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CHAPTER
QUALITY OF ABORTION CARE: PERSPECTIVE AND CONTEXT

1. Introduction
2. The MTP Act
2.1. The content and the critique
2.2. Implementation of the Act
3. Status of induced abortion in India: A scenario
3.1. Incidence of induced abortion, mortality, morbidity
3.2. Abortion services and providers
4. Concerns for quality of care
4.1. An historical background
4.2. Different contexts of family planning and abortion care services in India
5. Aims and objectives of the study
6. Quality of abortion care: A model
6.1. Structure
6.2. Process
6.3. Outcome

7. The salient features of the study

1. INTRODUCTION

Literature, empirical research, people’s experiences as regards abortion practices all
over the world, especially in the latter half of the present century indicate that access to
abortion services depends much on state’s political agenda. In that case the State will
do so irrespective of whether there existed such a legislation or not. For example, in
Bangladesh, a very restrictive abortion law is softened by improving access to
abortion services through government funded Menstrual Regulation (MR) services.
The law prohibits abortion except to save the life of the mother. But to enhance the
family planning programme to meet state’s goal to limit population growth it began to
support MR services. By leaving MR practices outside the purview of definition of
abortion, women are allowed to manage unwanted pregnancies in a rather ‘open
secret’ fashion. The State could meet its ends without getting into controversy by
liberalising the existing abortion law. In Hungary, ‘social justifications are interpreted
to accommodate virtually all women wanting to have abortions. On the other hand in
Bermuda, Kuwait and Quatar the more liberal laws compared to earlier ones make
little sense for women who face insurmountable administrative obstacles in getting
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abortion services. We also find intra-country variation as regards this. Many more
examples could be quoted. The state’s encouragement for abortion or reluctance to
offer abortion services is primarily to meet its own ends, viz. to control population
growth (in Bangladesh) or to pacify fundamentalists (in Bermuda, Kuwait, Quatar).
The racist motivation of some governments (viz.: pronatalists policies towards whites
and antinatalist towards blacks in the US) is more than obvious. This, therefore,
indicates that abortion legislation (or lack of it) is less to do with actual availability of
abortion services'. This is not to deny the significance of legislative measures as one
of the essentials in moving towards making possible women’s access to safe and legal
abortion care services. In this light legislative measures are essential but not sufficient.

Policies and legislative measures, either liberal or restrictive in nature, decriminalising
abortion started taking shape the world over since middle of the 19" century. The
context of decrimilalising abortion differed from nation to nation. More often than not
liberalisation of abortion policies had links, as explained above, with state’s agenda and
its pro or anti-natalist population policies. This influenced not only the content and
nature of legislation but also quality and nature of abortion care service delivery.

In India it is more than a quarter century since the Medical Termination of Pregnancy
(MTP) Act is passed in 1971 and implemented in 1972. It decriminalised abortion.
However, there are reasons to believe that the manner in which the Act is being
implemented is less adequate and the quality of care that is available to women seeking
abortion care either at institutions or otherwise are gruesome. Among others, the wide
gap between the estimates of incidence of abortion and the reported MTPs as per the
official records testifies this. Primarily the objective of this study was to assess
quality of facility based abortion care services helistically.

The present chapter presents the content of the MTP Act in brief. It offers a critique
of the legislation which has provided the analytical framework for this study.
Further it provides a scenario analysis as regards abortion care services,
incidence of MTPs and estimates of incidence of induced abortions, mortality
and morbidity situating the need to study quality of abortion care services.
Thereafter it details aims and objectives of the study and presents the quality of
abortion care model that has been evolved to assess the quality of abortion care during
this study.

2. THE MTP ACT
2.1 The content and the critique

Liberalisation of abortion through implementation of the MTP Act took place without
it ever being on the agenda of women’s movement. The Act is often described as one
of those revolutionary efforts for two reasons. One, it was for the first time in the
world that abortion was made legally permissible in case of failure of contraception.
And two, it did not require husband’s consent for a woman to undergo abortion.

' The agrument placed here is drawn from Jodi L Jocobson’s article titled Global Politics of Abortion, a
Wordwatch paper. Please see the Reference list
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Despite these strengths of the Act, it provides space to be critiqued for its over-
medicalisation and for allowing its liberal or restrictive interpretations depending upon
the broader socio-political context.

The Act stipulates that pregnancies could be terminated legally only under certain
circumstances and for certain reasons by only a registered Medical Practitioner with
the necessary qualifications and training and at a place where the facilities available are
in keeping with the standards prescribed in the Rules and Regulations of the Act. In
the following it details specifics of the Act and our critique.

Legally permissible indications for terminating pregnancy and length of
gestation: [t is stated in the Act that a pregnancy may be terminated

(a) where the length of the pregnacy does not exceed twelve weeks if medical
practitioner is, or

(b) where the length of pregnancy exceeds twelve weeks but does not exceed twenty
weeks, if not less than two registered medical practioners are, of opinion, formed
in good faith, that —

(i) the continuation of the pregnancy would involve risk to the life of the
pregnant woman or of grave injury to her physical or mental health; or

(ii)  there is a substantial risk that if the child were born, it would suffer from
such physical or mental abnormalities as to be seriously handicapped.

Explanation 1: Where any pregnancy is alleged by the pregnant woman to have been
caused by rape, the anguish caused by such pregnancy shall be presumed to
constitute a grave injury to the mental health of the pregnant woman.

Explanation 2: Where any pregnancy occurs as a result of failure of any device or
method used by any married woman or her husband for the purpose of limiting the
number of children, the angusih caused by such unwanted pregnancy may be
presumed to constitute a grave injury to the mental health of the pregnant woman.

The critique:
Medical practitioners as ‘gatekeepers’

The Act enjoins the medical practitioner as an ultimate authority to assess any possible
consequences to women’s mental and physical health of continuing the pregnancy to
full terms while deciding upon whether to provide or deny aborticn care services to a
woman. In that sense a medical practitioner plays a role of ‘gatekeeper’ in the process
allowing over-medicalisation of abortion care services.

Patriarchal and gender biases in assessment of women'’s abortion needs

An assessment of women’s abortion needs reflected in the ‘explanations’ rendered in
the Act inherit patriarcha! and gender biases. It exhibits moralistic positions about
women’s sexuality. It links woman’s sexuality and use of contraception with her
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marital status. Simultaneously, this then precludes all other situations and
circumstances in which a woman may express her sexuality leading to a pregnancy,
may be an unwanted or unintended one.

With such formulation of the clauses and/or explanations in the Act, the pregnant
woman seeking abortion is compelled to furnish explanations that fit into the
conditions listed in the Act. It also, keeps the Act open to differing interpretations,

especially on part of the medical providers engaged in abortion care services.
Following the government’s preoccupation with population control and the somewhat
dubious motivations of the medical profession the present interpretation of the law,
ironically, has been a liberal one. However, the grave possibility of the Act assuming a
restrictive meaning without even one word of the text being altered, remains. (Jesani
and Iyer, 1993).

Implications for quality of abortion care

The current socio-political context, which permits a liberal interpretation of the Act
may allow all women to undergo an abortion when sought at the health care
institution. However, it remains to see as to how the patriarchal biases, unwritten
proscriptions about woman’s sexuality, moralistic views about the act of abortion
reflected in the formulation of the Act impact at the pragmatic level the quality of
abortion care services that a woman receives. It also remains to examine as to how the
dubious motivations of the medical professionals intersect with their efforts to fit a
particular case into the legally permissible abortion indications and what implications —
either positive or negative - it would have for a woman, especially in terms of quality
of abortion care she receives.

For example, research in the past has documented that husband’s consent is demanded
despite it being illegal. ( Gupte et. al. 1999; Khan et. al., 1998).- It, therefore, needs to
be studied as to what pushes the medical fraternity to do so and what it means to a
woman and quality of abortion care she receives.

