
Formally trained  
MD/DGO/MS/DNB in obst & 
gyneac. 
Other with formal training in MTP 
procedures 
  MBBS 
  MS/MD in other branch 
  Trained in ISM 
  Other 
Without formal training in MTP 
procedures 
  MBBS 
  MS/MD in other branch 
  Trained in ISM 
  Other 

 
 

52 
 
 

29 
4 
- 
1 
 
 

12 
2 
- 
- 

 
 

82 
 
 

14 
- 
- 
1 
 
 
2 
1 
- 
- 

 
 

43 
 
 
6 
2 
3 
- 
 
 

14 
3 
28 
1 

 
 

53 
 
 
8 
1 
2 
* 
 
 

11 
2 
21 
1 

 
 

58 
 
 

16 
1 
2 
* 
 
 
8 
* 

13 
1 

 
 

45 
 
 

11 
4 
* 
* 
 
 

17 
5 
18 
- 

 
 

53 
 
 

14 
2 
2 
* 
 
 

11 
2 
15 
* 

Total number of providers 128 85 239 324 282 170 452 
* Percentages are less than 0.5 percent 
 
 
Place of MTP Training: As per the Rules and Regulation of the MTP Act, all providers other than those 
who have experience or training in gynaecology and obstetrics should undergo a training in MTP in 
order to be eligible to provide MTP services. In our sample we have 212 providers who were non-
gynaecologists. Among these 212 providers, 39 percent had attended formal training in MTP. The place 
where they had undertaken formal training included the training/medical college (16 percent) and 
district hospital (12 percent).  Around 4 percent mentioned being trained in MTP at a private hospital. 
The remaining sixty-one percent of the providers reported that they had not undergone any formal MTP 
training but had acquired skills informally. Table 5.5 shows, that about 27 percent of all providers had 
informally acquired the requisite training from the teaching/medical college. Another 11 percent of the 
providers claim of having undergone the training informally from other hospitals (district hospital, post 
partum centre, private hospital/NGO), while 13 percent had received the training from a colleague of 
theirs.  The process through which such informal training has been acquired needs to be looked into, as 
it would not necessarily be complete, meeting the standards and norms set for the same. Such informal 
training might be strengthening the providers in some aspects of MTP services, but whether this is 
sufficient or needs to be strengthened further to provide quality service needs to be understood. 
 
 Analysis of the place of training by type of facility indicates that in registered private facilities four-
fifths of the providers (81 percent) have had formal training, either from teaching/medical college, 
district hospital or private hospitals/NGO. Among the un-registered private clinics, the situation is 
reverse, as only 19 percent of the providers have formal training either from teaching/medical college, 
district hospital or private hospital. Among the 81 percent of the providers who had no formal training, 
20 percent have gained the experience through working with a colleague or other sources. Fourteen 
percent of the providers did not divulge the information from where they have learned about MTP (table 
5.5). This type of informal training might equip the providers with skills which they might be satisfied 
with in providing service to the clients, but this would be limited and definitely not complete. Hence, this 
raises the issue of quality of service that these providers provide and their capacity to deal with 
complications and emergency.  
 
Table 5.5:  Providers training status and place of training by type of facilities and districts    

(Percentage) 
Type of Facility  

Public Private 
Type of district All 
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  Registered Not 
Registered 

Total Better 
developed 

Less 
developed 

% of providers attended formal 
training 

71 81 19 26 46 29 39 

Place of formal training 
Teaching/ Medical college 
District hospital 
Post partum centre 
Private hospital/NGO 
Others 
Not mentioned 

 
21 
26 
2 
2 
15 
5 

 
31 
25 
- 

25 
- 
- 

 
12 
4 
- 
3 
- 
4 

 
14 
7 
- 
5 
- 
4 

 
13 
19 
- 
4 
8 
3 

 
19 
4 
1 
4 
- 
7 

 
16 
12 
1 
4 
4 
4 

% of providers learnt informally 30 19 81 74 54 71 61 
Place where informally learnt 
Teaching/ Medical college 
District hospital 
Post partum centre 
Private hospital/NGO 
By working with a colleague 
Others 
Not mentioned 

 
20 
2 
3 
2 
- 
2 
2 

 
13 
- 
- 
6 
- 
- 
- 

 
33 
6 
1 
7 
7 
13 
14 

 
31 
5 
1 
7 
7 
11 
13 

 
19 
5 
1 
8 
4 
9 
8 

 
39 
3 
2 
3 
5 
8 
11 

 
27 
4 
1 
6 
5 
9 
9 

Number of providers other than 
the gynaecologists 

61 16 135 151 119 93 212 

 

* Percentages are less than 0.5 percent 
 
 
Method in which training received: The methods of abortion that are most appropriate and accepted 
for the different stages of pregnancy based on the established protocols world wide include vacuum 
aspiration, dilatation and curettage (D&C) and manual vacuum aspiration (MVA) as the surgical 
methods of abortion upto 12 weeks of gestation. While, Dilatation and Evacuation (D&E), intra and 
extra amniotic methods are generally used above 12 completed weeks of pregnancy. In the present 
study, all the 82 formally trained providers (other than the gynaecologists/obstetricians) were asked 
about the abortion methods they were trained in. As table 5.6 shows, 90 percent of the providers 
received training for dilatation and curettage, 83 percent in dilatation and evacuation (D&E), 56 percent 
in MVA and 50 percent in electric vacuum aspiration (EVA). About one-third of providers received 
training for intra amniotic and extra amniotic method. Analysis of the same data by type of facility 
reveals that relatively more private providers are trained in MVA and EVA (69 percent and 62 percent 
respectively) than those working in the public facility (MVA 44 percent and EVA 40 percent). More 
public providers are trained in second trimester method as compared to private providers. 
 
 
Table 5.6: MTP procedures providers formally trained in by type of facilities    

 (Percentage) 
Type of Facility 

Private 
Type of procedure 

Public 
Registered Not 

Registered 
Total 

All 

MVA 
EVA 
D&C 
D&E 
Extra amniotic method 
Intra amniotic method 

44 
40 
88 
86 
44 
35 

92 
77 
100 
92 
62 
54 

58 
54 
89 
73 
12 
8 

69 
62 
92 
80 
28 
23 

56 
50 
90 
83 
37 
29 

Number of formally trained providers 43 13 26 39 82 
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Training in supportive areas: In addition to the actual technical training in the use of the various 
methods, the providers were also asked, if at any point they received training in the area of counselling 
and interpersonal communication (IPC), universal precautions and reproductive health and rights. Data 
indicates (Table 5.7) that 44 percent of them received training in reproductive health and rights, 37 
percent in universal precaution and 32 percent in counselling/inter-personal communication.  To some 
extent, the percentage of providers with training in these supportive areas is slightly higher among the 
registered private facilities than among the unregistered private facilities.  But overall more public sector 
providers are trained in these areas than the private providers. This is probably due to the continued in-
service training programmes within the public sector. Again, more providers of better developed districts 
are trained than those located in less developed districts. This could be due to better opportunity for 
training in developed districts. Irrespective of the specific issue for training in supportive area, from the 
data we tried to understand the percentage of providers who had received training in at least one 
supportive area. Fifty percent of the providers have undertaken the training, with 63 percent in the 
public facilities and 45 percent among the private providers. Providers who received training in all the 
above three components constituted 27 percent. There is not much variation in this percentage 
between the public and private providers, though providers from the private registered facilities had the 
highest proportion. 
 
Table 5.7: Providers who have received training in supportive areas by type of facilities and 
districts  

(Percentage) 
Type of facilities 

Private 
Type of district Training in supportive areas 

Public 
Registered Not 

Registered 
Total Better 

developed 
Less 

developed 

All 

Counselling and IPC 
Universal precautions 
Reproductive health and rights 

37 
46 
55 

44 
57 
62 

25 
25 
31 

30 
33 
40 

40 
47 
50 

17 
20 
34 

32 
37 
44 

% of providers had received training 
in atleast one of the areas 

 
63 

 
72 

 
36 

 
45 

 
56 

 
41 

 
50 

% of providers had received training 
in all the areas 

27 40 21 26 37 10 27 

 
Method19 currently provided:  The facilities were further looked into for the abortion methods that the 
providers of these facilities were commonly providing. Hence, providers were asked about the abortion 
methods that they were currently using. Data indicates that the methods most commonly being used 
included dilatation and curettage (82 percent) and dilatation and evacuation (71 percent). MVA is used 
by only half of the providers (table 5.8). Though this method is simple, it is obviously not utilized by all.  
The use of MVA and EVA is relatively higher in private registered facilities (85 and 87 percent 

                                                 
19 Dilatation and Curettage (D&C)- It involves dilating the cervix with mechanical dilators or pharmacological 
agents and using sharp metal curettes to scrape the walls of the uterus. Electric Vacuum Aspiration (EVA)- 
Vacuum aspiration involves the evacuation of the contents of the uterus though a plastic or metal cannula, 
attached to a vacuum source. In EVA, an electric vacuum pump is employed. With manual vacuum aspiration 
(MVA) the vacuum is created using a hand held, hand –activated, plastic 60ml aspirator (also called a syringe). 
Available aspirators accommodate different sizes of plastic cannulae. Depending on the duration of pregnancy, 
abortion with vacuum aspiration can be performed on an outpatient basis, using analgesics and /or local 
anaesthesia. Dilatation and evacuation (D&E) is a safe and most effective surgical technique for termination 
above 12 weeks of pregnancy. It requires preparing the cervix, dilating the cervix, and evacuating the uterus 
using electric vacuum aspiration with cannulae and forceps. Other medical agents used to stimulate uterine 
contractions and induce abortion from 12 completed weeks includes intra or extra amniotic administration of 
ethacridine; parenteral, intra-amniotic or extra-amniotic administration of prostaglandin analogues; and 
intravenous or intramuscular administration of oxytocin. 
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respectively) as against both public and non registered private facilities. Use of the second trimester 
methods namely extra amniotic and intra-amniotic methods, is less at 36 percent and 20 percent 
respectively. This could be due to the relatively less demand for these methods or because these 
procedures are more complex and hence used less.  
 
