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Preface

“No woman can call herself free until she can choose consciously
whether she will or will not be a mother.”—MARGARET SANGER

A

ccording to a 2016 study published in The
Lancet by the Guttmacher Institute and the
World Health Organization, an estimated 56 million
abortions took place globally each year between
2010 and 2014. These numbers make a strong
case that abortion is a vital part of health care and
should be easily available when needed.
It was a proud moment for India when its proactive
parliamentarians legalized abortion with the historic
Medical Termination of Pregnancy Act of 1971,
creating a framework meant to protect women from
the grave risks of unsafe abortion. Unfortunately, in
spite of this legislative protection, unsafe abortion
remains the third leading cause of maternal
mortality in India, and close to eight women die
from causes related to unsafe abortion each day.
This is why the provision of safe, effective and
accessible abortion services is a priority in the
Government of India’s current Reproductive,
Maternal, Newborn, Child and Adolescent Health
(RMNCH+A) programme. This and other governmental initiatives need reliable information for
their planning and implementation, and yet
comprehensive data on abortion incidence and
service provision has been limited.
The Incidence of Abortion and Unintended Pregnancy
in Six Indian States: Findings and Implications for
Policy and Programs provides such data for six states
from each region of the country: Assam, Bihar,
Gujarat, Madhya Pradesh, Tamil Nadu and Uttar
Pradesh. This major new body of evidence covers
abortion provision at all levels—primary to
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tertiary—of public- and private-sector health
facilities and also estimates the incidence of
unintended pregnancy, the precursor to
most abortions.
I would like to commend and congratulate the
International Institute for Population Science,
Mumbai; the Population Council, New Delhi; and
the Guttmacher Institute, New York, for working
closely with the Ministry of Health and Family
Welfare to bring these valuable data to the public.
Findings from the study will provide vital evidence
to support the government’s current efforts—and,
I hope, will inform many other such efforts—to
make this legal reproductive health service safe
and accessible and, thus, prevent morbidity and
mortality due to unsafe abortion and improve
the well-being of women and families across the
country. And while the accessibility and availability of safe, legal abortion is a major public health
necessity, providing a safe abortion is also about
reproductive choice and entitlement, rights and
justice. Hopefully this study will enable all those
involved with the improvement of women’s health
to take safe abortion in India to the next level.
Dr. Nozer Sheriar
Chair, Scientific Programme Committee, International
Federation of Gynecology and Obstetrics
Former Secretary General, Federation of Obstetric
and Gynaecological Societies of India
Member, South East Asia Region Technical Advisory
Group, World Health Organization
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1 Context of Abortion
In India
I

nduced abortion has been legally permitted
in India on broad grounds since 1971,1 yet
representative information on access to abortion
services and abortion incidence has remained scarce.
The lack of comprehensive estimates of abortion
incidence has in turn prevented the accurate
estimation of the incidence of total pregnancy and
of unintended pregnancy because abortion is a key
component of these indicators. Reliable measures
of abortion and unintended pregnancy are vital
to obtaining a clear picture of how successfully
women and couples are able to achieve their
fertility goals, and gaps in such knowledge have
limited the ability of government at the state and
national levels to design policies and programs that
ensure equitable access to safe and legal abortion,
postabortion care and contraceptive services.
This report summarizes 2015 state-level findings
from a large-scale study of six states, titled
Unintended Pregnancy and Abortion in India
(UPAI), that seeks to fill some of these evidence
gaps. Focusing on Assam, Bihar, Gujarat, Madhya
Pradesh, Uttar Pradesh and Tamil Nadu, the report:
●● estimates the incidence of abortions occurring in
facility and nonfacility settings;
●● provides representative, in-depth information on
the characteristics of abortion-related services
(induced abortion and postabortion care)
provided by public- and private-sector facilities;
●● estimates levels of facility-based provision of
care for women with abortion-related complications; and
●● uses abortion incidence data to estimate levels
of unintended pregnancy.

* In this study, MMA refers primarily to the combined use of
misoprostol and mifepristone,
whether the tablets are packaged separately or together
(in a “combipack”); it excludes
misoprostol-only abortions.
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To provide new, reliable data on abortion incidence
in India, we calculated and then summed estimates
of each of the three components of abortion: surgical abortions and medical methods of abortion
(MMA)* provided by health facilities, MMA provided
in nonfacility settings (i.e., somewhere other than
a public, private or NGO health facility), and other
types of abortions provided in nonfacility settings.

In addition to presenting estimates of the incidence
of abortion, pregnancy and unintended pregnancy,
this report also highlights findings on service provision that are relevant for informing policies and
programs. The sources and methodologies used to
calculate the estimates are detailed in the Data and
Methodology Appendix on page 22, and in-depth
analysis of data for each state can be found in
individual state reports.2–7

Past research on abortion incidence
A few previous studies have provided state-level
estimates of abortion incidence, but most have
relied on incomplete sources of data. Statistics
compiled by the government are known to greatly
underestimate abortion incidence, both because
reporting on facility-based services is incomplete
and because many abortions occur outside of
the facility setting. For example, over a 12-month
period in 2014–2015, the Ministry of Health and
Family Welfare (MoHFW) recorded only 4,877
induced abortions in Bihar—a state with more
than 25 million women of reproductive age—while
showing 62,466 in the much less populous state
of Assam and 51,467 in Uttar Pradesh, the most
populous state in India.8 In 2012, a study using
two indirect estimation techniques (the MishraDilip method and the Shah Committee’s method),
placed abortion incidence in the six states far
higher, ranging from 141,000–151,000 in Assam to
1,140,000–1,180,000 in Uttar Pradesh.9 However,
these methods underestimate abortion because
they are based on a small-scale survey and a survey
of women. Meanwhile, the 2012–2013 Annual
Health Survey estimated that the proportion of
pregnancies ending in abortion was about 7% in
Assam, 5% in Bihar, 3% in Madhya Pradesh and 7%
in Uttar Pradesh,10–13 while a 2016 study placed this
proportion for South and Central Asia at 25% for
the period 2010–2014.14
Some community-based surveys (such as the
National Family Health Survey, or NFHS) collect
data on abortion directly from women. However,

such studies cannot reliably collect data on
incidence because, in response to the stigma
associated with terminating a pregnancy, women
typically underreport their abortions in face-to-face
interviews, a problem that may be exacerbated if
women believe abortion to be illegal.15–20

that approved the use of MMA for terminating
pregnancies up to seven weeks’ gestation and
permitted certified abortion providers with referral
linkages to approved facilities to prescribe MMA
drugs, even while working at unapproved facilities
and doctors’ offices.✝28,29

The most recent and most commonly cited national
estimates of abortion in India placed incidence at
6.4 million abortions in 2002, corresponding to a
rate of 26 abortions per 1,000 women of reproductive age.21–23 To arrive at this estimate, researchers
applied the average number of abortions per
provider (based on a survey of a small sample of 95
public and 285 private providers) to an estimated
total number of abortion providers in the country,
which in turn was based on the ratio of population
to facility in the limited sample areas. State-specific
components of the same study estimated annual
induced abortion rates of 45 and 70 in Maharashtra
and Tamil Nadu, respectively, which suggests that
the study’s national abortion rate of 26 may have
been highly underestimated.24,25 Notably, this study
was conducted in 2002, when access to and use of
MMA was much lower than it is today.

