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One of the major causes of maternal mortality
is �Unsafe Abortion�, which account for nearly
20% of all maternal deaths in India; around
40,000 each year. It has also been observed
that about 6 million abortions take place every
year of which 4 million are induced and 2
million are spontaneous abortion. These
deaths occur not only for unskilled and
unqualified abortion service providers at the
community level but also inadequate facilities
both at public and private levels.

Keeping all of this in mind, Ford Foundation
through CEHAT, sponsored a Multicentric
Study in six states of this country to prepare a
detail account on facilities, available to
abortion service seekers at the community
level. These states are Haryana, Rajasthan,
Mizoram, Kerala, Madhya Pradesh and Orissa.
The Child In Need Institute (CINI), Kolkata is
the coordinating agency, responsible for the
study entitled �A Multicentric Study on
Provider Related Issues in the State of Orissa�.
Before the start of this study, CINI has
constituted an Institutional Ethical Committee
consisting of 5 members from different
backgrounds that ratified the final proposal as
well as the draft protocols, used in this study.

To get a picture of propensity towards abortion
in the State of Orissa, the districts of
Sambalpur and Mayurbhanj were chosen for
the study depending on the five variables viz.
Sex Ratio, Female Literacy Rate, Infant
Mortality Rate (IMR), Institutional Delivery and
Total Fertility Rate (TFR). The idea was to see
the difference of abortion services between the
better performing (Sambalpur) and the poor
performing (Mayurbhanj) districts of the state,
since socio-economic factors do affect to the
educational status and general awareness of
the community that in turn regulate the health
seeking behavior. So, the need for abortion,
not a very woman friendly method, is expected
to be in a lesser frequency, if the factors above
are favorable. For this study, three Community
Development Blocks from each district were
selected as sample blocks on the basis of
urbanization. All available public facilities,
private facilities and community providers
who provide clinic services were enumerated
and then the enumerated providers were asked
for their willingness to participate in the study.
Only those who agreed to participate in the

study were interviewed. Participants were
interviewed individually in a closed-door
setting and they were assured that the
information and comments, they have provided
would never be disclosed. The names of the
participants were not entered at the time of
analysis and the cumulative data does not
reflect the personal revelations at any stage.
Few case studies of both providers as well as
abortion-seekers were incorporated in the
study to get a comprehensive picture of unsafe
abortions in the study area.

Out of a total study population of 36,70,692,
86.62% are rural with female literacy of 34.8%
only. Percentage of contraceptive prevalence
and institutional births are as low as 41.64
and 19.07 respectively. But the number of
abortions performed annually is as high as
25,320 in those areas. The number of abortion
facilities identified in the public and private
sector are 22 and 87 out of whom 20 and 77
facilities respectively agreed to participate in
the study. But the alarming aspect is the
existence of 49 (may be more) informal
providers out of whom 41 agreed to participate
in this study; and they neither have any formal
training nor have any certificate to do medical
practice. The majority of facilities who are not
certified but doing abortion in a regular basis
have offered the following justifications:

• They were not told about the need for any
certification,

• Application forms were not given to them
when they have asked for it.

• Applications were lost by the certifying
authorities,

• Too many objections were raised and they
were harassed; and

• Certification was refused after a much-
elaborated process.

As a result, the private facilities (though a few
are certified) do not report the abortion cases
regularly to the concerned authorities. The
record keeping of the public facilities also is
not too encouraging in this matter. In the
public sector, however, consents from the
clients or at least from their family members
are taken in all cases. But the record of the
private facilities in this regard is poor at 38%
of cases only. Details about the abortion
process, anesthesia, analgesics, etc. are given



in the consent form for the client�s knowledge
prior to the risk she is taking but they seldom
get time to read it completely.

Physical facilities, like waiting area, beds,
toilet, water, electricity, etc., are adequate to
almost 100% satisfaction in all public and
private certified facilities. Availability of basic
equipments, anesthesia related equipments
and sterilization/infection prevention
instruments are more or less satisfactory in
these hospitals. But the availability of drugs
and other consumables is at a pathetic level
(varying from 17-32%). There is an absence of
work culture in the public sector and therefore,
service gets delayed� more alarmingly at the
PHC level � because the equipments most of
the time are out of order or the instruments
are not properly sterilized.

