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INTRODUCTION 

Unsafe abortion was defined by World Health 

Organization (WHO) as “a procedure for termination of 

pregnancy done by an individual who does not have the 

necessary training or in an environment not confirming to 

minimal medical standards.” Although unsafe abortions 

are preventable, still they continue to pose risk to women’s 

health and may endanger her life.1 Despite liberalization of 

abortion services by MTP Act, and access to safe abortion 

services, women are still seeking advice for abortion from 

quacks, midwives, nurses and chemists. The amended 

MTP Rules since 2002 also recognized medical abortion 

(with Mifepristone and Misoprostol) which are considered 

both safe and effective provided they are taken under 

medical supervision. 

Every year around 25 million unsafe abortions are 

estimated to take place worldwide, mostly in developing 
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ABSTRACT 

Background: Unsafe abortions occur when pregnancy is terminated by unqualified person or in an environment that 

do not conform to minimal medical standards or both. The aim of this study was to analyse the causes in referred patients 

of unsafe abortions, methods used and complications with which patients were admitted.  

Methods: A retrospective observational study conducted in the department of Obstetrics and Gynaecology, SIMS 

Hapur Uttar Pradesh, India from 1stJune 2019 to 29thFebruary 2020. Data was collected from previous hospital records. 

Total 150 women aged between 18-40 years, admitted with complications of unsafe abortions and who had taken advice 

for termination outside our institute, were included. The demographic profile, detailed history, first contact person for 

abortion advice, abortion service provider, method of termination and prior ultrasound were noted. Exclusion criteria 

was period of gestation more than 20 weeks and spontaneous abortions. 

Results: The study showed 92% contacted unqualified person, out of which 22.5%were uncertified doctors, 30.4% 

ANM’s, 16.7% Nurses, 12.3% consulted quacks and 10.9% Chemists. Among the abortion service providers 23.6% 

were uncertified doctors, 45.7% Chemists, 15% Nurses, 5.7% Quacks, 3.6% ANM’s and 6.4% had taken self-

medication. Prior ultrasound was done in 28% cases. Method of termination was medical in 78.7% and surgical in 

21.3% cases. Period of gestation was <8 weeks in 69.3%, 8-12 weeks in 27.3%, 12-16 weeks in 2%. 37.3% had parity 

2 and 55.3% were Hindus. 

Conclusions: Despite availability of safe abortion services, unsafe abortion practices are still prevalent. Approved MTP 

centres, skilled and certified abortion providers must be easily accessible to women even in rural areas to safeguard 

their health. 
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countries.2 As per WHO between 4.7%- 13.2% maternal 

deaths can be attributed to unsafe abortion each year.3 

Under reporting is common as women are reluctant to 

admit an induced abortion, and various social, religious 

and economic factors also play a role. Almost 56% 

abortions in India are under the category of unsafe 

abortion.4 Unsafe abortion is the third leading cause of 

maternal death in India and some of the common causes of 

unsafe abortions include attempting abortion at home and 

visiting unqualified service providers such as quacks.5,6 

Very often, reason is lack of awareness about legality and 

availability of safe abortion services. 

Aims and objectives 

To analyse the various causes for unsafe abortions in 

patients referred to our institute with complications of 

unsafe abortion. To know the first contact person for 

abortion advice and to know about abortion service 

providers other than qualified medical personnel. To find 

out whether abortion was advised with or without 

localization of pregnancy by ultrasound. To identify the 

commonest period of gestation at which unsafe abortions 

was sought and methods used for abortions whether 

medical or surgical. To identify the complications with 

which patients were admitted. 