With the approval of MMA for early legal abortions
and large increases in the method’s availability in
both the formal and informal sectors, access to
abortion has steadily improved, likely becoming
safer as a result.30,31 However, a number of hurdles
continue to prevent full access to legal abortion
services and lead some women to resort to the use
of untrained informal-sector providers, including
chemists and other vendors.32,33 Barriers to access
include an insufficient number of facilities offering
abortion care, lack of certified staff, shortages
of equipment and supplies, failures to ensure
privacy and confidential care, lack of knowledge
among women that abortion is legal, and stigma
surrounding seeking abortion-related care.18,19,32–36
Challenges also remain in addressing sex-selective
abortion while protecting access to legal abortion.
The Government of India’s strict measures to
enforce the Pre-Conception and Pre-Natal
Diagnostics Techniques (PCPNDT) Act of 2003,
which prohibits the misuse of prenatal diagnostic
tests for the purpose of sex determination,37,38 as
well as intense public focus on this issue in recent
years, has led to difficulties in both obtaining and
providing safe abortion and postabortion care. For
instance, a growing number of qualified providers
are reluctant to offer pregnancy termination
services because of both real and perceived
strictures imposed by authorities attempting to
restrict sex-selective abortions.39–41

The estimation methodology used in the UPAI
study improves on those of previous studies
because it does not rely on incomplete official
statistics, community-based surveys of women
or small-scale facility surveys. Instead, it directly
measures abortion using a representative largescale sample survey of public and private health
facilities that provide abortions, comprehensive
data on sales of medication abortion drugs and
indirect estimation techniques to account for other
abortions occurring outside of facilities.

The changing landscape of abortion provision
Passage of the Medical Termination of Pregnancy
(MTP) Act in 1971 legalized abortion up to 20
weeks’ gestation when it is necessary to save a
woman’s life or protect her physical or mental
health, and in cases of economic or social necessity,
rape, contraceptive failure among married couples
and fetal anomaly; it also legalized terminations
beyond 20 weeks in cases of life endangerment.1,26
The MTP Act specified that abortion services must
be carried out by obstetrician-gynecologists or
by doctors with a bachelor of medicine, bachelor
of surgery (MBBS) degree who are trained and
certified to provide pregnancy termination, and
that provision must occur in approved public or
private facilities. Access to legal abortion was
expanded by policy changes in 2002 and 2003

† In 2010, the MoHFW’s
Comprehensive Abortion Care
Training and Service Delivery
Guidelines for providing
comprehensive abortion care
indicated in a footnote that
MMA up to 63 days’ gestation
is safe.27 However, amendments to the MTP Act that
would reflect this modification
are still awaiting passage in
Parliament.
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2 Incidence of

Induced Abortion
A

bortion incidence is an important indicator of
women’s need for safe termination services, and
it sheds light on women’s and couples’ contraceptive behavior and their experience of unintended
pregnancy. The UPAI study provides a comprehensive estimate of abortion incidence that reflects the
full range of methods and providers that women
use. In addition to estimating public- and privatesector abortion provision in health facilities, it
estimates abortions occurring in the informal
sector, including MMA provided by chemists and
other informal vendors, terminations by untrained
providers and abortions that women induce on
their own. Our estimation methodology relies on
health sector information whenever possible to
avoid the high level of underreporting (often linked
to concerns about confidentiality and stigma) that
generally occurs in household surveys that directly
ask women about their abortions.17,32,33
Using data for 2015, we estimate the annual
incidence of abortion in the six states included
in this study to range from 580,000 in Assam to
3,152,000 in Uttar Pradesh (Table 2.1). While absolute numbers reflect population size, among other
factors, the abortion rate—abortions per 1,000
women aged 15–49—allows comparison of abortion incidence across states, removing the effect of

population size. Although we focus on midpoint
estimates of the abortion rate, we also present
lower- and upper-bound estimates for
each state—a range that reflects the uncertainty
inherent in the estimation techniques. The midpoint abortion rate is lowest in Tamil Nadu (32.8)
and highest in Assam (66.2), and the other four
states have rates within this range: Gujarat (47.6),
Bihar (49.4), Madhya Pradesh (57.3) and Uttar
Pradesh (61.1).
Only a minority of the abortions occurring annually
in each state are provided in health facilities;
these proportions range from about 11% in Uttar
Pradesh to 32% in Tamil Nadu (Figure 2.1). These
proportions likely represent slight underestimates
of facility-based provision because some abortions
are legally provided by trained doctors in private
offices or consultation rooms that were not covered by the Health Facilities Survey (HFS). Among
abortions that occur in health facilities, the majority
are provided in the private sector‡ (68–92% in
five states). The exception is Assam, where about
three-quarters of facility-based abortions are
provided in public facilities.
The majority of abortions in the six states (from
63% in Tamil Nadu to 83% in Uttar Pradesh) use

TABLE

2.1 Estimates of the number and rate of induced abortions, 2015
NO. OF ABORTIONS
STATE

Assam
Bihar
Gujarat
Madhya Pradesh
Tamil Nadu
Uttar Pradesh
‡ Including a small proportion
provided by NGO facilities.
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ABORTIONS PER 1,000 WOMEN AGED 15–49

LOWER BOUND

MIDPOINT

UPPER BOUND

LOWER BOUND

MIDPOINT

UPPER BOUND

518,312

580,100

646,000

59.1

66.2

73.7

1,142,096

1,251,000

1,365,200

45.1

49.4

53.9

741,212

811,800

885,400

43.5

47.6

51.9

1,011,803

1,110,000

1,212,000

52.2

57.3

62.5

619,254

707,900

806,000

28.7

32.8

37.3

2,877,115

3,151,600

3,434,800

55.8

61.1

66.6

Notes: We estimated lower- and upper-bound estimates for each component of abortion provision to address the uncertainty inherent in
estimates based on assumptions. See appendix for details and sources.

FIGURE

2.1 The majority of abortions in the six study states occur in nonfacility settings.
% of induced abortions, 2015
5
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6
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15
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Assam

Bihar

Nonfacility other

12
Gujarat
Nonfacility MMA

MMA and take place in settings other than health
facilities. In Bihar, Gujarat and Uttar Pradesh, nonfacility MMA accounts for four out of five abortions.
MMA is safe and effective when administered
properly; however, when it is provided outside of
health facilities—and particularly when it comes
from informal-sector providers—the quality of
instructions and support to correctly use the medications is often low. An unknown (but likely small)
proportion of women who terminate using MMA
outside of facilities obtain good-quality MMA care
at private consultation offices that includes accurate information and follow-up care from a trained
provider. However, the limited evidence that
exists suggests that the majority of users of MMA
purchase the medication from chemists or other
informal vendors and receive limited or inaccurate
information and little or no counseling. One study
in Madhya Pradesh found that about two-thirds of
MMA-providing chemists and other informal vendors (who, the study notes, are the most common
providers of nonfacility MMA) did not ask clients
the timing of their last menstrual period, about
four-fifths provided no advice or incorrect advice
on the gestational limit for MMA, and roughly
two-thirds did not provide correct information on
administering the two-pill regimen.30 The authors
concluded, “While pharmacists offer women an
evidence-based procedure, the advice they offer
does not conform to minimal medical standards so

8
4

7

5

Madhya
Pradesh

Tamil Nadu

Facility-based, private

NOTES TO FIGURE 2.1
•MMA=medical
methods of

Uttar
Pradesh

abortion. Percentages may not
add to 100 because of rounding.
Source: Health Facilities Survey.