Table 5.8 Abortion procedures currently used by providers by type of facilities               

(Percentage) 
Private Type of procedure Public 

Registered Not 
Registered 

Total 
All 

MVA 
EVA 
D&C 
D&E 
Extra amniotic method 
Intra amniotic method 

48 
56 
91 
82 
41 
29 

85 
87 
94 
93 
51 
18 

45 
55 
73 
57 
30 
15 

56 
64 
79 
67 
35 
16 

54 
61 
82 
71 
36 
20 

Total number of providers 128 85 239 324 452 
 
 
 In addition to looking at the data individually for the methods used by providers, analysis of the data 
was also done to understand how many methods were the providers using in practice (table 5.9). As 
each method has its own limitation and advantage, it also provides an opportunity to understand 
whether the doctor uses only one method for abortion as per their comfort or do they keep other 
alternative methods as stand by. Data indicates (Table 5.9) that there is a variation in the number of 
methods provided, by the providers. In fact there are 8 percent providers who are not using any surgical 
method of abortion but use only medicines. These providers all are functioning from private 
unregistered facilities. Nine percent of the providers are using only one method, while around half are 
providing either four or more methods. Analysis of the data by registration status of the facility indicates 
a definite difference in the availability and use of number of methods by the providers. In registered 
facilities, around 80 percent of the providers are providing four or more methods, but in case of 
unregistered facilities this is low at 39 percent. The public facilities in almost half providers are offering 
four or more methods. As expected, the number of methods used by providers increases with their 
training skill. 
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Figure 5.1: Number of MTP methods currently provided by 

training status of provider 
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 As Figure 5.1  indicates a higher percentage of un-trained providers is equipped to provide only one 
or two types of methods, while trained providers are equipped in a combination of methods. Hence, the 
readiness to deal with different types of abortion cases is more in registered facilities followed by public 
facilities rather than in unregistered facilities. It is plausible that indirectly the registration status of the 
facility ensures the availability of methods and training status of the provider, and therefore the 
readiness of the facilities are better.   
 
Table 5.9: Number of methods providers currently provide by type of facility            

 (Percentage) 
Private Number of methods Public 

Registered Not 
Registered 

Total 
All 

0 
1 
2 
3 
4 
5 and 6 

- 
9 
20 
22 
21 
28 

- 
1 
8 
11 
37 
43 

16 
11 
16 
18 
24 
15 

11 
9 
14 
16 
27 
23 

8 
9 
16 
18 
25 
24 

Total number of providers 128 85 239 324 452 
 
 
 Further, the formally trained providers (other than the gynaecologists), who are based in the less 
developed districts, have, relatively, taken more training in the various types of MTPs  than their 
counterparts in the better developed districts. Data, thus, suggests that to some extent the providers in 
less developed districts have equipped themselves in more methods of MTP, for example 93 percent 
and 57 percent of the providers in less developed districts have received training in dilatation and 
evacuation (D&E) and extra amniotic method respectively, while the corresponding figures are 78 
percent and 27 percent among the providers of better developed districts. The method currently 
provided again is predominantly D&C followed by D&E in all the districts. 
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Figure 5.2: Distribution of facilities by services offered by 
providers
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What is the technical skill of the providers providing these services? Analysis of the same data by 
qualification status of providers available in the facility (figure 5.2) indicates that facilities having at least 
one gynecologist perform abortions more of higher weeks of gestation (47 percent in 9 to 12 weeks and 

37 percent above 13 weeks), than 
facilities having only MBBS providers 
as 63 percent of the facilities are 
conducting abortion of 9 to 12 weeks 
and only 21 percent provide services 
for more than 13 weeks of gestation. 
Facilities having `other’ providers are 
mainly (94 percent) involved in 
conducting abortions upto 12 weeks 
gestation. In other words the 
availability of technical skill and know 
how among the providers in the facility 
also determines the gestation week 
upto which the services are provided 
indicating the fact that even the 
providers provide the required 
services invidiously, as their credibility 
is also at stake.  

.9-12 weeks 13+ weeks



 In spite of the skills available, providers mentioned that they came across abortion cases in their 
facilities that they could not handle and had to refer cases. The percentage of such referral cases is 
similar in public facilities at 60 percent in both the better and less developed districts (figure 5.3), but in 
private facilities it is 59 percent in better developed districts and 70 percent in less developed districts. 
This could be because of slightly higher percentage of providers, other than gynecologists being 
involved in providing services in less developed district and they refer cases that they cannot handle. 
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Figure 5.3: Providers who refer 
some MTP clients
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Gestational week upto which services provided: Data was gathered on the weeks of 
gestation upto which services are offered in the surveyed facilities. As table 5.10 indicates, 
that almost three-fourth (73 percent) of the facilities offer services only upto 12 weeks of 
gestation. In fact, 22 percent of the facilities offer the services only upto 8 weeks of gestation. 
Percentage of facilities offering second trimester services is only 27 percent. Analysis of the 
same data by type of facility indicates a clear difference in the pattern of services offered by 
the public and private facilities. Amongst public facilities 60 percent offer only first trimester 
services while this is higher at 77 percent in the private facilities. This could be because the 
private practitioners do not want to be involved in the provision of services for higher 
gestation abortion services as it relatively involves more skill as well as logistic support in 
place with referral backup. As per the recent amendment of 2003 in the MTP Act, facilities 
can get certification upto 12 weeks if they meet the requisite criteria. Available data indicate 
that there is scope for most unregistered facilities to register themselves and become legal. 
Amongst the private facilities, second trimester services are offered more (38 percent) by the 
registered facilities as compared to the non-registered facilities (18 percent), indicating that 
the private registered facilities have closer similarity with public facilities in handling 
different gestation cases. It is also interesting to learn that more facilities (34 percent) in less 
developed districts are involved in conducting second trimester abortion than those located in 
better developed districts (23 percent). This delay in less developed districts could be due to 
many reasons like delay in decision making process by the abortion seekers, termination of 
pregnancy after going in for sex determination test to determine the sex of the foetus or poor 
development of other supportive health services. 
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Table 5.10: Gestation of pregnancy for which services are offered by type of facilities 
and districts 

 (Percentage) 
Type of facility 

Private 
Type of districts Week of pregnancy 

Public 
Registered Not 

Registered 
Total Better 

developed 
Less 

Developed 

All 

≤ 8 weeks 
9 - 12 weeks 
13 - 20 weeks 
> 20 weeks 

12 
48 
31 
10 

9 
53 
35 
3 

30 
52 
12 
6 

25 
52 
17 
5 

25 
52 
18 
5 

16 
50 
26 
8 

22 
51 
21 
6 

Total number of facilities 94 68 218 286 240 140 380 
 
  
 From the above analysis, it is evident that a little more than half of the providers providing abortion 
services are female providers. Though seven out of ten providers have undergone a formal training to 
provide abortion services it is not necessary that they are providing their services from a registered 
facility, which categorizes them as illegal provider. Even among those who have been formally trained, 
there is no uniform rationale on the training received by them.  The content and method taught by these 
training centres seems to be their independent decision.  
 
Training should include methods that are safe and involves less risk to the woman. It is very important 
that the training centre should also add on the issues of counselling in their training rather than just 
addressing to the providers technical skill. Appropriate strategies should also be developed to ensure 
that the providers are updated on the recent technological skills in providing abortion services. 
Providers having technical skills are better equipped to provide alternate methods. Further, facilities 
providing second trimester methods are a smaller proportion. 
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CHAPTER VI 

 
UTILIZATION AND ACCESSIBILITY TO ABORTION SERVICES 

 
 
In the preceding chapters we have discussed the available infrastructure and human power including 
their technical skills in rendering abortion services in the surveyed facilities. This chapter discusses the 
general profile of these facilities along with the type of services offered, extent and type of utilization. 
Referral patterns have also been looked into. Attempt has also been made to understand how 
accessible the facilities are, physically, socially and financially.  
 
ABORTION FACILITIES AND SERVICES 
 
Table 6.1 outlines the profile of abortion facilities from our study sample. Private facilities are mostly of 
the for-profit kind and mostly headed by men, except in case of private registered facilities located in 
less developed districts, where majority of head and/or owner of the facility are women. Almost all 
public and registered private facilities have amenities for overnight stay.  Amongst the unregistered 
private facilities only about three-fifths had such provisions. The average number of beds available in 
the facilities was 2 to 3 times higher in the better-developed districts in case of private facilities and the 
average size of the facility in the less developed district was much smaller. But despite this private 
facilities in the less developed districts were doing twice the number of abortions and on an average per 
facility were also having nearly twice the proportion of facilities managing abortions of higher gestation 
(more than 12 weeks). In terms of facilities available and the outcomes (number of abortions), the 
doctors, including Ob.& Gy., and nurses available seem to be more than adequate. 
 
Table 6.1: Profile of Abortion Facilities across better and less developed districts (percentages, 
unless otherwise specified) 

Better Developed Less Developed Selected characteristics of abortion 
facilities Public Pvt. 

Reg. 
Pvt. 

Unreg. 
Public Pvt. 

Reg. 
Pvt. 

Unreg. 

All 

Ownership*        
 For profit facility - 85 94 - 90 86 90 
 Not for profit facility - 15 6 - 10 14 10 
Female headed facility 25 39 25 14 55 27 28 
Overnight facility 95 90 64 89 97 55 75 
 Mean number of beds 56 55 40 39 18 18 39 
Percent  < 16 beds per facility 35 20 46 42 79 66 46 
Mean number of abortion providers per 
facility 

 
1.8 

 
1.6 

 
1.4 

 
1.7 

 
1.6 

 
1.4 

 
1.5 

Percent atleast one Ob.Gy. provider  56 82 56 60 79 32 56 
Percent at least one female provider 63 92 65 43 93 46 64 
Mean number of beds per nurse 3.7 2.8 2.9 3.3 2.9 4.7 3.2 
Mean years of existence of facility 20 13 10 13 13 8 11 
Number of Facilities 57 39 144 37 29 74 380 
* Percentages are based on private facilities. 
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 It is encouraging to note that the proportion of female providers overall is more than half. Analysis 
of the same data across the type of facilities and the states shows interesting findings. Overall, 64 
percent of the facilities have at least one female abortion service provider. In the registered private 
facilities this is as high as 93 percent, where as in the unregistered private clinics and public facilities it 
is lower at 58 percent and 55 percent respectively (figure 6.1). Interestingly, in Haryana, Kerala and 
Rajasthan it is the female provider who is mainly involved in providing these services. The percentage 
of facilities where at least one female provider is available ranges between 93 percent in Haryana, 86 
percent in Kerala and 74 percent in Rajasthan (figure 6.1). The presence of a higher percentage of 
female providers in these states could be attributed to greater demand for female providers which has 
been created due to the inhibition among the females to be examined by a male provider. In Madhya 
Pradesh, Mizoram and Orissa the percentage of facilities having at least one female provider is lower at 
49 percent, 44 percent and 34 percent respectively. 
 