METHODS 

This retrospective observational study was conducted in 

the department of Obstetrics and Gynecology at 

Saraswathi Institute of medical sciences, Hapur Uttar 

Pradesh, India for a period of nine months from June 2019 

to February 2020. All the data was collected from previous 

hospital records of patients who were referred to our 

institute and admitted with the complications of unsafe 

abortions. Prior to admission all had taken advice for 

termination of pregnancy at a place, other than our 

institute. Total 150 women of age between 18-40 years, 

were included in the study. The demographic profile of the 

patient, her obstetric history, last menstrual period and 

period of gestation were recorded. The first contact person 

for abortion advice, abortion service provider, reason for 

termination, method of termination used, any history of 

ultrasound done prior to abortion and the complications 

with which patients were admitted, were noted. Exclusion 

criteria was pregnancy of more than 20 weeks gestation 

and spontaneous abortions.  

RESULTS 

In our study, out of total 150 patients, maximum number 

of cases 85 (56.7%) were from 18-25 year age group and 

102 (68%) cases from rural origin. Parity 2 was most 

commonly seen in 56 (37.3%) of cases and maximum no. 

of cases83 (55.3%) were of Hindu religion (Table 1). In 

our study only 2 patients were unmarried (1.3%). 

Maximum cases were of period of gestation <8 weeks 

(69.3%), followed by 8-12 weeks (27.3%) and least 

common ones were from 12-16 weeks (2%). (Table 2) 

Table 1: Socio-demographic profile. 

Characteristics  
Number 

of cases 
Percentage 

 Age (in years) 

 18-25 85 56.7 

 26-34 48 32 

 35-40 17 11.3 

Parity 

 1 34 22.7 

 2 56 37.3 

 3 39 26 

 ≥4 21 14 

Religion 

 Hindu 83 55.3 

 Muslim 58 38.7 

 Others 9 6 

Rural 102 68 

Urban 48 32 

Unmarried 2 1.3 

Table 2: Distribution of cases according to period of 

gestation. 

Gestational age 
Number of 

cases 
Percentage 

<8weeks 104 69.3 

8-12 weeks 41 27.3 

12-16 weeks 3 2 

16-20 weeks 0 0 

Table 3: Method of termination for abortion. 

Method of 

termination 

Number of 

cases 
Percentage 

Medical (Mifepristone 

+ Misoprostol) 
118 78.7 

Surgical 32 21.3 

Method of termination for abortion used, was medical in 

118 (78.7%) in majority of cases while surgical method 

was noted in 32 (21.3%) of cases. (Table 3) 

The details of first contact person for seeking abortion 

advice shows only 12 (8%) women had taken advice from 

qualified and certified medical doctors while 138 (92%) 

patients had taken advice from unqualified persons. 

Among unqualified persons, 31 (22.5%) women contacted 

uncertified doctors, 42 (30.4%) ANM’s, 23 (16.7 %) 

Nurses, 17 (12.3%) consulted quacks,15 (10.9%) Chemists 

and 10 (6.7%) consulted relative or friend (Table 4). 
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Among abortion service providers, only 10 (6.7%) were 

qualified and certified doctors for MTP. Among 

unqualified persons, 33 (23.6%) were uncertified doctors 

for MTP, 64 (45.7%) were Chemists, 21 (15%) Nurses, 8 

(5.7%) were quacks, 5 (3.6%) ANM’s and 9 (6.4%) had 

taken self-medication (Table 5). 

Table 4: First contact person for abortion advice. 

First contact 

person 

Number of 

cases 
Percentage 

Qualified and 

certified Doctors 

(as per MTP Act) 

12 8 

Unqualified 

persons 
138 92 

Uncertified 

Doctors (As per 

MTP Act) 

31 22.5 

Quacks 17 12.3 

Nurse 23 16.7 

ANM 42 30.4 

Chemist 15 10.9 

Relative or Friend 10 7.2 

Table 5: Abortion service providers in cases of unsafe 

abortions. 

Service provider 
Number of 

cases 
Percentage 

Qualified and 

certified Doctor (as 

per MTP Act) 

10 6.7 

Unqualified 

persons 
140 93.3 

Uncertified Doctors 

(As per MTP Act) 
33 23.6 

Quacks 8 5.7 

Nurse 21 15 

ANM 5 3.6 

Chemist 64 45.7 

Self medication 9 6.4 

Table 6: Reasons for undergoing abortion. 