Facility-based, public

the abortion is, strictly speaking, unsafe. Yet most
observers will agree that insofar as medical abortion has displaced clandestine or riskier methods
such as traditional means of home abortion, fewer
women will suffer severe complications or death.”
A small share of abortions in each state (5%) occur
in nonfacility settings and use methods other than
MMA. These include the least safe terminations,
undertaken by quacks and other untrained providers
and by pregnant women themselves, though a
small number of surgical abortions performed
by trained professionals outside of the facilities
covered by the HFS may also fall into this category.
According to HFS data on postabortion care in the
six surveyed states (discussed in greater detail in
Chapter 4), a small proportion of postabortion care
patients (who are a fraction of all women having
abortions) are treated for uterine perforation,
other injuries, sepsis and shock; these serious
complications typically indicate the use of an
unsafe method.
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3 Abortion Provision in
Health Facilities
F

acility-based abortion care is part of the
essential package of sexual and reproductive
health services that health systems are expected to
provide. Thus, it is important to examine the extent
to which health facilities are offering these services,
how provision differs by sector and facility type,
and what barriers may limit the availability of these
services. Perspectives on the accessibility of abortion services from women seeking such services are
equally important, and this evidence gap should be
addressed by future research. This chapter presents
information about the provision of abortion from
the Health Facilities Survey (HFS), which entailed
interviews with key facility personnel at publicand private-sector facilities for each of the six
study states. This new data provides an important
evidence base for initiating and supporting policies
and programs that address abortion access in each
of the states. In addition, because these states are
diverse and are home to approximately 45% of

reproductive-age women in India, the findings
may also provide policy-relevant insights at the
national level.
In five of the six study states, the majority of facilities that provide induced abortion are in the private
sector (data not shown). In these states, more than
three-quarters of facilities that provide abortion are
private and just 12–23% are public. Assam is the
only state included in the study where the majority
of abortion-providing facilities are public (55%).
According to the guidelines issued by the Ministry
of Health and Family Welfare (MoHFW), all publicsector facilities at the primary health centre (PHC)
level and higher are allowed to provide induced
abortion, as long as they have a certified provider
on staff.42 Public facilities are well positioned to be
the principal provider of abortions to many groups,
including poor women, to whom they offer free

FIGURE

3.1 The provision of abortion in public facilities is especially low at primary health centres,
where large proportions of rural and poor women obtain their health care.
% of facilities providing abortion, 2015
100
Primary health centres

All other public facilities*

80
67

64

60

48
40

40

38

27
20
FIGURE 3.1
•*Hospitals,
community health

centres and other urban public
facilities. Source: Health
Facilities Survey.
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services, and women in rural areas, where the public
sector’s reach is much greater than that of the
private sector. In practice, however, many public
facilities do not offer abortion. PHCs typically have
limited capacity to offer the service, and across
the six study states, only a small proportion do so
(3–14%; Figure 3.1). Community health centres
(CHCs) and public hospitals should have the trained
staff and equipment needed to provide abortion,
but in four of the six study states, a minority of
public facilities above the PHC level provide
abortion (27–48%). Only in Assam and Madhya
Pradesh do the majority of larger public facilities
offer this service (64% and 67%, respectively).
Similar data on the proportion of all private facilities
that provide abortion are not available because
the HFS survey was administered mainly to those
offering the service.
In both the public and private sectors, many facilities that offer abortion will not provide it beyond
certain gestational ages that are well below the
20-week legal limit. Lower-level facilities may
understandably need to refer later abortions to
better-equipped facilities that are able to give more
advanced care, but many higher-level facilities also
do not offer second-trimester abortion. Among
facilities that offer abortion in the six surveyed
states, 29–63% of public hospitals and 22–75% of
private hospitals provide pregnancy termination
into the second trimester (Table 3.1). Even among
these facilities, very few offer services up to the
legal limit. Early limits can prevent some women
from obtaining needed services or push them to
seek abortion in the informal sector.

Among facilities that provide induced abortion,
the majority (63–85% in the six states; data not
shown) offer both MMA and surgical terminations.
However, facilities offering abortion often use
methods that are not in line with best practices
for abortion care. World Health Organization
guidelines recommend the use of MMA or vacuum
aspiration for most abortions; dilatation and
evacuation (D&E) is recommended in situations
in which the other methods are contraindicated
(typically in the second trimester); and dilatation
and curettage (D&C) is no longer recommended as
an abortion method at any gestation.43 However, in
the six states surveyed, 25–37% of all abortions are
performed using either of the two more invasive
surgical methods—D&E or D&C—although only
4–13% of all abortions in these facilities are beyond
12 weeks’ gestation. We have grouped these two
methods together because providers may use D&C
as a generic term applying to both; therefore, proportions for each procedure may not be reliable.44
In all six states, the majority of facilities that offer
abortion report having turned away at least one
woman seeking to terminate a pregnancy in the
year preceding the survey (54–87%; data not
shown). While these facilities commonly report
having turned away women for reasons related
to lack of capacity, a substantial proportion do so
for reasons that may reflect judgmental attitudes
or a lack of understanding of the law. For example, 22–53% report having turned some women
away because they are unmarried or have had no
children, or because the provider considers them
too young; smaller but still notable proportions

TABLE

3.1 Proportion of abortion-providing facilities that offer second-trimester terminations, 2015

ASSAM

BIHAR

GUJARAT

MADHYA
PRADESH

TAMIL
NADU

UTTAR
PRADESH

Public

40

24

13

36

17

17

Hospitals

63

29

38

60

31

33

CHCs

36

43

0

15

0

13

PHCs

25

12

0

15

0

13

Private

54

28

24

42

15

16

Hospitals

75

35

28

68

22

27

Nursing and maternity homes

54

33

22

32

12

15

0

14

51

4

0

11

46

27

22

41

15

16

FACILITIES

Clinics
All

Notes: CHC=community health centre. PHC=primary health centre. Source: Health Facilities Survey.
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(8–21%) turn away some women for not having
the consent of their husband or another family
member. These reasons generally are not legal
grounds for denying an abortion in India.
Respondents surveyed in the HFS identified a
range of issues that contribute to limiting provision
of abortion-related services. Among public and
private facilities that offer postabortion care but
not abortion, lack of trained staff or providers and
lack of equipment or supplies are cited as major
reasons for not providing abortion (Figure 3.2).
Lack of registration to provide abortion is also a
major barrier to provision among private facilities
and is reported by 33–56% of private facilities
across the study states that offer postabortion
care but not abortion (data not shown).
In addition to these barriers to provision, survey
respondents also report a range of demand-related
issues that they perceive as limiting women’s ability
to seek out and obtain an abortion. Stigma is cited
as a barrier by 45–74% of respondents, and other
important barriers include cost (cited by 16–67%),
family members’ disapproval (23–49%), lack of
information about services (8–47%) and distance or
transportation difficulties (8–44%; data not shown).

