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ABSTRACT
Medical methods of abortion, MMA, has been legal in India since 2002.
Guidelines stipulate that it should be administered by a provider or
acquired via prescription. 1.2 million women having abortions in India
use MMA acquired from health facilities [Singh, S., Shekhar, C., Acharya,
R., Moore, A. M., Stillman, M., Pradhan, M. R., … Browne, A. (2018). The
incidence of abortion and unintended pregnancy in India, 2015. The
Lancet Global Health, 6(1), e111–e120. doi:10.1016/S2214-109X(17)30453-
9]. We undertook a study of abortion in Assam, Bihar, Gujarat, Madhya
Pradesh, Tamil Nadu and Uttar Pradesh in 2015 to better understand
under what conditions and how MMA is being administered in facilities.
The majority of facilities that provide MMA are in the private sector and
located in urban areas. Most facilities offer MMA both at the facility and
as a prescription, although some facilities only offer MMA as a
prescription. A high proportion of facilities report that women typically
take the medication at home. (Re)training providers in MMA protocols
and counselling, increasing the number of facilities offering MMA, and
stocking of the drugs would help improve women’s access to MMA and
the information they need to be able to use this method safely.

Key Messages:
. In the six states in our sample, Assam, Bihar, Gujarat, Madhya Pradesh,

Tamil Nadu and Uttar Pradesh, 8% of abortions in 2015 were done using
medical methods of abortion (MMA) acquired from health facilities.

. The majority of facilities that provide MMA in the six states are in the
private sector and are located in urban areas.

. Health facilities in Madhya Pradesh and Tamil Nadu are comparatively
better in their provision of MMA with Assam, Bihar, Gujarat and Uttar
Pradesh demonstrating poorer provision of MMA.

. There are many opportunities for improvement in the practices of MMA
provision through improved training of providers, accessibility to the
medications and better support of women using MMA.
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Introduction

Induced abortion has been legally allowed in India on a broad range of grounds since 1971, and
medical methods of abortion (MMA)1 has been legal since 2002 (Government of India, 2002).
Along with vacuum aspiration, it is one of two methods that the World Health Organization
(WHO) recommends during the first trimester (World Health Organization, 2014). If appropriately
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administered, 98% of women should have a complete abortion without complications (Fjerstad,
Trussell, Sivin, Lichtenberg, & Cullins, 2009; Trussell & Ellertson, 1999).

MMA for terminations up to 49 days gestation was approved in India in 2002 (Government of
India, 2002). In 2010, the National Comprehensive Training and Service Delivery Guidelines for pro-
viding comprehensive abortion care indicated as a footnote that MMA up to 63 days of gestation is
safe (Ministry of Health and Family Welfare, 2010). Since 2011, misoprostol and mifepristone have
been included in the National List of Essential Medicines of India (Ministry of Health and Family
Welfare, 2011).

All public facilities are automatically certified to provide abortion while private facilities must reg-
ister to be able to provide abortions. Registration is only granted when certain conditions are met.
Regulations formulated in 2003 permit doctors to provide MMA in private facilities that are not
registered as long as these facilities have referral linkages to a facility approved to provide abortion
(Ministry of Health and Family Welfare, 2003).

Findings from small-scale studies conducted in India as well as analyses of drug sales data suggest
that the accessibility and acceptability of MMA have increased over the past decade (Creanga, Roy, &
Tsui, 2008; Fernandez, Coeytaux, de Leon, & Harrison, 2009; Ganatra, Manning, & Pallipamulla,
2005; Ramachandar & Pelto, 2005; Shah, Baji, & Kalgutkar, 2005). In 2015, of the estimated 15.6
million abortions which took place in India, 1.2 million or 8%, were facility-based MMAs (Singh
et al., 2018). Eleven and a half million, or 73%, were done using MMA acquired from chemists
and informal vendors; 14% were done using surgical methods provided in health facilities; and
5% were abortions occurring outside facilities that used methods other than MMA (Singh et al.,
2018). Within facilities, MMA constitutes 36% of the abortions provided – 8% are MMAs in the pub-
lic sector and 28% are MMAs in the private sector – either administered at the facility or as a pre-
scription. However, until now, little has been known about the quality of MMA provision in health
facilities in India.

In 2015, we gathered representative data from public and private health facilities in six states–
Assam, Bihar, Gujarat, Madhya Pradesh, Tamil Nadu and Uttar Pradesh–on the availability and
use of induced abortion services and care for postabortion complications. Using data from ‘Unin-
tended Pregnancy and Induced Abortion in India’, a study conducted to estimate abortion incidence
in India (Singh et al., 2018), this paper investigates aspects of facility-based MMA provision: pro-
portion of eligible abortions done via MMA, cost of MMA, how it is typically provided (at the facility
or via prescription), the proportion who return before 14 days because they experience bleeding that
is a normal part of the abortion process, and the proportion of women who return for follow-up
check-ups 14 days after taking the medication. These data provide information on the conditions
under which women who are terminating in health facilities are being given MMA, and also provides
insights into why women may opt to obtain MMA from the informal sector.

