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Abstract 
 

Background: Unsafe abortions are the third most important cause of maternal mortality 
in India. This is despite steps taken by the government and abortions being legal for a 
broad range of indications since 1971. Several amendments are made in the medical 
termination of pregnancy act, 1971, including legalisation of medical method of abortion 
(MMA) to reduce mortality due to unsafe abortions. However, India could not reap full 
benefits of MMA because of irrational use of medical abortion pills (MAPs) and MMA 
continues to contribute to unsafe abortions and wide spread complications among abortion 
seeking women.  

Objective: To identify, describe and analyse the gaps in rational use of medical abortion 
pills in India. 

Study Method: Literature review of relevant articles related to medical method of 
abortion and usage of medical abortion pills.  

Results and Discussion: Irrational use of medical abortion pills due to non-availability 
of MA pills at public health care facilities, unregulated over-the-counter sale of MAPs, low 
level of knowledge of providers (prescribers and dispensers) and end users (abortion 
seeking women) made MMA a contributor to unsafe abortions. The private providers were 
not forthcoming in registering their facilities because of governance issues. Overburdened 
public facilities and high cost of scarcely available private facilities pushed poor rural 
women to avail services from unqualified health professionals. As a consequence, MAPs, 
are being prescribed, dispensed and utilised in irrational ways contributing to 
complications of medical abortions. 

Conclusions and Recommendations: To overcome these gaps there is a need to put 
emphasis on dissemination of information regarding MMA, ensured availability of MAPs at 
all public facilities, regularising the sale of MAPs, training of prescribers and dispensers, to 
amend the MTP Act to include nurses and Indian traditional medicine i.e. Ayurveda, Yoga 
and Naturopathy, Unani, Sidha and Homeopathy (AYUSH) practitioners as certified medical 
abortion providers and to augment the capacity of district functionaries to facilitate the 
process of registering the private facilities for abortions. 

Key words: Abortions, Unsafe abortions, Medical abortions, Medical abortion pills, 
Rational use of medical abortion pills, India. 

Word Count: 12,707 
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Introduction 

About unsafe abortions: Although the maternal mortality rate (MMR) in India declined 
considerably from 586 in 1990 to 174 in 2015 (WHO,2015), serious efforts will be needed 
to achieve the Sustainable Development Goal, 3.1 of achieving a level of 70 per 100,000 
live births by 2030 (United Nations, 2015). A high proportion of maternal mortality in India 
is attributable to unsafe abortions although abortions are legal in India for more than four 
decades. Since 2002, medical method of abortion is also made legal which is much simpler 
and a non-invasive procedure in comparison with surgical abortions (Iyengar and Iyengar, 
2016).  

Epidemiology: Despite various steps taken by Government of India, around 10000-
12000 women die each year in India due to unsafe abortions (Banerjee, 2007 for Ipas, 
India).  

Strategies adopted at various levels: The Government of India is committed to ensure 
access to comprehensive abortion care (CAC) for women as part of the Reproductive, 
Maternal, Newborn Child and Adolescent Health (RMNCH+A) initiative under the National 
Health Mission (NHM). Government of India (GOI) issued guidelines for comprehensive 
abortion care (CAC) in 2010, which were last amended in 2014, to reduce MMR. CAC was 
made an essential component of reproductive health services at all health facilities. CAC 
guidelines stresses upon easily accessible, quality abortion services of patient’s choice. 
Different levels of health facilities have different cadres of health work force with different 
kinds of works assigned to them ranging from information and education about availability 
and legality of abortion services, recognising early signs of pregnancy and confirming it, 
providing abortions and referring patients to a higher centre in case of complications 
(National Health Mission, Operational Guidelines, Comprehensive Abortion Care Services).  

Relevance and importance of safe abortions: One of the most easily preventable 
reasons for maternal deaths is unsafe abortions. One such potential lies in medical 
methods of abortion (MMA). It is a simple method and recommended for termination of 
early pregnancies. It is even more relevant in India since it can be easily incorporated in 
primary health care settings. 

Self-Perspective 

My interest in abortion and its complications generated during 1997, while I was doing 
post-graduation in Anaesthesiology from a medical college from Rajasthan, India, where I 
witnessed that almost everyday women were being brought to the operation room with 
complications of surgical abortions like uterine perforation, infected remains of products 
of gestation, bowel perforation, septic shock etc. During 1997-2000 dilatation and 
curettage (D&C) was the commonest method for termination of pregnancy. Though 
Government of India guidelines stressed upon vacuum aspiration technique but I observed 
Obstetricians and Gynaecologists struggling everyday with either non-functioning or ill-
functioning suction machines and ultimately switching to D&C. Over the years, cases of 
such grave complications of surgical abortion have significantly decreased after the 
introduction of medical method of abortion (MMA) but women are still being hospitalised 
due to complications of self-induced medical abortion like incomplete abortion, excessive 
vaginal bleeding leading to haemorrhagic shock, failed abortion, septic shock etc. Though 
medical abortion is reported to have high success rate if provided according to the 
guidelines, it continues to be one of the causes of maternal morbidity in India. So, I chose 
to review the literature to identify, describe and analyse the gaps in rational use of medical 
abortion pills in India. 
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1. Country Background 
 
Geography: India is the seventh largest country in the world with an 
area of 3.28 million sq.km. India occupies the greater part of South 
Asia with China, Pakistan, Sri Lanka, Nepal, Bangladesh, Bhutan, and 
Myanmar as its neighbours. South of India is surrounded by the 
Arabian Sea in the West and Bay of Bengal in the East. India is a 
country with diverse topography consisting of mountains, plateaus, 
deserts, coasts and plains. The Himalayan range in the north acts as 
the natural boundary in the north (Indian Geography, 2015). 

Demography: India is the second most populous country after China with a population of 
1.21 billion as per census 2011. India is one of the most diverse countries in the world 
with many religions, sects, castes, tribes as well as more than twenty major and two 
hundred minor linguistic groups. Hinduism is the major religion practiced in India while 
other religious minorities like Muslims, Christians, Sikhs, Buddhists, etc. also account for 
a significant proportion of the population (Census India, 2011).  

Literacy: India’s literacy rate was 74% in 2011. Since independence in 1947, the literacy 
rate has grown six fold, however, the current literacy rate in India is well below the global 
average of about 84%. Furthermore, there is gender disparity in literacy in India as female 
literacy rate is only 65% compared with male literacy rate which stood at about 82% 
(Census India, 2011).  

Government: India is the largest democracy in the world. There are two levels of 
government at the legislature level – Union government at the Federal level and State 
governments at the state/provincial level in every state.  

Expenditures on Health: Health is a state subject under Constitution of India. National 
level health policies strive to make healthcare universal in India. The aim is to increase 
the health allocation to 1.87% of Gross Domestic Product (GDP) from the current levels of 
about 1% of GDP in the public sector which is very low (Planning Commission, 2010).  
 
Indian Health System: The foundation of the government’s healthcare system rests on 
a three tier structure. Health sub-centers in villages act as the first point of contact and 
take care of essential health needs, including treatment of minor ailments, family planning, 
nutrition, immunization and diarrheal control. The second tier consists of primary health 
centers, which serves as a referral unit for sub-centers and provide integrated preventive 
and curative health care including medical abortions. The third tier is made up 
of community health centers, typically 30 bed hospitals that serve as a referral unit for 
primary health centers. In addition, around 8000 hospitals function as the secondary tier 
for health care for the rural population and as the primary tier for the urban population. 
Most of these healthcare facilities in the primary and secondary levels are having problems 
relating to poor infrastructure and lack of medical professionals (Health Management 
Information System, 2015-16, Rural Health Care System, India). 

The private sector in health is highly fragmented. At one end are “quacks”, private health 
practitioners with little medical knowledge or formal training. At other end are top rated 
private hospitals that cater to population segments who can afford to pay for expensive 
care. Between these two extremes, other private providers range from small private clinics 
to hospitals (Nandraj et al., 2001). 

Extent of unsafe abortions / complications: The lack of awareness and unfocussed 
monitoring/regulation of medical facilities providing abortions pose a serious challenge to 
the health-care problem relating to unsafe abortions. Unsafe abortions are contributing 
majorly to MMR in India. An estimated 8-20% of the maternal deaths are a cause of unsafe 
abortions which is avoidable and preventable if efforts are made (Duggal and 
Ramachandran, 2004 and Dahiya et al., 2005).   
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2. Problem Analysis and Objectives 

2.1 Problem Statement 

According to WHO (2015), the global maternal mortality ratio (MMR) fell approximately by 
43% during 1990 to 2015 i.e. from 385 per 100,000 live births in 1990 to 216 per 100,000 
live births in 2015. Annual maternal deaths decreased from about 5,32,000 in 1990 to 
3,03,000 in 2015, out of which 66,000 occurred in South Asia. India accounted for 
approximately 45,000 deaths per year out of 66,000; which was about 15% of global 
burden of maternal deaths. Although MMR in India declined from 586 in 1990 to 174 in 
2015, India could not achieve the desired level of MMR of 140 to achieve the Millennium 
Development Goal-5 about reducing MMR by three quarters of that of 1990 levels by 2015 
(United Nations, 2000). In order to achieve Sustainable Development Goal (SDG)-3.1, 
India needs to achieve an MMR level of less than 70 per 100,000 live births by 2030 
(United Nations, 2015).  
 
According to WHO (1992), maternal mortality is defined as “the death of a woman whilst 
pregnant or within 42 days of delivery or termination of pregnancy, from any cause related 
to, or aggravated by pregnancy or its management, but excluding deaths from incidental 
or accidental causes”. Causes of maternal deaths can be classified as either direct or 
indirect. In the direct causes, haemorrhage was responsible for 27·1%, hypertensive 
disorders 14·0%, sepsis 10·7%, abortions 7.9% and embolism 3.2% of maternal deaths. 
The rest of deaths were due to other direct causes (9.6%) while indirect causes accounted 
for 27·5% deaths (Say et al., 2014). It is estimated that 22 million unsafe abortions took 
place in 2008 leading to 47,000 deaths and more than 5 million complications arising out 
of unsafe abortions (WHO, 2008). Maternal deaths on account of unsafe abortions declined 
from a level of 69,000 in 1990 to 47,000 in 2008. Maximum decline was noticed between 
2003 and 2008 probably due to better maternal health services and availability of medical 
methods of abortion (Ahman and Shah, 2011). However, the proportion of deaths due to 
unsafe abortions to total maternal mortality remained the same. WHO defines ‘unsafe 
abortion’ as “a procedure for terminating an unwanted pregnancy either by persons lacking 
the necessary skills or in an environment lacking minimal medical standards or both.” The 
skills and medical standards required for medical abortion (drug based method) are 
different than a surgical abortion (done by vacuum aspiration technique). Skills and 
medical standards for safe abortion also depend on the period of gestation, (WHO, Fact 
sheet 2016). 