Almost all facilities that provide abortion-related
services in the six study states report offering postabortion contraceptive services. Between 59% and
92% of facilities offer intrauterine contraceptive
devices and 56–74% offer oral contraceptive pills
(data not shown). However, the contraceptive information provided to women by many facilities is
inadequate. Among facilities that offer contraceptive counseling, large proportions in all the study
states do not cover certain key topics; for instance,
only 8–27% report talking to patients about what
to do in cases of method failure or incorrect use. In
addition, the vast majority of facilities report they
were out of stock of some contraceptive supplies
at some point in the year prior to the survey
(86–98%). Poor quality of care is also reflected in
the substantial proportion of abortion-providing
facilities that report requiring some women to
adopt a contraceptive method as a prerequisite
for receiving an abortion. In the five states with
comparable data on this measure, this proportion
ranges from 8% in Uttar Pradesh to 26% in
Madhya Pradesh.§

FIGURE

3.2 Among facilities that offer postabortion care but not abortion, lack of trained staff is
a main reason for not providing the service.
% of facilities reporting each reason for not providing abortion
100
Lack of trained staff

Lack of equipment or supplies

80

Religious or social concerns
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§ In Assam, this question was
worded slightly differently;
therefore, data from that state
are not comparable to those
from other states.
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• FIGURE 3.2 Source: Health Facilities Survey.
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Provision of
Postabortion Care

L

ike abortion care, treatment of complications
arising from either unsafe induced abortion or
miscarriage is an essential component of comprehensive reproductive health services. Among
facilities offering any abortion-related services in
the six study states, the proportion offering care for
abortion complications ranges from 82% to 97%
(data not shown). Although it is generally more
common for facilities to offer postabortion care
than to offer abortion, gaps in provision remain.
The HFS provides an estimate of the annual number of women who obtain facility-based care for
complications resulting from abortion or miscarriage in each of the six study states. This number

ranges from 67,000 in Assam to 1,224,000 in Uttar
Pradesh (Table 4.1). By estimating the number of
patients treated for complications from miscarriages** and subtracting that from the total number
treated for complications, we estimate the number
treated for complications specifically related to
induced abortion; for the six states, this number
varies between 51,000 (Assam) to 1,098,000 (Uttar
Pradesh). Although we cannot quantify how many
women needing postabortion care do not obtain it,
that number is likely to be substantial.45
Information on the types of complications women
present with helps us understand the severity of

TABLE

4.1 Selected measures of facility-based treatment for complications of abortion
and miscarriage, 2015
MEASURE

ASSAM

BIHAR

GUJARAT

MADHYA
PRADESH

TAMIL
NADU

UTTAR
PRADESH

No. of PAC cases due to abortion
or miscarriage*

66,600

360,500

105,900

559,500

183,300

1,224,400

No. of PAC cases due to induced abortion
only*

50,700

299,800

67,100

508,500

143,400

1,098,000

Induced abortion complication treatment
rate*

5.8

11.8

3.9

26.2

6.6

21.3

Incomplete abortion from MMA†

65

51

48

47

33

59

Incomplete abortion from another method

17

32

22

21

23

25

Prolonged or abnormal bleeding

15

30

31

44

27

32

Infection

4

16

9

10

12

15

Injury

2

9

3

3

6

4

Sepsis

3

5

4

3

7

5

Shock

1

4

3

2

3

3

% of PAC patients by diagnosis†

% distribution of PAC patients treated by type of facility
Public

54

21

19

29

14

35

Private

46

79

81

71

86

65

100

100

100

100

100

100

Total

*May include cases in which abortions would have been safely completed without PAC. †Some women experienced more than one type
of complication. Notes: PAC=postabortion care. MMA=medical methods of abortion. Source: Health Facilities Survey.

** Assuming only later-term
miscarriages are treated in
facilities and that the percentage of women experiencing
such miscarriages who obtain
care in facilities is equal to the
percentage of women who
give birth in a facility.
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their cases, as well as the types of interventions
and medical resources they may need. In addition,
such information may highlight areas where better
education is needed. For example, some women
who do not have full information on the use and
effects of medical methods of abortion (MMA) may
seek care unnecessarily for bleeding that is part
of the normal process of a medication abortion.30
Knowing women’s diagnosis on admission helps
to assess the extent to which the large numbers of
women seeking postabortion care after obtaining
MMA from informal-sector providers actually
need treatment.
In the HFS, respondents were asked to estimate the
proportion of women with each of the major types
of complications, among all patients treated for
complications related to either induced abortion
or miscarriage in their facility. Because women
may have more than one type of complication,
proportions sum to more than 100% across the
different types of complications. In all study states,
incomplete abortion resulting from MMA is the
most common complication, estimated to affect
between 33% (in Tamil Nadu) and 65% (in Assam)
of women obtaining care for complications.
Prolonged or abnormal bleeding is the second
most common complication type in four of the
six states.
Prolonged bleeding and MMA-related incomplete
abortion are likely to be overlapping categories,
and estimates of the proportion of women treated
for these types of complications probably include
many cases in which abortions were done using
MMA and would have been safely completed
without need for further intervention if women
had had the correct information and counseling.
The proportion of women who receive needed
treatment for incomplete abortion because of
incorrect use of the method is likely small, given
that MMA using mifepristone and misoprostol,
when used correctly and within a nine-week
gestational limit, is 95–98% effective.46
Another common complication among patients
receiving postabortion care is incomplete abortion
from methods other than MMA, which is reportedly
experienced by 17–32% of women treated for
complications in the six study states. Women
presenting with this kind of complication may
overlap with those who have prolonged bleeding
but would not overlap with those experiencing
incomplete abortion following MMA use.
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Small proportions of postabortion care patients are
estimated to be treated for severe complications,
such as infection of the uterus and surrounding
areas, sepsis, shock or physical injuries (e.g., perforation or laceration)—which are much more likely
to result from induced abortion than from complications of miscarriages. Though these percentages
are small, they represent hundreds of thousands of
women per year experiencing severe complications
across the six study states. For example, 4–16% of
treated patients are estimated to be treated for
infection of the uterus or surrounding areas (the
most commonly treated serious complication), and
that translates to a six-state total of approximately
330,000 cases each year. Some 2–9% of patients
receiving postabortion care are treated for physical
injuries, 3–7% for sepsis and 1–4% for shock. These
four categories overlap to some extent because one
woman may experience multiple complications,
so it is not possible to estimate precisely how many
women are treated for severe complications overall.
The estimate of 330,000 can be considered a
minimum estimate of the annual number of such
complications occurring in the six states combined.
The majority of these severe cases likely originate
among the group of women having nonfacility
abortions using methods other than MMA.
Data from the HFS suggest that the private sector
is the primary source of facility-based postabortion
care in five of the states. Private facilities treat
86% of complication cases in Tamil Nadu, roughly
80% in Bihar and Gujarat, and about two-thirds in
Madhya Pradesh and Uttar Pradesh; only in Assam
is this proportion lower than 50%. Among facilities
that do not offer postabortion care, the reasons for
not doing so are much the same as the reasons for
not offering abortion.