Methods

Data for this paper come from a Health Facilities Survey (HFS) that covered 4001 public and private
health facilities in six study states, representing all facility types at or above the primary health facility
(PHC) level in the public sector and those facilities in the private sector that provide abortion-related
services, using a multistage stratified random sampling strategy (described in brief below and in-
depth in Singh et al., 2018, Supplementary Material: https://www.thelancet.com/cms/10.1016/
S2214-109X(17)30453-9/attachment/ff90ce36-af7b-4c4f-b058-718b03fc74f6/mmc1.pdf).

The states represent the six regions of the country and capture approximately 45% of the female
population aged 15–49. Three of the states (Bihar, Madhya Pradesh, and Uttar Pradesh) are less
developed and comparatively worse off in terms of socio-demographic and health indicators than
most of the other states in India. Tamil Nadu is known for having a well functioning health system
with generally better health outcomes compared to the rest of the country. It is also the most urba-
nised state in our sample (Registrar General and Census Commission of India, 2011). Gujarat is also
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relatively urbanised and better off in terms of socio-economic indicators. Assam is the largest of the
eight Northeastern states which are largely agrarian.

In each of the study states, a random sample of 70% of districts was selected. Within these dis-
tricts, public health facilities were sampled using lists obtained from the Ministry of Health and
Family Welfare (MoHFW), Government of India. The selected sample included 75% of district hos-
pitals, 62% of sub-divisional hospitals and 52% of community health centres (CHCs). A sample of
11% of PHCs was selected from among those PHCs linked administratively to the sampled CHCs.

To identify private facilities as well as categories of public facilities not included in the
MoHFW list, study enumerators listed all remaining facilities providing abortion-related services.
In urban areas, the listing exercise was conducted within a representative sample of urban wards.
The total number of urban wards sampled across the six states was designed to represent
approximately 7.5% of the urban population of the study states (about 3% of India’s urban popu-
lation). In rural areas, the listing exercise was done within the catchment areas of a representative
sample of CHCs. For the private sector, these were hospitals, nursing and maternity homes, and
clinics. Inclusion of private facilities was not limited to those registered to provide induced abor-
tion. For the public sector, these were urban family welfare clinics, urban health centres, railway
hospitals, military hospitals and other municipal hospitals. All medical colleges providing abor-
tion-related care in each sampled state, whether public or private, were also included. In
addition, all Employees’ State Insurance Corporation hospitals listed on government websites
were included.

The questionnaire was translated into Assamese, Hindi, Gujarati, and Tamil, and administered in
the dominant language in each study state. Fieldworkers with backgrounds in biosocial science and/
or experience conducting health-related surveys were trained for both the listing activities and the
main fieldwork in their respective languages. The duration of fieldwork in each state was about
three months. The study obtained IRB approval from the authors’ institutes.

The HFS was conducted via an in-person interview using a structured questionnaire with a senior
health care professional knowledgeable about the provision of abortion-related services in each
selected facility who consented to be interviewed. Typically, this was the facility director or head
of the obstetrics and gynaecology department. In lower-level facilities, this was sometimes a
nurse, midwife, facility-in-charge or other professional. The interview covered the facility’s capacity
to provide abortions, including the availability of trained staff and equipment, as well as the actual
provision of abortion at each facility, the frequency with which different types of abortion services
are provided, cost of MMA, and details about how MMA is administered. For the purposes of
this article, we call women who went to a facility and either obtained MMA from the facility or
who obtained a prescription for MMA ‘women who got MMA from a facility’.

We present results by state as well as rural/urban location, analysing differences according to facil-
ity ownership and type (public hospital, CHC, PHC, private hospital, nursing/maternity home, or
private clinic). All data are weighted to account for the sample design and non-response. The results
presented were tested for whether there were significant differences in the practice of MMA pro-
vision between public and private facilities within a state at p < .05; significance is indicated in the
tables and text.

Results

Abortion provision in six states

There were an estimated 12,066 public and private facilities providing induced abortion in the six
study states in 2015. Except for Assam where public sector facilities account for 55% of facilities pro-
viding induced abortions, the majority of facilities providing such services are private, ranging from
77% in Madhya Pradesh to 88% in Bihar (Table 1). In all six states, the majority of facilities providing
induced abortion services are located in urban areas. This is most striking in Tamil Nadu where 95%
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of facilities providing induced abortion services are located in urban areas, compared with 66%–87%
in the other states.

