
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.