The minimum physical standards set by the MTP Act: The Act has laid down the
minimum physical standards to be maintained at a medical setup to be in position to
offer MTP services. The Act states that no place shall be approved under clause (b)
of section 4, -- Approval of the Place.

i. unless the Government is satisfied that termination of pregnancies may be done
therein under safe and hygienic conditions; and
ii. unless the following facilities are provided therein, namely:

a) an operation table and instruments for performing abdominal or

gynaecological surgery;
b) anaesthetic equipment, resuscitation equipment and sterilisation
equipment,
¢) drugs and parenteral fluids for emergency use.
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The critique:

Lack of clarity

There is lack of clarity which leaves a lot of scope for subjective interpretations. For
example, the terms “safe’ and “hygienic’ used in clause ‘(i)’ are neither defined nor
there are any guidelines to that effect in the Act. As a result, individual inspectors may
apply their own interpretations while inspecting a particular place for provision of
MTP facility. Besides, taking an advantage of this obscure formulation, the ill-
functioning bureaucracy and poor implementation of any legislation in general may
allow mal-practices in the process of approval of the place.

Lack of specificity

The clause about the requirement of instruments for abdominal/ gynaecological surgery
doesn’t take into account the need to have range of various sizes of different
instruments that constitute this set. It also does not state the minimum number of sets
that must be maintained at the institution depending upon the number of clients that
may be admitted/attended at a time (size of the set up in terms of abortion admission
capacity) etc.

Assumptions about the other minimum physical standards

In general, the abortion care facilities are rarely ‘stand-alone’ type of services. They are
situated either in the general health care service facilities or in the matemity care
centres. The MTP Act lays down standards, which are primarily about instruments and
equipment required for abortion procedure and for administering anaesthesia; about the
maintenance of the hygienic and sterile conditions in the operation theatre, about
essential drugs and parenteral fluids. These are very specific to abortion care services
and do not cover the entire range of specifications as regards minimum physical
standards at the health care facilities at which abortion care services are situated.
Neither does it specify the minimum physical standards in a comprehensive manner for
a health care facility engaged in providing abortion care alone, though ‘stand-alone’
abortion care facility is not a norm.

It appears that the MTP Act assumes that the other minimum physical standards at a
particular HCF are maintained at which abortion care services are situated. However,
the situation is not so. The only medical legislation which deal with these aspects are
Bombay Nursing Home Act, 1949 which covers only urban area of the state of
Maharashtra (?); some other legislations which are applicable provincially, such as
Tamil Nadu Private Clinical Establishments Regulation Act, 1997. In absence of any
monitoring system and any vigilance mechanism in place these legislations in reality
mean little as reported by the research studies. Besides, these legislations are
applicable only regionally and not nationally. If so, the basic assumptions that seems to
have been made in the MTP Act about health care facilities meeting the entire range of

minimum physical standards appears to be grossly unfounded.

Chl
Introduction



Thus, lack of any nationwide medical legislation to have such a regulatory mechanism
in place leaves much at the hands of those running the health care facilities. As a
result, practically speaking a health care facility engaged in abortion services may meet
the minimum physical standards laid down in the MTP act but may violate some others
impacting negatively on quality of abortion care.

Against this backdrop, it is essential to lay down a comprehensive model of quality of
abortion care against which an assessment to be made.

Experience or training/qualification of the abortion service providers: The Act
states that a medical practitioner registered in the State Medical Registered

(i) if has completed six months of house surgency in gynaecology and obstertics;
or

(i) if he had expereince at any hospital for a period of not less one year in the
practice of obstetrics and gynaecology; or

(iii)  if he has assisted a registered medical practitioner in the performance of
twenty five cases of medical termination of pregnancy in a hospital established
or maintained, or a Iraining institute approved for this purpose, by the
Government; or

(tv)  if holds a post-graduate degree or diploma in gynaecology and obstetrics, the
experience or training gained during the course of such degree or diploma.

The critique:

Non-comparability among the stipulated alternatives as regards experience/training
of the aboriton service providers

The clause “(iii)’ suffers from lack of clarity. The term ‘assisted’ is ambiguious. It
could be interpreted as no hands-on practice is required but only ‘assistance’
experience is sufficient. If so, the wide gap can be observed, between ‘(ii1)” and the rest
of the clauses and thus these aforesaid experience/training requirements are not
comparable or at par with each other. .

While it mentions the need of experience of assisting 25 cases, it fails to make any
reference to the need of experience to handle a range of variations that exist with
regard to abortion situation. One, while acknowledges the problems of feasibility of
having such stricter rules, feels the need to incorporate, at least, a theoretical
component in the training module.

EXxclusive emphasis on medical skills ignoring non-medical ones

The stipulated ‘experience and training’ requirements to be met by the abortion service
providers component exclusively focuses on the medical skills. The non-medical
aspects, such as, provider-client interactions, staff-client interactions, quality of
information exchange including counselling that is required during the delivery of
abortion care services, do not feature here at all. These soft facets of service delivery
have a special significance in abortion care services. Given the complexities around
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abortion having such skills is essential for any abortion service provider to be in
position to interact with her/his clients more sensitively and humanely. It plays an
important role in meeting some of the immediate reproductive health care needs of
women. These, then would have positive implications for her health in the long term.
For example, it is essential to understand her fertility history and intentions so as to
guide her appropriately about the contraception methods. This would help her to avoid
situations of repeat abortions, which certainly has negative consequences for her
health.

MTP training facilities

The Act also does not lay down any mechanism for those who aspire to learn MTP
procedures. The role of the private registered abortion care facilities remains unclear.

2.2 Implementation of the Act

Any legislation without having an arm of a clearly laid down implementation

mechanism makes it a little sense to those for whom it is meant. The MTP Act lays

down in details the reporting mechanism for heads of the abortion care facilities to be -
followed. But it does not delineate the responsibility to be shouldered by the concerned

offices/government authority as regards periodic inspection of those institutions which

are registered or about having a vigilance committee to keep a track of indulgence, if
any, of institutions in illegal abortion care service provision.

Lack of such an arm would automatically lead to growth of illegal abortion service
care provision through health care institutions exposing women to unregulated and
possibly unsafe abortion care services.

With these critical comments on various aspects of the Act, we don’t intend to suggest
stricter formulation of the Act, which may negatively affect women’s access to safe,
legal and affordable abortion care services. But we certainly are concerned about the
patriarchal bias, the lack of clarity in the formulation, space for its liberal or restrictive
interpretation, its over-medicalisation etc. This is because it mostly would work against
women’s interests seeking abortion care services. In such a situation, women may
rarely be denied an abortion care but perhaps will have no control over the quality of
abortion care that she receives.

One cannot dispute the need to make available properly trained medical personnel and
well - equipped centers. Unfortunately, the ground realities are quite different in India
where basic health care services — leave alone abortion services — are inaccessible and
unavailable for many. Legal restrictions to abortions must, therefore, be coupled with
the necessary provision of services. The MTP Act fails to make the right to have
access to abortion services a justiciable right. In any case, no law can automatically
create easy access and utilisation of the abortion services, nor can it automatically
improve the quality of services. A brief analysis that follows of the current situation as
regards abortion care services, abortion related mortality & morbidity would help us
understand better the ground realities and limitations of the MTP Act at the
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operational level as regards its role in enhancing women’s access to safe, legal and
affordable abortion care services.

3. INDUCED ABORTION IN INDIA: A SCENARIO
3.1 Abortion care services and providers

The data on abortion services and providers need to be examined from the point of
view of its adequacy, accessibility, equitable distribution, and contribution of the public
and private health care service sector. These facets of abortion care services have
implications for women’s access to safe, affordable and legal abortion care services.
Difficulties in getting accurate data on health care services, even from the government
sources, are well documented (Nandraj, ----). In case of data on abortion services the
additional difficulties are those arising from unavailability of data on illegal institutional
and non-institutional abortion care services. The government sources provide data only
about legal abortion care services and only on certain limited aspects, such as, number
of registered MTP facilities, number of MTPs conducted, length of gestation, reasons
for abortion and method of contraception adopted post MTP, if any. The little data
that are available on illegal institutional and non-institutional abortion services come
mostly from community based or facility based empirical research.