5

Incidence of
Unintended Pregnancy

U

nintended pregnancies result in abortions,
unwanted births and miscarriages and are a
key indicator of the need for contraception and
the services and information that support effective
use. Such pregnancies may indicate that women
are not using any contraceptive method, are using
a method inconsistently or incorrectly, or are using
a relatively ineffective traditional method (typically
periodic abstinence or withdrawal). Pregnancies
may also be considered unintended for reasons
unrelated to contraceptive use—for example, experience of sexual violence, changes in a woman’s or
a family’s social or economic circumstances, or the
advent of medical conditions that make pregnancy
dangerous to a woman’s health. At the macro level,
broad social and economic changes connected to
the desire for smaller families may also affect the
intention status of pregnancies and the need for
contraceptive services; these include urbanization,
improvements in women’s educational attainment
and changing gender roles. Estimating the level of
unintended pregnancy in the six focus states helps
us understand the extent to which women need
sexual and reproductive health services, including
contraceptive and abortion-related care.
Data from the 2015–2016 National Family Health
Survey (NFHS-4) help to frame the issue of unintended pregnancy and its connection to unmet
need for contraception. Women in the six study
states tend to have more children than they would
ideally want, and this difference between total and
wanted fertility is largest in Bihar, where women
have an average of about one child more than they
wanted (Table 5.1).47 Modern contraceptive use
has not kept pace with the increasing the desire for
small families in most states. In some states, in fact,
the proportion of married women of reproductive
age who use modern contraceptive methods has
decreased; for instance, this proportion dropped
in Gujarat from 57% to 43% between 2005–2006
and 2015–2016.47,48 Among married women in
Assam and Uttar Pradesh, a substantial proportion

TABLE

5.1 Trends in fertility, contraceptive use and unmet need among
married women aged 15–49
MEASURE

Total fertility rate

Wanted fertility rate

STATE

1998–1999

2005–2006

2015–2016

Assam

2.3

2.4

2.2

Bihar

3.5

4.0

3.4

Gujarat

2.7

2.4

2.0

Madhya Pradesh

3.3

3.1

2.3

Tamil Nadu

2.2

1.8

1.7

Uttar Pradesh

4.0

3.8

2.7

Assam

1.8

1.8

1.8

Bihar

2.6

2.4

2.5

Gujarat

2.1

1.8

1.5

Madhya Pradesh

2.4

2.1

1.8

Tamil Nadu

1.7

1.4

1.5

Uttar Pradesh

2.8

2.3

2.1

Assam

27

27

37

Bihar

22

29

23

Gujarat

53

57

43

Madhya Pradesh

43

53

50

Tamil Nadu

50

60

53

Uttar Pradesh

22

29

32

Assam

33

40

30

Bihar

26

28

22

% with an unmet need for

Gujarat

14

18

21

modern contraception*

Madhya Pradesh

18

15

14

Tamil Nadu

15

10

11

Uttar Pradesh

31

36

32

% using a modern method

*Women with an unmet need for modern contraception are able to become pregnant but wish to delay
or avoid childbearing and are not using a modern contraceptive method. Because of slight changes in
the definition of unmet need across survey waves, values may not be exactly comparable.
Sources: references 20, 47 and 48.
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TABLE

5.2 Total number and rate of pregnancies (midpoint estimates), by intention status, 2015
NO. OF PREGNANCIES

TOTAL

STATE

INTENDED

NO. PER 1,000 WOMEN AGED 15–49

UNINTENDED

TOTAL

INTENDED

UNINTENDED

Assam

1,430,200

648,100

782,100

163.2

74.0

89.3

Bihar

4,723,700

2,461,500

2,262,200

186.5

97.2

89.3

Gujarat

2,432,200

1,154,400

1,277,800

142.7

67.7

75.0

Madhya Pradesh

3,441,100

1,737,500

1,703,600

177.5

89.6

87.9

2,199,700

1,253,800

945,900

101.8

58.0

43.8

10,026,000

5,101,600

4,924,400

194.3

98.9

95.4

Tamil Nadu
Uttar Pradesh
Sources: See appendix.

FIGURE

5.1 In the six study states, roughly half of pregnancies are unintended,
and the majority of unintended pregnancies end in abortion.
% of pregnancies in 2015, by outcome
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of those who practice contraception (about 30%,
data not shown) use traditional methods, which
have relatively high failure rates.47 Among the six
states, between 11% and 32% of married women of
reproductive age have an unmet need for modern
contraception—that is, they are able to become
pregnant but wish to delay or avoid childbearing,
and are not using a modern, effective method of
contraception; they are thus at high risk for experiencing an unintended pregnancy. Information
on sexual activity and contraceptive needs among
unmarried women is very limited;49 however, given
conservative social norms, sexually active unmarried women likely face considerable barriers to contraceptive use and may also experience substantial
levels of unmet need and unintended pregnancy.50
A reliable, representative estimate of abortion
incidence allows us to estimate the incidence of all
pregnancies in each study state. The total number
of pregnancies is equal to the sum of all live births
(from external sources;51 see appendix), abortions
(estimated in this study) and miscarriages (including stillbirths; estimated based on global clinical
studies). By summing these numbers, we arrive at
an estimate of the total number of pregnancies
occuring annually in each state; this total ranges
from 1.4 million in Assam to 10.0 million in Uttar
Pradesh (Table 5.2). The pregnancy rate (the annual
number of pregnancies per 1,000 women aged
15–49) is highest in Uttar Pradesh (194) and lowest
in Tamil Nadu (102).
The number of unintended pregnancies is calculated by applying the proportion of births that
are unwanted (based on NFHS-4 data on the total
fertility and wanted total fertility rates for each
state) to the number of live births in each state
in 2015 and adding this to the number of abortions (which are assumed to result from mistimed
or unwanted pregnancies††) and the number of
miscarriages resulting from unintended pregnancies. These calculations reveal that about half of all
pregnancies (43–55%; Figure 5.1) in the six states
are unintended, and unintended pregnancies number between 782,000 in Assam and 4,924,000 in
Uttar Pradesh. Across the six states, this translates
to rates of unintended pregnancy that range from
44 to 95 per 1,000 women of reproductive age.
Between 26% and 41% of pregnancies overall end
in abortion, and the majority of unintended pregnancies in all six states are terminated (55–75%;
data not shown). This proportion is highest in
Assam and Tamil Nadu, where about three in four
unintended pregnancies result in abortion.

†† A small proportion of
abortions (4%, according to
one U.S. study52) arise from
wanted pregnancies—for
example, because of fetal
anomalies or maternal health
issues. However, we did not
adjust for this factor because
this proportion is small and
because errors occur in the
opposite direction (such as
underreporting of unintended
pregnancies due to rationalization of past pregnancies
after the fact).
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6

Implications of Findings
For Policies and Practice
S

ome of the findings of our study are encouraging. For example, most facilities that provide
induced abortion offer both medical methods
of abortion (MMA) and surgical terminations,
indicating these facilities can tailor care to each
case. In addition, the large majority of facilities that
offer abortion-related care also report providing
contraceptive services intended to help women
reduce their risk of having another unintended
pregnancy. However, our study’s findings also
highlight the clear need for improvements, and, in
this chapter, we propose a range of interconnected
strategies to improve access to safe, legal abortion
and high-quality postabortion care. As the findings
are broadly similar across states, the recommended
strategies are applicable to all six states.