In India, it is difficult to know the number of abortions taking place every year because of 
prevalent underreporting of abortion cases. A reliable and widely acknowledged study 
indicated that around 6.7 million abortions happen every year, out of which hardly one 
million abortions are performed legally and the rest are performed illegally by medical and 
non-medical practitioners (Johnston, 2002). Levels of unsafe abortion continue to be very 
high in India, in spite of abortions being legal for a variety of indications, and available in 
both public and private health sectors. Every year, around 10000-12000 women die due 
to unsafe abortions and many more suffer from long term morbidity on account of 
abortion-related complications (Banerjee, 2007 for Ipas, India). According to another 
study, 8-20% maternal deaths in India are a result of unsafe abortions (Duggal & 
Ramachandran, 2004 and Dahiya et al., 2005). 

The Indian Parliament passed the Medical Termination of Pregnancy (MTP) Act in 1971 
(The MTP Act, 1971) to ensure availability of safe abortion services to women seeking 
abortion care. This law permitted termination of pregnancies of up to 20 weeks’ gestation 
under a broad range of conditions and by a registered medical practitioner (public or 
private) at a certified (public or private) facility. If the pregnancy is more than twelve 
weeks, a second doctor’s opinion is required.  

In 2002-2003, Government of India (GOI) made several amendments to The MTP Act 
1971, with an objective to expand safe abortion services to women seeking induced 
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abortions. These amendments were aimed at decentralising from state level to district 
level, the process of registration of private facilities providing abortion services and care 
and included medical method of abortion (MMA) for termination of pregnancy up to seven 
weeks of gestation using medical abortion pills (MAP) (GOI, MTP amendments 2002 and 
2003). Drug controller of India (DCI), approved the use of mifepristone in 2002, 
misoprostol in 2006 and a combination pack of both drugs in 2008. Medical abortion (MA) 
has advantages over surgical abortion as it is less painful and involves no surgical or 
anaesthetic risks (Iyengar and Iyengar, 2016).  

For medical abortion, Government of India formulated guidelines (Handbook of MMA, 
2016) that clearly indicated that medical abortion can only be prescribed by certified 
medical practitioners and the provider or centre prescribing medical abortion should have 
access to a backup health care facility in case of a failed or incomplete abortion or any 
other emergency.  

Contrary to the guidelines, self-administration of these drugs by pregnant women of India 
is a common practice. Women take abortion pills on their own without prescription from 
registered medical practitioners and many are admitted to hospitals with complications of 
abortions like incomplete abortions, failed abortions, sepsis, haemorrhagic shocks, 
ruptured ectopic etc. (Armo et al., 2015 and Nivedita and Shanthini, 2015). They take 
medicines for termination of pregnancy from sources such as local chemists, nurses or any 
other unauthorised and illegal provider, which often leads to complications (Godara and 
Kaushal, 2013).  

A WHO Conference held in Nairobi in 1985 defined rational use of medicine as: “Rational 
use of drugs requires that patients receive medications appropriate to their clinical needs, 
in doses that meet their own individual requirements for an adequate period of time, and 
at lowest cost to them and their community”. Any deviation from the above cited principles 
about rational use of drugs would be considered as irrational use of medicines (WHO Policy 
Perspectives on Medicines, 2002). It has been estimated that 50% of all medicines are 
prescribed, dispensed or sold irrationally which leads to medication errors, improper 
treatment regimens, dosage schedules and also self-medication (WHO Policy Perspectives 
on Medicines, 2002). Thus, self-medication of medical abortion pills, selling of MAPs by 
pharmacists without prescription from a registered medical practitioner and provision of 
medical abortion by unauthorised and illegal providers leads to irrational use of MAPs 
leading to unsafe medical abortions (MDS-3, 2012). 

This study is intended to find out the causes of irrational uses of medical abortion pills by 
looking into the lacunae at the health system level, at the provider’s level and at the end 
user’s level. As about 70% of Indian population lives in rural areas, the main focus of this 
study will be the rural women of India. 

2.2 Justification 

Though MMR in India has declined from 586 in 1990 to 174 in 2015, it continues to be 
unacceptably high. In India, about 8-20% maternal deaths are due to complications of 
unsafe abortions amongst other causes of maternal mortality; which are completely 
avoidable (Duggal and Ramachandran, 2004 and Dahiya et al., 2005). To provide and 
expand safe abortion services to women seeking induced abortions, GOI, legalised medical 
method of abortion for termination of pregnancies up to seven weeks of gestation using 
medical abortion pills (The MTP Act 1971, amendment 2002 and 2003). Medical abortion 
using mifepristone followed by misoprostol is a safe and effective method of termination 
of early pregnancy (Ngo T.D. et al., 2011 and Raymond et al., 2012). When provided 
rationally, medical abortion has a success rate of approximately 95 per cent (Kahn et al., 
2000). Thus, medical abortion can be a safe alternative to surgical abortion in resource 
poor settings.  

Medical abortion is now widely available everywhere and its practices and governance 
mechanism will have significant impact on the provision of safe/unsafe abortions. In 
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countries where abortion is legal, medical abortion pills have the potential of improving 
abortion services where skilled providers are in scarcity and surgical equipment is not 
available at most facilities (Åhman and Shah, 2002). But several recent studies from India 
indicated that women were admitted in the hospitals due to complications of medical 
abortions arising due to irrational use of medical abortion pills (Armo et al., 2015 Nivedita 
and Shanthini, 2015 and Sharma, Gupta and Sharma, 2015).  

Given the scenario that medical abortion pills are now being viewed as safe alternative to 
surgical abortions, this paper analyses the reasons for wide incidence of complications 
arising out of irrational usage of medical abortion pills in India. Moreover, there are not 
many structured studies focused on analysis of causes of irrational use of medical abortion 
pills. As this paper is intended to identify, analyse and describe the factors responsible for 
irrational use of medical abortion pills, its results may act as a reference point for further 
research in this area.  

2.3 Objectives 

The general objective of this literature review is to identify, describe and analyse the gaps 
in rational use of medical abortion pills in India in order to suggest measures to improve 
rational use of medical abortion pills in India. 

Specific Objectives 

1. To describe government laws and policies with reference to medical abortions in India. 
2. To identify, describe and analyse the gaps in rational use of medical abortion pills in 

India at various levels viz.  
a) at health system level,  
b) at provider level,  
c) at end users level 

3. To give recommendations to stakeholders to improve rational use of medical abortion 
pills in India. 
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3. Methodology 

3.1 Study Design 

This study is a review of literature to find and analyse the reasons for complications arising 
out of usage of medical abortion pills. An extensive study was undertaken, covering laws 
and policies related to abortions particularly medical abortions and on factors responsible 
for irrational use of medical abortion drugs. A search on articles available online using 
PubMed, Google Scholar, Google, VU library was made. Combination of key words 
“Abortions”, “Unsafe abortions”, “Medical Abortions”, “Misoprostol”, “Mifepristone”, 
“Rational use of medicines” and “India” was used as mentioned in Table-1, to search only 
the relevant articles and to limit the number of articles. Only the English Literature has 
been referenced as the relevant information about India and the subject is available in 
English and also because English is the only international language known to me. By 
examining the references of shortlisted articles, other relevant papers were identified and 
included in the study. I also searched relevant reports and articles published by well-
known international and national organizations like WHO, Management Sciences for 
Health, Ipas, International Institute for Population Sciences, Population Council, etc. For 
laws, regulations and guidelines, I referred various government documents from 
organisations such as the Ministry of Health and Family Welfare of the Government of 
India, Comptroller and Auditor General of India, the Registrar General of India, the Census 
Commission of India, and Central Drugs Standard Control Organisation of India, etc. As 
medical abortion was introduced in India in 2002 only, limited information was available 
on this subject in relation with the experience in India. Therefore, some relevant articles 
from other developing countries were also referenced. Articles published between year 
2000 to 2017 are included and some old but relevant information is also included which 
was published before year 2000.  

Chapter Keywords Used Search Engine and 
Website used 

Country 
Profile 

‘Geography’ AND ‘India’ 
‘Demography’ AND ‘India’ 
‘Health System’ AND ‘India’ 
Census India, 2011 
Health expenditure in India 

Google, 
Registrar General of 
India, MoHFW 

Problem 
Statement 

‘MMR’ AND ‘India’ 
‘Abortions’ AND ‘India’ 
‘Unsafe Abortions’ AND ‘India’ 
‘Medical Abortions’ AND ‘India’ 
‘Misoprostol’ OR Mifepristone AND ‘India’ 
 ‘Medical Abortion Pills’ AND ‘India’ 
‘Irrational Use of Medicines’ AND ‘India’ 

PubMed, Google, 
Google Scholar, VU 
library, MoHFW, WHO 

Methodology ‘Conceptual Framework’ AND ‘Unsafe Abortions’ 
‘Conceptual Framework’ AND ‘Irrational Use of 
Medicines’ 

Google, Google 
Scholar, PubMed, VU 
library 

Study 
Findings 

MTP Act of India 
‘Performance Audit of Hospitals’ AND ‘India’ 
‘Drug Control’ AND ‘India’ 
Pharmacy Act of India 
‘Over the Counter Drugs’ AND ‘India’ 
‘Health System’ AND ‘Abortions’ AND ‘India’ 
‘Providers’ AND ‘Medical Abortions’ AND ‘India’ 
‘Women seeking Abortions’ AND ‘India’ 
and the rest same as in problem statement 

PubMed, Google, 
Google Scholar, VU 
library, WHO 
MoHFW, Comptroller 
and Auditor General 
of India, Pharmacy 
Council of India, 
Central Drugs 
Standard  
Control Organisation. 

Table 1: Keywords and search engines used for different chapters 
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It needs to be mentioned here that in India, a number of hormonal, herbal and traditional 
abortion pills are also available over the counter apart from mifepristone and misoprostol, 
however, the term medical abortion pills (MAPs) in this paper is restricted to refer to the 
usage of mifepristone and misoprostol only. Here, the term medical abortion (MA) or 
medical method of abortion (MMA) will mean a method of abortion using mifepristone and 
misoprostol to terminate pregnancies up to seven weeks of gestation. 