The available data on these various aspects obtained from various sources are
presented below to highlight the fact that the present MTP services are inadequate and,
unequally distributed. The data on illegal abortion services provides us an idea of the
magnitude of the problem.

MTP services and providers

The trends in growth of the MTP facilities and their performance pattern over the years
must tell us adequately about availability of MTP services. Table 1.1 presents that
increase in number of MTP institutions is about five fold since 1972 to 1997, but the
increase in number of MTPs at these institutions is not even even two fold. It is only
about 1.4 fold. The average number of MTPs per institutions reduced to less than half
since 1972 to 1997. The average annual percentage increase in MTP institutions
between 1972-1980-1981 is 9.4, over 1981-82 to 1985-86 is 10.98; over 1986-87 to
1990-91 is 4.4 and in the last next six years till 1996-97 is 4.5. The corresponding
numbers for average annual percentage increase in MTPs is 7.8, 8.66, -0.08 and —1.2.
This indicates the regressive trends in registration of health care facilities for MTP
services and their performance. Additionally, the regressive trends in the latter reflect
on the poor performance of the institutions and the authority in informing and
influencing population about such legal abortion care facilities that women can seek
MTP services from. It perhaps is even suggestive of poor reporting and/or poor
implementation of the legislation. Moreover, there are certain spurts both, in average
annual percentage increase in number of registered institutions and number of MTPs,
which are without any correspondence between them in those respective years. This
provides us further space to doubt the ‘reporting’ and the possibiliry of other aforesaid
problems.
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The available data also suggest that the MTP services to date are inadequate. There
were over 22,010 PHCs; 2,662 Comraunity Health Centres (CHCs); 13, 692 hospitals
in India in 1997 (MOH&FW, Annual Report, 1997) all of which are eligible under the
MTP Act to offer MTP facilities. Of these, only 8,891, that is 23.2 per cent, were
approved MTP institutions in the entire country in 1996-97. These institutions -
conduct, on an average, 61 legal induced abortions every year. If these institutions
were to conduct all the estimated induced abortions, that is 4.7 million, in the country,
they would be required to do on an average 529 abortions every year, resulting into
nine fold increase in their work. Since these are averages, the increase in the workload
would be unevenly distributed. Needless to add, such a nine fold increase in work
would seriously compromise the quality of care unless something is done to increase
the number of registered institutions.

These scanty services are distributed unequally within the states; over private and
public health service sector, and over rural and urban areas. This would further
aggravate the problem of not having access to safe, legal and affordable abortion care
services. Table 1.2 reveals the unequal distribution over the states. According to
unpublished data for the state of Maharashtra, 1992-93, about 70.3 per cent of the
approved centres are in the private sector (Jesani and Iyer, 1995). The following
analysis of public health care facilities should give us adequate idea about the unequal
rural/urban distribution of MTP services given the fact that there prevails a trend of the
growing concentration of private health care facilities in urban areas over the decades
In general, the contribution of the public health care facilities in MTP services is poor.
The Indian Council of Medical Research ICMR, 1991) study evaluating the quality of
family welfare services at the PHC level in 1987-89 reveals an abysmal state of affair of
rural health care services. The study covered 398 PHCs from 199 districts in 18 states
and one union territory. One of the major findings was that the majority of PHCs was
lacking in functional equipment and/or trained humanpower to carry out pregnacy
termination even after two decades of the MTP Act. Also, about 40 per cent PHCs did
not have any stock of oxygen readily available and there was a total absence of records
in one-third of PHCs. In 1994, only 8% (1800 of 21,563) of the public health facilities
both, CHCs and PHCs, qualified as ‘approved’ (Chhabra & Nuna, 1994). Often the
public health care facilities are ill-equipped as regards qualified professionals and
infrastructural facilities. For instance, all community health centres are expected to
have a surgeon, physician, an obstetrician & gynaecologist and a paediatrician. In
1995, of 2401 CHCs, only 710 ( 29.6%) were equipped with surgeon, 574 (24%) with
physician, 548 (22.8%) with obstetrician & gynaecologist and 498 (20.7%) with
paediatrician. At 7,607 (34.9%) PHCs of the total 21,802 there was no doctor.

In another multi-state study conducted by Centre for Operations Research and
Training (CORT, 1998), it was revealed that around one-quarter of PHCs in Uttar
Pradesh (UP) and Maharashtra provide abortion services. In Gujrat and and Tamil
Nadu (TN) it is one-thrid and two-thirds respectively. And among CHCs, about 59
per cent in UP, 78 per cent in Gujrat, 89 per cent in Maharashtra and 95 per cent
(CHCs and sub-district hospitals together) in TN provide abortion care services.

It is to be noted that according to the Seventh Five Year Plan (1985-90) the
Government of India stated the iniention to equip all PHCs to conduct abortion
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services. The data discussed above though exhibit a trend of improvement, there
remains much to be achieved.

Illegal abortion services and providers

Illegal abortion services could be both, non-institutional and institutional. The non-
institutional illegal abortion services mostly mean paramedics involved in abortion care
services and local abortionist. Institutions if provide abortion services without
acquiring legal registration be treated as illegal abortion services. Non-qualified
aboriton service providers at registered MTP centre also mean illegal institutional
abortion services. There is not much data available on this aspect. However, the study
conducted by CORT (1998) of the public health care facilities to assess quality of
abortion care services notes that all the doctors who were conducting MTP services
were not necessarily trained in the procedure. On the other hand, there were some
doctors who were trained for conducting MTP but were unable to provide the services
because the clinic did not have the required facilities. Of the total 319 Medical Officers
interviewed from four states, 205 (64%) were conducting MTPs. Of these 31 (15 %)
were not trained to conduct MTPs. The ICMR (1989) study on illegal abortion in
rural areas in two states, Rajasthan and Tamil Nadu records 422 abortions done by
paramedics, 1470 by indigenous providers, such as dais and magicians/witch/ojha and
others, and 132 by practitioners of Indian Systems of Medicine (ISM).

Survey data from 1984 showed that only about 1,000 out of total of 15,000 physicians
(that is only 6.7 per cent) trained to perform abortions were living in rural areas,
although 78 percent of the country’s population falls in this category (Jacobson, 1990).

These are glimpses of practice of illegal abortion care services. However, the wide gap
between the number of MTPs (aboriton conducted at registered MTP centres) and the
estimated number of abortions helps us to appreciate the extent of the ubiquity of such
illegal services (Table 1.4).

Inadequate financial outlays

The government funds allocated for abortions are grossly inadequate. In 1986-87, the
Ministry of Health and Family Welfare (MOHFW) formulated a central scheme for the
expansion of MTP facilities by providing Government of India funds on a year-to-year
basis. This has allotted RS 1/- per MTP performed and total expenditure of Rs. 100/-
per trainee doctor to a maximum of 20 trainees per training centre a year. In 1993, Rs
15/- were given towards drugs and dressing per MTP case (Chhabra & Nuna, 1994).

There is not much systematic empirical research available to know the resource
constraints and the problems being faced by the concerned authority and the abortion
service providers even in public health care services in providing quality abortion care
services. (Policy analysis and programmatic evaluation of the health financing?). A
study conducted in Uttar Pradesh documents difficulties in the programme as regards
provision of funds for instruments and maintenance and repair of the apparatus
(Mukharji, undated). The resource constraint could be imagined based on low health
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budget in general and status of affairs with regard to many other government
programmes.

Abortion services: A cause of concern

The statistics about various aspects of MTP services in India, such as, number of MTP
centres available; their distribution over public/private sector and over rural/ urban
areas; MTP training facilities and quantum of public funds allocated for the purpose,
are quite alarming. In general inadequate, difficult to access, inequitably distributed
public & private health care service over rural & urban areas, are the issues of
concerns as regards abortion care services.

The questions those need to be explored at the level of service provision are many.
What are the reasons for inadequate growth and a shift towards a regressive trend in
its growth to date of the MTP care facilities? Why is the performance of these existing
facilities poor? Is the Act being implemented effectively? If not, what is causing an
ineffective implementation? What kind of resource constraints — financial, human
power, information dissemination, redressal etc. — the process of implementation is
facing? What are the specific problems being faced by the concerned authority/offices
at various level in the process of implementation and by the medical fraternity in
getting their centres registered? Are there any mechanisms in place which ensures that
the registered centres comply with the MTP Act and have a vigilance over the
indulgence of the non-registered centres in abortion care provision? An exploration
along these lines would help us understand the issue partially. Most of these issues
must have a bearing on the quality of abortion care services that are offered to
women.