Figure 6.1: Percentage of facilities having at least one female provider 

�����������
�����������
�����������
�����������
�����������
�����������
�����������
�����������
�����������
�����������

������������
������������
������������
������������
������������
������������
������������
������������
������������

�����������
�����������
�����������
�����������
�����������
�����������

�����������
�����������
�����������
�����������
�����������

������������
������������
������������
������������

�����������
�����������
�����������
�����������
�����������
�����������
�����������
�����������

Percentage of facilities having at least 
one female provider by state

93
86

49
44

34

74

0

20

40

60

80

100

Haryana Kerala Madhya
Pradesh

Mizoram Orissa Rajasthan

�����������
�����������
�����������
�����������
�����������

������������
������������
������������
������������
������������
������������

�����������
�����������
�����������
�����������
�����������
�����������
�����������
�����������
�����������

������������
������������
������������
������������
������������
������������

�����������
�����������
�����������
�����������
�����������
�����������
�����������

������������
������������
������������
������������
������������

Percentage of facilities having at least 
one female provider by type of facility

55
66

93

58
69

55

0

20

40

60

80

100

Public Private Registered
private

Not
registered

private

Better
developed

district

Less
developed

district

 
Public facilities on an average much older, though in the less developed districts on an average they 
had been operating for much less (13 years) than in the better developed districts (20 years). With 
regard to the average years since private facilities have been in existence there was no major 
difference across districts, suggesting that private sector expansion of abortion services took place in 
more or less the same period in districts irrespective of their type. 
 
Number of clients seeking abortion services: The extent to which these services are utilized can be 
gauged by the extent of the caseload of the MTP clients received by the facilities. Data was collected 
on the number of MTPs conducted in the three months preceding the survey. The average number of 
abortions reported per facility in the reference period was 40 in the case of public facilities whereas in 
private facilities it was 26 (Figure 6.2). Among private facilities a significant difference is observed 
among the registered and un-registered facilities. The average turn over reported by the registered 
facilities is around 42 while in the latter it is 22 (table 6.2). This indicates that the pattern of utilization of 
services from public facilities and private registered facilities is almost similar. As expected the turn over 
of clients is more (around 40) among facilities located in less developed districts than those located in 
the better developed districts (25). 
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 Further analysis of the same data by 
the professional skill of the providers in 
these facilities, it is evident that facilities 
having gynecologists have a higher 
caseload (39 clients). The reported 
number of clients seeking services from 
facilities with only MBBS providers is 20 
and facilities having `other’ providers is 
14 (Figure 6.2). This shows that if 
women have the choice they do prefer 
seeking services from skilled personnel, 
preferably a gynecologist. 
 
 Caseload according to period of 
gestation shows that the average 
number of cases reported is highest at 28.9 for upto 12 weeks gestation which decreases to 13.6 and 
6.3 between 13 to 20 weeks and above 20 weeks of gestation (Table 6.2). It may be also pointed out 
that public facilities are approached more for terminating pregnancies in 13 to 20 weeks of gestation 
than all other private facilities. This could be because fewer private facilities provide second trimester 
abortions. 
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Figure 6.2: Average no. of abortions conducted per 
facility in last three months by type of facility and 
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 The data further indicates that demand for abortion services is all pervading irrespective of the type 
of district. To some extent there is the higher load per facility in less developed regions in the private 
sector (38 abortions per facility in last three months) which is probably indicative of the fact that the 
better availability of other reproductive health services, and the better health outcomes, including 
contraceptive acceptance, of the better developed districts perhaps contributes to the lower demand of 
abortion in the better developed districts  
(20 abortions per facility in last three months). 
 
Table 6.2: Average number of abortions conducted in the three months prior to survey for 
different gestational weeks by type of facilities and district                

Type of facilities Type of districts 
Private 

 
Public 

Registered Not 
Registered 

Total 
Better 

developed 
Less 

developed 

All 

Mean no. of abortion during the  
last 3 months 
Range 

40.3 
 

0-600 

42.0 
 

0-180 

22.3 
 

0-280 

26.9 
 

0-280 

25.0 
 

0-600 

39.5 
 

0-280 

30.3 
 

0-600 
Number of facilities reported providing 
abortion services* 

 
94 

 
66 

 
212 

 
278 

 
236 

 
136 

 
372 

Mean≤ 12 weeks 
Mean 
Range 

 
40.4 

0-540 

 
39.1 

0-150 

 
20.8 

0-280 

 
25.4 

0-280 

 
23.8 

0-540 

 
38.4 

0-280 

 
28.9 

0-540 
Number of facilities providing abortion 
services upto 12 weeks of gestation ** 

 
78 

 
65 

 
192 

 
157 

 
217 

 
118 

 
335 

13 - 20 weeks 
Mean 
Range 

 
18.3 

0-130 

 
10.1 
0-28 

 
11.5 
0-54 

 
10.9 
0-54 

 
13.3 

0-130 

 
13.9 
0-85 

 
13.6 

0-130 
Number of facilities providing abortion 
services between 13 to 20 weeks of gestation 

 
33 

 
25 

 
33 

 
58 

 
50 

 
41 

 
91 

> 20 weeks 
Mean 

 
5.0 

 
7.5 

 
6.9 

 
7.0 

 
6.8 

 
5.5 

 
6.3 
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Range 0-10 5-10 0-20 0-20 0-20 1-10 0-20 
Number of facilities providing abortion 
services above 20 weeks of gestation 

 
7 

 
2 

 
11 

 
13 

 
12 

 
8 

 
20 

Note:  * Eight facilities did not report the number of abortions conducted in their facilities in last three months 
             ** Thirty seven facilities did not report the number of abortions conducted by gestational week 
 
 Of the total number of abortions reported by the study facilities, 88 percent of the reported abortions 
were of upto 12 weeks of gestation, 11 percent were between 13 to 20 weeks and one percent was 
above 20 weeks of gestation. This pattern is similar across the better and less developed districts. In 
other words this is the demand for services from the abortion seekers from formal providers regardless 
of whether they stay in developed or less developed districts. But it differs slightly by the professional 
skill of the providers. The percentage of abortions conducted upto 12 weeks increases from a 
gynaecologist (86 percent) to MBBS doctors (92 percent) to 'other' providers (96 percent), while as 
expected the reverse is true for second trimester abortions (gynaecologist-13 percent, MBBS-7 percent 
and others-4percent). This corroborates with the earlier findings, regarding the choice of providers, as 
abortion seekers do prefer skilled personnel for termination of pregnancy.  
 
Again based on the above findings, we made an attempt to understand how the reported abortions 
numbers relate to the available published service statistics. As per the Family Planning Year Book, the 
number of terminations reported in the six study states was 1,57,338 from 2029 institutions in the year 
1997-98. If the survey findings of 14 abortions per month per registered facility is to be taken for the 
same number of MTP centres, the number of terminations works out to be 3,40,872. In-spite of the time 
lag in the available reported statistics, the increase in service statistics will not be set to this level. Thus, 
only less than half of the terminations are being reported. If the proportion of unregistered facilities in 
this study is taken and added to the above said number, then number of abortions in these states would 
be as high as 5,59,112, which shows that only less than 30 percent of the total terminations in formal 
settings are being reported.  
 
Providers were also asked if they had to postpone or refuse MTP services to clients due to logistic 
problems in the facility in the three months preceding the data collection. Twenty one percent of the 
providers in the facilities acknowledged that they had to refuse the services at least once during the 
reference period (table 6.3).  Postponement of services was reported more in public facilities (31 
percent) than in private ones (18 percent). This is as expected as private facilities will make all attempts 
to fulfill the needs of the clients visiting them. Percentage of providers reporting postponement of 
service was less in the registered private facility (13 percent).  Facilities located in the less developed 
districts had to relatively postpone their services more (31 percent) than those located in the better 
developed districts (16 percent). The main reason for postponing the services was non-availability of 
the provider (25 percent). This was high at 37 percent among the facilities based in less developed 
districts as against 17 percent among the facilities of better developed districts. Equipment related 
reasons were reported by relatively lesser facilities. In public facilities, around 14 percent also reported 
`too many patients’ as one of the reason for postponing the abortion services on the day it was sought 
by the women. 
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Table 6.3: Number of facilities that postponed/refused services provision due of logistic reasons 
by type of facilities and districts  

                (Percentage) 
Type of facilities Type of districts 

Public Private 
 

 Registered Not 
Registered 

Total 
Better 

developed 
Less 

developed 

All 

Facilities where service was 
postponed at least once in the last 
three months* 

 
31 

 
13 

 
20 

 
18 

 
16 

 
31 

 
21 

Reasons for postponing services* 
Provider not there 
Equipment out of order 
Instruments related 
Consumables related 
Too many patients 

 
 

34 
10 
11 
7 
14 

 
 

18 
3 
5 
2 
8 

 
 

23 
7 
6 
3 
12 

 
 

21 
6 
5 
3 
11 

 
 

17 
6 
5 
4 
9 

 
 

37 
8 
10 
4 
17 

 
 

25 
7 
7 
4 
12 

Total number of providers (one 
for each facility) 

91 67 210 277 234 134 368 

* Percentage are based on total number of facilities 
 
 The study also made an attempt to understand whether the facilities had the provision to handle 
emergency cases, especially if the case is received in the night. Around seven out of ten facilities 
mentioned that their facility was open in the night (Table 6.4). The situation is almost similar in public 
and private registered facilities as 88 percent and 91 percent respectively reported that their facility is 
open in the night. In 75 percent of the cases, doctor is available to attend to the woman at night, while 
in 36 percent of the cases a trained nurse is available. Overnight staying facility is available in 93 
percent of the public and private registered facilities, while in the non-registered facilities this was only 
so in 61 percent of the facilities. Analysis of this data by type of district does not show any variation in 
the facilities located in the better and less developed districts. 
 
