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Elective abortion was legalised in India under
the Medical Termination of Pregnancy (MTP)
Act, 1971 and MTP Rules, 1975. However the
availability of abortion services, particularly
in rural areas of states like Rajasthan,
remains limited. SRS data shows that abortion
complications are responsible for 15% to 35%
of maternal deaths in Rajasthan1. The state
has 32 district hospitals, 263 community
health centres and 1662 primary health
centres in the government sector2, all of which
are meant to provide abortion services.
However, most lack trained doctors and/or
equipment. A facility survey3 sponsored by the
Ministry of Health & Family Welfare in 1999
showed that only 16% of CHCs had posted an
obstetrician, while only 2% PHCs had a doctor
trained to perform abortions (MTPs). The
survey revealed that only 4% of PHCs in fact
provided MTP services.

Legal, Policy and Regulatory
Environment

All government facilities (of level PHC and
above) are by default considered as certified to
provide MTP services, as long as they have a
trained provider and the necessary
equipment4. However, very few of these do have
a trained provider, and hence not all
government facilities are functional. Data
from the State Directorate of Family Welfare
reveals that 338 private facilities had been
certified to provide MTP services in Rajasthan
as of 20035. This amounts to an average of 0.6
certified private facilities per 100,000
population in the state as a whole. However,

the distribution of these facilities is highly
skewed, with most facilities being
concentrated in a few districts. Nine districts
with 38% of state population have 83% of all
certified facilities, while the remaining 22
districts have 17% of the facilities. Five
districts (Jaisalmer, Jalore, Barmer,
Dungarpur, Dholpur) do not have a single
certified private facility, while 6 districts have
only one each (figure 1).

Government of Rajasthan has been largely
following the standard GOI guidelines for
certification of private facilities, except that it
also demands an architectural blueprint of the
facility. However, there being no time limit on
the procedure, the time taken is very long. Even
after an amendment in June 2003 decentralized
approval to a district committee, district level
officials have remained unaware of the details
and have not liberalized the certification
procedure. However, it must be acknowledged
that the number of new facilities receiving
certification has been increasing over the
years. While 11 facilities were certified in year
1998-99, 44 were certified in year 2002-3.

There were 44,265 reported pregnancy
terminations during 1997-98. Estimates
suggest that two to ten unreported procedures
take place for each reported one6,7. While a
proportion of unreported procedures appear to
be carried out by formal providers working in
government and private facilities, informal
providers are known to carry out the bulk of
abortion procedures, as judged from indirect
estimates. Formal providers appear to under-
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Table 1: Abortion providers in Rajasthan (ICMR 1989)
Number %

Doctors (allopathic)
Government: 326 14.9% Males 60.7%
Private 389 17.8% Females 37.6%
Informal and ISM providers 67.3%
Doctors from other systems of medicine 70 3.2% Males 100%
(Ayurvedic/ homeopathic/ Unani)
Government Paramedics (ANMs and LHVs) 282 12.9%
Chemists & other unqualified practitioners 321 14.6%
Dais, magicians, ozha and other indigenous providers 801 36.6%

report because of concerns related to paying
income tax, fear of the Consumer Protection
Act which applies to all paid services, and
because several doctors are not �MTP-trained�
and hence cannot legally perform abortions.
Lastly, some government doctors conduct MTPs
at their residence or private clinics and are
not in a position to report them.

Informal Providers

A large pool of informal providers meets the
huge gap between demand for abortion services
and the low availability in the formal sector.
Informal providers include paramedics and
unqualified persons, while practitioners of
Indian systems of medicine (ISM) include
homeopaths and ayurvedic physicians, largely
located in villages and small towns. A study

carried out by ICMR in 1989 showed that
informal or ISM providers carried out 67% of
abortions, while doctors provided only one third
of abortions in rural Rajasthan (table 1).

ARTH has recently carried out a study of
abortion providers and facilities in two districts
(Jalore and Kota) of Rajasthan8. A
comprehensive listing of providers showed that
there were a total of 1439 informal or ISM
providers in the district, of which 738 were
likely to be providing abortion services9.
Interview of 618 informal providers revealed
that 355 (57%)admitted to treating delayed
periods. The providers who treated delayed
periods included female paramedics (40%),
male paramedics (17%), male unqualified
practitioners (34%), and female untrained
practitioners (8%).
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The most common method used for treating
delayed periods was tablets (89%), followed by
injections (58%). The kinds of tablets include
various Ayurvedic preparations such as �EP
Forte�, while the most popular injection is
Carboprost tromethamine, a drug which has
been licensed for treating incomplete abortion
and postpartum hemorrhage. Most of these
informal providers had learnt to use these
drugs either on their own, by looking at
prescription, or by working with a colleague.

Invasive or surgical methods are tried out by
a minority (7%) of informal providers,
commonly female paramedics and male
unqualified practitioners. The commonest
instrument used is the curette, and
occasionally a syringe, catheter or copper-T.
Instruments are used up to 8 months of
pregnancy, while the average number of
women treated each month in this manner is
2.6. However, the cost of such procedures is
high, ranging fromRs 315 to 567 per procedure.