Needless to mention that service providers’sare the important players in providing
quality of abortion care services. The kind of perspective they hold has implications for
the quality of care that women receive. There is not much research available on
providers’ knowledge about the legislation and their views about the various aspects of
the legislative provisions that are available today and providers’ perspective on and
attitude towards women’s abortion care needs. In brief, research on providers'
perspective on abortion service provision is lacking.

3.2 Incidence of induced abortion, mortality and morbidity

Data on abortion incidence are difficult to come by because, as mentioned earlier, of
the unavailability of data on incidence of non-institutional abortions. Needless to
mention that underreporting of the institutional abortions adds to the problem. We
even today have to rely on estimates, when required.

Induced abortion incidence

The Shah Committee, which was appointed to study the abortion situation in India way
back in 1966. (GOI, 1966), assumed that for every 73 live births 25 abortions take
place of which 15, that is three fifths are induced. Table 1.3 presents estimated
abortions and other related statistics. With extrapolated figures about population and
birth rate, in 1997, the estimated number of induced abortions were 4.8 million. The
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total abortion (spontaneous and induced together) rate per 1000 live births is 341 (205
induced and 136 spontaneous). Of 4.8 million induced abortions, if 0.54 were legal as
per the government data (Table 1.1), then for every single legal induced abortion there
must be 8 illegal abortions taking place. Table 1.4 shows that over the years the ratio
of legal to illegal continues to remain the same. Only about 9 per cent of the total
induced abortions seem to be legal. The rest are illegal, institutional or non-
institutional.

The community based research to study abortion incidence pattern alone are almost
absent. However, studies with focus on maternal mortality, pregnancy and related
issues may record abortion incidence and mortality etc. World Health Organisation
(1994) compiled about 17 community based studies, which made reference to abortion
incidence and mortality of unsafe abortion. These studies were conducted between
1969 to 1992 either in urban slums, rural areas or cities. Except one all were
prospective. Women constituted the study units. The abortions recorded were induced
and presumed to be non-legal or “back-street” abortions. These studies recorded
abortion incidence ranging from 0.5 to 19.6 per cent of live births. National Family
Health Survey (1992-93) records 1 per cent abortions of recent pregnancies for India
and is said to be a gross under-reporting of abortion incidence (Jeejibhoy, 1999). A
commiunity based study conducted in 1998 in Marathwada region of Maharashtra,
records 33.4 abortions per 1000 live births. (IHMP, unpublished). The only abortion
rate study that we came across recorded induced abortion rate of 148 per one
thousand live births which is much less than 255 that could be calculated for the same
period as per Shah Committee formula (Ganatra et. al., unpublished).

The determinants/parameters for arriving at abortion incidence at a given point of time
are population and birth rate. Based on the data available then, that is about 35 years
ago, the Shah Committee assumed that there prevails about one third of wastage of
pregnancies. The major constraint, to date, seems to be not being able to adjust the
estimates in the light of the changing scenario, such as, changing trends in indications/
reasons for abortion. According to one estimate, about 10 per cent of the induced
abortions are followed after the sex selection tests (VHAI 1999). In another rural
community based study conducted during 1994-96 in Maharasthra, it is estimated that
one in every six pregnancy terminations among married women were sex-seletive
(Ganatra et al; 1998). The same study records that women not currently married
constitute a special group of abortion seekers who have different needs and behave
differently from married women. Studies have demonstrated the large scale unmet
needs of contraception which may lead to increase in abortion for reasons of limiting
family size. A multicentric hospital based study shows that 67 per cent of abortions
were sought for limiting the family size and 44 per cent mentioned failure of
contraception as a reason to undergo abortion (Khan et. al. 1990). In this changing
context of abortion it is very likely that the figures arrived at using Shah Committee
assumption are the under estimates.

The wide gap prevails the abortion incidence based on estimates and the community
based research experiences. (Table 1.5). The wide variation even within the community
based research indicate that there must be multiple factors responsible, such as,
methodologies, socio-cultural characteristics of the communities. Abortion not being
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the focus of these studies must partially =xplain the gross under reporting. It also
marks the difficulties in capturing anything close-to-actual incidence of abortion
through such community-based research. Despite these gaps and variation, the fact
that comes in forefront is that the magnitude of women’s abortion needs is substantial
enough to be ignored.

Abortion related mortality and morbidity

Globally, it is estimated that there are about 100, 000 deaths resulting from
complications. It is estimated that abortion related mortality explains about 20 per cent
of total maternal mortality. It is said that for every death due to abortion, there are
240-330 women who suffer from ill-health associated with complications of abortion.
This amounts to a disease burden of of 17-23 million morbidities worldwide (Finger,
1994). In Indian context, there exists limited data on abortion mortality and morbidity.
The share of abortion related mortality in the maternal mortality for rural India over
the period starting from 1978 to 1995 as per the official records. It shows a mixed
trend. (Table 1.6). The current pattern is characterised by a substantial rise in it
compared to that in 1978. Some other data on abortion mortality is presented in Table
1.7. The records at DHS, Mumbai at the MTP cell for three consecutive years (1996-
97, 1997-98, 1998-99) to one’s surprise show ‘nil” abortion related deaths and has
been the case even in the past. The ‘under (no)-reporting’ is more than obvious.

The fact that about 90 per cent of the induced abortions are estimated to be taking
place at other than registered institutions does give us the idea of the enormity of the
problem at hand of abortion related mortality and morbidity. Besides, its magnitude
could be appreciated based on the prevailing status of abortion care services in
particular and general health care services in general and the other related factors.
These include limited number of abortions that take place at institutions which are not
necessarily safe, limited number of qualified abortion service providers, its skewed
distribution over urban and rural areas, and an indulgence of untrained persons in
providing abortion care. In a PHC based study wherein 372 abortion among 300
females were studied who had undergone abortions one or more time, all the abortion
performed by quacks and paramedical had led to post-abortion complications (Mondal,
1991). And in the same study, out of the total cases aborted by MBBS private
practitioners 45.8 per cent had led to complications. Reasons for these were improper
aseptic techniques, lack of training, overconfidence and popularity in the area ignoring
meticulous care.

It is to be noted that legal abortion centres may not necessarily be providing ‘safe’
abortion care and vice-a-versa. The high percentage of abortion morbidity and
mortality must largely be attributed to lack of adequate and well placed registered

abortion care service centres. At the same, large proportion of private sector in

abortion practice contributes to abortion morbidity and mortality necessarily because it
is highly unregulated in general. In a rural community based study in Maharashtra, it
was found that abortions mostly take place within the private sector; about two-thirds
of the women complaining of a problem that was severe enough to disrupt their routine
work; and post abortion care was lacking (Ganatra, et. al., 1998).
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These data about abortion service facilities, public funds for MTP services and high
incidence rate of illegal abortions are more than telling. The serious difficulties that
arise and get compounded further are then on account of economic, socio-cultural and
socio-political factors those surround the issue of abortion.

Reasons for women resorting to illegal abortion care

The key question that arises is why do women resort to illegal abortion care services.
The nature of legal abortion care services on the one hand and the socio-cultural
context of woman’s abortion need on the other hand, are the two key domains that
influence women’s choice of provider. The data presented in the earlier part of this
chapter adequately reflect the possible reasons those could be attributed to the nature
of abortion care services for women seeking illegal abortion care services.

The socio-cultural factors in shaping ‘abortion seeking behaviour’ of women and
non-medical indicators of quality of care.

Researches have demonstrated that the socio-economic variables do impact women’s
health seeking behaviour (ref....). If so, these socio-economic and additionally the
cultural correlates of health seeking behaviour must play a much stricter role when it
comes to women’s abortion seeking behaviour. There is some evidence available to
this effect through the empirical research conducted in the second half of the 90s.

