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During the years leading up to and fol-
lowing the 1994 United Nations Interna-
tional Conference on Population and De-
velopment in Cairo, increased global
attention was given to the adverse health
implications of the widespread use of
clandestine abortion in many parts of the
developing world. However, the lack of
reliable information on abortion has ham-
pered the design of effective policies, pro-
grams and strategies to address the issue.
Health planners need better information
about morbidity and mortality risks re-
lated to clandestine abortion, in order to
provide women with improved treatment
and with appropriate postabortion care,
including contraceptive counseling and
services. Better knowledge of the reasons
women have abortions will enable health
care planners to identify subgroups of
women who are in need of improved ac-
cess to fertility control.

Health researchers recognize that lev-
els of clandestine abortion in Asia are
high;1 however, very little reliable infor-
mation is available about practices there.
This article looks at the conditions under
which women in South Central and
Southeast Asia have induced abortions,
as reported in a survey of health profes-
sionals across the region. The approach
taken here parallels that used in an earli-
er study carried out in Latin America.2

The legal status of abortion varies wide-
ly among the countries of Southeast and
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In developing countries, induced abor-
tion is a generally undocumented,
often ignored and frequently danger-

ous procedure obtained by millions of
women. In parts of the world where abor-
tion is illegal or allowed only on very nar-
row grounds, or where it is legal but dif-
ficult to obtain, many women go to
extreme measures to avoid unwanted
births. These measures often involve clan-
destine abortions performed under un-
sanitary conditions and by unskilled prac-
titioners using dangerous techniques.
Unsafe abortions put many women at
grave risk of impaired health and, some-
times, of dying.

South Central Asia, and even where abor-
tion is legal, a range of complex service sys-
tems operate. Of the nine countries that
make up Southeast Asia, only two—Sin-
gapore and Vietnam—permit abortion on
request. In five—Cambodia, Indonesia,
Laos, Myanmar and the Philippines—in-
duced abortion is permitted only to save the
life of a pregnant woman. In Indonesia,
however, qualified physicians are permit-
ted to offer menstrual regulation services;3
and in Indonesia and the Philippines, al-
though the laws on induced abortion are
relatively restrictive, they are not strictly en-
forced.4 (Information on enforcement in the
other countries is not available.)

In the two remaining countries of
Southeast Asia, induced abortion can be
performed on somewhat broader medical
grounds—in Malaysia, for genetic reasons,
to save a woman’s life, or to preserve her
physical or mental health; and in Thai-
land, in cases of rape or incest, or to save
a woman’s life or preserve her health. In
Malaysia, the annual rate of legal abortion
(based on registration of procedures by
providers) is only about seven abortions
per 1,000 women aged 15–44, but in both
countries, clandestine abortion is believed
to be quite common.5

According to indirect estimates made by
the World Health Organization (WHO)
and others using a standardized method-
ology, 4.2 million abortions occur each year
in Southeast Asia;6 1.3 million of these are
performed in Vietnam and Singapore.7
Other estimates range so widely that at best
they can give only a general indication of
the incidence of abortion, but they suggest
that the procedure is common in Indone-
sia (between 750,000 and 1.5 million an-
nually), the Philippines (155,000–750,000)
and Thailand (300,000–900,000).8 Little or
nothing is known about the extent of abor-
tion in Cambodia, Laos and Myanmar.

Of the eight countries of South Central
Asia, only one—India—permits abortion
under broad circumstances. In India, abor-
tion in the first 20 weeks of pregnancy has
been legal and an official government
health service available on broad social
and medical grounds since 1971. Howev-
er, the level of access to government ser-
vices is uneven. Various small-scale stud-

Although the legal status and the availability of induced abortion are highly variable in South
Central and Southeast Asia, findings from a 1996 survey of 232 knowledgeable health profes-
sionals indicate that women of all socioeconomic levels obtain abortions, and many procedures
take place in settings that may increase the risks to the woman’s health. Overall, the vast ma-
jority of nonpoor urban women seeking abortions are believed to go to medically trained providers;
however, roughly one-third to one-half of poor women in both urban and rural areas turn to a
wide range of nonmedical providers or induce their abortion themselves. Of all women having
abortions in these countries, about one-third are thought to experience medical complications,
and only about half of these are hospitalized for treatment; thus, an estimated one in seven
women having an abortion are hospitalized for the treatment of complications. The estimated
abortion rate of 30 abortions per 1,000 women aged 15–44 suggests that each year, 3% of
women in South Central and Southeast Asia have an abortion; therefore, according to the sur-
vey results, about 1% are likely to suffer medical complications. 
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estimated at 125,000–175,000 each year.16

In Afghanistan, Iran and Pakistan, abor-
tion is permitted only to save a woman’s
life, and in Nepal, it is permitted only if
performed as a “benevolent” act (but the
law does not define this term). Very little
is known about the incidence of abortion
in these four countries, and virtually no in-
formation is available for Bhutan.

WHO estimates that six million clan-
destine abortions occur annually in South
Central Asia. Combining this estimate
with the number of reported legal abor-
tions, 7.4 million total abortions are esti-
mated to occur in this subregion each year.

We report here on a survey undertak-
en in early 1996 of professionals in South-
east and South Central Asia who are
knowledgeable about induced abortion.
The objective was to gain insights into the
conditions under which abortion is per-
formed and the consequences of the pro-
cedure carried out in both legal and clan-
destine settings, by both medically trained
personnel and traditional practitioners of
varying skills, under both safe and unsafe
medical conditions, and in both the pri-
vate and the government sectors. How-
ever, the findings reflect respondents’ per-
ceptions about conditions in their country
and therefore paint only a general picture
of abortion in these subregions.

Methodology
The survey questioned a purposive sam-
ple of health professionals about various
aspects of abortion: the methods used; the
providers women go to; the probability
that women having an abortion experience
complications or are hospitalized for treat-
ment if they have complications; where
women seek treatment; the major reasons
why women have abortions; and the dif-
ferences in these factors between urban
and rural women and between better-off
and poor women. The questionnaire was
designed to be self-administered and was
pretested in Thailand and the Philippines.

With the help of various organizations*
and researchers, we identified 374 poten-
tial respondents in all countries of South-
east and South Central Asia except
Bhutan. To be eligible for inclusion, indi-
viduals had to have had direct experience
treating abortion complications; provid-
ing abortions; formulating policy on the
issue; administering health care services
for women seeking abortions or being
treated for abortion complications; or
doing research on abortion. 