Reason for 

Abortion 

Number of 

cases 
Percentage 

Contraceptive 

failure 
56 37.3 

For spacing 29 19.3 

Desired family size 

achieved 
24 16 

Financial reason 23 15.3 

Particular sex 

preference 
11 7.3 

Others 7 4.7 

 

The most common reason for termination of pregnancy 

was contraception failure in 56 (37.3%) patients. (Table 6) 

Table 6: History of localization of pregnancy by 

Ultrasound prior to abortion. 

History of 

USG prior to 

abortion 

Number of 

cases 
Percentage 

Yes 42 28 

No 108 72 

Table 7: Complications of unsafe abortion. 

Complications 
Number of 

cases (N=150) 
Percentage 

Haemorrhage 88 58.7 

Sepsis 35 23.3 

Retained 

products of 

conception 

57 38 

Peritonitis 2 1.3 

Trauma to the 

genital tract 
0 0 

Total 42 (28%) patients had undergone ultrasound 

examination prior to abortion for localization of 

pregnancy, while 72% had no ultrasound examination 

prior to abortion. (Table 7) 

The complications of unsafe abortion for which patients 

were admitted include excessive bleeding as the 

commonest complication, seen in 88 patients (58.7%) 

followed by incomplete abortion in 57 cases (38%). 35 

patients had evidence of infection (23.3%) and peritonitis 

was documented in two patients (1.3%). (Table 8) 

DISCUSSION 

Although abortion services were liberalized in India, more 

than four decades ago, still a large number of women 

continue to seek abortion services from unqualified 

personnel. While women of all age groups seek abortion in 

India, review suggests that majority of those seeking 

abortion are 20-29years of age and 2-30% women seeking 

abortion are unmarried.7 In our study 68% women were 

from rural area who have limited access to safe abortion 

services. As per report of Population council 2010, three 

fourth of the Indian population live in rural areas and 

abortion services are rarely available at rural health 

facilities.8 In present study, maximum number of patients 

(56.7%) were between 18-25 years of age and only 1.3% 

were unmarried. Among unmarried, adolescents constitute 

a large proportion of those seeking abortion about half of 

the unmarried women seeking abortion are adolescent.9 In 

present study majority of cases were of period of gestation 

<8 weeks (69.3%) and maximum patients (78.7%) 

received medical abortion with tablet Mifepristone and 

tablet Misoprostol. The use of medical abortion has been 

approved by Drug Controller of India in April 
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2002.Although medical abortion offers great potential for 

improving access to abortion, but possibility of its misuse 

is a matter of concern. The abortion tablets should be 

consumed under medical supervision, these pills are 

reportedly widely available over the counter and 

unsupervised consumption is rising.10 

In present study among unqualified persons as first contact 
person for abortion, majority of women contacted ANM’s 
(30.4%) and Nurses (16.7%) while in a study by Srivastava 
et al at Bareilly Uttar Pradesh the first contact person was 
unqualified in 30.66% and 23.33% were quacks.11 This is 
in contrast to the study conducted by Barua and Apte in 
Jharkhand where one-third accessed the service of 
certified private medical practitioners, 36.45% approached 
ANM’s /dais and 20.56% had accessed uncertified private 
general practitioners for abortion advice.12 The high 
incidence of first contact person being unqualified person 
specially ANMs and nurses is probably because local 
ANM’s, nurses and other health workers are easily 
accessible and render first hand health care in rural areas 
(68% were from rural areas) and people may be having 
more trust in them. Quacks continue to do private practice 
and legal action against them is ineffective. Most of the 
registered abortion services are based in urban areas and 
the facilities in rural areas are insufficient to meet the 
demands of local population. History of ultrasound for 
localization of pregnancy prior to abortion, was present in 
28% patients which is similar to the study by Srivastava 
where history of ultrasound prior to abortion was done in 
24.67% cases.11 No case of sex selective abortion was 
noted in our study, as no case of second trimester USG, 
when gender identification of the fetus may be possible 
was noted. This may be because of the strict laws and 
enforcement under PCPNDT Act. Our observation was 
also supported by research from Akbulut-Yuksel and 
Rosenblum’s which showed that contrary to common 
belief, the recent rapid spread of ultrasound in India did 
not cause concomitant rise in sex-selection. In contrast to 
our findings research has also showed high level of sex 
selective abortions in India causing missing of half a 
million population of females per year.13,14 

