tive health services (including provision of contraceptives,
HIV counseling, and first- and second-trimester abortion)
through a network of facilities and outreach activities. Janani is a major provider of abortion services, and each clinic has at least one doctor who is certified to perform the
procedure; the organization provides a large proportion of
the abortions reported in Bihar and Jharkhand. Janani’s
charges are modest for first-trimester medication abortion
or manual vacuum aspiration (399–499 rupees, or, at the
time of the study, US$9–$11).
The five participating clinics are located in four urban
areas, including Patna and Ranchi (the capitals of Bihar
and Jharkhand, respectively), and serve largely low-income
populations. The clinics were purposively selected on the
basis of their high volume of clients and the geographical
diversity of their settings.

Design
Four key issues informed our study design. First, to control
for providers’ level of experience in abortion provision, and
to ensure that all three groups of providers started with the
same level of experience, only providers who had never
performed surgical or medication abortions, and had never (outside of their academic training) conducted pelvic
examinations or assessed gestational age, were recruited
for the study. Moreover, all underwent identical medication abortion training. The training, which was supervised
by Ipas, lasted 10 days on average and included classroom
lessons, practice sessions (using pelvic models), hands-on
training at the facility and, finally, further training in the
field, during which each provider was required to perform
a minimum of 10 cases each of gestational age dating and
assessment of the completion of medication abortion. We
considered a training period of this length sufficient to ensure proficiency in gestational age dating and assessment
of abortion completeness, as well as in counseling and
other aspects of medication abortion provision; however,
the duration was kept flexible, and if providers were experiencing difficulties the training was extended to permit
more practice and build confidence.
Second, because ultrasound scanning is not necessary
for the provision of early abortion,29 assessments of eligibility and completed abortion status were made solely on
the basis of pelvic examinations. This protocol ensured
that procedures were not overmedicalized (that is, did not
rely on unnecessary preabortion procedures requiring sophisticated equipment29) and that the results of the study
could be generalized to health facilities where ultrasound
may not be available.
Third, since the providers in our study had not been certified to perform abortions (in the case of allopathic physicians) or were not legally permitted to do so (ayurvedic
physicians and nurses), our study design included a “verifier” who confirmed the providers’ evaluations and prescribed the medication for the abortions. The verifier was
a certified abortion provider and typically had at least five
years’ experience in performing abortions.
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Finally, because the staff at Janani clinics did not include uncertified allopathic physicians or ayurvedic physicians, or sufficient numbers of eligible nurses, most of the
study providers were recruited from medical, nursing and
ayurveda colleges or through advertisements placed in local newspapers; the only exceptions were six nurses who
were Janani staff members.
Altogether, 30 providers participated in the study—10
allopathic physicians, 10 ayurvedic physicians and 10
nurses. All of them were female; although we did not impose any gender restrictions at the time of recruitment,
it appears that most clinicians interested in providing
abortion services are female, as few women opt for a male
abortion provider in the conservative, gender-stratified social systems that prevail in the study areas. The median
age of providers was identical in the three groups (28);
however, the median number of months’ experience
that providers had as practicing clinicians varied from
12 among nurses and allopathic physicians to 23 among
ayurvedic physicians.
Study providers took on the abortion-related care of
all Janani clients who consented to join the study. Such
care ranged from assessing eligibility and providing preabortion counseling to monitoring client status, performing follow-up and providing postabortion contraceptive
counseling and support. The study was not a randomized controlled trial, as clients were not randomly assigned to a particular type of provider. Instead, one type
of provider was assigned to each facility and remained
until she had completed 35–40 medication abortions,
which took approximately six weeks; all three types of
providers were placed at each facility during the study.
However, clients who came for an abortion did not know
the type of clinician who would be providing services on
the day of their visit, or the type who would succeed the
current provider, as there was no particular sequence for
the placement of physicians and nonphysicians. Moreover, the refusal rate was only 0.5%, suggesting that few
women opted for the clinic physician over the assigned
study provider; moreover, the social and demographic
profiles of clients served by the provider types were
largely similar (Table 1). For these reasons, selection bias
appears to have been limited, and the provider type assigned to each woman was, in effect, naturally random.
TABLE 1. Social and demographic characteristics of women screened for eligibility for medication abortion study, by provider type, Bihar and Jharkhand, India,
2008–2010
Characteristic

Ayurvedic
physicians
(N=461)

Nurses
(N=497)

Allopathic
physicians
(N=456)

Age (mean)
≥8 yrs. of education (%)
Never married (%)
No. of pregnancies (mean)
No. of previous abortions (mean)

26.8
80.9
5.2
3.4
0.7

26.6
73.4*
3.8
3.7*
0.7

27.1
77.6
4.2
3.5
0.6

*p<.05 for difference between nurses and ayurvedic physicians; differences for other comparisons were
not statistically significant.
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