3.2 Limitations of study 

India is a large country with 29 states and 6 union territories. States are divided by 
geography, climate and languages but unified by social and cultural values. As far as 
abortions are concerned some states are better studied than others. Though every effort 
has been made to include information from all over India, few states certainly has been 
left due to scarce availability of relevant literature. So, there is a possibility that this study 
might not be able to capture certain issues pertaining to irrational use of MAPs which are 
unique to a particular area or state. 

In addition, abortion is a social stigma in Indian society, so there is dearth of both 
quantitative as well as qualitative information regarding abortions. Due to stigmatisation 
of abortions there is hardly any literature available for issues related to pregnancy due to 
sexual violence and pregnancy out of wedlock. Moreover, MMA is legalised since 2002 
only, so the information regarding irrational use of medical abortion pills is available only 
in few small scale studies. Thus, it is possible that there are remaining issues related to 
irrational use of MAPs, other than those highlighted in this literature review. 

3.3 Conceptual framework 

If the use of medicines is not according to the definition of rational use of drugs (WHO, 
1985), it is considered as irrational use of medicines. According to Management Sciences 
for Health (MDS-3, 2012), irrational use of medicines may be due to lack of knowledge, 
skills and independent information about drugs, non-availability of medicines, over-
burdened health professionals, or inappropriate promotion and incentives from selling 
unsuitable medicines. This results into increased adverse drug reactions, poor patient 
outcome, increased out of pocket expenditure and higher morbidity and mortality. In turn, 
this results into patient’s loss of confidence in health systems. Overall, all the factors viz. 
health system, prescriber, dispenser, patient and community; contribute towards irrational 
use of medicines.  

First, to identify and analyse the causes of irrational use of medical abortion pills, the 
framework given by Mao et al. (2015) in their systematic review on irrational use of 
medicines in China and Vietnam; was studied for possible adoption and for analysing the 
reasons for irrational use of medicines.  
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Figure 1: Conceptual Framework for the use of rational medicines, Mao et al. (2015, 
pg.4/16) 

This framework uses quantitative indicators to statistically quantify the irrational use of 
medicines. These quantitative indicators were developed by WHO (How to investigate drug 
use in health facilities, drug use indicators, 1993). In addition, qualitative indicators are 
used to know the reasons of irrational use of drugs. After careful consideration, it was 
concluded that quantitative indicators’ evaluation might not be possible in this study on 
account of a strong likelihood of non-availability of associated data. Moreover, the primary 
focus of this study was on qualitative factors in finding out the causes for irrational use of 
medical abortion pills.  

During the course of this study, another well acknowledged framework from MDS-3: 
Managing Access to Medicines and Health Technologies, chapter 27 pg. 27.10: Managing 
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for rational medicine use, by Management Sciences for Health (MDS-3, 2012) was 
referred. This framework gives insights for exploring the factors underlying irrational use 
of medicines at various levels of health system and also guides in formulating strategies 
for rational use of medicines. This framework was preferred for this study over the frame 
work given by Mao et al. (2015) as framework by MDS-3 (2012) broadly divided the factors 
influencing irrational use of drugs under three headings viz. system, providers and end 
users. This division allowed freedom to incorporate qualitative indicators specified by Mao 
et al and factors other than these indicators, which could be encountered during the course 
of writing this paper. As the main objective of this paper was to identify, analyse and 
describe the gaps in rational use of medical abortion pills, the focus was only on the factors 
responsible for irrational use of medical abortions pills at health system level, at provider’s 
level, and at end user’s level.  

 

Figure 2: Conceptual Framework for improving medicine use 

Source: MDS-3 - Managing for rational medicine use, chapter 27, Pg.27.10, Management 
Sciences for Health 2012.  
(Available from https://www.msh.org/sites/msh.org/files/mds3-jan2014.pdf) 
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4. Study Findings  

4.1 Laws and Policies 

As per WHO (2015), Maternal Mortality Ratio in India is 174 per 100,000 live births. Unsafe 
abortions contribute around 8-20% of all maternal deaths in India (Duggal & 
Ramachandran, 2004 and Dahiya et al., 2005). Each and every death and complications 
of unsafe abortions can be prevented through provision of sexuality education, family 
planning, safe abortion services as per national laws and post abortion care to all in an 
acceptable, accessible and affordable way (WHO, 2012). The relationship between 
restrictive abortion laws and higher mortality and morbidity due to abortions is well 
established (Johnson et al., 2017). However, it is not only restrictive abortion laws but 
also associated policy issues which act as a barrier to women and girls to access safe 
abortion services. This includes provision of abortions by obstetricians and gynaecologists 
only, insistence on third party consent, undue regulations in certification of facilities, 
unnecessary medical tests and long waiting hours (WHO, 2012).  

As this paper is about irrational use of medical abortion pills in India leading to unsafe 
abortions, the Indian laws and policies related to abortions and medicines are analysed. 
Furthermore, the focus being on medical abortion, laws and policies for medical abortions 
up to 7 weeks of gestation (The MTP Act 1971, Amendments 2002 and 2003), are analysed 
in this chapter. 

4.1.1 Legislative provisions on Medical Abortions 

The Medical Termination of Pregnancy (MTP) Act was passed by the Indian Parliament in 
1971 to regulate and provide access to safe and legalised abortion services to women with 
unintended pregnancy (The MTP Act, 1971). The MTP Act of 1971 stipulates that only 
registered allopathic doctors can provide abortion services in order to save a woman’s life 
or for preserving her physical or mental health. Also, the law permits abortions in cases of 
valid economic or social causes, reasons such as rape, incest, foetal impairment, 
pregnancy due to failure of contraception, etc. Consent for abortion, either from the 
woman’s husband or relatives, is not required as per this legislation. However, a guardian’s 
consent is needed if the woman seeking abortion is younger than eighteen or mentally 
disabled. The act allows termination of pregnancy up to 20 weeks’ gestation; however, if 
the pregnancy is more than twelve weeks, the opinion of a second doctor is required. All 
the government facilities (Primary Health Centres and above levels) are allowed to perform 
abortions but private facilities need certification/registration from the government to 
perform abortions. The MTP Rules framed under MTP Act defines criteria and procedures 
to certify/register a private facility, for consent when required, for record keeping and to 
maintain confidentiality.  

Further amendments have been made in the MTP Act, 1971 by Government of India (GOI) 
in 2002-2003 to provide and expand safe abortion services to women seeking induced 
abortion (The MTP Act 1971, amendments 2002 and 2003). For the purpose of this paper, 
emphasis is on two amendments, first amendment related to devolution of the powers to 
district levels (District Level Committees, DLC) from state level for evaluation and 
registration of private facilities for abortion, and second amendment about inclusion of 
medical abortion as a legal method of abortion in the MTP Act. 

4.1.1.1 District Level Committees 

All public facilities from Primary Health Centres (PHCs) level and above; are certified by 
default to provide abortion services if they have a certified provider and necessary 
equipment are available. However, private facilities need to be registered by a District 
Level Committee (DLC). Under the MTP rules 2003, evaluation and registration of private 
facilities for abortion is decentralised from State level to DLCs. There is one DLC for each 
district which is headed by the Chief Medical Officer (CMO) of the district. DLCs are 
comprised of three to five members including the CMO. One of the members should be 
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either a gynaecologist, surgeon, or an anaesthetist, and other members should be from 
non-government organisations and local self-governments of the district. One of the 
members of the committee should be a woman. Tenure of the committee is for two 
calendar years. The CMO, after receiving an application from the owner of a facility to be 
registered, verifies or inspects the place to satisfy that abortions can be done under safe 
and hygienic conditions and recommends approval to the committee. The inspection of the 
place should take place within two months of receiving the application and the certificate 
should be issued within two months of inspection. If any deficiency is found, it should issue 
the certificate within two months of rectification of deficiency. It is the responsibility of the 
CMO to inspect the facility from time to time to ensure continued safe and hygienic 
conditions for conduct of MTPs. DLC can cancel the registration of a facility if irregularities 
are found at a facility. For a facility to get registered, it should have a gynaecological 
labour table, sterilization equipment, resuscitation equipment, essential drugs, back up 
facilities in case of complications and facilities for transportation if there is an emergency. 

Though decentralization of the process of registration of facilities was intended to better 
organise the services in accordance with the local needs, it was observed that DLCs 
imposed additional conditions on providers for registration. In Maharashtra state, DLCs 
made it mandatory to have a blood bank within five km radius of the facility. Similarly, in 
Delhi and Haryana states, it was made compulsory to submit the floor plan and plan of 
parking facility with the application for registration (Hirve, 2004). It was noticed in states 
of Bihar and Jharkhand that not even a single private facility was certified in the year 2010 
(Paramita, 2011a & 2011b). In the state of Jharkhand, 54% of districts did not even 
constitute any District Committee for registration (Paramita, 2011b). As per Audit report 
of the Comptroller and Auditor General of India for the state of Uttar Pradesh, DLCs in 14 
out of 20 sample districts were found invalid in 2014-15 as respective tenures of the 
committees had expired and DLCs were not renewed during 2010-15. It was also observed 
that DLC meetings were never held regularly in these 20 districts, defeating the very 
objective of the constitution of the committees. As per Directorate, Family Welfare of Uttar 
Pradesh state, approximately 75 per cent MTPs were being conducted at private clinics, 
most of which were unregistered. Despite operation of a large number of unauthorised 
MTP clinics, the CMOs neither conducted inspections nor enforced provisions of the MTP 
Act with regard to taking any action against the unregistered/unauthorised private clinics 
carrying out MTPs in unsafe and unhygienic conditions (Audit report of the Comptroller 
and Auditor General of India in respect of the state of Uttar Pradesh, 2014-15).  

4.1.1.2 Medical Method of Abortions 

Another amendment in the MTP Act, 1971 was about inclusion of medical method of 
abortion (MMA) for termination of pregnancies up to seven weeks of gestation using 
medical abortion pills (MAP). Drug controller of India (DCI) approved the use of 
mifepristone in 2002, misoprostol in 2006 and a combination pack of both drugs in 2008 
(one tablet of 200 mg mifepristone and four tablets of misoprostol of 200 mcg each). 
Medical abortion (MA) has advantages over surgical abortion as it is less painful and 
involves no surgical or anaesthetic risks. Above all, medical abortions can be done even 
at home in a secure and confidential environment (Sri and Ravindran, 2015). 

