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just the tip of the iceberg: is it really preventable? 

Meena Armo
1
*, Kavita Babbar

1
, Hemlata Thakur

2
, Sachin Pandey

2
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

INTRODUCTION 

Globally, 42 million women undergo an induced abortion 

each year; of which 19 million are unsafe abortions, 

account for 13% of all maternal deaths.
1
 In India around 

6.4 million abortions are performed annually, of which 

3.6 million or 56% are unsafe, account for 8-20% of all 

maternal deaths.
2
 In Chhattisgarh, despite of very high 

MMR, the percetage of abortion is only 2.1%, which is 

very low as compare to the other EAG (Economic action 

group) states of India probably because of underreporting 

of abortion.
3
 

Since 1988 medical abortion has offered a safer and more 

cost effective option. DCI approved the use of 

mifepristone in April 2002 and misoprostol in Dec 2006 

for termination of pregnancy up to 49 days gestation 
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ABSTRACT 

Background: In India around 6.4 million abortions are performed annually, of which 3.6 million (56%) were unsafe 

abortions, account for 8-20% of all maternal deaths. Medical methods of abortion have been proven to be effective 

and safe option to save women’s lives when practiced under medical supervision. This study was carried out to 

determine the frequency of unsafe medical abortion, demographic profile of patients, reasons for seeking abortion, 

abortion providers, evaluation of significant adverse outcome and management.  

Methods: A 5 year retrospective observational study included 400 patients with history of unsafe medical abortion 

who were admitted with complications between June 2009 and May 2014, in the department of obstetrics and 

gynecology, government medical college (Chhattisgarh institute of medical sciences) and tertiary care hospital 

Bilaspur Chhattisgarh.  

Results: Unintended pregnancy was the main reason for the unsafe medical abortion in 378 (94.5%) women. Most 

frequent complains observed for admission were heavy bleeding and retained products (incomplete abortion). Major 

complications seen in 177 (44.25%) cases only, of which moderate to severe anaemia in 141 (35.25%), shock in 23 

(5.75%), septicaemia in 11 (2.75%) and acute renal failure in 2 (0.5%) cases. Majority 206 (51.50%) required surgical 

intervention. However 5 (1.25%) patients could not survive despite of all resuscitative measures. Post-abortion family 

planning adopted by 27 (6.75%) cases only.  

Conclusions: Mostly unsafe abortions take place behind the scene, always remain unnoticed and never listed in 

government data. In Chhattisgarh state where majority of rural population are tribal, illiterate, living in difficult to 

reach areas, unaware of safe abortion and abortion rights and dependent on herbs, quacks or paramedics, due to 

unavailability of clinicians or lady medical officers in government facilities. Thus the best way remain to prevent 

unsafe abortion is the prevention of unwanted pregnancy.  
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period. In Dec 2008 this combipack was approved   for   

the medical termination of pregnancy up to 63 days 

gestation. 

As per the original MTP Act of India, only obstetrician 

and gynecologist and registered medical practitioner as 

defined by the MTP Act, can only prescribe the MAP. 

Although amended MTP rules 2003 allow providers to 

offer medical abortion at uncertified clinic as long as they 

have access to certified centre for backups for extending 

the safe abortion services nationwide.
4
 However these 

drugs are widely available Over The Counter (OTC) and 

its unsupervised consumption is rising particularly in 

rural areas.
5,6

 

The aim of this study was to determine the frequency of 

women who had undergone unsafe medical abortion and 

later attended a tertiary care hospital with associated 

complications. This study also highlights the need of 

improvement in existing MTP services especially in rural 

areas like our state. 

