful way. To reduce morbidity and
mortality from unsafe abortion in this context,
several broad activities require strengthening:
decreasing unwanted pregnancies; increasing
access to safe abortion services; and
increasing the quality of abortion care,
including postabortion care.

Results of the studies reviewed suggest that
reducing recourse to unsafe abortion will be a

complex multi-step process that includes
increasing women’s access through improve-
ments in service delivery and addresses the
more complicated issues of rights and gender
power inequities. Strategies to make safe and
legal abortion services more attractive to
women and decision makers include:
increasing geographic accessibility;
increasing affordability; providing high quality
abortion care and prioritising confidentiality
of services. Addressing the system of barriers
limiting women’s access to safe abortion
services may require review and revision of
the MTP Act, 1971 and associated rules and
regulations.

This review suggests a need for expanded
community-based education to address specific
issues of women’s reproductive health and the
broader issues of women'’s right to high quality
health care services. Household decision-
makers, men and women, would benefit from
awareness raising about the dangers of unsafe
abortion and the availability of safe abortion
services. Women with reduced access to
reproductive health resources, such as
adolescents and rural poor, should be a priority
focus in com-munity-based education.

This review of the current literature of abortion
in India suggests that abortion and associated
morbidity and mortality from unsafe abortion
are common and need to be a top priority safe
motherhood issue in India. Areas for
exploration to improve abortion care include,
but are not limited to: motivating qualified
practitioners to attend MTP training courses;
reviewing MTP Act and associated rules and
regulations to determine how the law can be
revised to decentralize abortion services and
otherwise better meet the needs of women;
upgrading facilities that currently offer MTP
services; orienting MTP services to meet the
needs of women most at risk of accessing
unsafe abortion; increasing awareness among
women and men of reproductive age of the
availability of safe abortion services and the
dangers of unsafe abortion; involving
communities and providers at all levels to
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improve reproductive health care; and
improving adolescent reproductive health
services in general. Innovative interventions
need to be developed, implemented, monitored
and scaled up as appropriate.

Clearly a great deal is known about provision
of and access to safe and unsafe abortion
services in India and the need to improve safe
abortion and contraceptive choices to more

adequately meet the needs of women
experiencing unwanted pregnan-cies. Still, a
great deal more needs to be known before
programs are implemented to ensure low-
resource Indian women can readily access safe
abortion services. The cost in terms of
women’s health and lives emphasizes the need
to efficiently and effectively pursue efforts to
make abortion safer and more accessible for
Indian women.
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Sexuality, Abortion and the Media A Review of
Adolescent Concerns

Anita Anand

Is addescent sexuality on the rise? If so, are
adolescents practicing safe sex? What
percentage of girls and young women are
experiencing unwanted pregnancies?

The numbers of adolescent girls and young
women experiencing pregnancies, births and
abortions is high. Older women are more likely
than younger women to have married early:
39 percent of women currently age 45-49
married before age 15, compared with 14
percent of women currently age 15-19.

Young people are interested in sex because of
biological reasons - hormones. The change is
that they are experimenting and exploring
more than before, and this information is more
public.

Reproductive health needs, especially
adolescent reproductive health needs, are
poorly understood and under served in India.
Studies addressing issues of sexual behaviour
in general and adolescent sexual behaviour
in particular are few and exploratory. Fewer
studies discuss female sexual behaviour than
male.

Adolescent marriage and adolescent fertility are
disturbingly high. Double standards exist
whereby unmarried adolescent boys are more
likely than adolescent girls to be sexually active.

Studies of abortion in India, particularly among
adolescent abortion seekers are limited.

Adolescents are not learning about sex in
schools. Studies suggest that at least 60
percent people in India have probably not
learned about sex in school.

A healthy exposure to sex information seems
to empower adolescents to distinguish
between normal sexual experiences and
unwanted sexual attention. Yet, while some
discussion and debate on issues such as when
adolescents should learn about sex, how the
curriculum should be designed, by whom and
the role of parents, schools and media has
begun, there is as yet no consensus. A start
has been made by speaking publicly about sex,
and in the context of adolescents, premarital
Sex.