Table 6.4: Ability of facility to function for emergency cases/in non routine hours by type of 
facility  

(Percentage) 
Private  Public 

Registered Not 
Registered 

Total 
All 

Facility open at night 88 91 60 67 72 
Person available to see woman at night* 
Doctor 
Trained nurse 
Others 

 
63 
54 
5 

 
89 
20 
- 

 
77 
32 
6 

 
81 
28 
4 

 
75 
36 
5 

Overnight staying facility available 93 93 61 69 75 
Blood transfusion facility available in house 30 28 16 18 21 
* Percentage are based on those facilities that are open at night and these percentage may exceed 100 due to 
 multiple responses 
 
 To handle abortion complications, it is essential to have facilities/arrangements for blood 
transfusion, as the need may arise anytime. In-house blood transfusion facility was available in 21 
percent of the facilities. In this case too an almost equal percentage of public facilities and private 
registered facilities had this facility. 
 
Post abortion complications: When abortion is performed by appropriately trained personnel 
complications are rare. Nevertheless, it is known that proportion of abortions by untrained personnel is 
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high and hence probability of complications would also be high, but the magnitude of this is not known. 
Carelessness by a qualified/unqualified professional may also lead to complications. To some extent 
the incidence of such complications can be gauged from the responses of the providers who 
acknowledge that their facilities receive post abortion complication cases. As table 6.5 shows more (86 
percent) private providers have reported receiving women with post abortion complications than the 
public providers (75 percent), but the average number of cases seen by private providers is 6 in the last 
three months, while public providers have reported seeing 7 such cases.  
 
 The commonly seen complications reported include incomplete abortion (76 percent), haemorrhage 
(43 percent) and pelvic inflammatory disease (PID) (34 percent). This raises questions about the 
technical skill of the providers who are providing abortion services. These complications further lead to 
problems like septicaemia (33 percent), haemorrhage  
(43 percent) and shock (13 percent). 
 
 It is interesting to note that the pattern of response on the type of complications commonly seen 
and reported by the provider is almost similar across the various types of facilities. This is indicative of 
the prevalence and type of post abortion complications that exist among the abortion seekers. 
Strategies need to be worked out on how this could be addressed and minimized. 
 
Table 6.5: Post abortion complication cases-type and number, by type of facility               

(Percentage) 
Private  Public 

Registered Not Registered Total 
All 

Facilities which receive women with post abortion 
complications 

 
75 

 
96 

 
82 

 
86 

 
83 

Total number of provider (one for each facility) 91 67 210 277 368 
Average number of post abortion complications in last three 
months 

 
7 

 
5 

 
6 

 
6 

 
6 

Commonly seen complications* 
Incomplete abortion 
Septicaemia 
Haemorrhage 
Shock 
Perforation 
PID 

 
88 
37 
56 
18 
34 
41 

 
75 
23 
41 
5 
19 
33 

 
72 
35 
39 
14 
21 
32 

 
73 
32 
39 
11 
21 
33 

 
76 
33 
43 
13 
24 
34 

Number of providers who receive post abortion 
complication cases  

 
68 

 
64 

 
173 

 
237 

 
305 

* Percentage may exceed 100 due to multiple responses 
 
 Analysis of the data (Table 6.6) on post-abortion complications indicates that the percentage of 
providers who reported that they receive post-abortion complication cases is 84 percent and 87 percent 
in better and less developed districts respectively. The average number of such cases received in the 
three months preceding the data collection was around four in better-developed districts and 10 in less 
developed districts. In these districts the average cases received by the public facilities are 13 while in 
private facilities it is around 9 cases.   This indicates that a larger proportion of abortions lead to 
complications in less developed districts (one out of four) in contrast to better developed districts (one 
out of six). 
Table 6.6: Status of post abortion complication cases 

 (in percentage) 
Better Developed Less Developed  

Public Private Total Public Private Total 
Percent who receive post abortion 78 86 84 87 87 87 
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complication cases 
Average number received in last three 
months 

4.7 3.7 3.9 13.1 8.6 10.1 

Regarding the type of post 
abortion complications the 
percentage of providers reporting 
incomplete abortions and septicemia 
was 89 percent and 45 percent 
respectively in less developed 
districts while it was only 68 percent 
and 29 percent respectively in better 
developed districts (figure 6.3). 
Relatively more reporting of the 
complications from the poor 
developed districts indicates that the 
type of abortion services available in 
these areas coupled with the 
technical skill of the providers needs 
to be looked into. It further 
demonstrates that there is a demand 
for abortion services in the 
community and they seek the 
services from whatever source is 
available to them. 
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Figure 6.3: Type of post abortion complications 
by location
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Table 6.7: Management of abortion complication 

                  (Percentage) 
Private Type of complication Public 

Registered Not 
Registered 

Total 
All 

Excessive bleeding 
Referred out 
Stabilised and referred 
Managed in house 
Others 
Not mentioned 

 
13 
22 
61 
3 
2 

 
8 
12 
8 
2 
- 

 
29 
21 
46 
1 
3 

 
24 
19 
54 
1 
2 

 
20 
20 
56 
2 
2 

Perforation peritonitis 
Referred out 
Stabilised and referred 
Managed in house 
Others 
Not mentioned 

 
30 
22 
41 
2 
6 

 
22 
9 
68 
- 
- 

 
42 
17 
36 
1 
4 

 
37 
15 
45 
1 
3 

 
35 
17 
44 
1 
4 

Total number of providers 128 85 239 324 452 
 
Constellation of services: The facilities covered in this survey are not exclusively providing MTP 
services, it is only one component of the reproductive health services that they provide. Almost all the 
facilities are involved in providing antenatal (96 percent) and postnatal care (91 percent) (table 6.8). 
Services related to contraception, and management of post abortion complications are also provided. 
Delivery is conducted relatively more by the private registered facilities (91 percent) than by public (89 
percent) and unregistered private facilities (71 percent). This is probably because, as seen in the earlier 
discussion, more gynaecologists are based in registered private facilities. Some of the other services 
offered include treatment of STD/HIV, infertility management, treatment of other gynaecological 
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problems etc. By offering a range of services to women the providers have the opportunity to offer non-
directive counselling and contraceptive information and services. Provision of complete information 
while providing abortion services could help in preventing future unwanted pregnancies and reduce the 
need for unnecessary abortions. The data further indicates that the facilities located in less developed 
districts are relatively involved more in providing services for management of post abortion 
complications treatment of STD/HIV, infertility and contraceptive than facilities located in the better 
developed districts. 
 
Table 6.8: Facilities offering other types of RH services by type of facilities and districts         

(Percentage) 
Type of facilities Type of districts 

Private 
Type of RH services* 

Public 
Registered Not 

Registered 
Total 

Better 
developed 

Less 
developed 

All 

Antenatal care 
Delivery 
Postnatal care 
Contraception 
Management of post abortion 
complications 
Treatment of STD/HIV 
Infertility management 
Other gynaecological problems 
Vaginal procedures 
Laparotomy 
Laparoscopy 

98 
89 
95 
98 
 

84 
64 
39 
56 
79 
40 
48 

94 
91 
99 
96 
 

97 
67 
45 
76 
90 
72 
37 

95 
71 
88 
84 
 

80 
61 
34 
53 
70 
41 
20 

95 
76 
90 
87 
 

84 
62 
37 
59 
74 
49 
24 

97 
81 
92 
88 
 

81 
55 
33 
59 
75 
52 
30 

93 
77 
90 
92 
 

88 
76 
43 
58 
76 
37 
31 

96 
79 
91 
89 
 

84 
63 
37 
58 
76 
47 
30 

Total number of providers (one for 
each facility) 

91 67 210 277 234 134 368 

* Percentage may exceed 100 due to multiple responses 
 
Referral Mechanisms: In the provision of safe abortion services it is extremely important   that a well-
functioning referral system is in place. Providers at the facility should be able to guide women to 
approach appropriate services if they are not available in their facility. Such referral pattern would 
ensure that a woman who desires services can obtain them in a timely manner. It is in this context that 
the study made an attempt to understand from the providers their referral mechanism in dealing with 
abortion cases. Data in Table 6.9 clearly indicates that around two-thirds of the facilities are referring at 
least some of the cases, as they are incapable of handling all types of cases. Further, analysis by type 
of facility indicates that facilities referring selective abortion cases are highest amongst the unregistered 
private facilities (71 percent), followed by the public facilities (67 percent). In the case of registered 
private facilities only 46 percent of them need to refer their cases. Further probing of the providers on 
the approximate proportion of women who seek abortion services and are to be referred elsewhere, 
showed that almost one-fifth of the facilities refer more than 50 percent of their cases. The proportion of 
referral is highest (27 percent) in the unregistered private facilities, while in registered private facilities it 
is only 3 percent. Relatively low percentage of referrals from registered private facilities could be due to 
the availability of skilled manpower and the required equipments within the facility. The types of cases 
that get referred to higher referral centres were also explored. It is interesting to note that 78 percent of 
the providers mentioned that it is the second trimester cases that are most commonly referred. As 
discussed earlier, the skill and instruments required for conducting second trimester abortions are 
relatively more complex than the first trimester abortions. Medical risk and incomplete abortions 
conducted elsewhere constitutes 58 percent and 25 percent respectively of the referrals. The data thus 
suggests that the providers, especially in the unregistered private facilities, really do not take any 
chance in handling a case with which they are not comfortable. Nature of facilities used as the referrals 
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are mainly other government hospitals which includes district hospitals (44 percent), medical colleges 
(25 percent), post-partum centres (15 percent), sub-district hospital (11 percent) and PHC/CHC (7 
percent). Around 28 percent of the cases get referred to other private hospitals. Most of the private 
providers are referring the clients to public facilities, namely to district hospital, thus public facilities are 
viewed as institutions where all the facilities are available to the clients and hence taken as the referral 
facility even by the private facilities.   
 