The survey was mailed in January 1996,
and then again in February to those who
had not yet responded. Further follow-up

ies indicate that private doctors in India
perform legal abortions for a fee not much
higher than that charged in the public sec-
tor.9 In addition, other analyses find that
very few private doctors report these pro-
cedures to the government data collection
system.10 It is believed that roughly 6.7
million induced abortions are performed
annually in India, even though only about
632,000 are reported in government sta-
tistics.11

In Bangladesh, menstrual regulation by
vacuum aspiration is available as a pub-
lic health measure up to 10 weeks’ gesta-
tion; however, providers’ reports suggest
that it may be provided up to 12 weeks’
gestation.12 Estimates of the number of
procedures carried out each year range
from 241,000 menstrual regulations in
198513 to 800,000 total abortions (menstrual
regulations and other procedures) for the
late 1970s.14

In Sri Lanka, where abortion is permit-
ted only to save the life of the woman,15 the
number of clandestine abortions has been

of nonrespondents was carried out by fax
and, in a small number of cases, by tele-
phone. In all, 232 professionals complet-
ed the questionnaire (see Table 1), for a re-
sponse rate of 62%.

In India, we sought to include a partic-
ularly large number of information sources
(96) because the country represents such
a large proportion of the region’s popula-
tion. However, the response rate for India
was especially low (39%),† and this affect-
ed the overall response rate: Excluding
India, the response rate was 72%.

Because the questionnaire was in En-
glish (except in Thailand, where it was
translated into Thai), some professionals
who were knowledgeable about the topic
but not highly educated or high-ranking
may have been deterred from participat-
ing. This problem may have been espe-
cially pronounced in countries with no
history of English-speaking colonial rule
(Afghanistan, Iran, Nepal, Cambodia, In-
donesia, Laos and Vietnam). In the re-
mainder, there is a greater probability that
individuals in all socioeconomic strata
have some facility with English.

To be able to present results at a more
detailed level than the subregional, we
grouped together some countries with
similar demographic and cultural profiles
and few respondents: Afghanistan, Iran
and Pakistan; Myanmar, Laos and Cam-
bodia; and Sri Lanka and Malaysia. (The
last two, although they are in different
subregions, are similar in that both are
characterized by low desired family size,
fertility, and infant and maternal mortal-
ity rates, and by high levels of contracep-
tive use.) Nepal, with 12 respondents,
could not be grouped with India, where
abortion is legal, or with Pakistan, which
has a very different cultural and religious
setting, and therefore is presented sepa-
rately. Vietnam, with only seven respon-
dents, is also shown separately, because
the fact that abortion is legal and accessi-
ble makes it deserving of independent at-
tention. Singapore, where abortion also is
legal and available, is otherwise too dif-
ferent from Vietnam to be grouped with
it; therefore, the respondent from Singa-
pore was included in the regional group-
ing but not in any country grouping.

Where the numbers of respondents are
quite small, the results provide only an ap-
proximate picture of actual conditions. In
addition, even in countries represented by
the largest numbers of participants, the
majority were from urban areas; thus, the
findings are likely to yield a more accurate
profile of conditions in urban than in rural
areas. Overall and subregional results are
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Table 1. Number of health professionals sur-
veyed, by geographic area, Survey of Opinions
on Abortion Practice in South Central and
Southeast Asia, 1996

Geographic Total Medical Non-
area medical

Regional total 232 156 76

South Central* 101 62 39
Afghanistan 3 1 2
Bangladesh 26 19 7
India 37 20 17
Iran 3 2 1
Nepal 12 10 2
Pakistan 11 5 6
Sri Lanka 9 5 4

Southeast 131 94 37
Cambodia 5 4 1
Indonesia 27 11 16
Laos 1 1 0
Malaysia 4 2 2
Myanmar 7 5 2
Philippines 49 42 7
Singapore 1 1 0
Thailand 30 26 4
Vietnam 7 2 5

*Bhutan is excluded because no sources could be identified.

*In particular, the International Planned Parenthood Fed-
eration secretariat, London; International Projects As-
sistance Service, Carrboro, N. C., USA; Center for Re-
productive Law and Policy, New York; Fédération
Internationale de Gynécologie et d’Obstétrique, London;
Marie Stopes International, London; Médicins sans Fron-
tières, Brussels, Belgium; WHO, Geneva; and Econom-
ic and Social Commission for Asia and the Pacific,
Bangkok, Thailand.

†Contact information for potential repondents in India
came primarily from a list of participants at the United
Nations’ Fourth World Conference on Women, held in
Beijing in 1995, and may have been less accurate than in-
formation provided directly by individuals.
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dilatation and curettage (D&C), and
roughly six in 10 mentioned insertion of
a catheter, massage, teas and other tradi-
tional methods. One-half reported that
hormonal methods (prostaglandins, in-
troduced vaginally or orally) were in use.
Respondents also mentioned a wide range
of herbal and other natural substances,
manufactured products and physical tech-
niques used to induce abortions.

Table 2 presents a summary of the
methods believed to be most commonly
used by physicians and by nonphysicians.
Overall, two-thirds of respondents said
that physicians commonly use vacuum as-
piration or menstrual regulation* and
D&C. Generally, D&C is perceived to be
used more often, and the difference is
often considerable (as in Afghanistan, Iran
and Pakistan; Myanmar, Laos and Cam-
bodia; the Philippines; Thailand; and Viet-
nam). Only in Bangladesh and Indonesia
is the use of vacuum aspiration or men-
strual regulation thought to be much more
common than the use of D&C.

Almost two in 10 health professionals
said that doctors sometimes provide or
prescribe prostaglandins or injectables to
induce abortion. In the Philippines, the use
of these methods is believed to exceed that
of vacuum aspiration or menstrual regu-
lation, and to equal that of D&C.

The responses describing methods used
by nonphysicians were less consistent and
more wide-ranging. The most frequently
cited methods overall were objects (other
than a catheter) inserted into the vagina or
uterus, followed by indigenous methods
based on herbal solutions. Respondents
from South Central Asia most often re-

presented as averages weighted accord-
ing to each country’s proportion of the re-
gion’s women aged 15–44.17

In all, 68% of respondents were medical
service providers (Table 1); most of these
were doctors, and a small number were
midwives, nurses and other health care
workers. Some 13% of participants were
health administrators or policymakers,
and 19% were researchers or professors.
Medical and nonmedical participants’ re-
sponses to key questions were compared
and found to be extremely similar, sug-
gesting that the variation in participants’
occupations by country did not signifi-
cantly affect the comparability of results.