Which facilities are providing MMA?

Most facilities (both public and private) in all six states that provide abortion offer both MMA and
surgical abortion. The percent of public facilities offering MMA ranges from 70% in Bihar to 97% in
Madhya Pradesh. The percent of private facilities offering MMA ranges from 88% in Assam to 95%
in Tamil Nadu (Table 1). Public facilities were more likely than private facilities to offer only surgical
abortion in Assam, Bihar, Gujarat and Tamil Nadu with almost one-fifth of public facilities in Assam
and Tamil Nadu and almost one-third of public facilities in Bihar offering only surgical abortion. The
majority of facilities that offer only MMA are lower level facilities: primary health facilities or private
clinics (data not shown).

Among facilities offering MMA, 80%–95% of facilities report offering mifepristone and misopros-
tol together (the Combipack); 33%–87% report offering misoprostol (without mifepristone; data not
shown). These two answers are not mutually exclusive – a facility could offer both Combipack and
misoprostol-only MMA.

Proportion of facility-based abortions that are MMA

Of all abortions taking place in facilities, 87%–96% are first trimester abortions (data not shown). In
Assam, Bihar, Gujarat and Uttar Pradesh, 52%–68% of all abortions were provided at less than eight
weeks gestation (Table 2). In Madhya Pradesh and Tamil Nadu, abortions are most common at 8–12
weeks (45%–47% of all abortions were performed at those gestations) (Alagarajan, Sundaram, Hus-
sain, & Acharya, 2018; Stillman, Alagarajan, Moore, Singh, & Ball, 2018). Comparison by type of

Table 1. Profile of the health facilities providing induced abortion by state, 2015.

Assam Bihar Gujarat
Madhya
Pradesh

Tamil
Nadu

Uttar
Pradesh

Number of total facilities (public and private) providing
induced abortion
Unweighted 86 253 193 389 373 290
Weighted 410 1,864 1,392 2,941 2,883 2,575

Weighted number of facilities providing induced abortion,
by facility type
Public hospitals 67 104 72 255 208 141
CHCs 75 33 80 231 94 202
PHCs 84 90 98 150 50 162
Urban Public – – – – – –
Private hospitals 51 132 205 822 954 329
Private nursing and maternity homes 112 1,043 895 1,235 1,342 1,167
Private clinics – 462 – 213 213 528

Distribution by ownership
% public 55 12 18 23 13 21
% private 45 88 82 77 87 79

Distribution by location
% Rural 34 22 25 13 5 32
% Urban 66 78 75 87 95 68

Among public facilities providing abortion services
% MMA only 5 18 25 11 5 33
% Both MMA and surgical 76 52 59 86 78 57

Among private facilities providing abortion services
% MMA only 0 10 9 10 16 26
% Both MMA and surgical 88 78 80 85 79 64

–: data are suppressed because unweighted n < 5.
Source: Health Facilities Survey, India, 2015.
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facility ownership shows that in Assam, Gujarat and Tamil Nadu, private facilities had higher pro-
portions of abortions at very early gestations (less than eight weeks) than public facilities. In the
remaining states, these proportions were similar between public and private facilities (Alagarajan
et al., 2018; Hussain, Shekhar, Moore, Sahoo, & Acharya, 2018; Pradhan, Frost, Stillman, & Ball,
2018; Sahoo, Stillman, Frost, & Kalyanwala, 2018; Shekhar, Sundaram, Hussain, Pradhan, & Kalyan-
wala, 2018; Stillman et al., 2018).

Even though early abortions constitute the majority of facility-based abortions in four of the six
states, MMA is used in only a small proportion of the cases. This is most pronounced in Assam and
Bihar where MMA only constitutes 13% and 27%, respectively, of all abortions done in facilities
(Table 2). The states with the highest proportion of MMA use in facilities are Gujarat, Madhya Pra-
desh, Tamil Nadu and Uttar Pradesh where the percent of all abortions done with MMA falls
between 41% and 44%. In four of the six states, private facilities are using MMA significantly
more often than public facilities, while in Bihar and Madhya Pradesh, public facilities are providing
MMA for a significantly larger proportion of abortions than private facilities.

Excluding Assam and Tamil Nadu, lower level public facilities (CHCs and PHCs) are providing a
larger proportion of their abortions through MMA compared with hospitals. Private, usually small,
health clinics use MMA for a larger proportion of the abortions they are performing compared with
private hospitals most prominently in Bihar, Tamil Nadu and Uttar Pradesh. Notably, in Tamil Nadu
and Uttar Pradesh, around three-fourths of abortions provided in private clinics are done using
MMA. This pattern coheres with lower level facilities being less equipped than higher level facilities
to provide surgical abortions.