Table 6.9: Referral Patterns               (Percentage) 

Private  Public 
Registered Not Registered Total 

All 

Facilities referring out at least some selective abortion cases 67 46 71 65 66 
Number of provider (one for each facility) 91 67 210 277 368 
Facilities referring out >50 % of cases 15 3 27 23 21 
Types of cases commonly referred* 
2nd trimester abortion 
Incomplete abortion from elsewhere 
Medical risk 

 
77 
23 
67 

 
61 
13 
45 

 
81 
28 
57 

 
78 
26 
55 

 
78 
25 
58 

Place where referral is made* 
PHC/CHC 
Sub-district hospital 
Post partum centre 
District hospital 
Medical college 
Private hospital 
Others 

 
16 
8 
13 
43 
13 
2 
7 

 
3 
7 
3 
36 
52 
23 
3 

 
5 
13 
19 
47 
24 
40 
6 

 
4 
12 
16 
45 
28 
37 
6 

 
8 
11 
15 
44 
25 
28 
6 

Number of providers who are referring some cases 61 31 149 180 241 
* Percentage may exceed 100 due to multiple responses 
 
 In order to understand the referral linkages of these facilities with the referral centers, the providers 
were probed on whether they had entered into any formal or informal arrangements/agreement with 
these referral centres. About 19 percent of the private facilities acknowledged that they had such kind of 
arrangement. This low percentage could be due to the fact that most of the private facilities refer their 
cases to public facilities. In public facilities, only 8 percent of them reported having referral linkage. The 
type of arrangement in two-thirds of the cases was the assurance by the facility that the referred patient 
would be treated on a priority basis.  
 
Table 6.10: Referral Linkages            (Percentage) 

Private  Public 
Registered Not 

Registered 
Total 

All 

Formal/ informal referral arrangement with another hospital 
exits 

8 19 19 19 16 

Number of provider (one for each facility) 91 67 210 277 368 
Type of arrangement* 
Patients get priority treatment 
Patients reverted back after getting care 
I get a nominal payment for referred cases 
Others 

 
60 
20 
- 
20 

 
83 
33 
- 
- 

 
68 
21 
7 
4 

 
71 
24 
6 
3 

 
69 
23 
5 
5 

Number of providers who had a referral arrangement 5 6 28 34 39 
* Percentage may exceed 100 due to multiple responses 
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Physical and Social Accessibility 
 
In Table 6.11 we have listed factors affecting physical and social access to abortion services. As 
regards physical access it must be noted that this is from the facility point of view and not the client, 
hence when we see that almost all facilities are located within easy access of motorable roads or close 
to public transport routes it is not a surprise because that is how facilities ought to be located. Physical 
access from the standpoint of the client has relevance as it indicates the status of physical accessibility 
of abortion care facilities with respect to abortion-seekers. The present study does not record the client 
perspective though this will come out in other studies under the AAP-India set of studies. What we 
however see here is that information about the facility having abortion services is not adequately 
displayed in both public and private facilities and this could become a barrier to physical access. Most 
facilities (95 percent) do not display their certification status, this would make it difficult for the clients to 
differentiate between legal and non-legal providers. With regard to clinic timings most private facilities 
do display them, with a larger proportion in registered facilities doing so. In public facilities, especially in 
the better-developed districts, less than half of the facilities (46 percent) display their timings for the 
benefit of the clients. Access to telephone at the facilities is reasonably good (85 percent), except in 
public facilities in less developed districts. 
 
Table 6.11: Physical and Social Access for Abortion Services across better and less developed 
districts 

 (percentages) 
Better Developed Less Developed All Access Factors 

Public Pvt. Reg. Pvt. 
Unreg. 

Public Pvt. Reg. Pvt. 
Unreg. 

Total 

Physical Access        
On road or < 1 km 91 92 95 95 100 93 94 
More than 1 km 9 8 5 5 0 7 6 
Metalled road 86 97 91 93 89 82 73 
Public transport (bus/train) 64 82 87 81 72 74 78 
Autorickshaw/jeep 98 82 96 92 93 97 94 
Signboard display for MTP 9 21 9 16 45 14 15 
Display of MTP registration 2 11 NA 11 10 NA 5 
Display of clinic timings 46 79 69 68 90 64 67 
Phone at facility 80 97 90 54 100 81 85 
Number of Facilities 55 38 121 37 29 58 380 
Social Access        
Comfortable with local language 100 100 94 100 100 94 97 
Don’t provide abortion on same day 55 68 42 64 37 44 49 
Main reasons for above: 

1. Investigations needed 
2. Patients not prepared 
3. Technical reasons 

 
35 
23 
2 

 
49 
22 
16 

 
26 
13 
6 

 
53 
19 
14 

 
33 
33 
0 

 
17 
26 
2 

 
29 
21 
8 

Provide abortion under following conditions:        
1. woman comes alone 23 15 27 11 3 31 23 
2.woman’s friend but no family member 58 59 57 65 48 66 59 
3. woman is unmarried 61 69 65 46 55 60 61 
4.widowed/separated woman 74 87 74 68 59 72 73 
5. nullipara married woman 46 64 47 73 66 68 56 
Reasons for seeking abortions        
Rape 16 3 3 33 11 6 7 
Incest 7 5 10 27 11 26 13 
Failure of contraception 74 80 57 100 100 89 72 
As a spacing method  67 69 68 80 78 76 70 
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Better Developed Less Developed All Access Factors 
Public Pvt. Reg. Pvt. 

Unreg. 
Public Pvt. Reg. Pvt. 

Unreg. 
Total 

Risk to mothers life 39 44 43 67 67 40 44 
After sex-determination 4 5 7 33 10 

60 44 56 46 
For eugenic purpose 18 7 - 7 10 
 
 In addition to physical accessibility, it is equally important to ascertain the social accessibility. As 
the information gathered is from the facilities, certain variables were identified which could reflect social 
accessibility/inaccessibility. Analysis of this data indicates that the providers were comfortable in the 
use of local language. Almost all providers said that they had no problems on this front and language 
does not hinder interaction between provider and client. Providers were also asked if they provided 
abortion services for certain conditions like a woman coming alone to the facility for abortion. Very few 
providers said that they would provide abortions to such women. As we have seen earlier the law is 
very clear on this. Only the woman’s consent is necessary, but most doctors do not want to take the risk 
of providing abortions without the husband’s or some relative’s consent. The main reasons cited were 
that abortions involve risk therefore some family member should be present in the facility, in other 
words the provider is being cautious and safe guarding himself/herself in case of any unforeseen 
situation. Further, around six to seven doctors out of every 10 doctors opined that they would provide 
abortion services to women even if they are unmarried or widowed/divorced, though the proportion is a 
little lower in less developed districts. Here too, those who would not provide abortion services to such 
women, gave risks involved and illegality as the main reasons. Reasons were also sought from the 
providers as to why women sought abortions most providers talked about contraceptive failure (72 
percent) or use of abortion as a spacing method (70 percent). Some other reasons mentioned for 
availing abortion services involved risk to mother's life (42 percent), it was a pregnancy conceived 
outside of marriage (46 percent). A significant number also acknowledged sex-determination, rape and 
incest as a reason of why women seek abortions.  
 
Financial Access and Charges 
 
Table 6.12 looks at financial access. That is, what the facilities and providers were charging for abortion 
services at different gestation periods. There is a clear gradient of increasing charges for higher 
gestation abortions. In the public sector, especially in better-developed districts the charges are very 
small – infact the median is zero, indicating that only in a few cases patients have been charged. In the 
less developed districts the public facilities seem to be charging significant sums but it is upto ten times 
less than the private sector. Since these are charges reported by the providers the fees charged in 
public facilities is only in cases where doctors are allowed private practice because MTPs are done free 
of cost in all public facilities. Within the private sector the reported charges for abortions in the 
registered facilities are much higher than the unregistered ones. One reason for this difference could be 
the larger proportion of gynaecologists in the registered facilities. The charges reported by the private 
facilities seem to be reasonably authentic as households studies too indicate expenditures in similar 
ranges. 
 
 

7 - 
Pregnancy outside marriage 51 36 41 

13 8 
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Table 6.12: Reported charges for provision of abortion services across better and less developed districts – in 
Mean minimum and maximum Rupees per abortion 
 Better Developed Less Developed All 
 Public Pvt. 

Reg. 
Pvt. 
Unreg 

Public Pvt. 
Reg. 

Pvt. 
Unreg. 

Total 

Upto 12 weeks Minimum 
                         Maximum 

26.2 
68.5 

967.2 
1296.9 

609.7 156.4 
337.9 

460.4 
816.1 

369.2 
540.0 

451.2 
664.2 

13 – 20 weeks Minimum 
                Maximum 

76.5 
173.0 

1583.3 
2166.7 

883.3 
1376.2 

135.7 
246.4 

1258.3 
1816.7 

598.6 
869.3 

631.7 
951.5 

Above 20 weeks Minimum 
                      Maximum 

50.0 
180.0 

NA 
NA 

1374.7 
1642.9 

166.7 
500.0 

NA 
NA 

1050.0 
1450.0 

712.5 
1057.5 

        

868.4 

 
 Further in Table 6.13 the charges for abortion are seen across qualification of the providers. As 
expected, the higher the qualification, higher are the charges levied. However in the public sector the 
gynaecologists charges are less than the other doctors. Again across sectors the private sector charges 
are 7 times that of the public sector and in case of specialists more than 12 times. 
 
Table 6.13: Reported charges for provision of abortion services by Qualification of providers – 
in Mean minimum and maximum Rupees per abortion 
Qualification Public Private All Facilities 
Minimum Charge    
Gyn. MD/MS/DGO 67 837 606 
MBBS/ MD, MS 111 620 516 
Other -- 206 206 
Maximum Charge    
Gyn. MD/MS/DGO 110 1212 880 
MBBS/ MD, MS 322 903 668 
Other -- 298 298 
Average Charges 115 801 615 
 
Thus the above analysis indicates that there is a demand for services from both public and private 
facilities. Further, while physical and social accessibility is not as much a constraint, financial 
accessibility could be a limitation for certain sections of women.  
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CHAPTER VII 
 

TECHNICAL QUALITY: PERFORMANCE STANDARDS OF 
FACILITIES AND PROVIDERS 

 
The maintenance of technical quality is an essential component of abortion services. Performance 
standards should be maintained and followed by the abortion providers. The study has made an 
attempt to understand this by looking into the techniques and the pain control methods used by the 
providers, drugs prescribed, information/counselling given and management of waste disposal at the 
facility. Analysis of most of the data has been done by the training status of the providers, to assess 
whether this makes any difference in their services. 