Most respondents had a medical degree
(76%) or other postgraduate degree (15%);
6% were nurses, and the remaining 3%
had a bachelor’s degree. Overall, about
half were employed in the public sector,
and about half had at some time worked
for six months or more in a rural area of
their country. The mean age of all re-
spondents was 47 years; this mean varied
from 40 to 54. Most respondents had
gained their experience with abortion in
a hospital setting (72%), but substantial
proportions had acquired it in a clinic or
health center (45%), or through private
practice (36%); variability across countries
was by far greatest in the last two groups. 

Results
Commonly Used Abortion Methods
Respondents were presented with a com-
prehensive list of abortion methods and
were asked to check off all those used in
their country. Between eight and nine out
of 10 mentioned vacuum aspiration and

ported that the insertion of foreign objects
into the vagina is a common traditional
method.  In the Philippines, the catheter
was cited as by far the most common
method used by nonphysicians, but for
Southeast Asia as a whole (and particu-
larly in Indonesia and Myanmar, Laos and
Cambodia), massage was the most fre-
quently identified traditional method.

In countries where a substantial pro-
portion of doctors are believed to prescribe
hormones (Afghanistan, Iran and Pak-
istan; India; and the Philippines), non-
physicians are also thought to administer
these methods, which are available over
the counter, quite frequently. However, in
Bangladesh and Nepal, where the use of
hormonal prescriptions is thought to be
almost nonexistent among physicians,
nonphysicians are sometimes believed to
administer these methods. In Vietnam, the
use of traditional methods by nonphysi-
cians is thought to be negligible, but
roughly three-quarters of both physicians
and nonphysicians are believed to per-
form vacuum aspiration (not shown).

A Wide Range of Providers
There is a perhaps outdated general im-
pression that where abortion is not legal,
poor or rural women wanting to terminate
an unwanted pregnancy must turn to un-
skilled practitioners working in unsani-

Table 2. Percentage of health professionals who reported that particular abortion methods are commonly used, by geographic area, accord-
ing to type of provider

Geographic Physicians Nonphysicians
area

Vacuum D&C Prosta- Hormones/ Indigenous Catheter Other Massage
aspiration glandins/ drugs medicine objects

injectables

Regional total 64 62 18 27 40 10 51 19

Subregion
South Central Asia 62 67 20 33 44 9 64 7
Southeast Asia 69 51 14 13 29 15 18 49

Country
Afghanistan/Iran/Pakistan 40 87 20 44 31 19 38 0
Bangladesh 84 32 8 28 44 4 68 4
India 64 67 22 32 47 6 71 9
Indonesia 91 30 4 8 33 0 17 79
Myanmar/Laos/Cambodia 40 80 30 15 46 8 23 62
Nepal 83 75 0 36 64 27 36 0
Philippines 36 48 48 38 18 72 0 49
Sri Lanka/Malaysia 62 54 0 0 17 33 67 17
Thailand 53 63 3 17 24 21 45 14
Vietnam 71 86 0 0 20 0 0 0

Notes: In this and subsequent tables, the respondent from Singapore is included in the regional total but not in any country grouping; not all respondents answered every question; and regional and sub-
regional data are weighted by the percentage distribution of women aged 15–44 by country. Vacuum aspiration includes menstrual regulation.

*While the use of these two terms may appear redundant,
because the same medical procedure is used for both
methods, a distinction has to be made between them. In
Bangladesh and Indonesia, menstrual regulation is legal
under precise criteria for gestational age and provider
qualifications. Since menstrual regulation is performed
at an early stage of pregnancy, it is sometimes done in
the absence of a positive pregnancy test.



induced procedures. (In presenting the re-
sults, we combine the last two categories
because of the potential for overlap and
to simplify interpretation.)

As might be anticipated, respondents
said that the majority of nonpoor urban
women seeking an induced abortion go to
physicians (80% in South Central and 61%
in Southeast Asia—Table 3). Physicians also
are thought to be the most common choice
among nonpoor rural women (48% in
South Central and 36% in Southeast Asia)
and among poor urban women (48% and
33%, respectively). Also as expected, in-
formants reported that among poor rural
women in both subregions, lay practition-
ers are the most commonly used source
(38–39%); however, a fair proportion of
poor rural women are believed to obtain
services from physicians (29% in South
Central Asia and 22% in Southeast Asia).

tary settings and using dangerous or in-
effective methods. Another common mis-
perception is that all better-off women
seeking an abortion in these regions can
obtain a safe medical procedure. While
neither of these extremes is entirely accu-
rate, a woman’s access to abortion services
probably depends largely on where she
lives and how great her financial resources
are. Therefore, we assessed the options
available to four groups of women: non-
poor urban and rural women, and poor
urban and rural women.* Respondents
were asked to estimate what percentage
of women seeking an abortion use doc-
tors; nurses or midwives; untrained tra-
ditional providers; pharmacists; and self-

It is of interest to examine this picture in
the light of prevailing legal restrictions on
abortion. In Vietnam, where abortion is a
government health service, virtually no
women, even those who are poor, resort
to traditional providers. In Bangladesh,
however, where menstrual regulation is
permitted, both poor urban and poor rural
women seeking an abortion are very like-
ly to go to a traditional provider. And in
India, where abortion is legal but often dif-
ficult to obtain from government facilities,
36% of abortions among poor rural women
are thought to be provided by traditional
practitioners. On the other hand, even in
countries with stringent restrictions on
abortion, the largest proportions of non-
poor urban women reportedly go to a doc-
tor to terminate an unwanted pregnancy.

As for other sources of abortion, infor-
mants reported that nurses and midwives
provide services to an estimated one in 10
nonpoor urban women and to roughly
two in 10 of the other subgroups. In 
addition, some women induce their abor-
tion themselves, using drugs purchased
from a pharmacist or a variety of other
methods (8–15%). 

In summary, the results suggest that re-
liance on medically trained providers di-
minishes from urban to rural areas and
from the nonpoor to the poor. Yet, even
among nonpoor urban women, a sur-
prisingly high proportion (about one in
seven) obtain their abortion from a tradi-
tional provider or induce it themselves.
The patterns of nonpoor rural women and
poor urban women are notably similar. 