Till recently, most outreach services were
catering to girls and young women. Now there
is attention to boys and young men as well.
NGOs, government agencies and other civil
society groups are making more outreach
possible.

The media’s coverage of adolescent sexuality
is confused and erratic. It tends to be
sensational and superficial. It will be a while
before media and society are comfortable with
the notion of adolescent sexuality. HIV/AIDS
has forced some of these issues on all connected
and concerned about adolescents and their
maturation process.
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Abortion Options For Rural Women: Case Studies From The
Villages Of Bokaro District, Jharkhand

Lindsay Barnes

This study aimed to document poor, rural
women’s experience of abortion in a backward
part of the Bokaro district in Jharkhand.
Twenty-five women who had experienced
abortions during the previous two years were
selected, and interviewed utilizing a semi-
structured questionnaire. A small number of
service providers were also interviewed.

All the women were married, and most had
accessed abortions after reaching their
optimum family size. The average age of the
women was 31.2 years. Only two women in the
study were literate, and were mostly tribal,
Muslim, backward and scheduled caste.

The study highlighted the total lack of
accessible, affordable and safe abortion
services. Only three women experienced a
complication-free, safe abortion from a single,
qualified service provider. Fifteen women had
to access care from more than one provider,
since the complications that arose could not,
normally, be managed by the same provider.
Women often accessed different methods of
abortion, which added to cost and risk.

The crucial role of the unqualified rural
medical practitioners was noted: as providers
of abortion services, and as agents for service
providers. These private, unqualified
practitioners were found to have a negative
impact on women’s health, and gain financially
from the promotion of abortion. None had
provided contraceptive counseling, warned
women of the dangers of repeated abortion or
the risks of infection.

None of the women in the study had availed
government services for abortion care, or for
the management of abortion-related
complications. Apart from the four women who
accessed abortions from the hospital of Bokaro
Steel Plant (since they agreed to undergo the
compulsory sterilization) all women had
accessed illegal abortion services. The study
shows that in a system dominated by private
practitioners, abortion care becomes a
lucrative source of profit, and women’s overall
health and well-being is a low priority.
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Assessing Potential For Induced Abortion
Among Indian Women

U. S. Mishra And T. R. Dilip

This analysis based on National Family Health
Survey - II (1998-99) data, is intended to
provide an indirect assessment of the
magnitude of induced abortion practice within
marriage in India in order to attain their desired
sex composition of children and to avoid
unplanned pregnancies. Estimates of total
induced abortion potential and its
characterization in terms of sex selective and
contraceptive intentions is based on births
reported in the survey, which is more reliable
than commonly used estimates based on
pregnancies reported in the survey.

Here Induced abortion due to sex selection is
assessed based on deviation of observed births
from a theoretical binomial distribution, after
accounting for sex selective stopping. The
difference between age specific natural force of
fertility and the observed one provides us the
extent to which contraception suppresses
fertility, which is taken as a measure of

potential rate of use of induced abortion as a
method of contraception.

Estimates show that in India induced abortion
due to sex selection is 74 per 1000 live births
and that due to contraception is 115 per
thousand live births. In total there are 189
induced abortions per 1000 live births. The
observation that out of the total amount of
induced abortions that occur within marriage,
39 per cent of abortions are for sex selection
while remaining 61 percent are for avoiding
unwanted pregnancies, indicates high level of
use of abortion as a contraceptive method in
the country, and this has serious implications
for health policy in general and women’s well
being in particular. The use of induced abortion
as a contraceptive method as well as for sex
selection is higher in urban areas than in rural
area, higher amongst the highly educated than
among lower educated women and in high SLI
category as compared to low SLI categories.
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Abortion Costs And Financing : A Review

Ramamani Sundar

The growing literature on abortions in the
developing countries tend to focus on the
health consequences of unsafe abortions and
the limited access to abortion services, but does
not look at the real and often crippling
economic cost of abortion. A woman
undergoing an abortion has to incur
expenditure in various forms, both direct and
indirect.