 Table 7.1 shows the MTP techniques used by the providers in the three months preceding the 
survey, by their gestational week and the training status of the providers. The table indicates that 40 
and 48 percent of the formally trained providers are using manual vacuum aspiration (MVA) and electric 
vacuum aspiration (EVA) techniques, respectively to terminate pregnancies below eight weeks of 
gestation, as against 14 and 18 percent among those not formally trained.  Dilatation and curettage 
(D&C) is the most commonly used method among those not formally trained providers. Use of medical 
methods is more (27 percent) among those not formally trained as against 7 percent among the 
formally trained providers. Fifteen percent of all providers are also using the dilatation and evacuation 
(D&E) method. The methods commonly used between 9 to 12 weeks of gestation are dilatation and 
curettage (56 percent) and electric vacuum aspiration  (34 percent), 30 percent are using dilatation and 
evacuation. MVA is used relatively less at 13 percent, while the use of medical methods is 10 percent. 
As per the established protocols the preferred methods up to 12 completed weeks are manual or 
electric vacuum aspiration or medical methods. The regimen of medical methods between 9 to 12 
weeks is under investigation and this could be the reason for the relatively less use of this method for 
this gestation period.  Dilatation and curettage, however, continues to be used most commonly despite 
the WHO recommendation that efforts should be made to replace the sharp curettage with vacuum 
aspiration.   Data thus indicates that even for early gestational weeks, surgical methods are being used, 
instead of simple available methods. Apparently  difference also exists in the methods used by the 
formal and non-formal trained providers. Formally trained providers depend more on the use of surgical 
methods while the non-formally trained providers depend more on dilatation and curettage and medical 
methods.  MVA which is considered to be an OPD method and involves less risk  is used less.  
 
 The second trimester methods used are mainly extra amniotic method (50 percent), dilatation and 
curettage (33 percent), dilatation and evacuation (20 percent) and intra amniotic method (10 percent).  
 
 For the termination of second trimester pregnancies dilatation and evacuation is considered to be 
the safest and most effective surgical technique. Analysis of the same data by better and less 
developed districts indicates that providers of less developed districts are using dilatation and curettage 
method more than other methods. This could be either due to lack of necessary equipments and 
logistics and/or lack of skilled providers to use other methods. Thus it may be inferred that the providers 
are utilizing the abortion methods which they feel most comfortable with and/or convenient to use, 
either due to the availability of the requisite equipments or the providers training and experience in the 
use of the methods which has given them the confidence to use the method. 
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Table 7.1: Abortion techniques used by the providers by their training status and type of 
districts for Ist and IInd trimester abortions          

 (Percentage) 
Training status of provider Type of District Methods of abortion* 

Formally 
Trained 

Not Formally 
Trained 

Better 
Developed 

Less 
Developed 

Total 

≤ 8 weeks 
MVA 
EVA 
D&C 
D&E 
Medical Methods 

 
40 
48 
38 
17 
7 

 
14 
18 
55 
10 
27 

 
40 
41 
36 
16 
11 

 
20 
36 
56 
13 
15 

 
33 
40 
43 
15 
12 

Number of provider 285 109 198 148 394 
9-12 weeks 
MVA 
EVA 
D&C 
D&E 
Medical Methods 

 
16 
38 
54 
32 
7 

 
3 
22 
62 
23 
16 

 
16 
33 
52 
42 
8 

 
8 
35 
61 
14 
12 

 
13 
34 
56 
30 
10 

Number of provider 230 73 171 132 303 
13 - 20 weeks 
D&C 
D&E 
Extra amniotic 
Intra amniotic 
Medical Methods 

 
30 
19 
52 
13 
15 

 
46 
23 
46 
- 
5 

 
27 
22 
58 
18 
5 

 
39 
18 
42 
2 
21 

 
33 
20 
50 
10 
13 

Number of provider 95 22 60 57 117 
* Percentage may exceed 100 due to multiple responses  
 
Pain Management: Pain management is critical in taking care of the women’s anxiety and discomfort. 
Medication for this should always be offered. Three types of drugs, either singly or in combination are 
used to manage pain during abortion: analgesics, which alleviate the sensation of pain; tranquillizers, 
which reduce anxiety; and anaesthetics, which numb physical sensation. In most cases, analgesics, 
local anaesthesia and/or mild sedation supplemented by verbal support, are sufficient.201 Data collected 
on this has been analysed by the gestational weeks (table 7.2). For the first trimester abortions 
analgesia and/or sedation are reported to be used by almost 72 to 75 percent of the providers. Local 
anaesthesia was used by almost 34 to 45 percent of the providers. Use of pain control methods is 
adhered to more by the trained providers as compared to the not trained providers. A surgical method 
recommended to be used in the first trimester does not entail the administration of general anaesthesia 
as pain control. But data indicates that 21 to 30 percent of the providers are using general anaesthesia. 
This could be because the providers are using dilatation and evacuation method in the first trimester 
and general anaesthesia is usually used with this technique. The percentage of providers using 
analgesia is relatively more in the less developed districts as compared to better-developed districts. 
The advantages of using local, rather than general anaesthesia include a faster recovery time. Also, the 
woman remains conscious during the procedure and hence is able to alert the provider to problems that 
might arise212. 

                                                 
20 WHO : Safe Abortion – Technical and Policy Guidance for Health Systems, World Health Organization, 
2003, Geneva. 
 
 
21  ibid 
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Table 7.2: Pain control methods used by training status of providers and type of districts for Ist 
and IInd trimester abortions   

             (Percentage) 
Training status of provider Type of District Pain control methods* 

Formally Trained Not Formally 
Trained 

Better 
Developed 

Less 
Developed 

Total 

≤ 8 weeks 
Analgesia/sedation 
Local anaesthesia 
General anaesthesia 

 
77 
39 
24 

 
61 
22 
12 

 
66 
33 
21 

 
82 
35 
19 

 
72 
34 
21 

Number of provider 322 130 282 170 452 
9-12 weeks 
Analgesia/sedation 
Local anaesthesia 
General anaesthesia 

 
76 
48 
33 

 
71 
34 
17 

 
68 
47 
29 

 
85 
43 
30 

 
75 
45 
30 

Number of provider 267 79 198 148 346 
13-20 weeks 
Analgesia/sedation 
Local anaesthesia 
General anaesthesia 

 
58 
32 
26 

 
54 
42 
35 

 
47 
26 
21 

 
67 
41 
35 

 
57 
34 
28 

Number of provider 125 26 75 76 151 
* Percentage may exceed 100 due to multiple responses 
 
 The study also attempted to look into some of the pre/post abortion services offered by the 
providers. Providers were asked what examination they conduct `before an abortion client is 
discharged. As Table 7.3, indicates a little more than half (57 percent) of the providers reported 
conducting general physical examination, while 35 and 38 percent of them reported conducting pelvic 
and abdominal examination respectively. An analysis of the same data by training status of the provider 
indicates that a higher percentage of formally trained providers conduct these examinations. Similarly 
providers of better developed districts conduct these examinations to some extent more than those 
from less developed districts.  
 
The low levels of such a check up prior to discharge is a serious concern and there is hence a need to 
develop a strategy to ensure that there become norms in practice. 
 
Table 7.3: Type of pre discharge examination conducted by training status of providers and type 
of districts        

(Percentage) 
Training status of provider Type of District  Examination* 
Formally 
Trained 

Not Formally 
Trained 

Better 
Developed 

Less Developed Total 

General physical 
Pelvic 
Abdominal 

62 
39 
42 

46 
24 
28 

64 
40 
40 

47 
25 
34 

57 
35 
38 

Total number of 
providers 

322 130 282 170 452 

* Percentage may exceed 100 due to multiple responses 
 
Drugs prescribed: Providers were also asked to list the names of the drugs that they routinely 
prescribe after conducting an abortion. The providers reported prescribing combination of drugs. More 
than four-fifths of the providers prescribed antibiotics, this is 99 percent in better developed districts. 
This is followed by analgesics (19 percent), uterotonics (11 percent), etc.  Antibiotics are prescribed 
relatively more by the formally trained providers (96 percent) than the not-formally trained providers (69 
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percent). To a large extent, the pattern of drug prescription is almost similar among the providers 
irrespective of their training status. Some of the providers prescribe iron (7 percent), vitamins (9 
percent), tonic (9 percent), etc possibly because they perceive that the client requires them (Table 7.4). 
 
Table7.4: Drugs routinely prescribed after an abortion by training status of provider and type of 
district      

(Percentage) 
Training status of provider Type of District Drugs* 

Formally 
Trained 

Not Formally 
Trained 

Better 
Developed 

Less 
Developed 

Total 

Antibiotics 
Uterotonics 
Analgesics 
Pain killer 
Iron 
Vitamins 
Antispasmodics 
R.B. Tonic 
Others 

96 
11 
17 
6 
9 
9 
11 
7 
13 

69 
10 
21 
8 
2 
9 
3 
14 
11 

99 
11 
15 
8 
8 
10 
9 
5 
13 

81 
9 
30 
3 
3 
8 
6 
21 
12 

88 
11 
19 
7 
7 
9 
8 
9 
13 

Total number of provider 246 108 256 98 354 
* Percentage may exceed 100 due to multiple responses 
 
Information/Counselling: The provision of information is an essential component of quality service. 
Information must be complete, accurate, and easy to understand, and be given in a way that respects 
the women’s privacy and confidentiality.22 Counselling thus forms an integral part of any service 
delivery, more so in abortion service, as it involves pre and post abortion counselling.  The broad 
components that fall under this are: decision-making counselling; information on abortion procedures 
and contraceptive information and services. The study made an attempt to understand this from the 
providers. They were asked about the issues/matters that they discussed with the client before carrying 
out an abortion procedure. About four-fifths of the providers mentioned that they  talked about the 
possible complications in the pre-abortion counselling, while around three-fifths of the providers 
mentioned talking about the pain/discomfort that may arise during the procedure and how it will be 
minimized; return of fertility and post-abortion contraception. Analysis of this data by the training status 
of the providers has also been done with the assumption that formally trained providers  would be 
providing more information than the not-formally trained providers. This is confirmed to some extent by 
the analysis presented in Table 7.5. As it is evident from the Table, more formally trained providers 
share this information than those not-formally trained. 
  
