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The present study of MTP facilities carried out
in two districts of Haryana ranked as the third
best (Yamunanagar) and the second worst
(Jind) in the state, in terms of various
indicators of women�s status has highlighted
some interesting facts regarding the situation
of MTP facilities available in the state. In each
district, three blocks were covered. The study
covered only those facilities in the formal and
informal sectors which currently provided
abortion services. Both public and private
facilities from the formal sector were included
in the study. Among the 30 government
facilities in the study area, which are by
default recognised for providing MTP services,
only 27 percent currently provided abortion
services. Among the 282 private health clinics
listed, around 31 percent (87 facilities)
reported that they currently provided abortion
services. However, only 48 facilities agreed to
participate in the study.

In addition to the study of the MTP facilities,
discussions were also held with a few selected
key informants (a government health official,
a medical officer, and three registered abortion
providers) on the MTP Act, its rules and
regulations. From the discussions with the key
informants, it emerged that the MTP Act was
understood differently, depending on the
postion and place that each key informant
held. Their individual opinion and knowledge
influenced their services and attitudes towards
the MTP client. From the discussion it was
evident that though the MTP Act was
formulated with the women�s health in view it
was generally misinterpreted either
intentionally or due to lack of complete
knowledge. The study team noticed a wide gap
between the implementers, the providers and
the users of the MTP services and this
generated confusion.

The study found that fewer facilities in the
private sector had certification of both the site
and the provider, which is a requirement under
the MTP Act, 1971. It was also found from
certified facilities that there was no problem
in getting certification, contrary to the general
belief that the process was very tedious. The
certification was given to them on an average
within a period of one and a half months. The
remaining private facilities that had neither
site nor provider certification also included

ayurvedic practitioners. Under the MTP Act
they cannot terminate pregnancies. Among
the reasons mentioned by the private providers
for not getting their facilities certified were:
the presence of qualified obstetrician or
gynaecologists, no particular reason, so far it
had never occurred to them to get their
facilities registered, and a few claimed that
they were ignorant about the need for
certification of the clinic as a prerequisite to
provide MTP services. Even providers who were
qualified gynaecologists had the notion that
they were not required to register their
facilities, as they had the necessary
qualification and training to provide abortion
services. Thus, largely it is ignorance about
the need for site certification which is the
reason for non-certification of the facilities
providing MTP. Discussions with key
informants who were private abortion
providers also revealed that they did not have
to face any problems in getting their facilities
registered. The Government of Haryana on its
part has delegated to the Chief Medical Officers
the powers to certify facilities other than
government institutions for conducting MTP
in order to expedite the action on the
applications received for certification.
Cumbersome bureaucratic procedures are
apparently not the reason why private sector
facilities do not apply for certification.

Most of the facilities provided abortion services
for pregnancies of either less than 8 weeks or
upto 12 weeks of gestation. Termination of
pregnancies up to 20 weeks gestation was
performed by only three public and three non-
certified private facilties. At these three non-
certified private clinics, obstetrician/
gynaecologists were reported to be conducting
the second trimester abortion procedures.

Almost all facilities received post abortion
complication cases like incomplete abortion,
pelvic inflammatory disease, haemorrhage,
septicaemia, perforation, and shock, which
indicated of unsafe abortions still taking place.
Management of such post abortion
complications depended on the type of
complications. In the public facilities all types
of post abortion complications were either
managed in-house or were referred to
government facilities only after the condition
of the patient was stablised. Private facilities



usually referred the cases immediately, mostly
to public facilities (district hospital), and a
comparatively lesser proportion of private
facilities managed such cases in-house. Fewer
private facilities attempted stabilisation of the
clients� condition and subsequent referral.

The monthly caseload for MTP, mostly for
pregnancies up to 12 weeks, was the highest
in the certified private facilities, followed by
the public facilities, and it was lowest in private
non-certified private clinics. Further, the
monthly caseload was higher in Jind, more
than two times that in Yamunanagar. This
could be attributed to the availability of a lesser
number of certified facilities in Yamunanagar
in comparison to Jind.

The quality of abortion services provided by the
facilities in terms of physical amenities,
infrastructure, equipment and supplies was
good in majority of the facilties. It was better
in the private certified facilities than in the
public facilities and the non-certified private
clinics. The non-certified clinics were on par
with the public clinics with regard to the
availability of these facilities.

The study also identified the status of the
facilities in terms of the logistics available.
To a certain extent the private certified
facilites were relatively better than the
government and the non certified facilities.
However, the facilities in all the three
categories public (hospital), certified private
and non-certified private clinics, need to
improve their amenities and infra-structure
in the following areas: additional sources of
light in the procedure room, provision of
recovery room, proper cleanliness of toilets and
procedure room, privacy in the recovery room,
client�s privacy and comfort in the waiting area
and availability of proper beds for recovery of
the abortion client. Further, availability of
anaesthesia related equipment, particularly
Boyles� apparatus, needs to be ensured in the
facilities.

Regarding the availability of basic equipments
to carry out various abortion procedures, most
of the facilities had these readily available. It
was also found that the facilities were better
equipped for D&C procedures and had the
complete set of instruments for D&C

procedures than for other procedures, like
MVA and EVA. Here it needs to be mentioned
that the information collected on the
availability of equipment is based mainly on
what the doctors who were interviewed
reported, and in only three facilities it was
possible to verify the availability of the
equipment through on-the-spot observations.

Though D&C is a procedure that involves
greater risk of complications and duration of
recovery, it continues to be the most
commonly used method. It is, therefore, not
surprising to find that D&C equipment is
available in almost all the facilties as
compared to equipment for other procedures
like MVA and EVA for the later procedures,
doctors are to be trained in suction evacuation
methods to enable them to change from D&C
to less risky invasive methods.