For medical abortions, Government of India formulated guidelines (under provisions of 
MTP Act, 1971 and amendments of 2002 and 2003) that clearly indicate that medical 
abortions can only be prescribed by certified medical practitioners and that the centre 
prescribing medical abortion need not have onsite capability of providing abortion, 
provided it has access to a certified health care facility to deal with failed or incomplete 
abortion or any such emergency. Females asking for medical abortion should have 
thorough pre-abortion counselling regarding procedures, such as when to administer the 
drugs, likely duration of bleeding/pain, chances of failure and requirements for surgical 
intervention if necessary. Women should be instructed about a follow up visit on 14th day 
to confirm complete abortion and should be counselled for post abortion contraception 
methods. Patients should be examined to confirm duration and location of pregnancy 
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(whether it is intra uterine or extra uterine), if an ultrasonography (USG) machine is 
available, to rule out any contra-indications for medical abortion, and basic laboratory 
(Haemoglobin, urine complete and ABO Rh) workup should be done. Currently, the MTP 
Act approves medical abortions up to seven weeks of amenorrhea i.e. up to 49 days of 
pregnancy. Also, it is mandatory for providers to fill four forms: Form-I for certified 
provider’s opinion, Form-II for monthly reporting (to be sent to district authorities), Form-
III is admission register for case records and Form C for consent of the patient or consent 
of custodian in case of minor or mentally ill patients (Handbook on medical method of 
abortion, Government of India Guidelines, 2016).  

After legalisation of MMA, it was assumed that safe abortion services would be available 
at all government facilities from PHCs level and above, at least for early pregnancy 
abortions. In two separate studies from Maharashtra and Rajasthan it was found that 
almost all PHCs and many CHCs were not providing MA at all. Moreover, no information, 
education and communication (IEC) material was available about safe abortion services at 
government facilities particularly at PHCs. Even if some IEC material was available, most 
of it was about Pre Conception and Pre Natal Sex Determination Act (PCPNDT Act) and 
most of the women in the study area were aware about the illegality of pre-natal sex 
determination (Jejeebhoy et al., 2011a and Jejeebhoy et al., 2011b). Similarly, Bajwa et 
al. (2011), in their study in Punjab found that women in the study area did not know that 
a medical abortion facility was available in the government facility of the area.  

Powell-Jackson et al. (2015), in their study about three urban and three rural districts of 
Madhya Pradesh state found that MAPs were available at almost all the towns in urban 
areas but availability in rural areas was less. Though mifepristone, misoprostol and 
combination packs were available in the market, but combination packs are widely 
available with almost 15 brands in the market. Median price for combination pills was 
Rupees 350 per pack and lowest price was Rupees 150 per pack. 

Reymond et al. (2013), found the regimen of mifepristone (200 mg) and misoprostol (400 
mcg) highly effective for women up to 49 days of gestation with less than 5% of women 
requiring a surgical method for completion of abortion. Only 1.1% of women were 
hospitalised for serious complications out of 45,000 women included in the study. But 
failure rate of this regimen was high (>25%) if used in women with nine or more weeks 
of gestation.  

WHO’s “Clinical practice handbook for Safe Abortion” (2014) recommends home use of 
misoprostol for MMA for pregnancy up to seven weeks only. This will improve the comfort, 
confidentiality and the acceptability of said services without affecting the safety of due 
process. But guidelines for MMA by Ministry of Health & Family Welfare, Government of 
India (2016) mandates three visits to the abortion facility: on day 1 for administration of 
mifepristone 200mg orally, on day 3 for administration of 400 mcg misoprostol orally and 
on day 14 for ensuring completion of abortion process. Iyengar et al. (2015), in a 
randomised control non inferiority trial in three rural and three urban clinics of Rajasthan 
state found that women were more satisfied by using misoprostol at home and can use a 
low sensitivity urine pregnancy test successfully to access completion of process and can 
better diagnose the complications arising out of use of medical abortion if provided with 
information in the form of pictures. Though in this study women were less educated in 
comparison to other studies done in Vietnam and Europe, results of home assessment of 
completion of abortion process by using same low sensitivity urine pregnancy tests were 
comparable (Ngoc, et al., 2014 and Oppegaard et al., 2015). Similarly, Reymond et al. 
(2013) did not find any increase in complications when women administered misoprostol 
at home in a scenario where most women preferred this option of home use of misoprostol. 

4.1.2 Legislative provisions on Drugs 

In India, manufacturing, distribution, sale and import of drugs and cosmetics are regulated 
by Drug and Cosmetics Act (DCA), 1940 and Drug and cosmetics Rules (DCR), 1945. The 
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Central Drugs Standard Control Organization (CDSCO) is a central regulatory body 
attached with the Director General of Health services in the Union Ministry of Health and 
Family Welfare (MoHFW). CDSCO is responsible for approval of newer drugs, for giving 
approvals for clinical trials, registration and quality control of imported drugs and for 
regulation and amendments of Acts and Rules. CDSCO also coordinate functioning of state 
drug councils and advise these on issues related to uniform administration of Act and Rules 
i.e. DCA,1940 and DCR,1945 in the country.  

State drug councils are responsible for licensing, inspection and regulation of drug 
manufacturing units and sales outlets at the state level. The councils have powers to take 
legal action on defaulters as per Act and Rules. State drug councils operate through state 
drug inspectors. An inspector can inspect any premises where drugs are compounded or 
dispensed. Inspectors have the authority to check if a pharmacy unit and persons 
operating it are registered or not, can investigate any written complaint registered against 
a pharmacy unit (DCA,1940; DCR,1945).  

Profession and practice of pharmacy is regulated by Pharmacy Act, 1948. The central 
pharmacy council regulates the pharmacy education standards and maintains a central 
pharmacy register which has names of all the pharmacists registered from each state. 
State pharmacy council maintains a state register containing “(a) full name and residential 
address of the registered person; (b) the date of his first admission to the register; (c) his 
qualifications for registration; (d) his professional address, and if he is employed by any 
person, the name of such person”. In India, any person who is more than eighteen years 
old is eligible to have his/her name entered in the register if he fulfils one of the following 
educational qualification/experience parameters: 

(a) holds a degree or diploma in pharmacy or pharmaceutical chemistry or a chemist 
and druggist diploma, or a prescribed qualification granted by an authority outside 
India 

(b) holds a degree of an Indian University other than a degree in pharmacy or 
pharmaceutical chemistry, and has been engaged in the compounding of drugs 
for a total period of not less than three years 

(c) has passed an examination recognised as adequate by the State Government for 
compounders or dispensers 

(d) has been engaged in the compounding of drugs in a hospital or dispensary for a 
total period of not less than five years 

Source: Pharmacy Act, 1948 

Table 2: Eligibility parameters for a person to register as a pharmacist in India  

Also, the law states that only a registered pharmacist shall compound, prepare, mix, or 
dispense any medicine on the prescription of a medical practitioner. 

Studies from states of Bihar and Jharkhand regarding availability of MAPs in 2005 indicated 
that pharmacists offered ayurvedic medicines (Indian traditional medicines) when asked 
for medicines for abortions or delayed periods. Only 35-50% pharmacies were stocking 
MAPs. About 95% pharmacists admitted that sales representatives from pharmaceutical 
companies and doctor’s prescriptions were their primary source of drug information 
(Ganatra et al., 2005). Mishra et al. (2016), when they interviewed 110 workers, working 
in pharmacies located largely in urban areas of Delhi, found that amongst 110 workers, 
75 workers i.e. only 68% were having bachelor’s degree in pharmacy but all were 
dispensing medicines independently. 

4.2 Health System 

According to WHO, for a robust health system, it is mandatory to have a well-functioning 
and interconnected six building blocks of health system viz. adequate and well-performing 
health work force, equitable access to quality and cost effective essential medicines, 
efficient health financing system to protect people from financial catastrophe or 
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impoverishment due to need to pay for using health care facilities, accountable leadership 
and governance and equitable service delivery (WHO, Health System Framework). 

Similarly, rational use of medicines is impossible without the availability of sufficient 
number of competent staff and adequate finances for essential medicines (WHO, 2002 
core components). Untrained staff leads to irrational prescribing while unavailability of 
essential medicines promotes use of non-essential medicines. Because of unavailability of 
essential medicines, patients lose confidence in the public health system and providers 
morale become low due to community pressure (Prinja et al., 2015).  

This section deals with the structure of health system in India and the situation regarding 
availability of essential medicines in India. 

4.2.1 Structure of health system in India 

India is the second largest populous country of world with 68.9% population residing in 
rural areas (Census, 2011). To provide primary health care to all, Indian health system 
has developed as a three tier system comprising of Sub Centres (SC), Primary Health 
Centres (PHC) and Community Health Centres (CHC). Details of these has been shown in 
figure 3 (HMIS, 2015-16, Rural Health Care System in India, pg-4) below: 

 

 

Figure 3: Three tier rural health system in India 
Available from: https://nrhm-mis.nic.in/ [Accessed16 June 2017] 
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For secondary care, there are sub-divisional hospitals and district hospitals. Hospitals 
attached to medical colleges and super-speciality hospitals in public sector provide the 
tertiary care.  

As per the Health Management information system (HMIS) of India, 5.8% of Sub Centres 
are without a female health worker (FHW) or an Auxiliary Nurse Midwife (ANM). In the 
next level of primary care, 8.1% PHCs are without any doctor, 38% PHCs are without a 
Laboratory Technician and 18.7% PHCs are without pharmacists. In addition, there is a 
shortfall of 76.7% Gynaecologists and Obstetricians and overall 81% shortfall of specialists 
in CHCs. 