Expand facilities’ capacity to provide abortion
Our data indicate that a large proportion of
facilities with the potential to provide safe, legal
abortion care are not doing so. Lack of trained staff
and lack of equipment and supplies are reported
by nearly every type of facility as barriers to providing terminations, and lack of registration to provide
abortion is a major barrier among private facilities.
Primary health centres (PHCs) represent the largest
category of public facilities and are typically the
first—and often the only—point of contact poor
and rural women have with the health system; yet,
very few currently offer any abortion-related care.
It is important to ensure that these facilities,
in particular, have the necessary staff, training,
equipment and drugs to provide MMA, vacuum
aspiration and basic postabortion care, as well as
referral linkages to higher-level facilities. Expanding
capacity at the PHC level would vastly expand the
number of public facilities providing abortion,
and it would increase access to services overall—
particularly for the most disadvantaged groups
of women, who may be unable to travel long
distances or pay for services.
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Compared with PHCs, greater proportions of higher
level public facilities provide abortion, but barriers
to provision remain common. For public facilities
at all levels, adequate funding should be allocated
through state Programme Implementation Plans
to provide equipment and supplies on a regular
basis and ensure they reach the facilities, and the
budgeting system should be simplified to facilitate
its accurate use.
To address private facilities’ lack of registration
to provide abortion, district-level registration
processes must be improved. Various organizations—for example, Action Research and Training
for Health in Rajasthan and Ipas Development
Foundation in Chhattisgarh, Madhya Pradesh and
Uttar Pradesh—are working to increase District
Level Committees’ ability to register private facilities.53,54 Other strategies to streamline the process
include setting up online application options,
as has been done in Uttar Pradesh.55 In addition,
accelerated registration should be implemented
for private facilities seeking approval to provide
abortion using MMA only.
Policy changes and targeting of resources is
needed at the national, state and district levels to
increase the proportion of facilities able to provide
induced abortion. We expect that the expansion of
facility-based abortion care could greatly improve
the overall quality of abortion provision by decreasing women’s reliance on the informal sector.

Broaden and strengthen the provider base
Expanding and improving facility-based services,
as well as increasing access to care for the large
numbers of women who currently terminate
pregnancies outside of facilities, depends to a very
large degree on having enough properly trained
providers. State Departments of Health and Family
Welfare and other government health agencies, as
well as medical colleges, other centres responsible
for training health workers at all levels, and NGOs,

all have roles to play in increasing the number and
quality of trained abortion providers.
Provider type and training. Parliamentary approval
for midlevel providers—such as nurses and auxiliary nurse-midwives (ANMs), as well as practitioners
trained in Indian systems of medicine with recognized qualifications—to offer MMA services would
greatly expand the number of providers.56
In addition, new and practicing MBBS doctors
should be supported to pursue abortion training
and certification, and should receive ongoing training in medical best practices, which will help eliminate overuse of the most invasive surgical abortion
techniques. Ensuring that providers receive the
information they need may require increasing
instruction on abortion techniques in medical
schools and encouraging facilities to offer ongoing
education for those already providing abortion.
Curricula for abortion providers at all levels should
also include information about the country’s abortion laws, including women’s right to obtain abortion and sexual and reproductive health care more
broadly. Providers who deny services to certain
women may be acting on bias rather than following guidelines. Regular efforts should be made to
ensure that health care providers and other facility
staff do not impose unnecessary limitations on
abortion provision.
Community-based health services. Several steps
can be taken to expand abortion access at the
community level. Accredited social health activists
(ASHAs) and ANMs are often women’s first point
of contact with the health system, and, although
they do not perform abortions, they have the
opportunity to help those who want to terminate
a pregnancy find needed services. They should
be trained to provide accurate information about
India’s abortion laws and to direct women to
providers of safe and legal services. With some
additional effort, ASHAs and ANMs may also be
trained to screen women for eligibility for MMA
(for instance, by using the date of a woman’s
last menstrual period to determine approximate
gestation) and to advise women about their
abortion options.57 In addition, community-based
public health campaigns and other interventions
are needed to provide women who obtain MMA
from nonfacility providers with complete, accurate
information on how to use this method; this might
include widespread training of pharmacists. Such

efforts would help prevent complications that arise
from misuse and reduce unnecessary treatment for
women experiencing the normal process of MMA.

Improve the quality of
abortion-related services
The recommendations made up to this point to
improve access to abortion and postabortion care
will almost inevitably improve the quality of the
care patients receive. However, our data point to
several specific quality-of-care issues that should
be addressed to ensure women are receiving
acceptable, comprehensive services that meet
World Health Organization standards.
Second-trimester abortion. Data from the six
states indicate that a minority of abortion providers offer terminations beyond the first trimester.
Second-trimester abortion is a vital component
of high-quality abortion care, and the current
shortfall in access to such terminations is a barrier
that is likely to fall hardest on the most vulnerable
women—those who are unable to seek earlier
abortion because of poverty, difficulty traveling or
lack of agency—as well as women who discover
fetal anomalies or who develop health complications later in pregnancy. To the extent they have
the capacity to do so, facilities should offer abortion to the full gestational limit allowed by law.
Adherence to medical best practices. The World
Health Organization recommends the use of MMA
or vacuum aspiration for most abortions and
does not endorse use of dilatation and curettage
(D&C),43 yet our data indicate D&C may still be
commonly used in India. On the whole, providers
may be relying on more invasive, riskier abortion
techniques than are required or than would benefit
their patients. Distribution of current guidelines
and training in contemporary techniques led by
respected physicians or professional associations
would safeguard women’s health and well-being;
in addition, increased reliance on less invasive techniques, when appropriate, could shorten women’s
recovery time and reduce the cost of procedures.
Nonjudgmental and confidential services. Data
from facility respondents indicate that stigmatization of abortion and sexuality plays a role
in limiting provision of safe and legal services:
Some women may encounter its effects both in the
community at large and in the health facility itself.
Providers must offer services in a nonjudgmental
manner and to the full extent legally permitted;
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they can also help to protect their clients from
the potential social costs of seeking an abortion
by ensuring privacy and confidentiality in the
services they offer, and by maintaining respectful,
supportive attitudes. In addition, facilities can work
to increase the confidentiality of health care visits,
including by conducting consultations behind
privacy screens and adopting recommended protocols for speaking to patients about sensitive issues.
Free or affordable services. The majority of women
obtaining abortions in the six study states do so
outside of the public sector, and therefore presumably pay out of pocket for services. Such costs
are likely a barrier or a burden for many women.
It is important to conduct research that collects
women’s views on the accessibility and acceptability of abortion-related services in the public
sector and their reasons for seeking care elsewhere.
Simultaneously, to ensure quality of care for the
most vulnerable subpopulations, the health
system should work to ensure that free or low-cost
public-sector abortion services in this sector are
confidential, youth friendly and nonjudgmental.
The needs of disadvantaged groups can also be
met via the implementation or expansion of statewide programs such as Yukti Yojana in Bihar, which
helps private providers become accredited and
reimburses them for providing free first-trimester
abortion and postabortion services to poor and
low-income women.58
Contraceptive services for women obtaining
abortion-related care. Although the large majority
of facilities report offering contraceptive services
to women obtaining abortion and postabortion
care, it is clear that improvements are needed.
Concerningly, a substantial minority of facilities
report requiring some abortion patients to adopt a
modern contraceptive method as a prerequisite for
obtaining an abortion; it must be made clear to all
providers that contraceptive services must always
be provided on a voluntary basis. The relatively
low uptake of contraceptives among abortion
and postabortion care patients indicates other
shortfalls in facilities’ approaches to provision. The
Government of India’s guidance on postabortion
family planning should be widely disseminated
and implemented at all levels of health facilities to
improve women’s access to and appropriate uptake
of voluntary and comprehensive contraceptive care
after an abortion.59
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Public education about abortion. Findings from
the HFS suggest that some women are not aware
of the legal status of abortion and do not know
where to obtain safe services. Addressing this
dearth of knowledge will likely require a range of
approaches. One approach likely to be effective
and feasible is to expand the use of existing outreach and public education programs under the
National Health Mission (NHM)60 by implementing
existing media campaigns about abortion more
widely and building on them by developing
additional materials. One such mass media campaign was initiated by NHM in 2014 to disseminate
information regarding the legality and availability of
induced abortion at public and registered private
sites; this campaign should be continued.44,61