At the country level, a comparison of
Vietnam and the Philippines highlights
two contrasting scenarios. In all groups ex-
cept the rural poor, Filipino women ap-
pear somewhat more likely than Viet-
namese women to avail themselves of the
services of nurses and trained midwives.
However, 64–75% of poor women and of
rural women seeking abortion in the
Philippines are believed to use tradition-
al practitioners or induce the abortion
themselves, while almost all Vietnamese
women, regardless of their poverty status
or residence, are thought to go to skilled
providers. Respondents believe that in Sri
Lanka and Malaysia as well, physicians
and other medically trained providers per-
form the vast majority of abortions among
nonpoor urban women, poor urban
women and nonpoor rural women.

India, because of its size and the fact
that abortion is legal there, exerts a strong
influence on the overall distribution by
type of provider for South Central Asia.
Thus, the proportion of nonpoor urban
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Table 3. Health professionals’ estimates of the percentage distribution of women seeking abor-
tions, by type of provider and residence, according to poverty status and geographic area

Poverty Urban Rural Total
status and

Physi- Nurse/ Lay Self- Physi- Nurse/ Lay Self-geographic
cian mid- practi- induced* cian mid- practi- induced*area

wife tioner wife tioner

NONPOOR
Regional total 74 11 6 8 45 24 20 11 100

Subregion
South Central 

Asia 80 10 5 5 48 24 18 9 100
Southeast Asia 61 15 10 14 36 24 25 15 100

Country
Afghanistan/

Iran/Pakistan 59 19 12 10 17 31 29 23 100
Bangladesh 56 23 11 9 22 35 31 12 100
India 88 6 2 4 59 21 14 6 100
Indonesia 57 16 9 18 26 26 31 17 100
Myanmar/ Laos/

Cambodia 34 25 24 17 11 32 40 17 100
Nepal 46 17 26 10 21 18 41 21 100
Philippines 32 20 20 28 14 23 37 27 100
Sri Lanka/

Malaysia 94 2 1 3 72 6 17 6 100
Thailand 83 9 2 6 50 26 13 11 100
Vietnam 89 11 0 1 77 18 4 2 100

POOR
Regional total 43 19 24 13 27 20 38 15 100

Subregion
South Central 

Asia 48 18 24 11 29 20 38 13 100
Southeast Asia 33 23 25 19 22 21 39 18 100

Country
Afghanistan/

Iran/Pakistan 15 23 41 21 11 25 34 30 100
Bangladesh 21 30 36 13 8 28 48 16 100
India 59 15 18 8 36 18 36 9 100
Indonesia 24 28 25 24 13 18 47 22 100
Myanmar/ Laos/

Cambodia 9 24 43 24 6 27 46 21 100
Nepal 19 17 46 18 12 12 50 26 100
Philippines 7 23 42 28 5 19 51 24 100
Sri Lanka/

Malaysia 65 6 19 10 41 6 46 7 100
Thailand 37 25 23 16 22 27 33 18 100
Vietnam 82 16 1 1 64 30 5 1 100

*Includes abortions women induced using preparations purchased from pharmacies and a range of other methods.

*Nonpoor women were described as “those who are, rela-

tively speaking, better off,” but were otherwise left to the

respondent to define. “Urban” and “rural” were not defined.
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Informants said that about one in 10
nonpoor urban women served by a physi-
cian experience complications. The aver-
age proportion for rural areas was high-
er—one in seven.* In urban areas, among
both poor and nonpoor women, partici-
pants estimated that three in 10 women
served by nurses or midwives, four in 10
going to a pharmacist for drugs, half of
those using a lay practitioner and six in 10
of those who induce their own abortion
experience a medical complication. The
risks associated with abortions performed
by each type of provider were judged to
be slightly higher in rural than in urban
areas, but very similar for nonpoor and
poor women.

Respondents believe that women who
obtain abortifacient drugs from a pharmacy
are likely to have a very high rate of med-
ical complications. However, the survey
did not ask specifically what types of drugs
these might be. If they are prostaglandins,
like misoprostol, then the major risks are
likely to be blood loss and possible infec-
tion from an incomplete abortion.18 

To estimate the overall risk of abortion-
related complications experienced by the
four subgroups of women, we multiplied
the proportion going to each type of
provider by the proportion experiencing
such complications, then summed the
products for all five provider categories.
Table 4 shows the results, including the
weighted average for each country, each
subregion and the entire sample.†

The likelihood of serious health risk is
lowest among nonpoor urban women and
highest among their poor rural counter-
parts. The probable risk of medical com-
plications is believed to be four in 10

women seeking abortions who use doc-
tors, nurses or midwives is thought to be
somewhat higher in South Central than in
Southeast Asia (90% vs. 76%), largely be-
cause this proportion is very high in India
(94%). And despite the legality of abortion,
health professionals believe that one-quar-
ter of poor urban women seeking abor-
tions and more than two in five poor rural
women turn to lay practitioners or induce
the abortion themselves.

A more unexpected finding is that
among nonpoor women seeking abortions
in Indonesia and in Afghanistan, Iran and
Pakistan, where abortion is legally very re-
stricted, roughly three-quarters of those in
urban areas and one-half of their rural
counterparts obtain abortion services from
physicians, nurses or trained midwives. Re-
liance on trained practitioners is believed
to be relatively low in Nepal and in Myan-
mar, Laos and Cambodia, although even
in these countries, about 60% of nonpoor
urban and about 40% of nonpoor rural
women seeking abortions are believed to
obtain them from trained providers.

Medical Complications
The survey asked participants their per-
ceptions about abortion-related compli-
cations that require medical treatment: in-
complete abortions, excessive blood loss,
damage to the vagina or cervix, perfora-
tion of the uterus, infection of the uterus
and surrounding area, and sepsis or sep-
tic shock. Participants were asked to esti-
mate the proportion of women in each
poverty and residence group who expe-
rience each of these complications if they
obtain an abortion from the various kinds
of provider.

among poor rural women having an in-
duced abortion, three in 10 among the
urban poor and the rural nonpoor, and
two in 10 among the urban nonpoor.