So far no all India household survey on abortion
related expenditure has been conducted.
However there are micro level surveys, which
had been carried out in a specific state or a
district, specially focussing on abortion. These
surveys do throw some light on the
expenditure incurred by women on abortion,
although the sample size of abortion seekers
covered by some of these studies is fairly small.

These studies show that women have to incur
some expenditure to get MTP services even
from public clinics, which are expected to
provide free services. However, by and large
the government providers seem somewhat
cheaper and are probably safer than the others,
especially the illegal providers.

Unfortunately, none of these studies have tried
to look into the sources of financing the
abortion expenses by the women. Also, the
surveys included only women who had
undergone an abortion from the approved MTP
centres ; none of the surveys made an attempt
to include the abortion seekers from illegal
providers. Another limitation of these survey
data on abortion cost is that it does include
the cost of follow up care and this cost can be
very high in case there is a complication after
the MTP.

A visit to different types of MTP providers in
Delhi reveals that there are a wide range of
services available across the city. The type of
providers include government hospitals, family
welfare centres, clinics run by NGOs like the
Family Planning Association of India and
Marie Stopes, government approved as well as

not approved qualified private doctors and
illegal providers like dais and quacks. These
providers cater to different segments of the
city’s population and the quality of services
offered and the charges for abortion services
also vary accordingly.

The safety and the cost of abortion, to a large
extent would depend upon the method of
abortion used. The dilation and curettage
(D&C), is still the most commonly used method
of abortion in India. The alternative method
for early abortion, manual vacuum aspiration
(MVA) is not widely available in the country
even in the government run MTP clinics. As
a result the average cost of abortions becomes
very high.

Finally as far as abortion services are
concerned, the option of insurance schemes
is almost non- existent in the country. In fact
in India health insurance is yet to pick up in
a big way. Of the various schemes meant for
the employees of the organized sector the ESIS,
CGHS and the Railway Health Scheme provide
MTP services for the women covered under
their schemes in the hospitals run by them.
Other insurance schemes as yet do not cover
abortions .

A review of the available literature indicates
that there is very limited data on the cost of
abortion care in the country and hence the
first step is to increase the research in this
critical area of financing for abortion care. We
need to know not only about the abortion
charges at the various types of MTP centres,
but also the household dynamics like the
source of financing the abortion etc. It is
evident that even in the government facilities,
the abortion seekers had incurred substantial
expenditure. The state has to really look into
this. In the case of private certified approved
MTP centres, there do not seem to be any
control over the quality of services as well as
on the charges for the abortion services. We
need much better regulation of private medical
practitioners as well as dissemination of
information to them so that women seeking
an abortion are not exploited financially.
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‘Negative Choice’ Sex Determination And Sex Selective Abortion In India

Rupsa Mallik

Any engagement with abortion in India cannot
be undertaken without engaging with the
issue of sex determination (SD) and sex
selective abortion (SSA). SSA adds to and
underscores the profound complexities that
surround the abortion debate in India. The
Abortion Assessment Project - India (AAP-I) has
created space for reengagement and
exploration of some of these complexities. This
paper is part of that initiative.

Today, more than ever, there is wide-ranging
consensus in India that sex determination and
sex selective abortion is morally and ethically
unacceptable and the urgency to address it has
gained tremendous momentum. However, the
intersecting ‘spaces’ inhabited by sex selective
abortion and women’s right and access to safe
abortion often creates a number of thorny
overlaps that makes the consensus urging a
ban on sex determination appear laden with
ambivalence and contradictions. The activism
to ban sex determination and prevent SSA is
an illuminating ‘case study’ that provides a
roadmap for discourse as well as action in our
dual efforts to secure an effective ban on sex
determination while continuing to raise
demands for women'’s right and access to safe
abortion.