In India, community level workers like auxiliary nurse midwives (ANMs), Accredited Social 
Health Activists (ASHAs), Traditional Birth Attendants (TBAs) and friends/family are first 
source of information for rural women with unintended pregnancy. ANMs, ASHAs, TBAs, 
local pharmacists all are providing abortion services (Iyengar et al., 2005). Apart from 
these, persons trained in Indian system of medicines (ISM) like Ayurveda, Yoga and 
Naturopathy, Unani medicines, Siddha and Homeopathy (AYUSH) are legally recognised 
to provide health care services in India. Presently there are 10,279 trained AYUSH 
practitioners who are posted at various health facilities in India (HMIS, GOI). AYUSH 
practitioners also provide services at their private clinics in both urban and rural areas. At 
many PHCs, they are posted as medical officers in-charge and are supposed to look after 
maternal and reproductive services like taking deliveries, providing contraceptives 
including insertion of Intra Uterine Devices but are not authorised to provide any kind of 
abortion services (Jejeebhoy et al., 2012). PHCs and CHCs are certified places for Medical 
termination of Pregnancy (MTP) but they often fail to provide the abortion services to poor 
rural women of India due to scarce resources (Mundle et al., 2007, Paramita et al., 2011a 
and Paramita et al., 2011b). Some facilities do not have a certified provider, some do not 
have necessary equipment and drugs and some lack both (Iyengar et al., 2005). As per 
the India Facility Survey (2005), 94% PHCs and 69% CHCs did not provide any abortion 
services, which was alarming. Some selected Rural Health Statistics (2012) of Primary 
Health Centres and Community Health Centres regarding availability of medical personnel 
is given below: 

Characteristic % 
Primary Health Centres  
Lady Medical Officer on staff 24 
Open 24 Hours 53 
Offers referral services for complicated pregnancy/delivery 55 
Meets Indian Public Health Standards 15 
Community Health Centres  
Obstetrician-gynecologist on staff 25 
Delivery services offered 24 hours 90 
Has operating theatre 65 
Designated as FRU 52 
FRU with functioning blood storage facility 9 
Meets Indian Public Health Standards 15 
Source: https://www.guttmacher.org/sites/default/files/report_pdf/abortion-india-lit-
review.pdf 

Table 3: Facilities available at Primary Health Centres and Community Health Centres in 
India (Stillman et al., 2014, pg. 25) 

Service providers in the private sector are many a times unqualified persons but can be 
super-specialists as well, and the private facilities also vary in scope and size from an 
informal outpatient clinic to a hospital having latest technology (Nandraj et al., 2001). As 
far as abortions are concerned, a study from Rajasthan found that only 0.67 certified 
private facilities are available on an average for 100,000 population and these small 
number of private facilities are clustered around few districts only. The study also 
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mentioned that 83% of facilities were clustered in nine districts out of 31 districts and the 
other 22 districts had only 17% of the facilities. Amongst 22 districts, 5 districts did not 
have any certified facility and 6 districts had only one facility each. Iyengar et al. also 
noticed that the number of abortions provided per month was significantly low at PHCs 
and CHCs level as compared to district and sub divisional government hospitals and private 
facilities (Iyengar et al., 2005).  

In 2005, public spending on health in India was 0.9% of GDP which was extremely low as 
compared with other countries. During 2004-2005, India’s total expenditure on health was 
5.2% of Gross Domestic product (GDP). Out of this expenditure, more than 82% was from 
private spending. Under private spending category, employers paid 9%, health insurance 
covered 5-10% and the rest about 82% was out of pocket (OOP) expenditure of the 
patients. Due to this heavy OOP expenditure, around 40% of total admitted patients had 
to take loans or sell assets for their treatment (Planning commission, 2005). Total health 
expenditure remained at 0.93% of GDP in 2007–08 and it increased to about 1.04% during 
2011–12. Though Government of India plans to increase public health spending in the 
12th five-year plan to 1.87% of the GDP, it needs to increase even more over the next 
decade (Planning Commission, 2010).  

4.2.2 Essential Medicines in India 

According to WHO, “Essential medicines are those that satisfy the priority health care 
needs of the population”. Essential medicines should be selected on the basis of burden of 
disease in the country, of proven efficacy, safety and cost effective. Good quality essential 
medicines should be available all the time, in adequate amounts, in the appropriate dosage 
and at an affordable price to all. In India, health is the responsibility of each state. Many 
states have developed their own Essential Medicine Lists (EMLs) depending upon disease 
prevalence and their budget. The National Essential Medicines List (NEML) is a model list 
and should be adapted according to the general health status, incidence of diseases, 
economic and social status and other logistic requirements for procuring medicines within 
the state. Though both mifepristone and misoprostol are included in EML but these remain 
unavailable in most public health care facilities (Iyengar and Iyengar, 2016). 

In India, access to medicines for people is either through private retail shops or pharmacies 
or through government owned pharmacies functioning at various levels like PHCs, CHCs, 
District Hospitals and other tertiary level hospitals or medical colleges. Some prescribers 
also dispense medicines, and in that case patient can directly get the medicines from 
prescriber on payment. For universal health coverage, availability of essential medicines 
in public facilities is crucial. According to WHO (2004), 68% of people in India have no 
access or limited access to essential medicines. Non-availability of essential medicines 
leads to increased out-of-pocket (OOP) expenditure on medicines, which in turn push 
around 2.2% population to below poverty line every year (Oberoi and Oberoi, 2014). 
Overall availability of essential medicines in the states of Punjab and Haryana in public 
sector health facilities and hospitals was 45.2% and 51.1% respectively which is well below 
the WHO standards of 80% (Singh et al., 2013 and NHM, Haryana, 2012). 

According to Planning commission’s 12th five-year plan document, only 80% of patients 
in India have access to any kind of medical facility and the remaining 20% of patients are 
deprived of any kind of health facility as being out of his/her reach. Amongst the patients 
who have access to medical facilities, only 20-25% avail public health facilities which is 
expected to increase to 40% if patients get free and quality medicines all the time in Public 
Health Facilities (Planning commission, 2010). In Tamil Nadu, after the establishment of 
Tamil Nadu Medical Services Corporation (TNMSC), an autonomous corporation in Public 
Sector, the proportion of patients visiting public health facilities increased to 40% as free 
medicines to all patients availing public health services were made available by TNMSC.  
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4.3 Medical Service Providers 

4.3.1 Prescribers 

India spends four to five percent of its gross domestic product on health care, most of 
which represents private out-of-pocket expenditures (Planning Commission, 2010). These 
statistics are indicative of high level of reliance and use of private health care facilities in 
India. According to MAQARI Team (2011), though the doctors in government facilities are 
educationally qualified, most patients seek medical services from the private facilities. The 
doctors at the private facilities have very wide ranging qualification status from a self-
styled quack with no formal training to a super specialist (MAQARI Team, 2011). The 
following table reflects the position of availability of private providers and public doctors 
to an average person within a village in a sample selection of villages of different states of 
India and the skewed position of availability of public doctors vis-à-vis private providers: 

Availability of Healthcare Providers within a Village to an Average Person 
State No. of providers by provider type 

 Private 
Providers 

Public 
Doctors 

Public 
Other 

Total Ratio of 
Public 
Doctors to 
Private 
Providers 

Andhra Pradesh 2.10 0.22 2.67 5.05 1:9 
Assam 1.59 0.12 2.03 3.94 1:14 
Bihar 5.51 0.13 0.21 6.21 1:42 
Chhattisgarh 6.94 0.39 5.85 13.44 1:18 
Gujarat 1.19 0.25 3.49 4.97 1:5 
Haryana 5.60 0.51 3.63 9.95 1:11 
Himachal Pradesh 1.45 0.28 0.98 2.72 1:5 
Jharkhand 3.03 0.06 0.58 3.76 1:5 
Karnataka 1.22 0.29 1.22 2.75 1:4 
Kerala 1.78 1.55 0.43 3.97 1:1 
Madhya Pradesh 2.87 0.24 3.83 7.14 1:12 
Maharashtra 1.60 0.15 2.41 4.19 1:10 
Orissa 2.00 0.23 2.91 5.20 1:9 
Punjab 4.01 0.46 0.37 4.95 1:9 
Rajasthan 2.82 0.55 4.00 7.44 1:5 
Tamil Nadu 0.97 0.11 1.66 2.76 1:9 
Uttar Pradesh 4.07 0.37 1.73 6.31 1:11 
Uttaranchal 1.88 0.19 3.51 5.61 1:10 
West Bengal 9.24 0.25 1.39 10.93 1:37 
India 3.21 0.34 2.31 5.97 1:10 
Note: “Private Providers” include all private practitioners and a wide range of 
qualifications and practice. The second category includes public doctors who are 
formally recognized by the government and generally possess an MBBS degree. The 
final category, “Public Other” comprises of all public paramedical staff (GNMs, ANMs, 
MPWs, etc.)  
Source: MAQARI Team, (2011, pg.4), Mapping medical providers in rural India: four 
key trends. Available from http://www.cprindia.org/research/reports/mapping-
medical-providers-rural-india-four-key-trends [Accessed 25 June 2017]. 

Table 4: Proportion of private providers vis-à-vis public doctors  

According to MTP Act, apart from post graduate degree or diploma holders in field of 
Obstetrics and Gynaecology or MBBS doctors with six-month residency in Obstetrics and 
Gynaecology, all other doctors need to undergo a two week MTP training from a designated 
training centre to become a certified abortion provider (The MTP ACT, 1971). A private 
practitioner would only be enrolled for MTP training if he/she would be working in a facility 
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registered for providing abortions and a private facility would only be registered if a 
certified provider would be working there. Moreover, private practitioner’s application for 
MTP training should be approved by the CMO and zonal director before getting a place as 
trainee (Iyengar et al., 2005). Iyengar et al. in their research in Rajasthan state also 
pointed out that there are only 8 training centres in Rajasthan including 6 medical colleges 
and on an average only 5 trainees were being trained per year per institution. Amongst all 
doctors who were trained in these institutions till 2005, 86% were working in government 
facilities. According to a study including about 2000 medical students from Maharashtra, 
it was found that very few students got any practical training in providing abortion services 
in the fifth year of medical college and 25% of these students thought abortions are 
morally wrong (Hogmark et al., 2013).  

In a study from Maharashtra and Bihar, it was noticed that more than half of trained 
providers were working in their own clinics, one quarter in public facilities and remaining 
were attached with private facilities like trusts, corporate hospitals or clinics owned by 
NGOs. They also reported that only two thirds of certified providers, provide MA and there 
is low level of awareness amongst certified providers about permitted duration of gestation 
for MA, correct dose of MAPs and time interval for follow up visits. Moreover, some 
providers hesitate to provide medical abortion to uneducated rural women thinking that 
they would not be able to follow the instructions given to them. However, most of the 
providers believe that MA is a safe, effective, easily available and a cheaper option for 
early pregnancy abortion than surgical abortion. But some providers were not inclined for 
MMA as they thought there are more chances of incomplete abortion with MA than surgical 
abortion and some think that already anaemic rural women would not be able to withstand 
heavy bleeding for 6-8 days. Private providers also prefer surgical abortion over MA as it 
is more profitable to them (Acharya and Kalyanwala, 2012).  

In a study by Consortium for Safe Abortions in Rajasthan, it was found that at least one 
medical officer is posted at most of the PHCs but less than 5% of them are certified to 
provide abortions (Jejeebhoy et al., 2011b). Paramita et al. in their study in Bihar and 
Jharkhand (2011a and 2011b) reported that sometimes certified public providers do not 
provide services due to their ignorance about registration of the facility for abortion 
services. Providers were not aware that public facilities like PHCs and above do not require 
such registration. Though the MTP Act of India does not mandate for consent of the spouse 
or family member of women with age 18 years and above, 86% of facilities asked for 
spousal consent and denied to provide abortion services to women who came alone 
(Iyengar et al., 2005).  