An overwhelming majority of the providers in
the public sector are full time staff, whereas
in the private sector majority of them are on
call. The later does not have any specific staff
for MTP purposes and Anesthetists are also
only on call. A majority of the nurses in both
the sectors is only diploma trained and the
percentage of degree-qualified nurses is
slightly higher in the certified private
facilities. Half the non- certified ones do not
have nurses at all. The public sector has not
only a higher number of formally trained
providers, but also a higher number of those,
who are trained in counseling and IEC,
universal precautions and other reproductive
health and rights were available.

All types of facilities provide MTP services for
pregnancies up to 12 weeks. They become
selective after that. As far as records show no
abortion takes place beyond 20 weeks.
Emergency services, like facilities open for 24
hours, providers available any time,
management of excessive bleeding, perforation
peritonitis and other complications are better
in the public sector.

The performance of this sector is also better
with regard to reproductive health services like
antenatal and post-natal care contraception,
infertility management, treatment of STD/HIV,
etc. There are referral arrangements with
other specified or better-equipped hospitals. A

thoroughly disappointing fact is that no private
facility has MTP Guidelines with them and
only 13% of the public facilities have. This is
a reflection of the poor awareness and poor
sensitivity of the providers and how casually
they treat their clients in those facilities.

Different techniques are used for abortions in
different time periods. But EVA, D&C and D&E
are the most popular ones. Analgesics or
sedition is the most commonly used pain
control method, followed by local anesthesia.
But in case of abortion between13 and 20
weeks, the latter is practiced more. Pre-
discharge examination is not satisfactory since
it is only general in majority of the cases. The
necessary drugs like iron and vitamins, are
rarely prescribed, the most common being the
antibiotics. The providers seem to be concerned
with the immediate cure only. They often tend
to forget that reproductive health is a lifetime
process and abortion can affect the health of a
woman later also. This attitude is further
obvious in the fact that post-abortion
counseling puts least importance to the diet
and workload of the woman and most to
contraception and post-abortion medication.

Insensitivity to female psyche during post-
abortion counseling comes out glaringly in
Table �46, where we find that tubectomy as
well as oral pills irrespective of their side effects
are ranked as the most popular of all methods
and simpler methods of condom and vasectomy
are very rarely advised. One plus point is that
81-86% of facilities are within the easy reach
of the clients, i.e. on the road and within a
kilometer of walking distance. Arrangements
for commuting are also good. Buses and jeeps
are the popular modes of transport.

The cost of MTP varies from sector to sector
and according to its time period. Higher the
number of weeks of pregnancy, higher is the
risk involved in MTP and therefore, the rate of
MTP also go up. And, it is everybody�s knowledge
that the cost is much lower in the public sector
facilities. It can be as low as Rs. 57 (in the
public sector) and as high as Rs. 1250 (in the
private ones). Besides, the charges by the
public facilities are generally inclusive of the
cost of the ancillary services. But both formal
and informal providers in the private facilities
do majority of abortions.



The worst problem faced by the clients is their
discomfort and inhibition due to the fact that
there is hardly any female provider.
Notwithstanding the fact that the providers are
conversant in the local language, the women
patients find it difficult to communicate with
the male doctors. Almost 100% of clients to the
private facilities are women with a social
stigma, viz. unmarried, widowed, separated
and deserted. Public facilities too, get 80-87%
of such clients. So, one can understand how

important is counseling about reproductive
rights and gender equity. Then only women
can get a better chance of fighting such
demeaning situations in near future. The
absence of gender awareness is visible in the
fact that there are plenty of untrained providers
of abortion services throughout the state and
some of them are even illiterate. Women
seeking abortions due to several reasons are
often victimized by them and a good proportion
of those women are still in their early
adolescence.