In this paper a three-part analysis of SD and
SSA is undertaken. In the first section, the

factors that can be said to fuel this practice —
son preference, growth in the political economy
of diagnostic technologies and enforcement of
a small family norm - have been discussed. In
the second section the campaign(s)
undertaken to advocate for laws that regulate
diagnostic technologies and ban sex
determination - Forum Against Sex
Determination and Sex Pre-Selection
(FASDSP) and PIL filed in the Supreme Court -
has been examined with a focus on the
legislative provisions that have been a key
demand of both these campaign(s). In the third
section key debates between activists who
spearheaded the campaign and the medical
community have been examined along
thematic lines. Discourse analysis, is used
both as a methodology as well as an
interpretive framework to undertake what in
essence is a political enquiry of a problem.
To write a paper on this subject has been a
challenging process. Especially, as during the
course of writing the paper efforts to address
SD and SSA gained fresh momentum and
added volatility to a discussion that is already
complex. I hope I have been successful in
illustrating the richness of the existing
literature on the subject as well as able to
provide an insightful analysis of past and
current developments surrounding the issue
through my discussions. Any shortcomings are
my own.
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Abortion Training In India: A Long Way To Go

Sangeeta Batra Sunanda Rabindranathan

Abortion has been a neglected area in
reproductive health research. Partly because
of the sensitivity of the subject and partly
because of lack of funds for conducting abortion
studies, this subject has been a particularly
difficult area for researchers often due to moral
and political constraints. Studies so far have
revolved around provision of abortion services,
profile of abortion seekers, reasons for
terminating pregnancy, post abortion care,
decision making in abortion and other aspects
of abortion. However, are there enough providers
to provide safe and early abortion services and
at locations accessible to rural women? This area
has not received adequate attention by
researchers.

This paper looks at the current state of abortion
training in India, tracing its evolution from the
earlier system to what is followed under the
Reproductive and Child Health (RCH) Program
today. There is an unmet need for medical

termination of pregnancy (MTP) training in our
country, as many of the training centres that
have been identified for training are still not
functional due to a variety of reasons.

To understand the functioning of MTP training
and its content, including the selection criteria
for trainees, training curriculum and the
experiences of trainees and trainers, ongoing
training programs of two states have been
observed. By and large, it is a clinical training
and the whole emphasis is on the procedures.
Other important aspects connected with
abortion management like counselling are not
given much importance.

At present, the number of training sites is
inadequate to meet training needs. There are
gaps in the training system that need to be
covered to make the program a success.
Changes are required at both the policy and
implementation level and this forms a part of
our recommendations.
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Methodological Issues In Abortion Estimation

Shelley Saha

Interest in abortion research is emerging as
a public health issue, as there is increasing
evidence of the contribution of induced abortion
in maternal morbidity and mortality. While
there is no reliable estimate of the magnitude
of abortions that take place, a few sporadic
studies tend to suggest that the proportion of
women resorting to abortion could be high. Due
to inconclusive nature of most of the incidence
studies on abortion, it became important to
come up with reliable estimates on incidence
of abortion in India. The paper reviews the
methodological issues that are peculiar to
abortion estimation using community based
surveys.

The main sources of information are
examined, and their relevance in assessing
rates of induced abortion is addressed. In India
one can get information on abortion from the
Family Welfare Programme Year book. This
contains information on a yearly basis on
reported Medical Termination of Pregnancies,
conducted at registered centers. Abortions
based on reporting often are an under-estimate
because even in countries which have
legalized abortion the mechanisms for
regulation and reporting are poor. Thus various
other methods like indirect estimation
techniques are used in calculating abortion
rates. Besides the above two methods, official
records and indirect estimation techniques,
abortion rates are also estimated through
surveys, both prospective and retrospective.

This paper mainly deals with methodological
issues related to community based abortion
estimation surveys. Review of literature shows
that there are various factors which affect
estimation of abortion. One of the important
factors that affect abortion estimates is
accuracy in identification of pregnancy. But
in retrospective community based surveys,
identification of all pregnancies is not possible

and therefore most of the time the estimates
are based on reported pregnancies.