Average cost of MMA in facilities

Women with constrained resources have greater access to surgical abortion than MMA in these six
states. While health care services should be free at public facilities, 42% of public facilities that pro-
vide abortion services in Assam report offering free MMA services, compared with 53% offering free
first trimester surgical abortion; 13% of public facilities in Bihar report offering free MMA services
compared with 42% offering free first trimester surgical abortion, and 12% of public facilities in Uttar

Table 2. Percentage of facility-based abortions done at less than 8 weeks gestation and percentage done using medical methods
according to facility type, weighted, by state, 2015.

Assam† Bihar† Gujarat†
Madhya
Pradesh†

Tamil
Nadu†

Uttar
Pradesh†

Total annual number of MTP cases n = 122,291 n = 185,169 n = 120,758 n = 265,421 n = 224,975 n = 346,352
% of MTPs done <8 weeks gestation
Total Facilities 65.1 52.3 67.8 41.8 44.9 67.9
% of MTPs done using medical methods
Total Facilities 12.6 26.5 41.2 43.5 44.2 42.5
Total Public 10.4 35.6 29.9 46.9 26.5 36.6
Hospitals* 15.6 26.6 18.9 33.2 25.7 26.0
CHCs 6.8 34.2 53.5 58.9 18.1 53.5
PHCs 5.5 64.2 47.9 90.0 14.9 81.4
Urban Public** – – 62.5 35.4 50.6 45.2

Total Public (excluding PHCs) 12.0 27.9 27.3 39.3 27.1 31.6
Total Private 18.6 25.8 43.8 42.1 47.8 45.4
Hospitals*** 34.4 18.2 53.5 45.9 32.3 29.3
Nursing and maternity homes 7.9 22.2 40.9 36.8 56.6 43.1
Clinics 40.0 34.3 53.8 49.2 77.9 74.4

*Public hospitals include Rural hospitals, District/Civil hospitals, Sub-divisional hospitals, Municipal hospitals, Tertiary hospitals, Rail-
way Hospitals, ESI Hospitals, and Refinery Hospitals

**Urban Public includes urban health centres, postpartum centres, urban family welfare centres, Ayurvedic and Yunani centres
***Private hospitals include Maternity hospitals, Multi-specialty hospitals, Specialised hospitals
†significant at p < 05
Source: Health Facilities Survey, India, 2015.
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Pradesh report offering free MMA services compared with 28% offering free first trimester surgical
abortion. In the remaining three states, 78%–100% of facilities offered free MMA and 90%–99%
offered free first trimester surgical abortion (data not shown).

The average cost of MMA in public facilities ranges from being free of charge in Tamil Nadu to
300 INR (∼USD 5) in Assam. The average cost of MMA in private facilities ranges from 700 INR
(∼USD 11) in Uttar Pradesh to 1100 INR (∼USD 18) in Tamil Nadu (data not shown). In contrast,
the cost of first trimester surgical abortions in public facilities ranges from around 10 INR (∼USD
<1) in Tamil Nadu to 200 INR (∼USD 3) in Bihar. In private facilities, surgical abortion costs range
from 2000 INR (∼USD 32) in Assam to 3400 INR (∼USD 54) in Tamil Nadu.

Protocol for MMA provision

MMA provision in facilities vs. via prescription

A woman seeking MMA from a facility in India may either be supplied with the medications at the
facility or be given a prescription to obtain the medication at a pharmacy. In Assam, about half of
facilities typically provide MMA via prescription (52%) (Table 3). In Bihar, Gujarat and Uttar Pra-
desh, one-quarter of facilities typically provide MMA via a prescription. Madhya Pradesh and Tamil
Nadu facilities report less than 10% of their MMA provision is provided via prescription. Between
15% and 30% of facilities provide MMA via both channels.

Assam, Bihar, Madhya Pradesh, Tamil Nadu and Uttar Pradesh had significant variation between
public and private facilities in how MMA medication is typically provided (at the facility or by pre-
scription). The biggest differences in MMA administration between public and private facilities were
found in Assam where 75% of private facilities provide MMA only as a prescription as compared to
30% of public facilities, and in Bihar where 62% of private facilities compared to 30% of public facili-
ties reported providing MMA at the facility. There isn’t a clear pattern of MMA provision by level of
facility in either the public or private sector but the most common pattern is that the higher the level
of facility, the more likely the facility is to provide MMA medication at the facility.