Women’s concerns and priorities while seeking abortion care were found to be
different than those in other health seeking situations (Gupte et al 1999). This study
demonstrated that among others, women’s expectations from the health care
services/providers as regards quality of care are important determinants of choice of
abortion care services/providers. Women had something to say very clearly and
precisely about ‘quality of abortion care’. It was, to an extent, different from what they

, .scds perceived to be the ‘quality of general health care or maternal health care’. While
~ 2

overwhelming importance was given to ‘confidentiality’, ‘quick service and return’ and
‘not wanting to make husband’s signature compulsory’ as part of abortion care. In
general, www_illi_n&tq_ trade safety and quality of care considerations for
assured confidentiality, which helps explain why the private sector is preferred source
for this service. Some other researchers too have documented similar indicators of
‘quality of abortion care’. (Ganatra et al, 1998;). Reasons for approaching quacks were
documented to be secrecy, availability, affordability and accessibility of the abortion
services (Mondal, 1991). In addition to demonstrating the role the socio-cultural
factors play in shaping women’s abortion seeking behaviour, it also reflects women’s
concerns for the ‘non-medical’ aspects of quality of abortion services. Some of these
social analyses to understand ‘pathways of abortion seeking’ suggest that the prevalent
services lack users’ perspective forcing them to approach unsafe abortion care
services. A need to look beyond the physical standards of care and to incorporate

factors related to patient satisfaction in the legal provision is obvious.

Researches have also documented unawareness of women about the availability of
legal provisions for abortion services and its details (Gupte et. al., 1999; Ganatra et.
al., 1998). The complexities surrounding abortion on the one hand and lack of

Chl
Introduction

14



awareness of legal provision on the other appears to underlie the higher incidents of
illegal abortions which may, therefore, be exploitative, unsafe and life threatening.
Efforts towards provision of safe abortion care services, therefore, can be one of the
important health care intervention to reduce mortality and morbidity in women during
abortzon The need for safe abortion care is as important as prenatal or maternal
care given its contribution to the maternal mortality and morbidity.

Where does this scenario analysis take us? What does it tell us about the status of
induced abortion in India today? The scenario analysis provides adequate space to
critically examine the current state of affair at two levels. One is at the level of service
provision. Two is at the level of women as users of these services. The overarching
issue that emerges from the above discussion is that the mggmtude of the unsafe
abortion even today continues to be worrisome to the extent that it requires to be
freated as a ‘public health concern’. If so, the situation demands an assessment of
quality of abortion care so as to delineate user sensitive health care interventions. This
is the broader context in which the present study has been undertaken.

4. AIMS AND OBJECTIVES OF THE STUDY

The overall aim of the research was to study quality of abortion care services at the
health care facilities. The specific objectives were as follows:

1. To define indicators of and prepare criteria for medical and non-medical aspects of
quality of abortion care services.

2. To assess quality of abortion services at the registered and non-registered,
government and private institutions providing induced abortion services in rural
and urban Maharashtra using the conceptual framework with three components,
that is, structure, process, outcome.

3. To study as to how limitations of the MTP Act are manifested in abortion services
by understanding

(a) providers’ need and rationale for demanding husband’s signature,

(b) various coping mechanisms adopted by providers in an attempt to fit an
abortion case within the framework of the MTP Act and the institution of
the marriage and family,

(c) compromises made about quality of abortion services by both providers and
clients in case of perceived socially ‘non-sanctioned’ pregnancies.

4. To study views/reasons of providers for not adhering to the minimum ‘quality of
abortion care services’.

5. To formulate detailed and specific guidelines for improving quality of abortion care
services.

At this juncture it would be worth taking a look at the progression of the concerns in
the past for quality of health care services. The model that has been evolved for
assessing quality of abortion care in the present is evolved from these core ideas that
are discussed in the following.
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5. CONCERNS FOR QUALITY OF CARE
5.1 An historical background

Those engaged in research on quality of care are well acquainted with the trajectory it
has followed. The core ideas are believed to be borrowed from management and
industrial sectors of Japan in the 1950s and were subsequently adapted to the private
sector in the United States, including health care (Brown et al, 1995). However, one
finds that the core idea of quality of care was articulated by Ernest Codman way back
in 1910, specifically in the context of health care (Donabedian, 1989). Though the
terms ‘structure’, ‘process’ and ‘outcome’ were not used by Codman, he certainly
had conceptualised and used them in his life time practice. Various soft facets of
quality of care, now constituting ‘process’ component, were taken note of by him. For
him, the idea of ‘end result’ was the vital link between the science of medicine and the
science of management. He, all through his career, pursued the idea of ‘end result’

which he believed was ‘the satisfied and relieved patient’. It was Avedis Donabdian
who put forward the structure-process-outcome model of quality of care

(Donabedlan 1988). Donabedlan s contnbutlon to the assessment of health care is his

argued that the mterpersonal process is the vehicle by which technical care is
implemented and on which its success depends” (Donabedian, 1988). Importance of
client-provider interface was emphasised by some others in their pioneering work,
especially in areas of family planning (Simmons et al. 1986; Simmons and Phillips
1990; Simmons 1994). Eventually, Donabedian’s concepts formed the foundation for
Bruce-Jain’s model (Bruce, 1990;), generally referred to as populatlon council
md in an attempt to evaluate ‘family planning programmes’, one of
the m major ventures of the Council towards population control. The long awaited shift
in family planning programmes’ focus from fulfilling larger community’s reproductive
goals to individual woman’s owgg@sggok place, at least hypothetically, because of
this model. Feminist health movement’s concerns that health care providers should
hear to women’s voices and perspectives on services experience were partially
addressed to by incorporating ‘process’ component in the assessment model of quality
of care. Most of the elements of the Bruce family planning framework are transferable
to a woman’s health care framework (Mensch, 1994)

By adding the ‘process’ component as part of the ‘quality of care’ model, a space was
given to the users’ perceptions and expectations of quality of care. Empowering clients
by providing them adequate, relevant information during provider-client interaction in
a legible manner has been considered as an important indicator of quality of care.
Population Council’s model is considered as a gender sensitive one but it doesn’t
enable researchers to identify or to measure the influence of gender in the interaction
between services and the population (Pittman, undated). It doesn’t really address the
issue of influence and impact of socio-cultural factors on attitudes of both - clients and
providers in a particular health care seeking situation. In that, the power relations_hip_s
an,sy}g_ﬁrgm,ckxss (professional and social), gender etc. can’t easily be translated in
measurable indicators. This is to appreciate that the interactions between the users and
providers of health care services do not take place in vacuum but they always have

Chl
Introduction

16



socio-cultural context. The most significant aspect, therefore, would be not only to
ensure that there is space created for such an interaction but further to ensure that such
a space will be made free of inequities between client and provider arising from above

mentioned factors.

5.2 Different context of family planning sevices and abortion care services

One finds hordes of literature based on the research on quality of family planning
program from all over the world. Researchers, by and large, used the concepts and
ideas put forth by Donabedian in 80s. Studies evaluating family planning programme
using the Jain-Bruce model are abundant in India, too (Gangopadhyay and Das, 1997,
Reddy, 1997; Foo, 1995; Levin et. al., 1992; ICMR, 1991). As a consequence, in India
and even elsewhere, mostly public health care facilities have been covered. The private
health care sector, which contributes to 70 per cent of the total-health-care services,

therefore, is less_ studied from _qualit we

We have earlier seen that

the share of the private health care sector in abortion care service provision is also of
this magnitude. In addition to these, family planning services and abortlon care services
are different on various dimensions as shown in below.