Indian Census 2011 revealed that child sex ratio further declined to 918 girls from 927 
girls per 1000 boys in 2001. This led authorities to impose stricter regulations on abortion 
providers and on chemists for stocking and dispensing MAPs; in order to curb the sex 
selective abortions. As a consequence of this, many providers stopped providing abortions 
and more than 50% chemists stopped stocking MAPs to avoid complex documentation and 
legal hassles attached to abortions and MAPs (Stillman et al., 2014). 

In the initial years of introduction of medical method of abortion (MMA) in the state of 
Rajasthan, providers did not provide the abortion services to women coming alone due to 
provider’s inexperience in the MMA but later when they realised that this has become a 
barrier for women they stopped asking for companion. Moreover, initially when there were 
not enough evidences of safety of home administration of misoprostol, providers called 
women for three visits for MMA, but as they became experienced and confident in MMA 
and with increased evidences on safety of home administration of misoprostol, they started 
to give the choice to women to choose between clinic or home administration of 
misoprostol. Given this option, 38% women chose to administer misoprostol at home. It 
was also noted that after the introduction of MMA, more and more females opted for MMA 
over Manual Vacuum Aspiration (MVA), because of MMA being non-invasive. In this study 
majority of abortion seeking women were married and less than 25% were using any kind 
of modern contraceptives (Iyengar and Iyengar, 2016).  
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In a countrywide study in 2004, it was found that uncertified providers at all levels range 
from ANMs, ASHAs, trained or untrained paramedics and AYUSH practitioners, who are 
providing abortion services which often lead to complications (Duggal and Ramachandran, 
2004). Similarly, Varkey et al., 2000 in a study from Vellore district of Tamil Nadu state 
found that unqualified female health care providers like ANM were working in their villages 
as doctors and were providing abortion services in their ‘Nursing Homes’. During in-depth 
interviews, they admitted that they had provided abortions up to seven months of 
pregnancy and in cases of complications, they referred the case immediately to either 
qualified private practitioners or to government hospitals. To prevent infection, they were 
boiling the instruments and were giving 2-3 antibiotics intravenously prior to the abortion 
procedure. 

In contrast to this study, Jejeebhoy et al. (2012) conducted a study in Bihar and Jharkhand 
states on allopathic physicians, nurses and ayurvedic physicians (10 each), none of which 
had any previous experience with medical abortions but were trained to provide MA; and 
thereafter these providers provided MA over a period of two years (2008-2010) to 1225 
women (around 400 each) who were pregnant up to eight weeks of gestation. On review 
of outcomes, they did not find any gross difference in results when medical abortion 
services were provided by these trained nurses, ayurvedic practitioners and allopathic 
physicians. Similar evidence from rural Rajasthan is available where maternal and new 
born services at two PHCs were successfully provided between year 2000 to 2008, by 
trained nurse midwives and complicated cases were referred to higher centres with 
immediate effect (Iyenger and Iyenger, 2009).  

Cost of the treatment also plays a major decisive role in choosing provider of abortion 
services. Many factors influence the financial charges of abortion in India like age of 
gestation, marital status of woman, age of women, cause of abortion seeking, socio-
economic status of women, location of the facility, certification of provider and facility and 
method of abortion. Generally, young and unmarried women are charged more than old 
and married women. The same provider can charge more from a well off client than from 
a poor client. In the state of Rajasthan, cost for first trimester abortion ranged from Rupees 
195 to 457 in government facilities and this ranged from Rupees 540 to 724 in private 
facilities (Iyengar et al., 2005), which does not include the indirect cost of transport and 
loss of daily wages. In a study from urban Maharashtra, a surgical abortion cost around 
Rupees 1000 to 1200 while cost for a medical abortion is around Rupees 500 (Acharya 
and Kalyanwala, 2012).  

4.3.2 Dispensers 

In a study on drug dispensing practices of private pharmacies in the state of Tamil Nadu, 
it was observed that 55.8% of medicines were dispensed without a prescription from a 
doctor and amongst that, 26.9% were dispensed on request of clients themselves and 
28.9% were dispensed on suggestions/recommendations of the pharmacist. Furthermore, 
out of over-the-counter dispensed medicines, 61.2% medicines were prescription only 
medicines (Basak and Sathyanarayana, 2010).  Tariq et al. (2013) in their study to know 
the drug dispensing behaviour of pharmacists in 20 districts of three states viz. Delhi, 
Uttar Pradesh and Rajasthan; found that 75% of pharmacists did not ask for prescription 
of doctors when a fake client asked for MAPs. Though the remaining 25% asked for doctor’s 
prescription but eventually delivered the medicines even if the prescription was not 
available.  85% of pharmacists did enquire about menstrual history of beneficiary. Only 
45% of pharmacists knew the correct dosage and route of administration of drugs in Delhi 
and Uttar Pradesh in comparison to Rajasthan where 65% had the correct knowledge. In 
all three states, only 50% of dispensers gave correct information regarding side effects of 
MA drugs. Mishra et al. (2016), found that about 95–98% of clients were male when they 
interviewed 110 workers working in pharmacies located largely in urban areas of Delhi. 
About 20% of pharmacists told that abortion is immoral and it should not be liberalised. 
More than 92% think that medical abortion is 100% safe and remaining said around 2% 
of clients come with complaints about failure of abortion or complications. None of them 
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were aware of serious complications of medical abortion pills like sepsis, shock, ruptured 
ectopic, ruptured uterus etc. Ganatra et al., (2005) in their study in Bihar and Jharkhand, 
reported that almost all the pharmacists told that 50% of customers for abortion pills were 
males who wanted these pills for their wives. Both men and women were hesitant in asking 
for abortion pills, so they generally came at odd hours to avoid encountering people at 
pharmacies. 

Following data also indicates poor statistics when it comes to good practices; even when 
pharmacists may have good knowledge about the abortion process and services. This 
study was carried out in Madhya Pradesh state by Powell-Jackson et al. (2015, pg. 9/14): 

 % of Practice of 
Pharmacist 

% of Knowledge 
of Pharmacist 

Asked timing of last menstrual period 
 

38.5 67.3 

Asked to see prescription 
 

13.8 35.3 

Offered any advice on usage and 
directions of use 

62.5 73.5 

Offered any advice on warning signs of 
complications 

4.7 26.2 

Offered any advice on where to seek 
medical attention 

1.5 25.1 

Correctly advised heavy bleeding is a 
warning sign to seek care 

49.5 90.9 

Correctly advised on weeks pregnant MA 
can be used 

21.5 34.9 

Correctly advised on how many and when 
to take MA pills 

35.3 68.0 

Correctly advised on where to seek care 
from if needed 

28.4 96.7 

Source: Powell-Jackson, T., Acharya, R., Filippi, V., Ronsmans, C., (2015) Delivering Medical 
Abortion at Scale: A Study of the Retail Market for Medical Abortion in Madhya Pradesh, India. 
PLoS ONE 10(3): e0120637. DOI: https://doi.org/10.1371/journal.pone.0120637.  

Table 5: Statistics about the practices and knowledge of pharmacists in Madhya Pradesh 

4.4 End Users 

India endorsed the idea of International Conference on Population and Development 
(ICPD), Cairo 1994 and Beijing Plan of Action (1995) for Sexual and Reproductive Health 
and Rights (SRHR) i.e. “Right of all couples or individuals to decide freely and responsibly 
the number, spacing and timing of their children, right to information to do so, right to 
highest standard of reproductive health, right to make decision concerning reproduction; 
free of discrimination, coercion and violence”. According to this, women in India have the 
right to quality family planning services and counselling that respects reproductive needs 
of couples and individuals, right to have safe motherhood and prevention from unsafe 
abortions and management of consequences of unsafe abortions and prevention and 
management of other reproductive health disorders including HIV/AIDS. SRHR also 
emphasises to empower adolescents by providing them sexual and reproductive education 
and information in the most comprehensible way (Park and Park, pg. 454). Within the 
ambit of national laws, the norms, applicable standards clinical practices on abortions, 
providers should ensure (i) health and the human rights of females, (ii) informed and 
voluntary decision-making without the need for relative’s consent, (iii) privacy and 
confidentiality. Amongst the 1.2 billion people of India, 328 million are women of 
reproductive age group (15-49 years). According to national family health survey 2015-
2016, 68.4% women of reproductive age group (15-49 years) are literate (81.4% in urban 
areas and 61.5% in rural areas), however, only 35.7% studied up to grade 10 or more 
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(51.5% urban and 27.3% rural). Total fertility rate is 1.8 in urban and 2.4 in rural women 
whereas 2.2 is the national average. Only 47.8% married women of 15-49 years of age 
are using any modern method of family planning (51.3% urban and 46% rural). The 
proportion for unmet need for family planning amongst currently married women of 15 to 
49 years of age is 12.9 % (12.1% urban and 13.2% rural). Spacing between two births 
and limiting the family size are the two main reasons given by women who are seeking 
abortions (Ganatra et al., 2005, Hirve, 2004 and Varkey, et al., 2000).  

For women with unintended pregnancy, provider attitude, provider skills, gender of 
provider, distance of facility, infrastructure of facility, privacy and confidentiality of service, 
cost of abortion and availability of post abortion counselling are the main factors which 
either enable or restrict women for seeking abortion (Stillman et al., 2014). Following is 
the data of experience of women regarding quality of care they received from abortion 
providers in Maharashtra and Rajasthan as revealed by a study conducted by Population 
council, India, (Jejeebhoy et al., 2011a, pg.21 & Jejeebhoy et al., 2011b, pg.21). 

 
Quality of care measure 
 

Percentage of positive responses 
Maharashtra Rajasthan 

Provider offered sufficient 
privacy 

85 87 

Provider required 
husband’s consent for 
abortion 

95 87 

Provider forced the women 
to accept contraception as 
a condition of abortion 

7 18 

Very satisfied with provider 27 49 

Source: https://www.popcouncil.org/uploads/pdfs/2011RH_IndiaSafeAbortionMaharashtra.pdf,  
https://www.popcouncil.org/uploads/pdfs/2011RH_IndiaSafeAbortionRajasthan.pdf 

Table 6: Perception of women in Maharashtra and Rajasthan states about Provider’s 
Services 

In the above mentioned studies, considerations for choosing a provider were different for 
married women and unmarried women. Cleanliness of facility, speed and quality of 
services, behaviour of staff and most importantly - if husband’s consent was required, 
were considerations for married women; while privacy and confidentiality were most 
important for unmarried women. Also availability of female provider was an important 
factor for both (Jejeebhoy et al., 2011a & 2011b and Sri and Ravindran, 2015). Women 
preferred bigger and costlier private facilities over government facilities because they 
considered private facilities were better equipped, cleaner and had well behaved staff than 
government facilities (Ramachander and Pelto, 2004).  