Improve MMA services
MMA is safe and highly effective when the correct
regimen is followed, and increased provision of this
method, both in health facilities and in nonfacility
settings, has improved access to abortion care.
It has also likely reduced severe abortion-related
morbidity: Available data on MMA drug distribution indicate that its use has been replacing the use
of traditional and less-safe methods of abortion.62
Continuing to expand MMA provision would likely
lead to further reductions in abortion morbidity.
At the same time, the implication in the HFS
data that normal bleeding associated with MMA
is sometimes misdiagnosed as a complication
suggests that women who obtain MMA outside
of facilities may be inadequately informed about
such bleeding or may be given incorrect advice
to seek treatment in facilities as soon as bleeding
begins. In addition, the safety and effectiveness
of MMA depend to some extent on the quality of
the information given and the user’s adherence
to the protocol.
Some strategies to facilitate proper use of MMA
include ensuring combipacks have clear and
simple instructions in multiple languages, as
well as pictorial instructions for women with low
literacy.44 The inserts should describe the regimen
and expected symptoms, and should indicate
where to go in case of complications. In addition,
it may be beneficial to set up informational
telephone helplines to help women who use
MMA in a nonfacility setting do so safely. Helpline
numbers could be printed prominently on MMA
packaging and displayed at pharmacies.

Given that the majority of abortions in the six states
use MMA obtained outside of a health facility, there
is a particular need to find out more about the
women who obtain MMA this way, their reasons
for not using facility-based services, the type of
provider they go to and their awareness of protocols. In addition, we need to know more about the
extent to which women who seek treatment for
complications after using MMA outside of a facility
experience complications that require treatment
and the costs they incur.

Improve access to and quality of
postabortion care services
Many of the strategies for improving abortion
provision will have the added benefit of improving
postabortion care. For instance, increased training in
abortion techniques will also bolster the provider
skills needed for postabortion care; training about
abortion law, countering stigma and providing
confidential services will improve providers’
abilities to give high-quality care to patients experiencing abortion complications; and strategies to
increase public-sector provision of abortion and
postabortion care will go hand in hand.
Other steps can be taken to specifically address
the need for improved postabortion care. HFS data
suggest that most complications are comparatively
minor, such as bleeding and other non-life-threatening complications resulting from use of MMA
without professional guidance. With proper training,
these types of complications can be addressed by
relatively low-level medical staff, and specialized
training of a wide provider base in treating these
complications would greatly increase access to
treatment. In addition, a small but notable proportion of women experience severe complications,
so providers should be trained in best practices
for treating physical injuries, infection, sepsis and
shock caused by unsafe abortion.

Improve data collection
To obtain a more complete picture of abortion
and postabortion care—and thus improve state
governments’ ability to address gaps in and
barriers to abortion-related services—state-level
Departments of Health and Family Welfare need
to expand data collection. Doing so will require
making sure that the Government of India Health
Management Information System more comprehensively captures abortion-related services
provided in public and registered private facilities
through improved implementation at state and

local levels. Improving the process for registering
private health facilities that provide only MMA and
meet requirements for providing this service would
create a formal channel for such facilities to report
the services they provide, improving the overall
coverage of official abortion statistics. Both public
and private providers would need to be sensitized
about the importance of keeping records on
abortion data for reporting to state data systems
and how to do so correctly and confidentially. Most
importantly, the means for reporting on abortion
service provision should be made straightforward
and easy to implement.

Conclusion
Women in India have a range of health care needs
related to pregnancy, and these vary according
to the outcome of their pregnancy: For instance,
women bringing a pregnancy to term, as well as
some women who experience late miscarriages,
need prenatal and delivery care; women experiencing complications of unsafe abortion need
postabortion care; and women and their infants
may need emergency maternal and newborn
health services. Safe and legal abortion services
are but one part of a package of necessary
maternal health care, and strengthening and
expanding abortion-related services is an important step toward bettering overall provision. Doing
so will improve sexual and reproductive health
in all states of India, in turn, raising the status of
women and the well-being of individuals, families
and communities.
Change must be achieved on multiple fronts. Our
study’s findings for six focus states provide support
for an array of policy and program actions, as well
as for current and ongoing efforts to increase
access to and quality of abortion-related services.
In addition, our estimates of unintended pregnancy
highlight the need for comprehensive contraceptive services—as part of the continuum of care for
all women of reproductive age and, specifically, as
part of postabortion and postpartum services—to
prevent and address unintended pregnancy and
unplanned childbearing. Whatever steps are taken
must prioritize the needs of disadvantaged groups,
including poor and rural women, ensuring that no
groups are left behind.
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Appendix: Data and Methodology

T

his appendix provides a simplified explanation
of the data sources and methods we used to
arrive at our estimates of the incidence of abortion,
the treatment rate for women experiencing
abortion complications and the incidence of overall
and unintended pregnancies. For more details, see
our online methodology (under “supplementary
materials” at www.thelancet.com/journals/langlo/
article/PIIS2214-109X(17)30453-9).

Estimating induced abortion incidence
We estimated abortion incidence using a modified
version of the abortion incidence complications
method (AICM),63 an established method for indirectly estimating abortion incidence in countries
where safe and unsafe abortion are prevalent but
where official statistics are incomplete or unavailable. We modified the AICM for India by measuring
each of three main components of total abortions
separately: (1) facility-based abortions, (2) MMA
using medications purchased outside of health
facilities without the supervision of a facility provider and (3) other abortions occurring outside of
health facilities without the supervision of a facility

provider. Data available to measure the first two
components are good-quality direct estimates,
which are preferred to indirect estimates when
such data can be obtained.
Facility-based abortions. The annual number
of surgical and medical abortions obtained at
public and private facilities comes from the Health
Facilities Survey (HFS). This survey was conducted
in a representative sample of 4,001 health facilities
in six study states (Assam, Bihar, Gujarat, Madhya
Pradesh, Tamil Nadu and Uttar Pradesh; Appendix
Table 1). These states account for about 45% of
India’s population of women of reproductive age
and were chosen to represent regional variation in
the country. The HFS was administered to senior
health care professionals knowledgeable about
the provision of abortion-related services at their
facility.‡‡ Numbers of abortions were weighted to
estimate state levels of public- and private-sector
facility-based abortions. National and state totals
of abortions obtained from large NGO providers
were compiled separately and then summed with
HFS estimates to produce total facility-based
abortion estimates for each state.