Informal providers provided a range of services.
Of 618 interviewed informal providers, 90%
give injections for common ailments, 84%
provide IV fluids, 61% apply stitches for
injuries, 52% conduct deliveries, 61% treat
incomplete abortions and 64% treat menstrual
problems. The strength of informal providers
appears to be their reach in interior villages,
and access 7 days a week for an average of 15
hours each day.

Providers of Indian Systems of
Medicine

ARTH study also enumerated 63 providers of
Indian Systems of Medicine in 2 districts, most
of who were males, and were based in rural
areas. Their degrees included BAMS (46),
BHMS (6), BUMS or DHMS (11). They reported
the duration of the training at between 18
months and 7 years, leading us to suspect that
some were claiming but did not possess valid
degrees. Their practices, and methods used to
treat delayed periods were similar to those of
informal providers � most of them treated

delayed periods using tablets, injections and
occasionally instruments. Like informal
providers, majority of them provided a range of
services including injections and IV fluids,
while less than one third conducted deliveries.
Eighteen of them worked in government
service, while the rest worked through their
private clinics.

Formal Facilities and Providers

In the 13.9 lakhs population covered in 2
districts, there were 42 government health
centres, all meant to provide abortion services.
However, only 22 government facilities were
actually providing abortion services. These
included 15 PHCs/ CHCs10, and all sub-
divisional and district level facilities. In the
private sector in the same two districts, there
were 40 facilities providing abortion services.
About half of them were certified to do so.
However, all private facilities were located in
urban areas, while 15 of the 22 functional
government facilities were located in rural
areas. This suggests a severe rural-urban
mismatch in the availability of abortion
services. Our data revealed that rural PHCs/
CHCs have extremely low abortion caseloads
of 5.9 procedures per month (average), while
district or sub-divisional level government
hospitals have a caseload of 60.5 procedures
per month, and private hospitals have a
caseload of 48.8 procedures per month.

The certification process for private facilities
in Rajasthan is difficult, as evidenced by the
fact that certified facilities reported an average
of 14 months in becoming certified, with
applications being returned an average of 2.4
times for re-submission. Eight out of 19 non-
certified facilities reported that they had
applied, but had not received any response from
the authorities.

Not all abortion procedures get reported, while
19 uncertified private facilities do not report
any abortions, 30% certified private facilities,
and 23% of government facilities did not report
all MTPs.
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Physical facilities usually allow for services to
be provided, especially in the private sector.
However, electric connections were not in
working condition in 10 government facilities,
and cleanliness of operation rooms was not
maintained in several of them.

Even at facilities where abortion services are
available, there were several restrictions in
terms of gestation and cost of abortion. Less
than half the facilities provided second
trimester abortion.

At government facilities, the average minimum
and maximum cost of abortion are Rs 195 and
Rs 457 for a first trimester abortion, and Rs
317 to 575 for second trimester abortion, as
reported by the administrators. At private
facilities, the average minimum and maximum
costs are Rs 540 and Rs 724 for first trimester
abortion and Rs 1144 and 1681 for second
trimester abortion. These costs are equivalent
to 3 -28 times the daily wages of a rural woman.
The above costs do not represent the total cost
of an abortion. In as many as 62% facilities,
all or some medicines, investigations or
anesthesia are charged extra, and these costs
varied widely.

Although MTP Act does not require the consent
of spouse or family members for providing
abortion services, nearly 86% facilities insisted
on the consent of a family member and/or
husband for abortion, and only 10% of facilities
would provide services to women who came
alone. Similarly, several facilities placed
restrictions related to marital status of women
or the number of children she had� only about
half the administrators agreed that they would
allow abortion services for unmarried women
or those out of wedlock.

In general, the availability of abortion
equipment was better in private facilities as
compared to government facilities. Complete
sets of D&C were available in 75% of public
facilities, while they were available in all
private facilities. Sets for EVA were available

in 54% government and 93% private facilities,
while sets for MVA were available in 14% public
and 55% private facilities. Anesthesia
equipment (Boyle�s apparatus) although not
necessary for providing abortion services, is a
mandatory requirement for certification of
private facilities. It was present in only 20%
public facilities as compared to nearly 90% of
private facilities. Contraceptive services are
an integral part of abortion service delivery,
but private facilities were deficient in supplies
of oral pills or condoms, while only 15% had a
contraceptive injection, and 60% offered IUDs.
Government facilities fared better in this
respect.

Techniques for abortion and pain control
appear to be over-medicalised. For first
trimester abortions, dilatation and curettage
and/or evacuation11 are the most commonly
used methods (60%), followed by EVA, which
is used by one third of providers (34%). MVA is
used by one sixth of all providers (9-16%). For
second trimester abortions, nearly half the
providers use extra amniotic instillation of
Ethacrydine Lactate (47%), followed by D&C
or D&E (34%) and medical methods (34%). For
pain control, general anesthesia continues to
be used for 39% of procedures below 8 weeks
and for 46% of procedures between 9 and 12
weeks.