Abortion seeking behaviour also depend upon their knowledge regarding MTP law. Majority 
of young, unmarried, abortion seeking females from Bihar and Jharkhand believed that 
abortion is legal for married women only and few had the knowledge about the legal age 
of gestation for abortion services (Kalyanwala et al., 2012). In rural areas of Rajasthan, 
women believed that consent of husband is mandatory to get abortion services. Similarly, 
women have misconceptions regarding legality of providers, some believe that any health 
worker can provide abortion and some think that abortion is totally illegal. Many women 
either try to self-induce abortion or seek care from illegal providers due to lack of 
knowledge about safe abortion methods and providers (Elul, 2011). Nivedita and Shantini 
(2015) in a small scale retrospective observational study on women admitted in a medical 
college hospital of Puducherry found that over a period of one year, 128 women were 
admitted in hospital, with a complication of abortion and out of 128, 40 women took 
abortion pills without any consultation with a certified medical practitioner. Out of these 
40 women, 34 women were admitted for excessive bleeding per vaginum, three for severe 
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abdominal pain, one for fever and two for not expelling products of conception. Moreover, 
75% of women took pills after 7 weeks of gestation and 42.5% of women had some 
associated medical or surgical contraindication of medical abortion. 

According to Sri and Ravindran (2012), different groups of women have different opinions 
regarding MMA. Most thought that it is a good method and give women a safe option for 
abortion. Some groups were against home administration of misoprostol. Reasons given 
were: they did not know how to administer, nobody would allow them to lie on bed, 
everybody at home would come to know that she is having an abortion or what would 
happen if some complications would occur? In another study by same authors in 2015, 
most women preferred administration of misoprostol at clinic. Reasons given were lack of 
washroom at home, lack of family support for the process and opportunity to get some 
rest at the clinic while undergoing the abortion process. 

In a study from Tamil Nadu state by Sri and Ravindran (2015), with a lens of Sexual and 
Reproductive Health and Rights (SRHR), it was found that even if a woman can get access 
to a safe abortion service, often the pregnancy is the result of lack of power to negotiate 
the sex and contraception. Though most of them were engaged in household work, taking 
care of their children and extended families and some were working outside home, yet 
they were financially dependent on husbands as their work was not paid because these 
works were considered as part of their duties post marriage. Even if they earned, they did 
not have control over money earned by them. Poverty, lack of family/husband support to 
take care of children, domestic violence, spacing between two births, limiting family size 
were the reasons given by women for seeking abortions. Some women came against the 
wishes of their husband, while others came with the consent of the husband, but were 
forced by the husband for abortion. Moreover, availability of female doctor and female 
nursing staff at the facility, cleanliness and confidentiality were main factors for choosing 
a particular facility. Most of the women gave preference to medical abortion over surgical 
abortion because of MA being cheaper, non-invasive, less painful and confidential and did 
not interfere much in their routine work.  

Similarly, in another study from south of India, it was found that 29% of women took the 
decision to terminate the pregnancy without telling their husband and in 11% of cases the 
decision was taken by either husband or mother-in-law and women were forced to get 
their pregnancy terminated. The other 60% of women terminated pregnancy with the 
consent of husband. In this study, only 6.6% women went to certified providers, 65% 
went to uncertified providers and rest went to ANM, self-claiming women doctors, male 
indigenous practitioners or pharmacists. Poor accessibility, lack of privacy and long 
hospital stay, unwelcoming attitude of providers and coercion to accept temporary or 
permanent method of contraception were some of the reasons given by women for not 
going to government hospitals (Varkey et al., 2000). 

Apart from poor knowledge about legality and availability of safe abortion services, 
abortion is a social stigma in Indian society. Uneducated rural women, unmarried women 
and women with pregnancy out of wedlock are most affected by the stigma attached to 
abortions. This stigmatisation push woman to either self-induce abortion or avail services 
of unsafe providers (Banerjee et al., 2012). To keep their pregnancy secret, these women 
seek help from local chemists, village health workers or traditional health practitioners. 
They think these providers can maintain confidentiality better than in case of formal 
providers. Higher cost of formal abortion providers is another reason to seek services from 
uncertified providers (Sri and Ravindran, 2012). 
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5. Discussion 
 

Globally, unsafe abortions are the third most important cause of maternal mortality. As 
per WHO global estimates (2008), unsafe abortions are cause of 13% of maternal deaths. 
The relationship between restrictive abortion laws and unsafe abortions is well established. 
In India, despite liberal abortion laws in action since 1971, unsafe abortions are 
responsible for 10000-12000 maternal deaths every year. There are many other issues as 
well, which act as a barrier for women and girls to access safe abortion services apart from 
gaps in implementation of abortion laws.  

Government of India introduced medical method of abortions (MMA) in 2002 to combat 
deaths and complications arising out of surgical abortions. Though the introduction of MMA 
led to significant decline in the deaths and serious complications, yet challenges have 
emerged due to irrational use of medical abortion pills (MAPs) like complications arising 
due to self-administration of MAPs, irrational dispensing by providers and pharmacists etc. 
As discussed in the conceptual framework, it is not only the inefficient health system, but 
also lack of prescribers’ knowledge and experience, flaws in dispensing practices and 
knowledge gaps of dispensers and beliefs and experiences of end users; which all 
contribute to irrational use of medical abortion pills (MDS-3, 2012).  

This chapter analyses the causes of irrational use of medical abortion pills at the health 
system level, providers level and at end users level along with laws and policies pertaining 
to abortions and medicines.  

5.1 Laws and policies for abortions and medicines 

While the Government of India is committed to reduce the incidence of unsafe abortions 
and made policy changes like decentralising the regulation of registration of health centres 
giving abortion services and making the medical method of abortion legal since 2002, 
there are gaps to overcome even after 15 years of making these changes.  

5.1.1 District Level Committees 

DLCs at the district level were entrusted with the function of registering private medical 
facilities for abortions. However, in many districts, DLCs were not even formed and in 
significant number of districts, DLCs were not reconstituted after their term was over. No 
provisions under the law were made to address this situation and to regulate the DLCs in 
cases of non-performance. Moreover, some DLCs imposed their own restrictions for 
approving a facility for abortions, which made the registration process difficult rather than 
making it easier. These restrictions discouraged private providers to get their facilities 
registered. Since abortions at unregistered facilities are considered illegal, as a result, 
abortions and their complications happening at these facilities largely remain unreported.  

Chief Medical Officers and DLCs did not inspect the registered facilities regularly. So, the 
facilities, once registered, might not be cautious anymore for maintenance of hygiene, 
availability of necessary equipment and record keeping. This again might have contributed 
to unsafe abortions and under reporting of abortions. It was quite apparent that the DLCs 
were not having the capacity to act independently and regulate the functioning of private 
medical centres providing abortion services. This was counter-productive and inability on 
part of DLCs was responsible for incidences of unregistered facilities, which in turn led to 
an increase in the burden of unsafe abortions.  

For a private practitioner to get enrolled for training in abortion related services, he/she 
must be working in a registered facility and for registration of a facility there should be a 
certified medical practitioner working there. Therefore, it is difficult for a private 
practitioner to get registered for training or to get his/her facility registered for abortion. 
This situation is leading to lack of training amongst private abortion providers. This lack 
of training of private providers led to their low level of knowledge regarding MMA so they 
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either do not provide MA safely or prescribe MAPs irrationally, adding to unsafe abortions 
and their complications. 

5.1.2 Pharmacy Act 

Although the complications that may arise out of MMA are far too less when compared 
with surgical abortions, there is high incidence of hospitalisations due to prolonged 
bleeding, incomplete or failed abortion etc. which was attributable to irrational use of 
medical abortion pills (Nivedita and Shantini, 2015). 

As per Pharmacy Act 1948, any person who is not a qualified pharmacist but who has been 
engaged in compounding and dispensing of drugs for more than five years; is eligible to 
apply for registration as a pharmacist. The pharmacists who are not trained in pharmacy 
are more likely to engage in furthering irrational dispensing of drugs (MDS-3, 2012). 

In India, people without a degree in pharmacy are dispensing medicines independently. 
Prescription medicines are being dispensed without a prescription. Literature review clearly 
indicates that pharmacists did not ask for doctor’s prescription for Medical Abortion Pills 
(MAPs) and provided MAP over the counter. As pharmacists are not aware that MA can 
lead to life threatening complications like sepsis, haemorrhagic shock, ruptured ectopic, 
rupture uterus, etc. they were not hesitant to dispense MAPs over the counter without 
prescription. Moreover, as abortion is a social taboo in India, pharmacists are not 
comfortable talking about it so they dispense MAPs to the customers without giving 
adequate information to them about correct dosage, side effects, and serious 
complications of MAPs, even if they had knowledge about it. 

Over the counter availability of abortion pills led to self-medication, which in combination 
with poor quality of advice regarding dosage and side effects of MAPs, might culminate 
into incomplete abortions or other serious complications of MMA. 

5.2 Health System 

5.2.1 Human Resource 

Public health services are the main service providers for Indian rural population but they 
are often not equipped with necessary resources to provide abortion services. As per India 
facility survey (2005), only 6% of PHCs and about 31% of CHCs provide abortion services. 
This is in contrast with the fact that 92% of the PHCs are having at least one qualified 
medical doctor. The medical doctors posted at these PHCs are not authorised to give MMA 
as they are neither trained nor certified to provide MMA. Moreover, there are scarce private 
facilities in the rural areas. In this situation of non-availability of certified providers both 
at public and private facilities, abortion seeking rural women of India have no option other 
than turning towards unqualified local health care providers, which in turn lead to increase 
in maternal mortality and morbidity due to unsafe abortions. Also, number of abortions 
provided per month was significantly low at PHC and CHC levels as compared to district 
and sub divisional level government hospitals. Thus, doctors at SDH and DH were over-
burdened.  

Medical abortion is a simple procedure but only certified practitioners can provide it legally 
in India. In Rajasthan, at least one doctor was posted at each PHC but only five percent 
of these were certified to perform MAs. Abortions provided by untrained providers like 
TBAs, ANMs, ASHAs, Paramedics, and AYUSH practitioners led to complications. 
Interestingly, doctors trained in Indian system of medicine (AYUSH) are posted at various 
health facilities but they are neither trained nor authorised to provide MMA. However, no 
gross differences were observed in abortion outcomes between abortions provided by 
trained nurses, AYUSH practitioners and abortions provided by doctors after providing 
training for MMA to these.  