METHODS 

A 5 year retrospective observational study included 400 

patients with history of unsafe medical abortion who 

were admitted between June 2009 and May 2014 mostly 

as an emergency, in the department of obstetrics and 

gynecology of Chhattisgarh institute of medical sciences 

a government medical college and 2
nd

 biggest tertiary 

care hospital, with complains that can be attributed to 

abortion such as severe vaginal bleeding, lower 

abdominal cramp, fever, incomplete abortion and for 

blood transfusion. Each case was thoroughly evaluated on 

the basis of age, marital status, residence, religion, 

education, socio-economic status, gestational age at the 

time of termination, the reason for termination and 

providers. After a thorough review of examination, 

investigation and treatment records, the details of the 

outcome including maternal morbidity and mortality were 

recorded and discussed. Qualitative data were presented 

as frequencies and percentages. 

RESULTS 

The present study was conducted in the department of 

obstetrics and gynecology, a government medical college 

(Chhattisgarh institute of medical sciences) and tertiary 

care hospital, Bilaspur, Chhattisgarh, from June 2009 to 

May 2014. Out of 758 cases of abortion observed over a 

period of 5 years, 400 (52.77%) women had undergone 

an unsafe medical abortion outside the institute and later 

admitted in the hospital for complications.  

The mean age of women was 26.47 ± 6.23 years in our 

study. Majority of patients 368 (92.0%) were Hindu, 

married 366 (91.5%), uneducated 231 (57.8%), rural 257 

(63.3%) and 260 (65.0%) from very low socioeconomic 

background. Surprisingly most of the women were either 

from the scheduled cast or from other backward cast; 

however contribution from the tribal community were 

only 40 (11.8%) (Table 1). 

Table 1: Demographic details (N=400).  

 Frequency Percentage 

Age (years) (Mean age 26.47 ± 6.23) 

20-29 246 61.0 

30-39 105 26.3 

≥40 12 3.0 

Marital status   

Married   366    91.5   

Unmarried 24 6.0 

Divorce/widow 10 4.0 

Educational status 

Educated 169 42.2 

Uneducated 231 57.8 

Residence  

Urban 143 35.8 

Rural 257 64.3 

Religion 

Hindu 368 92.0 

Muslim 25 6.3 

Christian 7 1.8 

Caste 

ST 47 11.8 

SC 125     31.3 

OBC 122 30.5 

Others 106          

Socioeconomic status 

Low socioeconomic status 260 65.0 

Lower middle 106 26.5 

Middle 34 8.5 

In our study, majority 289(72.3%) had a parity of 1-3, 71 

(17.8%) women were nulliparous, 36 (9%) were grand 

multipara and remaining 4 (1%) had parity of 7 or more. 

Majority (68.8%) had abortions in the first trimester 

similar as other studies. Unintended pregnancy was the 

reason for the abortion in 378 (94.4%), majority had used 

abortion as a method of birth spacing or limiting family 

size, unfortunately rest of 22 (5.5%) had undergone 

abortion due to sex preference. Providers were Nurse or 

ANM in 130 (32.5%) cases, quacks in 76 (19.0%) and 

untrained allopathic doctors/RMA/Ayush doctors in 

53(13.3%) only (Figure 1). Majority of the women 141 

(35.3%) had taken MAP either as self-medication or used 

as OTC drug (Table 2). 

Most common complaint for admission were  heavy 

bleeding seen in 250 (62.5%) women, USG diagnosed 

retained products for evacuation in 54 (13.5%), severe 

abdominal pain in 40 (10.0%) women. Patients admitted 

for blood transfusion were 35 (8.8%) and for fever were 

20 (5.3%) (Table 3).  
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Figure 1: Frequency and percentage of abortion 

providers. 

 Table 2: Parity, gestational weeks, reasons for 

termination (N=400).  

 Frequency Percentage 

Parity 

0 71 17.8 

1-3 289 72.3 

4-6 36 9.0 

≥7 4 1.0 

Gestational weeks at termination 

≤12 weeks 275 68.8 

13-20 weeks 113 28.3 

≥21 weeks 12 3.0 

Reasons for seeking termination 

Unmarried 24 6.0 

Divorced/widow 10 4.0 

Contraceptive failure 58 14.5 

Lactating/ignorant of being 

pregnant 
84 21.0 

Birth spacing 105 26.3 

Unaware of contraceptive 

methods 
97 24.3 

Sex preference 22 5.5 

Table 3: Chief complaints at admission (N=400). 