The contexts of family planning services and abortion care services

Different aspects of services I

Abortion care services

| Family planning services

State’s perspective and role

1. Programmatic nature

No government programme for
MTP services alone.
But constitutes one of the
elements of the other
programme, such as, RCH

Constitutes one of the
major programmes

2. Period of Implementation
of programmes, if any

Made legal since 1971, but does
not constitute state’s
programmes/package

National programmes
implemented since 1951

3. Involvement of the private
sector

Large share

Comparatively less

4. State’s funding

Expected to be available free of
charge at public health care
facilities

Fully funded at the public
health care facilities

5. State’s financial support to
private health care sector

Marginally (Pearl centre,
Mumbeai and Pariwar Sewa
Sanstha)

Yes

6. State’s interest

Population control

Population control

7. Place in state’s population
control drive

Indirect and moderate

Direct and very prime

8. State’s concern for
woman’s health

Very low

Very low
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Socio-cultural perspective

1. Socio-cultural acceptance Very low Fairly well

2. Stigma High degree Almost nil

3. Moralistic values attached Very high No

Women’s perspective:

1. Nature of need Almost desperate Almost optional or

imposed by the program
managers

2. Attitude towards Not very positive Not very specific

3. Awareness about its Very low Not applicable
legislative nature

4. Prevalence of Immaterial (does not affect High
misconceptions about its woman’s abortion seeking
medical consequences behaviour)

5. Decision making Very complex and dynamic Less complex

Providers’ perspective

1. Market interest of private High Very low
practitioners

2. Cost of services Very high Free at the public health

At private health care facilities care.
available only at cost. Available at cost at private
Public health care facilities too health care facilities
indulge in charging abortion '
care _
3. Attitude towards Not very positive Positive

This comparative picture of abortion care and family planning services tells us that
their socio-cultural and political contexts are different. This, therefore, required us to
lay down a specific model for making an assessment of quality of abortion care. As
stated earlier, private practitioners are important players in abortion services. Though
abortion situations are not emergencies in medical sense, they are so for women in
need of abortion. These complexities around abortion required indicators of quality of
care to be defined differently than that of family planning services. However, the
commonalties are in terms of state’s and providers’ interests involved in provision of
these services. State is providing these services with an intention to control population
while medical fraternity by and large makes business out of it. Women’s needs and
health concerns feature only marginally despite much hue and cry about it.

6. QUALITY OF ABORTION CARE : A MODEL

The structure-process-outcome model that is widely used to study quality of care
formed the basic premise for making an assessment of quality of abortion care (QAC)
services in this study. It also accommodates the six elements, which constitute the
much known and most frequently used Bruce-Jain model. The content of each of the
components and sub-components specific to abortion care services was defined based
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on (a) the scientific literature review of abortion procedures; (b) the MTP Act; (c)
women’s expectations about quality of abortion care that were captured in community
based empirical research with women; and (d) literature review of the women’s group
experiences while providing reproductive health care and abortion care services. The
first two mostly helped us to draw the medical indicators whereas the last two to draw
the non-medical indicators.

While conceptualising the indicators of QAC, it would be erroneous to ignore the fact
that abortion care services by and large are situated in the health care service
facilities. The present health care delivery system on the one hand and socio-cultural
Jabric of abortion & its legal status on the other hand form the context in which
abortion care service delivery takes place. The QAC model is presented below
keeping this in mind. It offers the perspective and context for each of its indicators. It
explains in brief the significance of and contribution of these indicators to QAC. The
contents of these indicators and criteria for their assessment are presented in Table A.

6.1 Structure

The three aspects, access to ACFs, physical standards at ACFs and human power
(service providers) at ACFs constitute “structure’.

6.1.1. Accessibility

Access to health care services impacts utilisation of health care services. Empirical
research centred around utilisation of health care services has dealt with physical
access to health care. Not much empirical research one comes across which may have
mapped the health care facilities to study these two aspects at micro level. But there
are insightful analytical research work on these issues mainly based on national or state
level secondary data. The critical role that the health policies, resource allocations, and
priorities of the government play in shaping profile of health services have been the
common thrust of these works. Secondary data were used to critically examine distribution
of health care facilities'(Nanda and Baru, 1994; Baru, 1993) highlighting the fact that
inequitable distribution leads to poor access for some and/or in certain areas. Ashish Bose
(1988) who studied the issue of physical accessibility in a few North Indian states
pointed out that little attention was paid to variation in size of settlement patterns in
the health policy md in a blanket apm:h to the location of PHC | facilities
Me of population density or size of settlements. Implications of side-tracking
these differences become even sharper when one takes physical accessibility in terms of
connectivity, i.e. how many villages are linked with roads and availability of transport

facilities.

These problems as regards availability of and approachability to health care services
must have far reaching ramifications for their utilisation. This is because of the
complex relationship between these factors and the range of socio-economic status of
users of these services. This has been demonstrated by empirical research. For
example, the household survey of medical care documented that people from rural area
had to travel more than 10 km for taking treatment for illness, which increased the
average cost of treatment of illness. (NCAER, 1992). The complex and significant
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relationship among social-geography of health care facilities; the rural and urban based
users of health care services; the extent of remotely located users; their economic class
& purchasing power; and prevalence of illnesses was unveiled in an empirical research
on household expenditure in Jalgaon district, Maharashtra (Duggal & Amin 1989). The
study showed that despite higher prevalence of illnesses in remote rural areas, there
was underutilisation of health care services for the reasons of poor accessibility to
health care services and low or 1o purchasing power of the people there.

Many of the perspective and analytical literature critiqued the existing health care
delivery system from a point of view of women as users of these services. They
highlighted the need to understand prevalence of women’s illnesses and access to care
in the context of women’s time and work, the demands made on her by the family,
children and society, her status in the family the patterns of work related illnesses,
women’s low incomes and poor purchasing power in the unorgansied sector etc.
(Prakash, 1984; Sathyamala, 1984, Shatrugna, et. al. 1987). Many of the community
based research on prevalence of women’s illnesses, their utilisation patterns and
household health expenditure have demonstrated that there exists a complex inter-
relationship between women’s status seen from the above mentioned perspective and
their access to health care services (Madhiwalla, 1999; Duggal & Amin, 1989). In
addition to this, empirical studies have demonstrated that women would use public
health care services provided they are available, approachable and would provide
quality services. (Gupte, et.al., 1999). Difficult physical access to health care services
and poor quality of health care provided were found to be correlates of poor or no
utilisation of health care services.

The far reaching ramifications that are being referred to will have an added edge on
account of indirect costs woman bears. Difficult access in terms of long distance,
inconvenient modes of travel implies longer time that she is away from the family. This
may result in loss of wages and leaving children and family unattended. The stress that
these women bear to manage to meet all ends is less talked of and less articulated both
by women themselves and by researchers in most of the empirical studies. But it would
not be difficult to imagine the extent of its burden on women.

Against this backdrop and given the social-cultural context of abortion, access to
abortion care has a special significance for women seeking abortion care. We, for the
present research defined access in terms of availability, approachability and
affordability. The content of these indicators and criteria for assessment are
presented in Table A.

6.1.2 Physical standards

Improved access to health care services may not nccessarily result in its improved
utilisation. For instance, state’s efforts to improve access of the rural population to the
health care services by setting up primary health centres (PHCs) has not had the
expected impact of making primary health care universally and freely available. PHCs
are grossly underutilised primarily because they are inadequately provided with staff,
medicine, equipment, transport etc (Gupta I P et al., 1992; Ghosh B, 1991; ICMR,
1991). This indicates that meie expansion of the health care services in the haste of
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meeting targets of covering maximum population did not really improve people’s
access to quality health care services.

In India it is since late 80s that aspects such as physical standards and availability of
appropriately qualified human power at medical health care facilities were paid
attention to by the health researchers and were viewed as one of the major
determinants of quality of health care services. The recognition to these aspects was in
the context of failure of people’s access to health care services despite its expansion as
mentioned above. The research on these aspects remained focused on an assessment of
quality of state’s family planning programme because statc’s obsession with population
control. This relied mostly on the international model for various indicators and its
content. However, for assessment of quality of other types of scrvices it is rcquired to
lay down the framework; to define the specific indicators; and to determine measures
& mcans to assess them. The major constraint that has been cventually voiced by
health researchers was about not having any minimum physical standards laid down
against which assessment could be made. Some efforts were made in mid 90s to lay
down such minimum physical standards for making an assessment of the private health
care facilities. This initiated the process of enabling a rational assessment of the
minimum physical standards. It sharply brought out the need to have (a) such standards
laid down and (b) medical lcgislation/s to monitor institutions’ compliance with these
minimum physical standards.