TABLE

A.1 Number of facilities included in Health Facilities Survey, by type, 2015

‡‡ Public facilities were
grouped into hospitals (rural,
district, civil, sub-divisional,
municipal, tertiary, railway,
Employees’ State Insurance
Corporation, tea estate,
military and refinery hospitals,
and public medical colleges),
CHCs (first referral units and
non–first referral units), PHCs
(those that are and are not
open 24-7, and block PHCs)
and a relatively small number
of urban public facilities
(urban health centres, urban
family welfare centers and a
few other types of facilities).
Private facilities were grouped
into hospitals (multispecialty
hospitals, specialized hospitals
and private medical colleges),
nursing and maternity homes,
and clinics.
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ASSAM

BIHAR

GUJARAT

MADHYA
PRADESH

TAMIL
NADU

UTTAR
PRADESH

ALL

150

320

262

383

393

538

2,046

Hospitals

35

65

52

96

99

74

421

Community health centres

28

37

71

81

86

144

447

Primary health centres

78

210

137

186

178

263

1,052

9

8

2

20

30

57

126

Private

46

337

218

277

393

684

1,955

Hospitals

19

83

163

136

222

214

837

Nursing and maternity homes

19

104

39

83

84

101

430

8

150

16

58

87

369

688

196

657

480

660

786

1,222

4,001

FACILITIES

Public

Urban public

Clinics
Total

Nonfacility MMA. We used state-level data on
for-profit drug sales and nonprofit distribution
of combipacks (combined mifepristone and
misoprostol) and mifepristone-only pills in 2015 to
estimate the number of MMAs obtained outside of
health facilities. We did not include misoprostolonly sales because the drug has uses unrelated to
abortion, and it was not possible to estimate the
quantity used specifically to induce abortions. The
broad availability of the combipack implies that
use of misoprostol alone to induce abortion is likely
to be relatively low. However, if misoprostol is still
used by a small proportion of women, abortion
incidence will be slightly underestimated.
We applied the following adjustments to the forprofit MMA drug sales data to arrive at the corresponding number of abortions using this method:
●● We adjusted the mifepristone-only data to
account for the fact that women may use more
than one pill to induce an abortion. We assumed
that 80% of women who purchase mifepristone
alone (i.e., not in a combipack) use one 200-mg
pill, 10% use two and 10% use three.64,65
●● We averaged the for-profit sales data among
groups of states because some states are focal
points for distribution to other states, and sales
of MMA in each state do not necessarily reflect
use in that state. For each group of states, an
average number of MMA packets per 1,000
women of reproductive age was calculated and
applied to the appropriate study state’s population to estimate the for-profit sales of MMA drugs
likely to be used in the state.
●● We also reduced the estimated number of MMA
sales to account for cross-border black market
sales to the adjacent countries of Bangladesh
and Nepal.66,67
●● IMS Health reports that their drug sales are 95%
complete,68 so we inflated for-profit drug sales
numbers by 5% to account for the missing data.
We then summed MMA distributed by nonprofits
and the adjusted total sold in for-profit venues, and
made the following adjustments:
●● On the basis of available studies, we reduced the
total by 10% to account for the proportion of
MMA drugs likely lost to wastage.69,70
●● To avoid double-counting women who attempted
an abortion using MMA before obtaining a
facility-based abortion, we reduced the
estimated number by an additional 5% of
facility-based abortions.71

Finally, we subtracted MMA provided in private and
NGO facilities and that given by prescription from
public facilities to obtain the number of abortions
using MMA provided in nonfacility settings in 2015.
This step was necessary because MMA administered in public facilities (i.e., provided directly from
the doctor and not via prescription) is supplied
through government tenders and is not included
in for-profit or nonprofit drug sales data.
Nonfacility abortions using methods other than
MMA. There are no direct sources of information
on the number of abortions occurring outside of
facilities that use methods other than MMA, so we
estimated these indirectly. Two community-based
studies conducted in 2009 provide estimates of the
proportion of all women having abortions who do
so outside of a facility using a method other than
MMA: 8% in Maharashtra and 6% in Rajasthan.32,33
The proportion of women seeking these types of
abortions is expected to have declined with the
rise in MMA use since those studies took place. We
therefore adjusted the average of the estimates
from these two studies downward to account for
rising MMA use (based on the rate of increase in
MMA drug sales between 2009–2010 and 2015)
and estimated the proportion in 2015 to be 5% (a
drop of approximately 30% over these six years).
Sensitivity analysis and estimate ranges. Because
we made several assumptions that introduced a
degree of uncertainty to our estimates of both
MMA and other types of abortion occurring outside
of facilities, we performed sensitivity analyses. On
the basis of available literature and expert opinions,
we established lower and upper bounds for each
assumption described above. In addition, using the
sample design of the HFS, we calculated standard
errors around the number of facility-based abortions
to create confidence intervals around the HFS
estimates. Using the results of the sensitivity
analysis, we estimated a range around the total
number of abortions.

Calculating abortion rates
The abortion rate is defined as the number of
abortions per 1,000 women aged 15–49 in a given
year. This study provides the estimated number of
abortions for 2015, and state-specific populations
of women of reproductive age were estimated
using projections based on the rate of population
growth between the 2001 and 2011 India Censuses,
assuming the age distribution remained stable
between 2011 and 2015.72
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Estimating the incidence of unintended
pregnancy and total pregnancy
The total number of pregnancies is the sum of the
numbers of births, abortions and miscarriages.
Abortion estimates are described above and estimates of the number of live births come from the
United Nations Population Division.§§51 The number
of miscarriages is based on the biological pattern
of pregnancy loss, and is estimated to be 20% of
live births plus 10% of abortions.73,74 Planned and
unplanned births were calculated by applying
estimates of the proportion of the total fertility rate
that is unwanted (from the 2015–2016 National
Family Health Survey) to 2015 state-specific estimates of the number of live births. Planned births
and miscarriages resulting from intended pregnancies (estimated to equal 20% of planned births)
were summed to estimate the number of intended
pregnancies. Abortions, unwanted births and
miscarriages that resulted from unintended
pregnancies (estimated to be 20% of unplanned
births and 10% of abortions) were summed to
estimate the number of unintended pregnancies.

§§ Estimates of the number of
live births for individual states
were developed by IIPS. These
estimates integrate the United
Nations 2015 estimate of
births in India with data from
national sources, such as the
Sample Registration System,
to capture state-specific variation in fertility level, while
ensuring that the national
total number of births was
consistent with the United
Nations national estimate.
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