Complaints Frequency Percentage 

Heavy bleeding 250 62.5 

Abdominal cramps 40 10.0 

Fever/chills 21 5.3 

For blood transfusion 28 7.0 

Retained products 54 13.5 

Failure 07 1.7 

Overall major complications observed in 177 (44.25%) 

cases only, of which moderate to severe anaemia seen in 

141 (35.25%), shock in 23 (5.75%), septicaemia in 11 

(2.75%) and acute renal failure in 2 (0.5%) cases (Table 

4). 

Table 4: Major complications* and mortality 

(N=400).  

Complication Frequency % Mortality % 

Moderate anemia 62 15.5   

Severe anemia 79 19.75   

Shock 23 5.75 3 0.75 

Septicemia 11 2.75 2 0.5 

Acute renal failure 2 0.5   

Total 177 44.25 5 1.25 

Majority 201 (50.25%) were required surgical 

evacuation, 111 (27.75%) required medical management 

and 15 (3.80%) cases needed intensive care. Laparotomy 

with salpingectomy performed for ruptured ectopic 

pregnancy in 2 (0.50%) and 78 (19.50%) patients didn’t 

require any intervention at all. However 5 (1.25%) 

patients could not survive despite of all resuscitative 

measures (Table 5). 

Table 5: Management (N=400).  

Interventions Frequency Percentage 

Observation only 78 19.50 

Medical interventions 

+ anemia correction 
111 27.75 

Intensive care 15 3.80 

Surgical evacuation 201 50.25 

Hysterotomy  with 

tubectomy 
03 0.75 

Laparotomy and 

salpingectomy 
02 0.50 

Post-abortion contraception was advised to all cases 

however IUCD insertion was done in 10 (2.5%) and 

injectable contraceptive (DMPA) was given to 14 (3.5%), 

hysterotomy with tubectomy done in 3 (0.75%) cases and 

the rest refused for adopting any method of contraception 

(Table 6). 

 Table 6: Frequency and percentage of post-abortal 

contraception (N=400).  

 Frequency Percentage 

IUCD insertion 10 2.5 

Injectable contraceptive 14 3.5 

Hysterotomy with tubectomy 03 0.75 

DISCUSSION 

Abortion is identified as one of the most neglected 

women’s health issues in India and around 10000-12000 

women die every year due to unsafe abortion.
7
 However 

various studies say that there are actually six times many 

abortions performed.
8
 In Chhattisgarh, of 25.5milion 

population 78% live in rural areas, 37% account for tribal 
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population. As per APIP 2012-2013 Chhattisgarh, there 

are 27 districts, 146 blocks, and 20308 villages. More 

than half of these districts have been classified as remote, 

tribal, and extremist affected areas. In the state 13 district 

hospitals and 46 community health canters have the 

facilitation for abortions, although, these services are not 

at all properly utilised by most of the village people either 

unknowingly or they are unable to reach. However, 

despite of very high MMR that is 269 as compared to 212 

for India, the percentage of abortion in Chhattisgarh is 

only 2.1%, which is very low, probably because of 

underreporting.
3 

There is also widespread prevalence of 

domestic violence, about 30% of ever-married women 

have experienced spousal violence. Thus despite the 

liberalization of abortion services since the early 1970, 

access to safe abortion services remain limited for the 

majority of Indian women particularly in rural areas like 

in our state.
9,10

  

As per WHO, medical methods of abortion have been 

proven to be safe and effective when practiced under 

medical supervision. It gives more freedom and privacy 

and has become more common in both legal and illegal 

procedures may be because of its Over The Counter sale 

(OTC), which is a very common practice in rural areas 

where safe abortion services are limited. 