 In addition to the above, the providers were also asked about the instructions that they usually give 
to the client at the time of discharge. Around three-fifths of the providers mentioned when the woman 
should return for routine follow up. A little more than half of the providers mentioned that they talked to 
the clients about  the danger signs that they should look for and what they should do under the 
circumstances; how to take the prescribed medication and the contraceptive method they should use. 
Information regarding the use of contraceptive following abortion is important to prevent another 
unwanted pregnancy. Instructions regarding diet and work was given by 33 percent and 27 percent of 
the providers respectively. Twenty-nine percent of the providers also reported that they tell the client 
when she will be able to resume sexual intercourse (Table 7.5). Analysis of this data by training status 
indicates that except for information regarding danger signs, follow up visits and contraception, there is 
really not much of a difference between the formally trained and not-formally trained providers. Analysis 
of the same data by type of district indicates that to some extent the issue of counselling is almost 
                                                 
22 I bid 
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similar in both type of districts in case of pre -abortion counselling, but in post abortion counselling is 
relatively less in less developed districts as compared to better developed district. 
 
 The above data clearly indicates that not all providers are giving their clients complete information.  
A comparison of the issues discussed by the providers with their clients with the defined framework for 
the minimum information that should be given to a women as per the standardised protocol.23 indicates 
that the details regarding the abortion procedure is not discussed by the providers. 
 
Table 7.5: Information given during pre and post abortion counselling by training status of 
providers and type of district               

(Percentage) 
Training status of provider Type of District Issues discussed in 
Formally 
Trained 

Not Formally 
Trained 

Better 
Developed 

Less 
Developed 

Total 

Pre abortion counselling* 
Pain 
Complication 
Return of fertility 
Post abortion contraception 

 
73 
88 
64 
75 

 
46 
62 
46 
54 

 
63 
83 
61 
67 

 
74 
75 
55 
77 

 
66 
81 
59 
69 

Post abortion counselling* 
Danger signs 
Post abortion medication 
Diet 
Work 
Sexual intercourse 
Contraception 
Follow up visit 

 
61 
57 
33 
25 
30 
57 
68 

 
39 
51 
32 
32 
29 
40 
51 

 
67 
60 
29 
28 
33 
59 
73 

 
34 
47 
38 
25 
24 
41 
48 

 
54 
55 
33 
27 
29 
52 
63 

Total number of providers 322 130 282 170 452 
* Percentage may exceed 100 due to multiple responses 
 
 
Follow-up visit: Ideally, women undergoing surgical abortion should have a follow-up visit with a 
trained provider seven  to 10 days after the procedure, to assess the general health.24 The study also 
attempted to look into this from the providers. Almost all (94 percent) the providers mentioned that they 
adviced women to return for a follow-up. The average number of days after which the visit was 
recommended was around 10 days. This ranged between eight days (in the case of not-formally trained 
providers) to 11 days in case of the formally trained providers (Table 7.6). Providers were also probed 
on the circumstances when they advised a woman undergoing abortion to return immediately. As the 
data illustrates about nine out of 10 providers mentioned asking the client to return in case of excessive 
bleeding, while around two-thirds asked them to return if there was abdominal pain. Around half the 
providers asked the woman to return for follow-up if they had fever.  
 
 
 
 
 
 
 
 

                                                 
23 I bid 
24 I bid 
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Table 7.6: Advise given about follow-up visits by training status of provider and type of district  
 

(Percentage) 
Training status of provider Type of District  

Formally 
Trained 

Not Formally 
Trained 

Better 
Developed 

Less 
Developed 

Total 

Providers who advise routine follow up visit 95 91 93 95 94 
Average number of days when post abortion 
visit is recommended 

 
11.4 

 
8.1 

 
10.5 

 
10.4 

 
10.3 

Circumstances when emergency follow up 
advised* 
Excessive bleeding 
Abdominal pain 
Vomiting 
Fever 
Foul smelling discharge 

 
 

93 
72 
38 
52 
42 

 
 

88 
61 
28 
49 
35 

 
 

96 
71 
45 
61 
43 

 
 

84 
65 
18 
36 
35 

 
 

91 
69 
35 
51 
40 

Total number of provider 322 130 282 170 452 
* Percentage may exceed 100 due to multiple responses 

 
In addition to collecting information on the 
instructions given to the clients for follow-up, 
providers were further probed to understand the 
approximate proportion of women who really came 
back for follow up. As Figure 7.1 indicates only 44 
percent of the providers reported that more than 
50 percent of women returned for follow up visit. 
Follow-up visits are reported more in the private 
facilities (49 percent) than in the public facilities 
(34 percent).  
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Figure: 7.1 Percent of providers who reported 
more than 50 percent of women returning for 

follow up visit
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In the private facilities too, follow-up visits are reported more by the certified facilities (68 percent) than 
by the uncertified facilities (42 percent). This could be due to the relatively better counselling and 
confidence that the clients have in the certified private facilities. Revisits are done by around 51 percent 
of the women in better  developed district as against 33 percent of the women in less developed district. 
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Contraceptive counselling: As discussed earlier, providing information to clients regarding 
contraceptive use following abortion is important to prevent another unwanted pregnancy. Women 
who undergo abortion have to be informed that ovulation can return as early as about two weeks 
after abortion thus putting them at risk of pregnancy, unless an effective contraceptive is used. In 
view of this, the providers were again probed in detail about contraceptive and whether they 
routinely discuss contraception with women seeking abortion at their facility. Almost all the formally 
trained (98 percent) and majority of the not-formally trained (89 percent) providers mentioned 
discussing this with the client (table 7.7). The high response of the providers here as compared to 
the response for contraceptive in the issues discussed in pre/post abortion counselling could be 
because here the question on contraceptive counselling was put forth directly, whereas in the 
earlier case it was an open ended question and the providers gave the answer that was top most 
on their minds. The stage at which they discussed contraception in the abortion services varied 
from 68 percent of the providers mentioning that they counselled before abortion, while 22 percent 
mentioned that they did so after the abortion procedure.  Around 77 percent of the providers 
mentioned that they insisted their clients undergoing abortion to adopt certain contraceptive 
methods. Those providers who reported that they insisted on the contraceptive method were 
further probed on the contraceptive methods that they insisted on. In spacing methods, IUD was 
mentioned by 74 percent , oral pills by 68 percent and condoms by 46 percent. More formally 
trained providers insisted on permanent methods  (vasectomy 15 percent, tubectomy 64 percent) 
as compared to the not-formally trained providers (vasectomy 11 percent, tubectomy 47 percent). 
From the data it is evident that to some extent it is the individual providers bias in deciding the 
contraceptive method that the woman should accept or it could depend on the type of case or 
availability of the methods in the facility. But clearly promotion of the male methods is not so 
evident. 
 
Table 7.7: Contraceptive counselling, its timing and family method insisted by training 
status of provider and type of district            
(Percentage) 

Training status of provider Type of District  
Formally 
Trained 

Not Formally 
Trained 

Better 
Developed 

Less 
Developed 

Total 

Providers who offer contraceptive 
counselling 

 
98 

 
89 

 
96 

 
95 

 
95 

Timing of contraception 
counselling* 
Before abortion procedure 
During abortion procedure 
After abortion procedure 
Any time 

 
73 
3 
18 
10 

 
52 
1 
31 
16 

 
66 
3 
20 
15 

 
70 
3 
26 
7 

 
68 
3 
22 
12 

Insistence on method 79 72 75 81 77 
Total number of provider 322 130 452 282 170 
Methods insisted on* 
Vasectomy 
Tubectomy 
IUD 
Pills 
Condoms 
Injectables 

 
15 
71 
79 
67 
47 
21 

 
11 
47 
60 
72 
46 
16 

 
11 
64 
81 
71 
46 
9 

 
17 
65 
62 
65 
46 
37 

 
14 
64 
74 
68 
46 
20 

Number of providers who insist the 
client to adopt FP method 

322 130 210 138 452 
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* Percentage may exceed 100 due to multiple responses 
 
 Providers were further probed on 
the proportion of women who actually 
accepted contraception post abortion. 
Only 27 percent of the providers 
mentioned that more than 51 percent 
of the abortion seekers adopt a 
contraceptive post abortion (Figure 
7.2). To some extent, the acceptability 
of contraceptive was reported more 
by the public providers (34 percent) 
as compared to the private providers 
(23 percent).  
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Figure: 7.2 Proportion of women who accept 
contraceptive after aboortion
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Disposal of waste:  In addition to the 
quality to be maintained in the MTP 
techniques used and the type of 
counselling that is given, it is equally important for a facility to maintain proper standards for the 
disposal of waste. As Table 7.8 indicates the use of proper waste disposal by incineration for 
products of conception, gloves or syringes/needles is only 7 to 8 percent.  Disposal of these 
products through burning was reported by 11 to 28 percent of the facilities. The remaining facilities 
disposed of the waste by either throwing the products in open pit/garbage or burying it.  This 
pattern of disposal is almost similar across the facilities, irrespective of their location in better or 
less developed district. This needs to be looked into further. 
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Table7.8: Process used for waste disposal by type of facilities and district  
   (Percentage) 

Private Type of District  Public 
Certified Not 

Certified 
Total Better 

Developed 
Less 

Developed 

Incinerator 
Burning 
Open pit/garbage 
Bury and cover 
Others 

 
7 
9 
32 
47 
5 

 
9 
12 
28 
46 
5 

 
7 
11 
30 
38 
14 

 
8 
11 
29 
40 
11 

 
8 
10 
28 
42 
12 

 
6 
11 
34 
44 
6 

 
7 
11 
30 
42 
10 

Gloves 
Incinerator 
Burning 
Open pit/garbage 
Bury and cover 
Others 

11 
40 

27 
10 

  

12 

 

28 

 
3 
34 
47 

5 

 
15 
25 

18 
2 

 
8 

37 
17 
12 

 