For instance, in Indian context, the earlier research on physical standards at general
health care facilities had to develop the minimum physical standards, an exercise in
itself, against which an assessment could be made. (Nandraj & Duggal, 1997). While
doing so, a range of factors had to be taken into account, such as, type of hcalth care
provision, number of beds. These therefore have made significant contribution to both,

understanding this aspect of quality of care and to methodologies of quality of care
studies.

Against this backdrop, abortion care services appear to stand out. This is because the
MTP Act has laid down specific guidelines about the minimum physical standards to be
maintained and training and cxperience for abortion service provider and anaesthetist.
There is not much research availablc on quality of abortion care, which has looked into
its various aspects. In a multi-state study on abortion care, Centre for Operations
Rescarch and Training (CORT), Baroda, Gujrat, India has used the well-known
approach of situation analysis to study quality of abortion care. (Khan et al., 1998).
However, against the critique that we have posed on this particular aspect of the MTP
Act earlier in the present chapter, we included some additional complementary and
peripheral services and facilities as indicators of quality of abortion care model.

Equipment, instruments, drugs, quality of space etc. constitute physical standards.
We, for the present swudy, classified them in categories such as ‘essentials’,
‘complementary’ and ‘peripheral’ depending upon the extent to which fatality and'or
risk to women could be caused because of their absence or unavailability. Also, in
general, “cssentials’ are of critical importance from medical point of view whereas
‘complementaries’ are of much significance to women as users abortion care services.
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Essentials: Lack of essentials subjects women to unsafe and even fatal abortion care
services.

Essential equipment, instruments and life saving/emergency drugs: We
considered the items listed in the clause (b) of Section 4 - /pproval of Place,
of the MTP Act as essentials.

Essential facilities: In addition to the above, we included, availability of a
generator set, at least at the operation theatre, in ‘essentials’. All the women
are equally at risk at the ACFs, if are not fully equipped with essentials. The
risks at those with no generator set at OT are no less except that not every
woman necessarily ‘vould be subjected to it.

Complementary facilities: Complementary services are those without which having
in-house, abortion care could be provided. However, it is implied that they are
available in the vicinity. It is desirable to have them in-house.

Availability of these essentials and complementaries at ACFs is the criterion for
an assessment of these indicators.

6.1.3 Human power:

Adequate and qualified staff contributes to safe health care delivery. In case of
abortion care, heads of institutions (HI), abortion care providers (AP), consultants,
anaesthetists (AN), laboratory technicians (LT), nurses/paramedics, aayas, ward boys,
enquiry attendants and social workers constitute human power at abortion care service
facilities. While qualified abortion care service providers and anaesthetists are

essential services from medical point of view, the other services are important from
women's point of view.

Essential service providers:

AP and ANQ: The MTP Act has laid down minimum ‘qualiﬂcations for
abortion care service provider and for anaesthetist.

Complementary service providers:

LT: Service provision by in-house laboratory technician (LT) are not essential
at ACF either legally or medically. However, it is essential that providers
prescribe/conduct some minimum diagnostics, such as, urine test, blood group
and Hb count, for abortion seeking women keeping her safety at the centre. In-

house technician and the related services save woman trouble of getting tests
done from outside.

Lack of in-house laboratory facilities implies that women have to get the tests
done from outside of a ACF when they are prescribed. [t may mean that she

has to forgo her concern for confidentiality. Also, in this age of rampant

]
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practice, this will have additional potential for women to get exploited
monetarily.

9
Nurses: The central MTP Act does not include nursing care as part of the
essential abortion service package. However, the Maharashtra state level ‘Rules
and Regulations’ complementary to the central MTP Act make the nursing care
essential. It states that the nurses assisting through abortion procedure should

either be degree holders or certificate holders. However, we did not include
them in ‘essentials’.

Aayas and ward boys: These constitute the complementary staff at any health
care facility. Their significance is necessarily because they contribute greatly to
maintenance of and cleanliness at ACFs in various ways. They attend to non-
medical needs of clients adding to latter’s comfort and conveniece.

Social worker: Abortion care services in the West have demonstrated that
women centred counselling services do help women in these critical situations
of abortion seceking. This facilitates helping them release the stress and guilt
feeling caused by undergoing an abortion. Counselling also has a potential to
educating women about contraception and help women avoid repeated
abortions thereby reducing at least to some extent their burden of reproductive
labour. It has long lasting positive implications for women’s health,

In Indian context it perhaps is an over expectation given the poor status of
health care delivery system in general. However, counselling services need to
be offered to women. It can be done either by of the staff members, such as,

nurses and/or providers themselves. Assessment of this indicator, therefore, has
been done accordingly.

Availability of various service providers at ACFs; the type and the extent of

their professional training and experiences were the criterion for assessment of
these indicators.

6.2 Process

The process component has both, medical and non-inedical aspects. The focus is on
‘how health care is delivered to its clients’ in the given structure of a health care
facility. Though existence of quality structure is a prerequisite, it may not necessarily
mean quality ‘process’ of health care delivery. For instance, an appropriately qualified
AP in an appropriately equipped health care facility unless seeks sufficient information
from woman and provides her adequate relevant information; screens and monitors the
woman appropriately, conducts all the minimum required post-operative examinations;

communicates her dos and don’ts; and counsels her to avoid unwanted pregnancy in
the future, can’t be treated as quality care.

Research has demonstrated that utilisation of health care and choice of provider are
determined also by factors such as the extent of waiting period, attention paid to user’s

perception of their own illness, the extent of information exchange and counselling,
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9 . .
the extent to which providers’ are inclined to seek active involvement of users of

services; careful examination and checking, quick admission, the extent of respectful
treatment etc. (Gupte et. al., 1999; Reddy, 1997, Iyer et.al.,, 1996; Gangopadhay &
Das, 1993, Levin, et. al., 1992; Visaria & Visaria, 1990;). This implies that the gap
between users’ expectations from health care delivery system and their perceptions of

quality of carc must assume importance in delivery of health care for its optimum
utilisation.

In India, it is five decades since the family planning programme is being implemented
intensively and supported by large resources. And yet it did not help meet either
people’s contraception needs or state’s popuiation control goals. Reasons for failure of
family planning programme are now being located in the way the services are being
delivered. Ramasundaram (1994) attributes poor quality of family planning programmme
to attitudes of health workers, who showed little réspect for clients, especially if they
were poor, illiterate, or from lower social strata. Among many others, the factors that
can affect service quality are the failure to provide adequate information to acceptors
of family planning methods; the f}ﬁggfe‘ to check clients for contraindications before
inserting intrauterine devices etc. (Word Bank, 1995). Synthesis of 28 research studies
from all over India on quality of family planning programme demonstrated that
interpersonal dimension of quality of care is quite poor. (Foo, 1995). The power
relationship between providers and clients, cultural gap and the vast knowledge

differentials between them were the various factors tliose affected/influenced these
interactions.

The quality of care model defines ‘process’ in terms of four sub-components. They are
provider-user information exchange; provider competence; interpersonal client-
provider relations and continuity. Their content for assessment of family planning
programme is well defined. However, their objective assessment still remains difficult.
As far as the interpersonal interactions and information exchange is concerned, it
remains difficult to influence ‘how’ aspect of communication delivery for improving its
quality as there exists a range of intervening factors. The difficulties are also on
account of the fact that the intervening factors are of ‘behavioural’ nature, such as,
providers’ attitudes towards, for instance, women and abortion; providers’ perceptions
of women’s abortion needs, their convictions and beliefs about power of
communication with and counseling to clients. In addition to this, the difficulties that
arise while assessing ‘providers’ competence’ are of different nature. Case to case
variation — client’s needs and circumstances and provider’s response to it - makes it
arduous to standardise the indicators which would measure quality of ‘process’. These
studies have also indicated that it is difficult to quantify this indicator. The efforts
always have been to demonstrate the quality of ‘process’, that is how appropriately and
adequately health care services are delivered meeting specific needs of a particular

client of health care — family planning — services with the help of narratives/case
description drawn from data collected through observations.