It is clear that in the private sector,
certification ensures that the necessary
medical standards in terms of equipment and
basic infrastructure be maintained by the
facilities and providers. Many of the
government facilities urgently need to make
improvements in the availability of basic
infrastructure, equipment, and support
facilities.

With regard to infection prevention, though
majority of the facilities adhered to standard
procedures while sterilising instruments, only
some followed the universal precautions and
carried out decontamination. Waste disposal
is another area, which requires improvement,
particularly in the private sector. Presently,
burial and burning are the main methods of
waste disposal in the facilities. Use of
incinerator for waste disposal is very little, and
some of the facilities, mostly in the private
sector, dispose of their waste (products of
conception, gloves, needles and syringes) as
garbage, in open pits a potentially harmful and
even dangerous practice, given the fact that
not only animals, but also humans - ragpickers,
who are often children - scavenge these garbage
dumps. Moreover, burying of non-
biodegradeable waste like gloves, needles and
syringes, also contributes to soil contamination.
Availability of effective waste disposable
methods needs to be ensured in all facilities.



Almost all certified facilities, both public and
private fulfilled the �reporting requirements�
under the MTP Act, by reporting the number
of MTPs conducted by them. One of the clinics
did not report the number of MTPs to the
authorities because the authorities had not
demanded it. Though an exception, this shows
that private facilities may be more likely to
ignore or circumvent the reporting procedures.
Reporting procedures have been found to be
simple, albeit lengthy, and some of the key
informants have suggested changes in the
proforma to exclude items like religion, and
instead include �multiparity or too many
children�, which according to them is the real
reason, why women undergo abortion.

During key informant discussions, the
government health official and the public sector
abortion provider (medical officer) opined that
spousal consent was necessary for providing
MTP services to the woman, whereas private
sector abortion providers who were key
informants opined that spousal consent was
not necessary. Interestingly, however, public
and private sector facilities seem to practice
just the opposite of what the key informants
from their respective sectors stated. Public
clinics either require the written consent of the
woman alone, or consent of the woman and
any other accompanying person. A few private
certified clinics (2) also asked for the consent
of both, the woman and her husband. Private
clinics tend to insist on the consent of the
husband or an accompanying person along with
that of the woman, and some ask for the
consent of the husband or other family
members, but not the woman. This clearly
indicates that private certified facilities insist
on the written consent of persons other than
the woman, and facilities that are not certified
insist more on the husband�s consent, perhaps
because they are taking a greater risk by
providing the services without certification. The
providers of these facilties said that they
handled only the cases of miscarriage and did
not provide MTP. Moreover, women who come
to them are in such a condition (have
postabortion complications) that it requires
immediate medical attention. Therefore,
consent is not something that is foremost on
their minds. Interestingly, most clinics,
regardless of whether private or public, did not
have any consent form available, and

maintained a register to keep a record of the
consent. Fewer kept a record of all the abortion
specifications (abortion procedure, analgesia
used/anaesthesia used) and the consent -
women�s accompanying persons� or witness
signature.

Overall, record keeping was a weak point in
majority of the clinics, particularly among the
non-certified private clinics, which is hardly
surprising, considering that they are under no
legal obligation to maintain records of the
abortions that they conducted.

It is also evident that the MTP training received
by the trained providers did not emphasise on
supportive areas like pre and post abortion
counselling and interpersonal communication.
A similar observation has been made in a study
by CORT on the situation of training
institutions in three states of India. The study
found that counselling was the least important
aspect of the training in all the institutions
(CORT, 1997). In the present study, the training
that doctors had received was mostly on
reproductive and health rights, and universal
precautions to be taken during the procedure.
Pre and post abortion counselling and
interpersonal communication are the
supportive areas where providers do require
training. Despite the lack of training in
counselling and interpersonal communication,
majority of the providers, particularly those
with formal training in MTP, do discuss issues
like possible complications associated with the
MTP procedures, contraception, medication,
diet, work, pain, etc. Most of the providers,
especially those with formal training in MTP,
also insist on the adoption of a temporary
method of contraception. Insistence of the
providers on the acceptance of contraception
after abortion has been cited as a reason why
women may choose potentially unsafe
providers.

The study showed the existence of a large
number of informal providers in the study
areas. Many of these informal providers stated
that they only treated delayed menstruation
using non-invasive methods like herbs or
concoctions, pills and tablets. They also stated
that cases which they could not handle were
referred to formal providers or facilities located
in cities and towns. Data indicates that more



than half of the providers believed that they
were successful in resuming the
menstruation. In case of failure with the
method, they resorted to other course of action.
The order of treatment that the providers
generally follow is herbs/concotions, followed
by tablets, injections and finally referral to the
city/town clinic/hospital. Most of the informal
providers believed that abortion was illegal.
Abortion, commonly referred to as �safai�, is
understood as an invasive, surgical procedure
by the community as well as by providers
(CRDC, 2002). This, combined with the belief
that abortion is illegal, may be the reason why
the providers avoid referring to the services
provided by them as abortion and instead refer
to them as treatment for delayed periods.
Informal providers have to be very careful in

handling these cases because, being local,
they cannot jeopardise their goodwill and
prospects.

It is evident from the study that the demand
for abortion services is there in the community
and they avail of the same from sources that
they are aware of, irrespective of the legality
issue. The proportion of public sector hospitals
providing abortion services is small. Similarly
existing certified private facilities are few.
However, trained personnel are also involved
in providing abortion services at uncertified
private clinics. Quality of service in general,
is poor than the desired standard. Hence a
strong advocacy is required at all levels to
strengthen MTP services and to achieve the
reproductive health goals.