26 
38 
17 
9 

9 
27 
35 
17 
12 

6 
31 
50 

2 

8 

40 
15 
8 

Syringes/ Needles 
Incinerator 
Burning 
Open pit/garbage 
Bury and cover 

4 

Others 

 
3 
38 
40 
13 
5 

 
9 
33 
40 
13 
5 

 
10 
22 
41 
17 
11 

 
9 
25 
41 
16 
9 

 
10 
25 
39 
17 
9 

 

35 
44 
11 
6 

 
8 
28 
41 
15 
8 

Number of facilities 92 67 179 246 214 124 338 

All 

Products of conception  

 
To conclude management of abortion services overall was relatively better by the formally trained 
providers. However, norms related to providing counselling and pre discharge examination need to 
be streamlined and adhered to.  
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Chapter VIII 
 

INFORMAL PROVIDERS 
 
We have already seen in the preceding sections that even with formally qualified medical 
professionals, despite legalisation of abortion, a very large proportion of abortions continue to take 
place outside the formal legal framework and these are considered as illegal abortions under the 
MTP Act. Apart from these formal providers there also exist a wide array of abortion providers who 
are not medically qualified and hence as per our definition do not qualify as formal providers. Such 
providers we have labeled as informal providers and as per the MTP Act abortions done by them 
are also considered illegal. As this has been hitherto an unexplored area, there are a lot more 
questions than answers like the `terminology to be used to describe these persons’, `their 
distribution and identification’ and `lack of information regarding their numbers’ etc. As explained in 
the chapter on methodology the large scale existence of such providers prompted us to include 
them in the study in a limited way. Since there is wide variation across states about the nature of 
such providers there is some variation in the protocols which were used. However, certain core 
questions were similar, and these have been analysed and presented below.25  The strategy to 
identify these providers and their distribution was not uniform across the states. Hence, the 
following findings should be viewed cautiously. 
 
In this chapter, persons have been considered as `Informal Providers’ basically because they have 
not undertaken a `formal medical doctor’s training’ and neither do they provide their services from a 
`formal clinic type of set up’. Thus, the data includes a wide range of persons from traditional 
practitioners to birth attendants, village doctors called RMPs or Rural Medical Practitioners, 
paramedical workers, chemist/pharmacist etc. Among the six study states, informal providers were 
identified in four states namely Haryana, Madhya Pradesh, Orissa and Rajasthan. In Kerala and 
Mizoram, this category of providers were not identified and hence not included in the study. The 
informal providers were identified in the same study area where the data collection for the formal 
facilities was done. Out of the total informal providers identified, 1270 who agreed to participate in 
the study were interviewed. Distribution of these providers state wise is 379 in Haryana, 170 in 
Madhya Pradesh, 40 in Orissa and 681 in Rajasthan. 
 
Profile of Informal providers: As mentioned earlier a wide range of informal providers were 
interviewed in this study. This predominantly includes rural medical practitioner (51 percent), 
followed by health workers (18 percent), dai (11 percent), lab technician /pharmacist (10 percent) 
and non-degree practitioners of Indian System of Medicine (10 percent). The category of health 
workers include the auxiliary nurse midwife (ANM), lady health visitor (LHV), nurse and male health 
worker. As the training and experience of each of these providers is very varied, analysis of the 
subsequent data is done by controlling for their type. 
 
 
 
 
                                                 
25 Apart from the limited exploration in the six states reported in the present study a separate qualitative multicentric study of informal 
providers was also commissioned across six states, not necessarily the same states. Abortion Services In India Report Of a 
Multicentric Enquiry, Ravi Duggal and Sandhya Barge Centre For Enquiry Into Health And Allied Themes (CEHAT) and 
Healthwatch 
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Table 8.1: Background Characteristics of Informal Providers   
 (Percentage) 
Characteristics Health 

Worker 
Dai ISM 

 41-50 
 51 and more 

 
31 
41 
20 
7 

 
17 
12 
24 
46 

 
28 
20 
10 
37 

 
14 
55 
20 
11 

 
39 
39 
23 
20 

 
33 

21 
14 

Mean Age 37 50 37 39 41 39 
Sex 
 Male 
 Female 

 
3 
97 

 
29 
71 

 
99 
2 

 
100 

- 

 
97 
3 

 
74 
27 

Education Level 
 Illiterate 
 Primary 
 Mid/high school 
 Graduate and above 

 
1 
3 
88 
8 

 
64 
9 
15 
12 

 
1 
2 
66 
31 

 
2 
1 
39 
58 

 
2 
- 

62 
37 

 
8 
3 
62 
28 

Total number of informal providers 230 139 652 127 122 1270 

RMP Pharmacist All 

Age Group (in years) 
 <30 
 31-40 32 

 
Data on age wise break up of the informal providers indicates that the average age of the informal 
provider is around 39 years. Dais are the oldest with an average age of 50 years, while the health 
workers and rural medical practitioners are youngest at 37 years. The majority of the informal 
providers are male (74 percent). Among the health workers almost all are female while it is reverse 
in the case of RMP, pharmacist and ISM categories where more than 97 percent are males. 
Further, analysis of data by education shows that more than 90 percent of the informal providers 
are literate and 28% were graduates and above. However, higher level of education varies from 8 
percent (health worker) to 58 percent (pharmacist). As expected, educational level is very low 
among the dais, nearly two-thirds of them are illiterate (See Table 8.1).   
 
Formal training is necessary even to provide basic health care services. To assess the status of 
formal training in health care all the informal providers were asked probing questions. Figure 8.1 
indicates that except the dai and RMP categories rest of them have received some formal training 
in health care. Dais are mainly involved in conducting deliveries so they might not be feeling the 
necessity of formal training. But it is surprising to note that nearly half of the RMPs are providing 
health services without any formal training. 
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Treatment for delayed menstruation: Knowing the sensitivity and constraints of discussing about 
termination of pregnancy with informal providers which is illegal, the issue was approached very 
cautiously starting from the type of services they generally provide to women and what do they do 
in case women approach them for delayed/missed periods.  It is assumed that any treatment given 
for this is actually indirectly a termination of pregnancy. As there are many assumptions, the 
discussion should be taken cautiously. 

 
All the informal providers were asked about the type of treatment they provided for delayed 

menstruation, and their perception on the success of the treatment and action taken in case of 
failure of the treatment. Table 8.2 indicates that all categories of informal providers receive clients 
with delayed menstruation. This percentage ranges from 64 to 67 percent among the pharmacist 
and RMP to as high as 87 percent among the health workers. Probing on the type of treatment 
shows that four-fifths of the informal providers give tablets for the treatment of delayed 
menstruation followed by injection (51 percent) and herbs/decoction (26 percent). About 13 percent 
of them mentioned the use of instruments to handle such cases. It is interesting to note that the 
pattern of use of these techniques varied across the categories, and obviously each of them had 
their own preferences. For instance applying massage or pressure to women and use of 
herbs/decoction for delayed menstruation was practiced mostly by dais only.  
 

Characteristics Health RMP ISM 

Table 8.2: Treatment of women with delayed periods    
 (Percentage) 

Worker 
Dai Pharmacist All 

% who receive women with delayed menstruation 87 79 67 64 71 72 

Give herbs/decoction  

Give injections 
Use instrument 
Others  

 
3 

88 
60 
18 
11 

 

67 
36 

17 
6 

2 
30 
87 
57 
11 
5 

 
- 
3 
85 
57 
11 
15 

- 

81 
34 
4 
7 

 

26 
80 
51 
13 
7 

Number of informal providers providing treatment  201 86 110 435 81 913 
Proportion believe successful treatment from herbs for more 
than 50 percent of the cases 

33 42 62 100 57 55 

Type of treatment given in such cases 
Apply massage or pressure 

Give tablets 
2 

26 

22 

  

33 
5 
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Action taken if Herbs not successful 
Provide tablet/injections  
Refer 
Other 

 
- 

100 
- 

 
7 
73 
1 

 
53 
45 

  

54 
1 

50 
- 
- 

46 

7 

 
37 
55 
2 

Number of informal providers providing treatment by herbs 3 74 130 2 28 237 
Proportion believe successful treatment from tablets for more 
than 50 percent of the cases 

10 39 47 37 14 29 

Provide injections  
Use instrument 
Refer 
Never happened 

 
68 
2 

- 

 
46 
3 
26 
- 

 
62 
1 
36 
1 

 
57 

35 
- 

 
57 
1 
40 

 
62 
2 
35 
- 

Number of informal providers providing treatment by 
tablets 

177 39 378 69 70 733 

Proportion believe successful treatment from injection for more 
than 50 percent of the cases 

 
27 

 
58 

 
62 

 
41 

 
69 

 
52 

Action taken if Injection not successful 
Use instrument 

Advice for abortion 

24 
Refer 

 

76 
- 

 
25 
67 
- 

 
18 
78 
1 

 
13 
83 
- 

 
7 
86 
- 

 
19 
78 
- 

Number of informal providers providing treatment by 
injection 

121 24 248 46 29 468 

Action taken if Tablets not successful 

32 
4 

- 

 
 
Each of the provider was further probed on what proportion of their clients did they believe 

were successfully treated and what did they do in case of failure. The analysis of this data in Table 
8.2 reveals that 55 percent of the providers believed that they are successful in resuming the 
menstruation in more than 50 percent of the clients by treating with herbs. In case of failure, more 
than half of the providers refer the clients, whereas nearly half of the RMPs, pharmacists and ISM 
providers treat the clients with tablets or injection. 

 
Similarly about 29 percent of the providers believe that they are successful in resuming the 

cycle in more than 50 percent of the clients by treating the women with tablets. However this 
proportion is 52 percent in case of treatment with injection. If treatment with tablets fails the 
majority of providers (62 percent) administer injections while 35 percent of them refer their clients. 
In case of injections failing, 78 percent providers refer the women. The treatment pattern followed 
by the informal provider with tablets and/or injection is more or less similar among the various 
categories of the providers.  

 
A close look at Table 8.2 also indicates that 19 percent of the informal providers also 

practice using instruments when injection fails. Surprisingly this proportion is high (around one-
fourths) among the health workers and dais.  

 
The above analysis of data indicates that informal providers use multiple ways and have 

varying preferences to deal with cases of delayed menstruation. The community does approach 
them for treatment. This dynamic needs to be understood and explored further to ensure that 
women receive safe reproductive health services. The individual state reports and the qualitative 
studies have more details on the practices of informal providers. 
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