Many of the abortion estimation surveys suffer
from reporting errors, both non-intentional and
intentional. Intentional mis-reporting may be
improved to some extent by improving
methodologies like ensuring privacy and
confidentiality. Number of abortion estimation
surveys suffer from under reporting due to
recall error, though the extent of under
reporting is not known. Some studies have tried
to minimize under reporting by having filter
questions between two pregnancy outcomes.
One of the most challenging parts of abortion
rate estimation surveys is to determine the
required sample size, which would enable
generalization of the findings. Moreover, studies
should take into account factors like design
effects, under reporting and non-response
rates. Determining population estimate for
induced abortion is a more difficult task than
that based on spontaneous loss, as the
determinants of the induced loss vary greatly
across populations and across regions within
a country. In the Indian context, in the absence
of any other estimate, the formula adopted by
the Shah Committee in 1966 has been widely
used for population estimate of pregnancy
wastage. Though both probability and non-
probability sample design has been used by
surveys estimating pregnancy wastage, it is
better to use a probability sample design as it
leads to better generalisation. This review
suggests that there is a need that surveys
undertaken to estimate abortion rate should
be sensitive to elicit better information.
Besides survey questionnaire, other data
collection methods like use of randomised
response technique or self-administered
questionnaire have also been reviewed. The
paper concludes with information on further
strategies that might be adopted for future
research on this sensitive and stigmatised
issue.
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“Professional” Abortion Seekers: The Sex-Workers Of Kolkata

Swati Ghosh

This is a paper on the practice of abortion and
prevention of pregnancy among the sex-
workers. In recent times sex-workers are
emerging as a category of professionals claiming
workers’ rights. Identified as a high-risk group
for AIDS, the use of contraceptives has become
a very important issue within the profession.
This paper explores the impact of the workers’
rights movement on termination of pregnancy
and contraception in the last few years in
Kolkata. Secondary data being scarce, the
study is based on in-depth personal interviews
of brothel-based sex-workers. Information
regarding abortion services, contraceptive
devices and childbirth are collected from
traditional red light areas of Sonagachhi,
Kalighat and Khidirpur in Kolkata. Aspects
such as access to abortion services, prevailing
patterns of contraceptive use and family
structure of the sex workers have been
examined. Apart from data, practices,
experiences and linkages within the trade were
also enquired upon through the interviews.

It is observed that the incidence of abortion is
high among the sex-workers. With legalization
of abortion, dependence on unregistered private
clinics has been largely replaced by state
hospitals. The nature of power structure within
the trade and the income differential among

women were two important determinants
regarding choice of the service. Sex-workers
bonded within power relation were forced to
avail unregistered, clandestine health clinics
for termination of pregnancy that did not
guarantee safety and care. Areas, which were
not strongholds of the sex-worker’s forum, could
not attempt to break through the power nexus
of the trade yet. Legalization of MTP had
enhanced autonomy and mobility for sex-
workers but only for the ones with greater
relative autonomy. The differential nature of
the trade persisting at different locations
shaped the economic standing of each woman
and hence influenced her choice.

Sex-workers depended on traditional mode of
prevention although use of modern devices was
initiated. Rather, termination and prevention
of pregnancy existed simultaneously. The shift
from abortion to a specific preventive mode of
condom use was yet to be established although
it was projected as the most effective
preventive against infection from STD/ HIV.
The sexual trade market was demand driven
and the only route to universal use of the
condom in sex-work would be possible through
the education of the male client to be
responsible in the relationship at one level and
strengthening the regulations at the supply
end for compulsory condom use.
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IX. Seminar Vol. 532 December 2003

( Special Issue On Abortion )

Seminar has brought out a special issue on Abortion, which is largely based on studies undertaken
under AAP-India project. These papers are listed below:

Policy and Practice by Siddhi Hirve

Coercion, Control Or Choice? by Bela Ganatra

The Missing Girls by Leela Visaria

Negative Choice by Rupsa Mallik

Accessibility and Utilization by Sandhya Barge, Wajahat Ullah Khan, Seema
Narvekar and Yamini Venkatachalam

Safe and Accessible: Strategizing the Future by Heidi Bart Johnston
Abortion Economics by Ravi Duggal

From Decoctions to Instruments by Alex George

Family Matters by Anjali Radkar

A Provider’s Perspective by Sudha Tewari

Ensuring Ethics by Sudarshan Iyengar

Managing Abortion Research by Vimala Ramachandran

The above papers can be downloaded from the Seminar website

www.india-seminar.com/2003/532. They are also included in the accompanying CD.

121



X. Selected Data On Reproductive Health

Compiled by Rajeswari Ramani