At the subregional level, the pattern of
risk varies little from the overall results,
and women in both subregions are be-
lieved to have roughly the same risk of
complications from induced abortion
(32–34%). But at the country level, more di-
verse patterns emerge. Again, the Philip-
pines and Vietnam illustrate the extremes.
In the Philippines, health professionals be-
lieve, about half of poor women having an
abortion suffer medical complications,
compared with four in 10 nonpoor rural
women and three in 10 nonpoor urban
women. In Vietnam, the risk is thought to
be minimal among all groups.

By contrast, in each subgroup, the risk

Table 4. Health professionals’ estimates of the percentage of women having an abortion who have a complication and the percentage of those
with a complication who are hospitalized, by poverty status and residence, according to geographic area

Geographic % with complication % with complications hospitalized
area

All Nonpoor Nonpoor Poor Poor All Nonpoor Nonpoor Poor Poor
urban rural urban rural urban rural urban rural

Regional total 34 19 31 31 39 47 64 57 53 40

Subregion
South Central 34 17 32 31 40 46 66 57 52 37
Southeast 32 22 30 29 37 51 58 58 55 46

Country
Afghanistan/

Iran/Pakistan 29 19 27 33 30 34 50 44 44 24
Bangladesh 40 21 34 36 43 54 63 58 52 53
India 34 14 31 28 41 47 70 59 53 37
Indonesia 39 27 36 31 44 34 53 52 43 25
Myanmar/Laos/

Cambodia 46 28 39 45 49 58 54 52 59 59
Nepal 42 26 36 39 45 46 53 54 59 41
Philippines 42 32 41 47 51 65 69 69 63 59
Sri Lanka/Malaysia 25 7 24 25 33 88 91 85 94 84
Thailand 34 12 27 28 38 66 70 75 69 64
Vietnam 11 12 8 6 12 40 33 38 37 43

*The question was worded in terms of how many out of
10 women would experience a complication; conse-
quently, the answers may be biased upward. Some re-
spondents who thought the fraction was between zero
and one out of 10 are likely to have rounded up to one to
avoid extreme underreporting. Additionally, since physi-
cians know the most about possible complications, their
responses are particularly likely to be biased upward.

†In the absence of data on the distribution of women by
income level according to residence, the educational level
of women of reproductive age is used as a proxy for
poverty level in weighting at the country and subregional
levels. The assumption made is that women with in-
complete primary schooling (5–7 years, depending on
the country) are poor, and that women with higher lev-
els of schooling are nonpoor. (The cutoff points were high-
er for the Philippines, Sri Lanka and Malaysia—9–10
years—because overall levels of education are much
higher in these countries.) These distributions were ob-
tained from data gathered for the Demographic and
Health Surveys. In the absence of such survey data, we
assigned Myanmar, Laos and Cambodia together the dis-
tribution of Pakistan; Vietnam the educational and res-
idence distribution of Indonesia; and Nepal that of India.



talization. For these rea-
sons, the survey asked re-
spondents to estimate
women’s chances of re-
ceiving treatment for
abortion complications,
according to their resi-
dence and poverty status. 

Overall, informants
estimated that between
four and six in 10
women experiencing a
complication from abor-
tion will be hospitalized;
the only substantial
variation by subregion
was found in estimates
for poor rural women
and nonpoor urban

women (Table 4). By combining these data
with the estimates of the proportion of
women having an abortion who are like-
ly to experience a serious complication, we
obtained estimates of the proportion seek-
ing an abortion who are thought to be hos-
pitalized for complications.* This propor-
tion is relatively consistent, regardless of
women’s poverty status and residence:
12% of nonpoor urban women and 15–18%
of others (Table 5). Therefore, although
rural women probably have poorer access
to hospitals than urban women, they are
thought to have a higher complication rate
and thus a generally similar rate of hospi-
talization for complications.

In the Philippines, nonpoor urban
women having an abortion are believed
to be hospitalized at almost twice the rate
(22%) as the average for this subgroup.
This estimate reflects perceptions that in
the Philippines, these women have a high
abortion-related complication rate and an
above-average chance of hospitalization.
In fact, for all four subgroups, perceived
hospitalization rates in the Philippines are
higher than the subregional averages. Sim-
ilarly, respondents in Myanmar, Laos and
Cambodia, in Sri Lanka and Malaysia and
in Thailand reported that poor rural
women having an abortion are more like-
ly than average to be hospitalized.

Only in Afghanistan, Iran and Pakistan
and in Indonesia do health professionals
believe that poor rural women having an
abortion are less likely than all other groups
to be hospitalized. (The same appears to be
true in Vietnam, but the proportion is based
on too few responses to be meaningful.) In
Afghanistan, Iran and Pakistan, this dif-
ference results from the respondents’ view
that poor rural women are much less like-
ly than poor urban women to be within
reach of a hospital, given that the two

of complications is thought to be very sim-
ilar in India and Thailand, even though
abortion is legal in the first but not in the
second. Finally, the estimate that only one-
quarter of poor urban and nonpoor rural
women in Sri Lanka and Malaysia who
have abortions experience complications
is not surprising, given respondents’ be-
lief that roughly three-quarters of these
women who have abortions obtain them
from medically trained practitioners.

Women in Myanmar, Laos and Cam-
bodia are believed to have the highest risk
of experiencing serious medical compli-
cations from an induced abortion (46%);
those in Bangladesh, Indonesia, Nepal and
the Philippines are estimated to have a
moderate risk (about 40%). As expected,
Vietnamese women are thought to have
the lowest risk (11%).

Hospitalization for Complications
In many areas of the developing world, the
likelihood that a woman experiencing com-
plications from an unsafe abortion will re-
ceive treatment for her condition may de-
pend chiefly on whether she lives near a
hospital or maternity clinic and whether she
can afford to pay for services. Furthermore,
out of fear or ignorance, women suffering
abortion-related complications may be de-
terred from going to a hospital emergency
room. Many might opt to stay at home and
hope the condition will clear up without
medical intervention, or might try to treat it
by taking a modern or traditional drug. In
addition, women with less serious compli-
cations may go to a private doctor and re-
ceive treatment that does not require hospi-

groups are estimated to run very much the
same risk of experiencing medical com-
plications from an abortion (30–33%). And
in Indonesia, where poor rural women are
thought to have an even higher probabili-
ty of complications (44%), their access to
hospitals is also perceived to be much
lower than average.