Rehan et al showed higher incidence i.e. nearly two third 
of abortions induced by inadequately trained persons15. 
Bhattacharya et al also noted that 62% (n=83) abortionists 
were unqualified out of which 26 were nurses 57 were 
traditional birth attendants and only 28% were doctors.16 
In contrast, in our study the abortion service providers 
were unqualified in 93.3% cases while only 6.7% had 
termination done by qualified and certified MTP doctor. 
Among unqualified persons, most cases (45.7%) received 
abortion service from chemists in the form of medical 
abortion tablets, 23.6% from doctors not certified and 
trained under MTP Act, 15% from nurses and others from 
quacks (5.7%) and ANM’s (3.6%), while self medication 
was seen in 6.4% cases. As reported by Srivastava et al 
1128% were unqualified abortion service providers and 
16% were quacks. Susheela et al estimated that 15.6 
million abortions occurred in India in 2015 and 12.7 
million (81%) abortions were medical abortions and out of 
which 11.5 million (73%) were done outside of health 

facilities, 2.2 million were surgical abortions and 0.8 
million (5%) were done by other methods probably 
unsafe.17 

Reasons for seeking induced abortion are many and 
include postponement of childbearing, contraceptive 
failure, socioeconomic factors, lack of support from 
partners and conception as a result of rape or incest.18 
Several studies indicate that most abortions are sought to 
limit family size or space next pregnancy.7,19 In contrast to 
this our study showed most abortions were sought for 
contraceptive failure (37.3%) while reason was spacing in 
19.3% and desired family size achieved in 16% patients. 
Particular sex preference is thought to be an important 
reason why women seek abortion in India.20 In our study 
also in 7.3% patients the reason for abortion was particular 
sex preference. In present study we did not note any 
incidence of physical domestic violence leading to 
abortion. A prospective study conducted by Nelson et al in 
low- income African-American pregnant women did not 
find any association between intimate partner violence and 
pregnancy loss supporting our study.21 

Various studies indicate that the prevalence of post-
abortion complication is relatively high among general 
population in India.22,23 WHO’s most recent estimates 
highlight that deaths due to unsafe abortion account for 
13% of all maternal deaths worldwide. In India more than 
5.5 million abortions that take place annually are 
conducted by uncertified providers or in unregistered 
facilities accounting for 8% of all maternal deaths.24,25 
Maternal morbidity is much more common consequence 
of unsafe abortion than mortality. Complications include 
hemorrhage, sepsis, peritonitis and trauma to cervix, 
vagina, uterus and abdominal organs.26 20-50% women 
who have unsafe abortions are hospitalized for 
complications.27 The present study showed complications 
of hemorrhage (58.7%), retained products of conception 
(38%), sepsis (23.3%) and peritonitis (1.3%). There was 
no case of trauma to genital tract. The data on long term 
consequences of unsafe abortion is scarce. The WHO 
estimates that about 20-30% of unsafe abortions result in 
reproductive tract infections and 20-40% of these result in 
upper genital tract infections and infertility. An estimated 
2% women of reproductive age are infertile as a result of 
unsafe abortion and 5% have chronic infections.28 

CONCLUSION 

Certified and approved MTP centers should come up 

largely in rural areas for rendering abortion related 

services to the women so as to protect their health rights. 

Without skilled abortion service providers and easy access 

to appropriate facilities the aim of safe abortion cannot be 

achieved. 
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