Where MMA medications are typically administered

Where the woman obtains the MMA drug doesn’t dictate where she takes it, i.e. a provider may ask
the woman to purchase MMA via a prescription, and ask her to come back to the facility to take the
medication or provide the pills at the facility but allow her to take the pills at home. The Compre-
hensive Abortion Care guidelines in India state that determining whether a woman who may be
given misoprostol for home administration is the purview of the provider (Ministry of Health
and Family Welfare, 2010). WHO says women themselves can manage the medication and assess
for completeness of the abortion process if the woman has a source of accurate information and
access to a health care provider should she need or want it at any stage of the process (World Health
Organization, 2015).

Respondents were asked where women typically take the first medical abortion pill (mifepristone),
at the facility or at home.While it’s possible that different providers in the same facility observe differ-
ent protocols, the majority of facilities providing MMA have fewer than two providers. The exception
to this Bihar which has on average just over two providers per facility, and Assam, which has on aver-
age 3.5.

Between 46% and 88% of providers in public facilities reported that women typically take the first
medication (mifepristone) in the facility (Table 4). This percentage is lowest in Assam and Bihar (less
than 50%) and highest in Madhya Pradesh and Tamil Nadu (>80%). There is little difference between
public and private facilities regarding where women typically take the first medication (mifepristone)
in Uttar Pradesh. In the rest of the states, there is a significant difference in where the first dose is
administered, but it is not always in the same direction. In Assam, 48% of public facilities report
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Table 3. Typical protocol for provision of MMA at facilities by ownership and facility type, weighted, by state, 2015.

Assam† Bihar† Gujarat Madhya Pradesh† Tamil Nadu† Uttar Pradesh†

n = 343 n = 1607 n = 1227 n = 2795 n = 2702 n = 2292

At the
facility

As a
prescrip-
tion Both

At the
facility

As a
prescrip-
tion Both

At the
facility

As a
prescrip-
tion Both

At the
facility

As a
prescrip-
tion Both

At the
facility

As a
prescrip-
tion Both

At the
facility

As a
prescrip-
tion Both

% % % % % % % % % % % % % % % % % %

Total Facilities 23.8 51.8 24.3 58.9 25.9 15.3 59.2 23.6 17.2 50.2 9.0 40.8 75.8 5.3 18.8 47.4 22.8 29.8
Total Public 31.4 30.2 38.4 30.3 39.7 30.0 60.5 25.2 14.3 54.2 2.7 43.1 84.5 5.0 10.4 50.2 24.7 25.1
Hospitals* 9.4 42.4 48.2 33.5 20.4 46.1 79.1 6.1 14.8 58.5 3.8 37.7 86.9 3.9 9.1 48.9 12.8 38.3
CHCs 33.3 33.3 33.3 39.7 52.4 7.9 39.2 28.1 32.7 53.9 3.8 42.3 84.6 0.0 15.4 52.9 20.2 26.9
PHCs 50.0 16.7 33.3 24.5 51.5 24.0 62.0 38.0 0.0 57.2 0.0 42.8 64.1 22.4 13.6 50.5 46.1 3.4

Total Public (excluding PHCs) 50.0 16.7 33.3 24.5 51.5 24.0 62.0 38.0 0.0 57.2 0.0 42.8 64.1 22.4 13.6 50.5 46.1 3.4
Total Private 15.9 74.5 9.6 62.0 24.4 13.7 59.0 23.2 17.8 49.0 10.9 40.1 74.8 5.4 19.8 46.6 22.3 31.1
Hospitals** 0.0 81.2 18.8 57.7 38.8 3.5 55.9 21.6 22.5 60.1 5.3 34.6 84.1 1.4 14.5 59.9 4.0 36.1
Nursing and maternity homes 28.6 64.9 6.5 66.4 19.0 14.6 57.8 24.6 17.6 43.6 13.8 42.5 69.9 5.9 24.2 43.8 23.1 33.1
Clinics – – – 53.7 31.4 14.9 – – – 38.0 14.9 47.1 63.1 19.2 17.7 44.9 31.8 23.3

*Public hospitals include Rural hospitals, District/Civil hospitals, Sub-divisional hospitals, Municipal hospitals, Tertiary hospitals, Railway Hospitals, ESI Hospitals, and Refinery Hospitals.
**Private hospitals include Maternity hospitals, Multi-specialty hospitals, Specialised hospitals.
†significant at p < .05.
–: data are suppressed because unweighted n < 5.
Source: Health Facilities Survey, India.
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that women typically take the first medication at the facility as compared to only 24% of private
facilities. While in Bihar, 46% of public facilities report that women typically take the first medication
(mifepristone) at the facility as compared to 70% of private facilities. In Gujarat, Madhya Pradesh,
and Tamil Nadu, a significantly higher proportion of public facilities report that women typically
take the first medication at the facility. There was no difference between public and private facilities
in Uttar Pradesh.