It is evident that the training statistics about medical abortions are very discouraging and 
a large proportion of PHCs and CHCs either do not have the qualified staff or the facilities 
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for giving medical abortion services. This may also be because of unwillingness at various 
levels to reach out to the rural population. As a consequence, pregnant women (especially 
from rural areas) seek care from unqualified health professionals due to unavailability of 
trained staff leading to complications owing to unsafe abortions. 

5.2.2 Essential Medicines 

For universal health coverage, availability of essential medicines in public facilities is 
crucial. According to WHO (2004), 68% of people in India have no access or limited access 
to essential medicines. Though both mifepristone and misoprostol are included in EML, 
these remain unavailable in most primary care facilities (Iyengar and Iyengar, 2016). Non 
availability of essential medicines leads to far higher direct and indirect costs than the 
actual costs of medicines themselves. Patients buy these medicines from private 
pharmacies when medicines are not available in public facilities. This leads to not only 
extra expenditure but also necessity to return to the prescribing government facility again 
for administration of drugs; which makes it unduly cumbersome for women to avail MA at 
public facilities. Such circumstances push women to go directly to the pharmacists for 
MAPs and self-administration of MA which lead to complications of MA due to irrational use 
of medical abortion pills. 

Thus, non-availability of essential medicines not only increases the out of pocket 
expenditure on medicines but also leads to irrational prescription of drugs and patient’s 
loss of faith in the public health system. 

5.3 Medical Service Providers 

Although, abortion is legalised in India since 1971 for a broad range of indications, there 
continues to be low level of knowledge about legality of abortions in India. The low level 
of awareness about MTP Act amongst abortion providers was also evident as some were 
not even aware that government facilities did not require registration and many providers 
were asking for consent of husband or relatives even when this was not required. 
Moreover, some providers in public facilities pressurise women to accept either long acting 
contraceptives or to go for permanent sterilisation (Powell- Jackson et al., 2015). This 
deter women to seek abortion care from public facilities as they fear about confidentiality. 
Sometimes, women come even alone to medical facilities in order to keep their pregnancy 
a secret from their family but they fear otherwise if relative’s consent is insisted at the 
medical facility. Moreover, women do not have any control over their reproductive rights, 
so they do not feel empowered to use contraceptives with-out their husband’s consent. All 
these factors discourage women in taking services from public facilities.  

Even certified providers have low level of knowledge about MMA. Most of them do not 
know about correct doses of MAPs, permitted duration of gestation for medical abortions, 
time intervals for follow up visits etc. Medical abortion has a high success rate if provided 
under supervision of trained professionals whether by doctors or trained paramedics, but 
it can lead to high incidence of incomplete abortions and other complications if provided 
by inadequately trained providers. Because of inadequate knowledge about MMA, doctors 
prescribe incorrect doses or provide MA beyond seven weeks and women return with either 
incomplete abortion or failed abortion. 

AYUSH doctors trained in Indian system of medicine were not supposed to provide MA as 
per the MTP Act. Though there was no dearth of AYUSH doctors at the PHCs, they were 
neither trained nor were legally eligible to give MA in spite of the fact that MA is a simple 
procedure and trained personnel can give MA safely. Thus, potential of these providers to 
be utilised as certified providers remains unrealised and women continued to face non-
availability of MMA at PHCs. 

5.4 End Users 

Abortion, like other sexuality issues is considered a taboo in the Indian society. Women, 
especially from rural areas, are generally confined to house and are not supposed to go 
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out alone. They neither have power to take their own decisions nor have any control over 
money. As discussed above, most of the PHCs and CHCs are not providing abortion 
services and social situation of women do not allow them to travel alone to DH or SDH. 
Under such circumstances, women with an unintended pregnancy are not left with any 
other alternative but to go to unqualified local health providers. Even if they reach a 
hospital which provides safe abortion services, these hospitals are overcrowded and 
providers are overburdened with work. There is very little time to interact with doctors 
and very often doctors do not have a welcoming attitude towards them. Thus, women do 
not feel empowered to discuss issues related to pregnancy in such circumstances. 

At times, public providers ask for husband’s or relative’s consent and enforce them to take 
up post abortion contraceptives, thus not respecting their sexual and reproductive health 
rights. These situations turn women to seek care from local health care providers because 
it is easier for women to approach them, there are less chances of stigmatization if 
someone from the village see them there, as they often go there to seek care for other 
ailments and women feel comfortable to discuss their problems with such providers who 
come from the same society they are living in.  

Abortion services available to unmarried women and pregnancy as a result of sexual 
violence, rape etc. need to be emphasized as pregnancy out of wedlock is a social stigma 
in India. They may be subjected to social discrimination if someone from society spots 
them at an abortion facility. As most of the unmarried women think that abortion is legal 
only for married women, they are afraid of going to public facilities. Private providers take 
advantage of this ignorance and exploit them by asking more money than usual. Such 
circumstances push these females either to go for self-induced abortions or seek help from 
local chemists, or traditional health providers which result into irrational use of medical 
abortion pills.   
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6. Conclusion 
 

To improve accessibility and availability of safe abortion services to the grass-root levels 
and to curb morbidity and mortality due to complications of unsafe surgical abortions, 
amendments were made (2002-03) by Government of India in the MTP Act 1971 with 
focus on devolving the powers/functions of registering private medical facilities for 
abortions to district levels and legalisation of MMA. However, India could not reap full 
benefits of MMA notwithstanding its reported high success rate. There are gaps in 
implementation of policies and at the same time there are social, cultural and systemic 
issues which resulted in irrational use of MAPs contributing to unsafe abortions and wide 
spread complications among abortion seeking women using medical method of abortion.  

The government could not effectively monitor the functioning of DLCs. DLCs in many states 
did not discharge its duties in certifying and registering the private clinics which could have 
provided legal abortions. Though the amendments in the MTP Act of 1971 were intended 
to make the process of registration to be non-restrictive, the outcomes were different. The 
private providers were not forthcoming in registering their facilities because of governance 
issues. As a result, it led to illegal abortions in the private facilities which were not 
registered; and these abortion cases largely remained unreported. 

There is need for dissemination of IEC material and infographics about medical abortions, 
preferably in vernacular local languages, to the providers and end users. In absence of 
awareness, there are perceptive issues leading to irrational over-the-counter distribution 
of MAPs without prescriptions. The women are not approaching the public providers in 
absence of legal awareness and doubts about confidentiality and requirement of consent, 
etc.  

Non-availability of MA pills at public facilities and unregulated over-the-counter sale of 
MAPs; made MMA an unsafe option for termination of unwanted pregnancy at the hands 
of untrained providers. Pressure from the demand side encouraged irrational use of MAPs 
by pharmacists, end users and unqualified health professionals. Superimposed by 
inadequate knowledge of certified providers, dispensers and end users, medical abortion 
pills were not being prescribed, dispensed and utilised in rational ways. This resulted in 
enhanced risks/complications of MMA like incomplete abortions, failed abortions, heavy 
vaginal bleeding and sometimes women admitted with septic shock, haemorrhagic shock, 
ruptured ectopic etc. 

It was found that abortion was being provided only in 6% of the PHCs. Doctors posted at 
the PHCs were not trained for MA. This led to increased burden on district hospitals for 
MAs. Overburdened public facilities and high cost of scarcely available private facilities 
further pushed poor rural women to avail services from unqualified health professionals. 
As a consequence, women suffered from morbidity of MMA. 

To overcome these gaps, there is a need to put emphasis on dissemination of information 
regarding MMA, ensured availability of MAPs at all public facilities, regularising the sale of 
MAPs, training of prescribers and dispensers, to amend the MTP Act to include nurses and 
AYUSH practitioners as certified medical abortion providers and to augment the capacity 
of DLCs so that these bodies play a positive role in certifying and registering the private 
facilities. These measures if implemented will reduce the extent of irrational use of medical 
abortion pills and therefore, will contribute in reducing the complications of unsafe medical 
abortions. 
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7. Recommendations 
 

Based on the findings of this study, following recommendations are made for possible 
adoption so that the current gaps can be filled in and rational use of medical abortion pills 
can be ensured: 

 Dissemination of information regarding availability of MMA: Women in India, 
especially in rural areas, have low levels of awareness regarding availability of MA 
at public facilities. The Ministry of Health and Family Welfare should proactively 
ensure that Information, Education and Communication (IEC) material about MA, 
preferably in local language, is available at all levels of health system.  IEC material 
should also be available as infographics in pictorial form. This will not only educate 
women about MMA but also make it easier for village health workers to spread 
information about safety dimensions and availability of MMA. 

 Training of Providers: There is acute shortage of certified providers both at public 
and private levels. The medical undergraduate academic curriculum offered by 
different medical colleges in India should be reviewed by the Medical Council of 
India and emphasis should be given by medical colleges on training on MMA to 
medical students during their final year clinical training and during internship 
associated with undergraduate courses so that every student who pass out from 
medical college should be capable of providing MMA without the specific need for 
extra trainings and certifications. It will improve the availability of MA at PHCs and 
above levels. This will also help in curbing the prevalence of irrational prescribing 
and dispensing of MAPs. 

 Amendment in The MTP Act to include trained nurses and AYUSH 
practitioners as certified providers: The Government of India should consider 
amending the MTP Act in order to utilise the potential of nurses and AYUSH 
practitioners (Indian medicine system practitioners). These practitioners can be 
regarded as certified providers after providing them training for MA and certifying 
them to provide MMA. Such experiments have proved successful both in India and 
in other countries. As many of the nurses and AYUSH practitioners posted at PHCs 
come from local society, this will help in facilitating the removal of social and 
cultural barriers faced by rural women. This will also have a significant positive 
impact on rational prescribing of MAPs. 

 Regulation of sale of Medical Abortion Pills: The sale of medical abortion pills 
which are prescription drugs should be regulated. At the same time, any regulation 
measure should not hamper availability of medical abortions. Regulated sale will 
check the irrational dispensing of MAPs and improve the reporting on medical 
abortions. 
 

 Monitoring of District Level Committees: Functioning of DLCs should be 
monitored and their capacities augmented so as to increase the number of 
registered private facilities for safe abortion services. DLCs should function to 
facilitate the registration of private facilities instead of being restrictive. 
 

 Research: Very few small scale studies have been conducted on MMA so far. State 
wide and nationwide studies are needed to assess the real impact/outcome of 
legalisation and introduction of MMA. Such studies would assist in objectively 
determining the gaps in policy and implementation so that timely corrective actions 
and rectifications are possible.  
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