
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

60 International Family Planning Perspectives

Abortion in South Central and Southeast Asia

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.