There is wide variation regarding where women typically take the second medication (misopros-
tol): 15% of facilities in Assam report that women typically take the second medication in the facility,
compared with 33%–34% in Gujarat and Uttar Pradesh, 58%–63% in Madhya Pradesh and Bihar,
and 89% in Tamil Nadu. Between 26% and 54% of public facilities report that women typically
take the second medication at the facility, except for Tamil Nadu where this occurs in 91% of public
facilities. The percent of facilities that usually have women take the second medication at the facility
is lower compared to those that have women take the first medication in the facility in all study states
except Tamil Nadu. This same pattern is visible in private facilities. In Assam only 4% of private
facilities report that women typically take the second medication at the facility. About one-third
of private facilities in Gujarat and Uttar Pradesh report that women typically take the second medi-
cation at the facility; this proportion is around two-thirds in Madhya Pradesh and Bihar, and 88% in
Tamil Nadu.

There are significant differences in the way that public and private facilities administer the second
dose (misoprostol) in Assam, Bihar and Madhya Pradesh. Public facilities are more likely to admin-
ister misoprostol in the facility in Assam, while in Bihar and Madhya Pradesh, private facilities are
more likely to administer misoprostol in the facility.

Whether women return to health facilities after taking MMA

Only a small proportion (<5%) of women who use MMA will experience a complication and should
return to a facility for further healthcare (World Health Organization, 2012). Nevertheless, many
women in India visit health facilities during this 14 d period (Bracken, 2010; Iyengar et al., 2016;
Mundle, Kalyanwala, Elul, & Ughade, 2008). We asked, ‘Out of every 10 clients obtaining MA/

Table 4. Proportion of facilities in which women typically take their MMA doses at the facility by ownership and facility type,
weighted, by state, 2015.

Assam Bihar Gujarat
Madhya
Pradesh Tamil Nadu

Uttar
Pradesh

n = 343 n = 1607 n = 1227 n = 2795 n = 2702 n = 2292

1st
dose†

2nd
dose†

1st
dose†

2nd
dose†

1st
dose†

2nd
dose

1st
dose†

2nd
dose†

1st
dose†

2nd
dose

1st
dose

2nd
dose

% % % % % % % % % % % %

Total Facilities 36.0 15.2 68.0 63.2 59.7 33.0 73.3 57.5 83.2 88.5 69.7 33.5
Total Public 48.0 26.1 45.8 36.4 69.8 36.3 80.8 53.4 87.9 91.1 69.9 30.3
Hospitals* 39.5 11.9 59.5 52.8 83.6 41.9 85.9 58.5 89.7 89.9 62.3 37.8
CHCs 55.6 33.3 39.7 31.7 67.3 32.7 64.0 50.8 92.3 100.0 86.5 39.4
PHCs 50.0 33.3 36.5 24.5 60.0 38.0 92.3 58.3 64.1 77.6 63.2 23.5

Total Public (excluding PHCs) 50.0 33.3 36.5 24.5 60.0 38.0 92.3 58.3 64.1 77.6 63.2 23.5
Total Private 23.5 3.8 70.4 66.1 57.6 32.4 71.0 58.7 82.6 88.1 69.6 34.3
Hospitals*** 18.2 0.0 69.6 55.4 65.3 60.1 81.8 68.9 88.0 96.8 75.5 45.6
Nursing and maternity homes 31.9 6.8 79.9 70.4 56.3 28.0 65.5 53.7 82.1 88.1 72.7 35.6
Clinics – – 50.1 60.1 – – 61.6 48.5 61.9 50.7 59.0 24.5

*Public hospitals include Rural hospitals, District/Civil hospitals, Sub-divisional hospitals, Municipal hospitals, Tertiary hospitals, Rail-
way Hospitals, ESI Hospitals, and Refinery Hospitals.

**Private hospitals include Maternity hospitals, Multi-specialty hospitals, Specialised hospitals.
†significant at p < .05.
–: data are suppressed because unweighted n < 5.
Source: Health Facilities Survey, India.
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MMA from this facility, how many do you think return before the recommended time because they
experience heavy bleeding which is part of the normal MA process?’ Across the six states, facilities
report that 13%–38% of women return before 14 days for indications that are part of the normal
MMA process. The percentage returning to a health facility is lowest in Tamil Nadu (13%) and
Gujarat (18%), and highest in Uttar Pradesh (32%) and Bihar (38%). The proportions are similar
among women going to public and private facilities except in Gujarat and Madhya Pradesh where
women were significantly more likely to return to private facilities in Gujarat and public facilities
in Madhya Pradesh (Table 5).