MTP Training

The MTP Act stipulates that only doctors with
a postgraduate degree (MD/MS/ DGO) or six
months residency in obstetrics-gynecology can
perform abortion procedures. Other doctors
would have to undergo �MTP training� in a
designated training center. The criteria laid
out by NIHFW for approving MTP training
centres include a minimum caseload of 600
procedures per year and all necessary
equipment. The recommended duration of
training is 2 weeks, and a curriculum has been
defined12. It has been specified that acquisition
of the above skills require that the trainee
assists at least 10 MTPs, performs at least five



under supervision and another five
independently.

There are 8 MTP training centres in Rajasthan
� they include 6medical colleges (Jaipur, Ajmer,
Bikaner, Kota, Udaipur, Jodhpur), and two
district hospitals (Alwar, Bharatpur). An
assessment of training performance, capacity
and quality has been carried out by ARTH
through interviews and secondary data
collected from the Directorate of FW and a
qualitative assessment of five training
institutions. The total number of doctors
trained since 1971 till April 2002 is 1056, of
which 786 have been trained since 1980. This
works out to an average of 35.7 doctors per year,
a rather low figure, given the number of
training institutions. With one training centre
(Kota Medical College) having been in operation
only for the last 6-7 years, this translates into
5 trainees per institution per year. This number
is over and above the doctors who have been
trained as MS/MD /DGO in Obstetrics and
Gynecology, or have done a 6-month house job.
Among the training institutions, there are
wide variations with Jaipur having the highest
number of trainees.

The procedure for receiving MTP training
appears to be complex, especially for private
doctors and is mirrored by the skewed
proportion of government and private doctors
trained till date. Among doctors who received
training over the last 22 years, 86% were in
government service. A private doctor is eligible
to receive MTP training only if s/he is
currently working in an MTP certified
institution. However, an institution can be
certified for MTP only if there already is an
MTP-trained doctor in position. Hence a private
doctor cannot be trained if her/his institution
is not certified and the institution cannot be
certified in the absence of a trained doctor,
leading to a Catch-22 situation. Further, a
doctors� application for MTP training needs to
follow the channel of chief medical and health
officer, and additional/ zonal director before it
is recommended that the doctor is placed as a
trainee in an MTP training institution of that
zone. The procedure for private doctors is very
difficult.

Interviews with faculty of MTP training
institutes suggest that no defined training

curriculum is used, that trainees are posted
in operation theatres every day so that they
may learn of the (surgical aspect of) the
procedure. Thus there are few opportunities
for trainees to aquaint themselves of issues
such as the public health relevance of abortion
services, pre and post abortion counselling for
allowing women a measure of reproductive
choice, and the clarification of providers�
values regarding abortion.

In most training institutes, MTP is a highly
medicalised procedure, carried out in operation
theatres under general anesthesia and often
requiring admission a day earlier. The methods
in vogue are electric suction followed by check
curettage, or more recently and hesitantly,
medical abortion using mifepristone. In one
institute, MVAs are carried out in an
outpatient room, but trainee doctors are not
posted there. Either oral or vaginal misoprostol
or injectable carboprost is used for cervical
priming. Second trimester abortions are
usually carried out using ethacridine lactate,
or (since the last two years) medical abortion.
We gathered the impression that there are
several apprehensions on part of some senior
faculty that the increasing use of medical
abortions would make it difficult to regulate.
The greater use of MVA has recently been
initiated as part of a FOGSI implemented 7-
state project that includes Rajasthan � two
training centers have been covered by this
initiative.

Women coming to training institutions are
�strongly motivated� to adopt sterilization or
IUD. Women who only want to have MTP are
not preferred, although there is a measure of
access for women in difficult social situations.
Even in MTP training institutions, the
established protocol is to take consent of
husband or another family member � women
coming alone by and large cannot access the
service.

Conclusions

♦ A wide range of providers in the state
includes those that provide clandestine, but
safe abortion services. These include
government doctors.

♦ The boundaries between public and private
abortion service provision are blurred, both



for formal and informal providers.
Clandestine abortions are carried out even
within public facilities.

♦ Highly qualified providers cannot survive
the rural interiors of India. By contrast, less
qualified or unqualified informal providers
that successfully combine access, skills,
courteous behaviour and affordable costs,
are able to thrive.

♦ By themselves, abortion practitioners have
veered towards less invasive & safer
methods, even if some of the regimes are
irrational or ineffective. Medical abortion
is likely to accelerate this trend away from
invasive procedures. Even illegal abortion
is expected to become safer, as a result.

♦ Informal providers practice discretely but
openly �everyone including the regulatory

authorities appear to be aware of their
existence and role. Their large-scale
availability is a pointer to poor governance
of the health system, rather than to an
ineffective legal framework.

♦ The MTP Act has failed to restrict
clandestine providers. With some effort, it
however stands a better chance of
facilitating access to safe providers.

♦ The availability of equipment and supplies
does not limit abortion services in most of
India, including Rajasthan

♦ With poor access to formal training
especially for private sector doctors,
mentorship-apprenticeship might prove to
be a valuable way for aspiring providers to
acquire practical skills.