Because the likelihood of hospitaliza-
tion depends on the accessibility of ser-
vices, rather than on the type of provider
or women’s socioeconomic status, it varies
less within and between countries than the
likelihood of complications. The country
averages range from less than one in 10 in
Vietnam and in Afghanistan, Iran and
Pakistan to about one in four both in
Myanmar, Laos and Cambodia and in the
Philippines. At the subregional and re-
gional levels, an estimated one in seven
women having abortions are hospitalized
for a medical complication.

Use of Public Health Sources
The respondents were asked to assess
whether women with abortion complica-
tions commonly, sometimes or rarely seek
treatment from government and private
hospitals and clinics; doctors’ and nurs-
es’ offices and homes; trained and un-
trained traditional birth attendants’
homes; and pharmacies, dispensaries and
drugstores. Overall, four in five respon-
dents think that poor women commonly
use public hospitals or clinics, whereas
close to half believe that nonpoor women
commonly use these sources.

By subregion, participants differed only
in their perceptions about nonpoor rural
women. Some two-thirds of those from
Southeast Asia believe that these women
go to a public hospital or clinic if they have
an abortion complication, compared with
fewer than half of those in South Central
Asia. This finding suggests that nonpoor
rural women in South Central Asia may
be more likely than their Southeast Asian
counterparts to seek care from private
sources. Given that in India, respondents
believe that about three out of five non-
poor and one in three poor rural women
seeking abortions go to physicians, this
seems plausible.

Why Women Have Abortions
Respondents were given a list of the most
common reasons for women to seek an
abortion and were asked to rate each as
very frequent, frequent, somewhat fre-
quent or infrequent. Broadly, over-
whelming proportions of respondents in
both subregions reported that unplanned
pregnancy is a very frequent or frequent
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Table 5. Health professionals’ estimates of percentage of women
having an abortion who are hospitalized for complications, by
poverty status and residence, according to geographic area

Geographic All Nonpoor Nonpoor Poor Poor
area urban rural urban rural

Regional total 15 12 18 16 15

Subregion
South Central Asia 15 11 18 16 15
Southeast Asia 16 13 17 16 17

Country
Afghanistan/Iran/Pakistan 9 10 12 14 7
Bangladesh 21 13 19 19 23
India 15 10 18 15 15
Indonesia 13 14 18 14 11
Myanmar/Laos/Cambodia 27 15 20 26 29
Nepal 19 14 20 23 19
Philippines 27 22 29 30 30
Sri Lanka/Malaysia 21 6 21 24 28
Thailand 22 9 20 19 24
Vietnam 4 4 3 2 5

*The possibility of upward bias should be taken into con-
sideration because respondents’ direct experience with
abortion-related complications may have led them to
overestimate the prevalence of complications and the
need for hospitalization.

Abortion in South Central and Southeast Asia



65Volume 23, Number 2, June 1997

tionally, in most of these countries, rough-
ly 20% of women aged 15–44 have an
unmet need for family planning. 

In these circumstances, the chances are
high that many women will face an unin-
tended and often unwanted pregnancy,
and that many will choose to have an abor-
tion. Of the countries included in Table 6,
the Philippines demonstrates perhaps the
most overwhelming degree of family plan-
ning problems: Filipino women have near-
ly two children more than they would like,
and an estimated 31% of Filipino women
of reproductive age have an unmet need
for contraception.20

Postabortion Counseling 
Respondents were asked if they think that
women receive contraceptive counseling
either from their abortion provider or from
staff at a hospital where they are treated
for a complication. About one-fifth believe
that most women in the region who have
an abortion obtain counseling from their
provider, but about three-fifths believe
that most women who are treated for a
complication are counseled at that time.
Vietnam and Indonesia stand out, with
50% of health professionals reporting that
most women are counseled by providers.
In Bangladesh and India, the proportions
who think that most women obtaining an
abortion receive contraceptive counseling
from the provider are unexpectedly low,
given that menstrual regulation and abor-
tion, respectively, are permitted.

Discussion
Because of the wide range of countries,
cultures and abortion situations repre-
sented in our study, it is not easy to make
broad generalizations from the findings.
Nevertheless, we can say with confidence

reason for women to have an induced
abortion. More specifically, a variety of
reasons may explain why a woman would
not welcome a pregnancy—predomi-
nantly, economic diffulties (63–68%).

The only other choice listed by a sub-
stantial proportion of informants was that
the woman was not married, but this rea-
son carried far less weight in South Cen-
tral than in Southeast Asia. This contrast
may result from the societal assumption
in much of South Central Asia that
women simply do not have intercourse
before marriage. (Age at marriage is quite
low in this subregion—ranging from 14.1
years in Bangladesh to 18.1 in Pakistan19—
and adolescent girls are closely supervised
by their families.)

Small proportions of participants think
that women frequently or very frequent-
ly have abortions because of their young
age or because they have learned that the
fetus is deformed. Protection of the life of
the pregnant woman is thought to be a
significant factor in Bangladesh, Indone-
sia and Vietnam (one-third to one-half).
Only in India and Nepal do substantial
proportions of respondents perceive rape
or incest as a frequent reason for abortion
(close to one in four).

What is known about childbearing as-
pirations and patterns of contraceptive
practice in these countries? Table 6 sum-
marizes pertinent findings from the most
recent Demographic and Health Surveys
in the seven study countries that have had
such a survey. A comparison of the total
fertility rate and desired family size sug-
gests that women in Bangladesh, Pakistan
and the Philippines are having somewhat
more children than they want; the reverse
is true in India, Indonesia, Sri Lanka and
Thailand. The commonly held opinion
that unplanned pregnancies are the major
reason why women in these two subre-
gions have abortions is consistent with the
available data on levels of unplanned fer-
tility: Some 24–47% of women in these
countries reported that their last birth was
unplanned (i.e., not wanted at the time it
occurred or not wanted at all).

What accounts for these rates of un-
planned childbearing? In all of the coun-
tries except Sri Lanka and Thailand,
50–88% of women of childbearing age are
not using any contraceptive method;
15–21% in the Philippines and Sri Lanka
rely on traditional methods (primarily
withdrawal and periodic abstinence). Fur-
thermore, large proportions of women
stop using their method because of side
effects, particularly in Bangladesh, In-
donesia and Thailand (27–41%). Addi-

that women of all socioeconomic levels in
South Central and Southeast Asia are ob-
taining abortions, primarily to terminate
unplanned pregnancies, many of which
are unwanted because of economic prob-
lems, and that these procedures are per-
formed by practitioners with a wide range
of skill and in greatly differing conditions
of safety. The findings illuminate two as-
pects of the abortion issue in Asia: the im-
pact of the procedure’s legal status and
availability, and the health problems like-
ly to result from clandestine abortion.