The process of having an MMA can last up to 14 days. The MoHFW guidelines specify that
women using MMA should come back to the facility after 14 days at which time the clinician is
meant to take a clinical history and conduct a pelvic exam to ensure the abortion is complete (Min-
istry of Health and Family Welfare, 2010). We asked, ‘For every 10 clients obtaining MA/MMA from
this facility, how many return for the follow up visit to check that the abortion is complete on or near
the recommended 14 d guideline?’ Excluding Assam, facilities report that 67%–76% of women who
terminate a pregnancy using MMA medication return to the facility on or near 14 days after using
the medication (Table 5). In Assam, 54% of women taking MMA return to the facility for a follow-up
check-up. Women returned to private health facilities at significantly higher rates in Gujarat and
Tamil Nadu, otherwise the follow-up rates are about equal between public and private facilities.

Discussion/conclusion

The study findings provide insight into the use of MMA in facilities in six states in India. The
majority of facilities providing abortion are private facilities located in urban areas. The large
majority of facilities that offer abortion services offer both surgical abortion and MMA yet MMA
is more expensive than surgical abortion in public facilities, and surgical abortion is more often pro-
vided free of charge than MMA.

There is great state-level variation in how MMA services are provided. Tamil Nadu stands out as
providing better quality of care for MMA than other states because a higher proportion of facilities
offer MMA, offer it free of charge, and more commonly administer the drugs at the facility. Fewer
women come back to facilities during the normal course of experiencing the abortion and more come
back to check that the abortion is complete after 14 days. Yet Tamil Nadu has the second-lowest use
of MMA in the public sector. Assam has the lowest use of MMA in both the public and private sec-
tors, and is the state in which women seeking an abortion from a health facility are most likely to be
given MMA via prescription. There is a room for improvement on the above dimensions in Assam,
Gujarat and Uttar Pradesh.

Women in Assam and Bihar more often take MMA medication outside of a facility. Across the
board, more women are permitted to take the second medication (misoprostol) outside of the facility
than are permitted to take the first medication (mifepristone). Taking the drugs elsewhere is not
necessarily going to lead to more complications than taking the drugs at the facility, assuming the
woman takes the drugs correctly; but it may hinder women’s immediate access to support to be
able to manage the abortion. Around 30% of women in Assam, Bihar and Uttar Pradesh return
within 14 days to a health facility; this occurs among less than 20% of women in Gujarat even though
equal proportions of women in Gujarat obtain MMA with a prescription.

Limitations of these data include that we rely on one respondent to represent what is occurring in
each health facility. Although we selected the most appropriate and knowledgeable respondent in
each facility, it is still possible, especially in larger facilities, that one person might not know the
full spectrum of abortion provision in that facility. Specifically on the question of howMMA is admi-
nistered in that facility, the more abortion providers in the facility, more the variation there may be
in the way that MMA is administered even in the same facility. Furthermore, respondents were pro-
viding their best estimates on a number of measures. As there are no reliable data on what is occur-
ring in facilities, this is the only way to capture what is occurring in facilities but respondents’
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Table 5. Proportion of women taking MMA who return to the facility before 14 days and after 14 days by ownership and facility type, weighted, by state, 2015.

Assam Bihar Gujarat Madhya Pradesh Tamil Nadu Uttar Pradesh

n = 343 n = 1607 n = 1227 n = 2795 n = 2702 n = 2292

Before 14
days

After 14
days

Before 14
days

After 14
days

Before 14
days†

After 14
days†

Before 14
days†

After 14
days

Before 14
days

After 14
days†

Before 14
days

After 14
days

% % % % % % % % % % % %

Total Facilities 29.8 53.5 37.5 67.7 18.3 75.9 26.2 66.6 13.0 71.6 31.6 68.7
Total Public 30.2 51.1 40.1 64.0 15.7 61.8 27.9 67.6 11.3 57.4 32.6 67.7
Hospitals* 39.6 65.3 36.5 63.4 19.7 74.4 32.0 74.0 13.0 57.4 30.3 69.5
CHCs 36.7 42.2 32.4 54.1 26.8 65.2 25.6 59.1 10.0 62.3 38.0 71.7
PHCs 16.7 45.0 45.7 67.8 3.4 47.4 21.4 69.8 7.2 67.8 29.6 65.1

Total Public (excluding
PHCs)

16.7 45.0 45.7 67.8 3.4 47.4 21.4 69.8 7.2 67.8 29.6 65.1

Total Private 29.3 56.0 37.2 68.1 18.9 78.8 25.7 66.3 13.2 73.3 31.3 68.9
Hospitals*** 36.9 76.7 31.9 79.8 17.0 80.9 23.8 62.2 14.7 70.0 32.2 78.8
Nursing and maternity
homes