In our study 400 or 52.77% women had undergone an 

unsafe abortion outside the institute which indicate that 

unsafe abortion  is still continue to outnumber safe and 

legal abortion in our state too . Most women  in our study 

were between 20-29 years of age group, 366 (91.5%) 

women  were married while 24 (6%) were unmarried and 

majority 275 (68.8%) had sought abortions in the first 

trimester.
11

 The advanced gestation at the time of 

abortion  observed in 113 (28.3%)  women could be due 

to lack of knowledge , inaccessible medical services and  

sex preference which was observed in 22 (5.5%)cases 

despite the child sex ratio as per census being very good 

in our state. Although no confirmatory evidence was 

available, these patients had undergone second trimester 

ultrasound before abortion and the patient did not reveal 

the sex of the aborted fetus. This data is slightly higher 

than the other study, suggest that a majority of abortion 

are either not reported or taken place illegally.
3,12

 In our 

study 80% of women had sought abortion because they 

were from very low socioeconomic status and didn’t want 

a child at that time, either to limit family size or for 

spacing suggest a high unmet need for family 

planning.
13,14

 

As abortion is just another social stigma of our society, 

females prefer to go to lady doctor for the same. 

According to DLHS-3 Chhattisgarh, of 251 PHC’s only 

17(6.8%) lady medical officers were posted in the state 

whereas no lady medical officer was available in any of 

16 PHC’s of our district Bilaspur. Thus in the present 

study, majority 259(64.75%) were easily accessible and 

unqualified providers, whereas 141(35.3%) women had 

taken pills at home as per instructions given by husband 

or pharmacist.
15,16

 Various studies indicate that unsafe 

abortion is associated with high morbidity than mortality, 

higher rate of hospitalization for abortion-related 

complications seen in rural women.
12,14,17

 Most frequent 

complains for admission were heavy vaginal bleeding  

and incomplete abortion which could be due to  higher 

gestation age, self-medication and erratic drug 

schedule,
18,19 

whereas most frequent complications 

observed were moderate to severe anaemia which 

required iron therapy and blood transfusion in 141 

(31.25%) women. True drug failure observed in 7 

(1.70%) cases required surgical intervention, 

undiagnosed ectopic pregnancy needed emergency 

laparotomy in 2 cases similar as this study.
20

 Surgical 

curettage performed in 201 (50.25%) women which was 

quite high if we compare it with other study where 

medical abortion was performed under supervision.
21

 

Despite all measures taken to rectify the complications, 5 

patients could not survive giving a mortality rate of 

1.25%. Out of 5, 3 were died due to irreversible shock as 

a result of severe blood loss, 2 patients were not 

responded to higher antibiotics and died because of 

septicaemia. Hence it appears that medical abortion 

highlights the need for vigilance and early access to 

medical help to control morbidity and mortality.
22

 

Regarding acceptance of post-abortion family planning 

methods, only 27 (6.75%) seekers opted which is 

significantly lower than that reported in other studies. 

The reasons are not very clear, may be attributed to 

inadequate counselling done at the time of abortion.
22,23

  

CONCLUSION 

Mostly unsafe abortions take place behind the scene, 

always remain unnoticed and never listed in government 

data. Thus it appears to the world that situation is under 

control and the maternal morbidity and mortality are on 

check. 

In Chhattisgarh state where majority of rural population 

are tribal, illiterate, living in difficult to reach areas, 

unaware of safe abortion and abortion rights still 

dependent on herbs, quacks or paramedics  due to 

unavailability of clinicians or lady medical officers in 

government facilities. Moreover they poorly participate 

in public health interventions carried out by the 

government due to lack of confidentiality and insistence 

on adopting FP method or permanent sterilization. 

Thus the best way remain to prevent unsafe abortion is 

the prevention of unwanted pregnancy. Newspapers, 

Media can play a vital role in creating awareness to 

remove myths or misconception about contraceptive 

methods. Over the counter sale of MAP must be banned. 

Arrangements could be made to increase the base of legal 

MTP providers for first trimester medical abortion only. 

However further research is needed to have a clear 

database in this regard. 
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