Legality and Availability
The legal status and availability of abortion
in these countries can be broadly catego-
rized into four types of settings, which have
an important impact on the conditions
under which women obtain abortions:
•Abortion is legal, and safe abortion services
are available. Vietnam and Singapore are
the only countries in our study that fit this
description. The estimated complication
rate in Vietnam is much lower than aver-
age for Southeast Asia. (The maternal
mortality ratio also is much lower than the
subregional average—105 maternal
deaths per 100,000 live births compared
with 330 per 100,000.21)
•Abortion or menstrual regulation is legal,
but the availability of safe abortion services is
poor and many women obtain clandestine
abortions. Only Bangladesh and India fall
into this category. The proportion of
women in Bangladesh who know that
abortion is legal or where to obtain ser-
vices is low.22 In addition, an estimated
25–33% of women seeking menstrual reg-
ulation from a provider with formal train-
ing in the method are rejected for various
reasons, 87% of them because the preg-
nancy is too advanced.23 Furthermore,

Table 6. Fertility-related measures that may contribute to levels of unplanned pregnancy, seven
countries

Measure Bangladesh India Indonesia Pakistan Philippines Sri Lanka Thailand
(1993– (1992– (1991) (1990– (1993) (1987) (1987)
1994) 1993) 1991)

Total fertility rate 4.1 3.6 2.8 5.9 3.8 2.4 2.1
Desired family size 2.7 3.8 3.4 5.3 2.2 3.3 2.8
% of women 15–49 whose

last birth was unplanned 33 24 24 24 47 39 33
% of married women 15–49

using no method 55 59 50 88 60 38 35
% of women 15–49 using

a traditional method 9 4 3 3 15 21 1
% of users who 

discontinued a method
for health reasons 41 15 27 u 18 10 27

% of women 15–44 with 
unmet need for 
family planning 19* 20* 19 28 31 19 11

*Based on currently married women 15–49; for a complete description of the measure, see: reference 20. Note: u=unavailable. Sources:
Bangladesh—S. N. Mitra et al., Bangladesh Demographic and Health Survey, 1993–1994, Macro International, Calverton, Md., USA,
1994, Table 6.4, p. 86; India—International Institute for Population Sciences, National Family Health Survey, India, 1992–93, Bombay,
1995, Table 7.5, p. 188; other countries—see: reference 20.



rural women are in purdah, which means
that many cannot obtain this service un-
less female family welfare visitors are
trained to perform menstrual regulation
and are permitted to provide it at
women’s homes. Given these circum-
stances, it is not difficult to understand the
high level of reliance on traditional meth-
ods and providers, and the high rates of
complication and hospitalization.

In India, small-scale studies show that
government providers may be uncaring
toward women, fail to ensure confiden-
tiality, require women to obtain the con-
sent of their husbands (even though this
is not legally necessary) and often require
that women obtaining an abortion accept
sterilization or an IUD.24 Conditions such
as these help explain why so few Indian
women obtain abortions through the of-
ficial health system.
•Abortion is legally restricted, but a sub-
stantial proportion of procedures are performed
by health professionals. Many of the coun-
tries in these subregions reflect this situ-
ation. For example, given the broad range
of providers in Indonesia, abortion prob-
ably is widely used,25 despite large in-
creases in contraceptive prevalence over
the past 20 years. The proportion of
women seeking abortion who are believed
to obtain safe medical procedures varies
widely by poverty status, but is higher
than expected.

Likewise, in the Philippines, medical
professionals provide abortions, although
it is illegal to do so. However, the pro-
portion of women seeking abortions who
go to medically trained providers is be-
lieved to be lower in the Philippines than
in any of the other countries in our study.
The strong opposition to abortion voiced
by several Filipino doctors participating
in the survey—which generally reflects
the attitudes of the Filipino medical com-
munity26—supports this perception.

Sri Lanka, Malaysia and Thailand,
which are more economically advanced
and have better health infrastructures than
other Southeast Asian countries, illustrate
that the safe medical provision of abortion
can go a long way toward offsetting the
potential serious consequences of clan-
destine abortion. In these countries, urban
women seeking abortions reportedly rely
on medically trained providers with some
frequency, and these providers are
thought to use mainly safe methods (vac-
uum aspiration and D&C). In addition,
self-induced procedures are believed to be
rare in urban areas. However, rural
women and poor women often lack access
to safe abortion services.

reporting of the likelihood of complica-
tions and hospitalization might account
for these views? Do the respondents’ per-
ceptions reflect the belief that rural
women’s access to hospitals is generally
as good as that of urban women in this
part of the world? Or is the availability of
hospital beds in rural areas overestimat-
ed by this predominantly urban sample? 

The World Bank provides comparative
country data on a health service indicator
that may shed some light on the availabil-
ity of hospital care: the number of people
per hospital bed.31 Examination of the two
most extreme cases supports the plausibil-
ity of survey responses to the question on
hospitalization. In Indonesia, Pakistan and
Afghanistan, where there are 1,502–2,945
people for every hospital bed, respondents
believe that only one in four poor rural
women with a severe medical complication
(and slightly more than four in 10 poor
urban women) will be hospitalized. By con-
trast, in Sri Lanka and Malaysia, where the
population-to-bed-ratio is only 369–432
people per bed, an estimated eight in 10
poor rural women with complications (and
nine in 10 poor urban women) are consid-
ered likely to be hospitalized. 

A number of other considerations sup-
port the high estimates of likely hospital-
ization offered by health professionals in
most countries. The density of population
in some countries may mean that even
rural women live close enough to a hos-
pital that distance does not constitute a se-
rious barrier to care. Furthermore, even in
countries where access to hospitals is poor,
abortion-related complications may be
viewed as serious and life-threatening ill-
nesses, and all possible efforts may be
made to provide transportation to the
nearest hospital for women suffering such
complications. Finally, even poor women
in urban areas have some access to private
doctors and clinics. This factor might ac-
count for part of the perception that half
to two-thirds of poor urban women in
most countries, and almost all in Malaysia,
receive treatment for abortion-related
health complications.