24.8 47.7 34.0 72.3 18.8 78.8 27.4 70.9 12.9 73.7 29.7 69.4

Clinics – – 45.9 55.2 – – 23.3 56.7 8.6 85.1 34.5 61.7

*Public hospitals include Rural hospitals, District/Civil hospitals, Sub-divisional hospitals, Municipal hospitals, Tertiary hospitals, Railway Hospitals, ESI Hospitals, and Refinery Hospitals.
**Private hospitals include Maternity hospitals, Multi-specialty hospitals, Specialised hospitals.
†significant at p < .05.
–: data are suppressed because unweighted n < 5.
Source: Health Facilities Survey, India.
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answers may not be 100% accurate. In addition, respondents working at facilities that were not
certified to provide surgical abortion legally may have underreported the facility’s provision of sur-
gical abortion if they were aware of the certification requirements. This underreporting would lead us
to over-estimate the proportion of abortions occurring via MMA in facilities. But this would only
affect our understanding of what is occurring in the private sector. Regarding the question on
how MMA is administered, the more providers at a facility, the greater the possibility that there
may be variation in the way that MMA is typically administered, although as most facilities provid-
ing MMA have, on average, less than two providers, there is not a great likelihood for there to be
much variation in what is typically done. On the question of whether women return to the facility
during or around 14 days after taking MMA, it is possible that women return to a health facility other
than the facility where they obtained the medication/prescription, thereby leading us to undercount
the women who come back to facilities during the normal process of aborting. Lastly, when women
are given prescriptions and they are allowed to take the medication at home, we cannot know what
they actually took. If the woman cannot afford MMA, the pharmacist may offer her a partial portion
of her prescription or an alternative medication (Kumar, Zavier, Kalyanwala, & Jejeebhoy, 2013;
Powell-Jackson, Acharya, Filippi, & Ronsmans, 2015).

Recommendations from these data include that more health facilities should offer MMA. Assam
and the public sector in Tamil Nadu should both increase the number of facilities offering MMA.
Facilities that are currently not offering MMA, including CHCs and PHCs, should be provided
the training and supplies to offer MMA. This would be of particular value for facilities based in
rural areas. Women should receive the medications at the facility rather than only being offered a
prescription to minimise the chance of the woman not being given the correct medication or poten-
tially conflicting/incorrect information about administration from an untrained drug seller. Provi-
ders should be (re)trained to give adequate counselling so that women are receiving the full
information that they need to be able to self-manage an MMA so that they are not burdening the
health care system by returning to health facilities during the abortion process when they are not
experiencing an abortion complication. This information could be imparted not only verbally to
the client at the time of counselling, but also in written or pictorial form. Hotlines such as Marjee,
an information telephone hotline on access to safe abortion services and contraception in Maharash-
tra, set up by Samyak (http://www.samyakindia.org/sex-advocation.php) could be taken nationally
to support women if they had questions during the abortion process. There is also a need to
make sure that public facilities are offering MMA free of charge to reduce economic barriers that
prevent women from acquiring MMA from health facilities with provider guidance.

MMA provided by facilities is likely to be the highest quality MMA provision in the country as
providers in health facilities are better trained than drug sellers who are selling MMA without a pre-
scription. Yet these data demonstrate that there are ways to improve the provision of MMA in facili-
ties. The fact that many women going to facilities will likely be given a surgical abortion may be one
of the reasons that women in India are more likely to procure MMA directly from drug sellers, with-
out a prescription (Singh et al., 2018). The fees that many public facilities charge for MMA, even
when only a prescription is given, may be another reason that women are circumventing interactions
with health providers and going straight to the drug sellers. Improving the quality of care provided in
facilities could change women’s calculus of where to access MMA.

Further research is needed to understand from the woman’s perspective what motivates some
women to get MMA from facilities and others to go straight to drug sellers. Additional research
on women’s experiences obtaining and using MMA acquired from facilities including why a large
proportion of women are returning to facilities within 14 days is also needed. In addition, we lack
an understanding of how the abortion method is selected when women go to a facility. Is the dom-
inance of invasive methods provider preference or women’s preference? Further investigation is war-
ranted to determine what are the factors driving the proclivity for more invasive abortion procedures
at early gestations carried out at facilities.
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While only an estimated 8% of abortions in India were being done by MMA provided in a facility
in 2015, this still captures the experiences of 1.2 million women. These data serve to demonstrate that
the current status of MMA provision within facilities offers many opportunities for improving access
as well as administration protocols, especially in Assam, Bihar, Gujarat and Uttar Pradesh. Offering
MMA in more facilities, at lower cost and with better support and education would serve to expand
the choices women in India have to terminate an unintended pregnancy with safety and dignity.

Note

1. MMA includes both the combined regimen of mifepristone and misoprostol (packaged separately or together
in a ‘Combipack’) as well as misoprostol alone. Combipacks are the most common way of providing MMA at
health facilities in India.
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