While many women with serious abor-
tion-related complications receive hospi-
tal treatment, our findings indicate a con-
tinuing need for improvements in access
to such care. The findings also illustrate
the need for improved contraceptive
counseling, to be provided both by those
who perform abortions and by those who
treat complications. Few respondents be-
lieve that most women receive contra-
ceptive counseling from their abortion
provider, and although a substantial pro-
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•Abortion is highly restricted; the vast ma-
jority of procedures are clandestine, and a high
proportion are unsafe. This is the case in
Afghanistan, Iran and Pakistan; Myanmar,
Laos and Cambodia; and Nepal. Although
the desire for large families is a wide-
spread norm in these countries, abortion
has been, and continues to be, a traditional
practice; in some countries, it may be in-
creasing in prevalence, especially in urban
areas.27 However, large proportions of
women seeking abortions, particularly
those who are poor, go to traditional
providers, and in some of these countries,
the complication rate exceeds two-fifths
of women having abortions.

Health Problems
The estimated annual abortion rate for the
two subregions combined is 30 abortions
per 1,000 women aged 15–44. The esti-
mated rate is higher for Southeast Asia (36
per 1,000) than for South Central Asia (25
per 1,000), which is characterized by more
traditional and conservative cultural, so-
cial and religious norms, and is less de-
veloped and less far along in the demo-
graphic transition.28

The overall rate suggests that about 3%
of women in Southeast and South Central
Asia have an abortion each year.29 If, as
our findings indicate, one-third of women
who have an abortion experience a med-
ical complication, then each year, one in
every 100 women in these subregions are
likely to suffer at least some loss of pro-
ductive days (at their job or at home) or
even die as a result of an abortion-related
health problem. Only about half of the
women who experience complications
from abortion are believed to receive hos-
pital care; most who do not probably get
no medical treatment whatsoever.

Unsafe abortions exact a severe toll not
only on women’s health but also on their
chances of survival. In South Central Asia,
WHO estimates that the maternal mor-
tality ratio due to abortion is 81 deaths per
100,000 live births, representing 14% of all
maternal deaths, or an estimated 33,000
abortion-related deaths each year. For
Southeast Asia, the ratio is 43 abortion-re-
lated deaths per 100,000 live births, and
these deaths account for 13% of all ma-
ternal deaths, or an estimated 5,000 abor-
tion-related deaths annually.30

One somewhat counterintuitive con-
clusion of our study is that in most coun-
tries, the proportion of women suffering
abortion-related complications who are
believed to receive treatment in a hospi-
tal is similar in rural and urban areas.
What factors other than the possible over-
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ence. Finally, because the health profes-
sionals in this survey were largely urban-
based (and even though about half had
work experience in rural areas), the results
describing probable conditions in rural
areas must be considered less dependable
than those concerning urban areas. Ad-
ditional interviews of rural health pro-
fessionals would have been a valuable
supplement to this study.

Although the study represents only
part of the search for better information
about abortion in Asia, it points to a num-
ber of program and policy areas in which
more in-depth research—especially at the
country level—is needed. So long as the
termination of unwanted pregnancies re-
mains an unexamined and undocument-
ed issue in this part of the world, policy-
makers and public officials can claim
ignorance about the problem of clandes-
tine abortion or, worse, deny its existence.
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Resumen
Si bien el status jurídico y la disponibilidad de
aborto inducido varía muchísimo en el Asia sud-
central y sudeste, los resultados de una encues-
ta realizada en 1996, de 232 expertos profesio-
nales de la salud indican que las mujeres de todos
los niveles socioeconómicos se someten a abor-
tos y muchos de estos procedimientos se realizan
en condiciones que pueden aumentar los ries-
gos para la salud de la mujer. En general, se cree
que la vasta mayoría de las mujeres con medios
económicos de los centros urbanos que procu-
ran abortos acuden a profesionales médicos idó-
neos; sin embargo, aproximadamente una ter-
cera parte hasta la mitad de las mujeres pobres
de los centros urbanos y de las zonas rurales re-
curren a una amplia gama de servicios no médi-
cos o se inducen ellas mismas el aborto. De todas
las mujeres que se someten a abortos en estos
países, se cree que aproximadamente un tercio
sufre complicaciones médicas, y sólo alrededor
de la mitad de ellas son hospitalizadas para recibir
tratamiento; en consecuencia, se estima que una
de cada siete mujeres que se someten a un abor-
to son hospitalizadas debido a complicaciones
de este procedimiento. La tasa estimada de 30
abortos por cada 1.000 mujeres de 15–44 años
sugiere que anualmente, el 3% de las mujeres
del Asia sudcentral y sudeste se someten a un
aborto; por lo tanto, de acuerdo con los resulta-

dos de la encuesta, es probable que aproximada-
mente el 1% sufran complicaciones médicas.

Résumé
En dépit d’importantes variations dans le statut
légal et l’accessibilité de l’avortement provoqué
dans le sud de l’Asie centrale et en Asie du Sud-
Est, les observations d’une enquête menée en
1996 auprès de 232 prestataires de soins de santé
bien informés indiquent que les femmes de tous
niveaux socio-économiques ont recours à
l’avortement et que beaucoup des procédures
réalisées le sont dans un cadre susceptible d’ac-
croître les risques pour la santé de la femme.
Dans l’ensemble, la grande majorité des femmes
urbaines non indigentes qui cherchent à obtenir
un avortement semblent s’adresser à des
prestataires médicaux formés; en revanche, entre
un tiers et la moitié des femmes pauvres, en mi-
lieu urbain autant que rural, font appel à un
vaste éventail de prestataires non médicaux ou
provoquent elles-mêmes leur avortement. De
toutes les femmes qui se font avorter dans ces
pays, environ un tiers souffriraient de compli-
cations médicales, et la moitie seulement de ce
tiers seraient hospitalisées à ce titre. On estime
ainsi à une sur sept le nombre de femmes
avortées hospitalisées pour le traitement de com-
plications. Le taux estimé de 30 avortements par
millier de femmes âgées de 15 à 44 ans laisse en-
tendre que chaque année, 3% des femmes dans
le sud de l’Asie centrale et d’Asie du Sud-Est
subissent un avortement; selon les résultats de
l’enquête, environ 1% serait par conséquent sus-
ceptible de souffrir de complications médicales.