In the context of abortion care, neither the MTP Act nor any other medical legislation
has laid down any specific criteria or guidelines for providers while interacting with
abortion seeking women. However, one finds elaborate guidelines in the medical text

books for medical providers while conducting abortion procedures. The thrust of these
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has been on medically significant checks and tests to be done pre and post abortion as
well as precautions to be taken during the procedure. We, therefore, operationalised
the concept using ’these as foundation. In addition, documentation available of
experiences of women’s groups as regards women’s health care were used, especially

while operatonalising the soft-facets of process, such as, client-providers interpersonal
interactions.

Provider-user/clients informatiori exchange:' This refers to listening to and
understanding a woman. It involves (a) Obtaining information on & (b)
Conveying/informing the client 2bout

Provider competence: This refers to technical competence and proficiency of
abortion service provider. It includes screening, management and monitoring

Interpersonal relations (Client — provider relations): This refers to the sensitive

treatment of women.

Continuity: This involves giving information a) about when to return and, other

locations where services and medications can be obtained, and b) specific follow-up
procedure.

As stated earlier, assessment of ‘process’ component has remained difficult.
However, they are assesses by observing client — provider interactions for their
texture, content, appropriateness and adequacy.

6.3 Outcome

It was the poor ‘end result’ which initiated the thought processes to look into how the
services are delivered. Outcome of health care delivery is one of the major indicators
of quality of care. Indicators of outcome are (a) biomedical and (b) sociobehavioural.
In the present context of abortion services, they are conceptualised as follows:

Researchers found it difficult to get hard data on biomedical indicators, both in
retrospective and prospective study designs, especially in developing countries. The

former approach may be impractical because of lack of accuracy and the latter because
of limited resources available.

Sociobehavioural indicators of quality of care are sensitive and are to be used very
cautiously. Sensitivity of these indicators is on account of the fact that they are more
participatory and accommodative of user’s perception and evaluation. Responses about
‘users’ satisfaction’ are often guided by socio-cultural values. They can neither be
considered as perfect indicators of ‘quality of abortion care’ nor can their socio-
cultural context be under estimated. One may get entrapped in the prevalent cultural
and structural value system by treating “users’ satisfaction” as the sole indicator of

‘abortion care’. It is the researcher’s responsibility to strike the balance between
objectivity and subjectivity.
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Biomedical indicators

These refer to absence of post-abortion complications, sepsis, infections, deteriorating
health or menstrual problems on account of contraceptive, any kind of uterine
problems which could be associated with the abortion procedure, incomplete
abortions, mortality and morbidity resulting out of these and any difficulties in
conceiving which could be associated with the abortion procedure.

Socio-behavioura! indicators: Refer to women’s/users satisfaction with the abortion
care services. They are mostly related to their perceptions of the delivered services.

Table A

QAC: INDICATOR AND THEIR CONTENT

CRITERIA/METHOD FOR
ASSESSMENT

STRUCTURE

Accessibility

*  Availability (non-medical)
= Existence

Share of HCFs in abortion care
service provision,

.® Adequacy Adequacy in terms of meeting
women’s abortion care needs
*  Approachability(non-medical) Spatial distribution,

= Distance to ACFs,
=  Approach roads,
" Transport facilities

Availability and type of road
Transport facilities used
Time taken to reach ACFs

=  Affordability (medical & non-medical)
*  Travel cost,
= Fees for abortion care, cost of
medicines, diagnostics tests conducted
*  Other costs (stay, food,

Cost incurred by women

= for travel

= for abortion procedure, drugs
diagnostics

s others

b

Physical standards

=  Spaces and their condition

* Operation theatre* (medical)

Availability and hygienic condition

*  Others (non-medical)
(waiting room, consulting room, wards,
special rooms, sanitory block)

Availability and cleanliness

=  Essentials

* Equipment and related infrastructure* Auvailability
(medical)
®* Anaesthetic equipment
* Resuscitation equipment
* Sterilisation equipment
= QOperation table
* Instruments (medical) Availability

* Required for abdominal/gynaecological
surgery*
= Required for laparotomy**
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*  Essential drugs (medical)
=  Required for the abortion procedure*
* Required for administering anaesthesia*
= Parenteral fluids* ‘

= Availability

*  Facilities (hon-medical)
*  Power back up such as generator
set
= Fire extinguisher

= Availability

= Complementary facilities (non-medical)
*  Telephone,
* Ambulance,
* Food

= Availability

Human power

= Essentials (medical)

= Abortion service providers*

= Availability of qualified allopaths

s  Anaesthetists*

*  Availability of qualified
anaesthetist

* Complementary

= Laboratory technician (medical)

*  Availability of in-house LT

*  Paramedics (Nurses) (medical)
* Paramedics (aayas, wardboys etc.)
(non-medical)

= Availability of trained nurse and
others

*  Social worker (non-medical)

= Availability

* _Peripherals (enquiry attendant) (non-medical)

= Availability

PROCESS

Provider-user/clients information exchange
(non-medical)

*  Obtaining information on:
® background including details about her last
menstrual cycle,
* reasons to undergo abortion,
= contraceptive history,
* reproductive intentions and
* overall current health status and history (any
major illnesses in the past she has suffered
from); and
* Conveying/informing the client about:
* length of gestation,
* methods to be used,
=, nsks involved,
* legal requirements, and
* precautions to be taken before coming for
abortion, if she decides to undergo, and after
operation safety measures.

Woman - provider interactions
were observed for their content,
texture,  appropriateness  and
adequacy.
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Provider competence: (medical)

*  Screening
®*  Accurate diagnosis of the gestation period
* decision about appropriate abortion method to
be used
= ability to foresee probable complications during
the procedure
* Management
* Technical proficiency in providing safe and
appropriate clinical abortion method depending
upon gestation period and her health status
®= Monitoring
= Involves detecting blood group, checking blood
pressure, hemoglobin percentage, weight,
urinary tract infection etc.

Screening: Observation of cases

Management: We did not assess this
facet

Monitoring: Oservation of cases an
assessment on these indicators

Interpersonal client-provider relations
(non-medical)
* Maintaining privacy
= Respectful and responsive provider behaviour
® - Encouragement of women’s participation in
decision making
= Avoiding moral judgement
* Maintaining confidentiality
® Limited waiting time and quick appointment for
the actual procedure

Observation of cases

Continuity (non-medical): This involves
mnformation
= About when to return and other locations where
services and medications can be obtained

* Specific follow-up procedure

giving

Observation of interactions to examine
whether it takes place.

OUTCOME
Biomedical (inedical)
® Absence of post-abortion complications, sepsis, | Recording morbidities occuring
infections, immediately after abortion either by

® deteriorating health or menstrual problems on
account of contraception

* any kind of uterine problems which could be
associated with abortion

® incomplete abortion, mortality and morbidity
resulting out of these

= any difficultires in conceiving which could be
associated with abortion procedure

observing, interviewing or examining
the case papers.

Sociobehavioural (non-medical)
= Women’s satisfaction with abortion care
services

Collecting women’s perceptions
and satisfaction about abortion care
services received by them.

* These areAstipulated in the MTP Act. ** These are stipulated in the State's Rules and Regulations
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7. Salient features of the study

The present research has an advantage of continued and consistent involvement of
CEHAT in abortion issue. The two of the stakeholders in abortion care are women and
the service providers. We gathered women’s perspective on abortion from our earlier
community based work with women. This provided the context to conceive this
research. With this grounding in the issue, studying quality of care made a difference.
This research though exploratory in nature, could bring out some complex analysis of
the abortion care situation.

= It defined ‘safe and legal abortion care’ from not only the perspectives of medical
sciences but also from women’s perspective and assessed quality of abortion care
that prevails today. Such an assessment of quality of abortion care would provide
us with not only facts and figures but also to tap the gap between the minimum and
prevailing so as to enable design remedial measures to improve the conditions.

= It took into account the entire health and abortion care service sector by
enumerating the health and abortion care facilities in the study area.

» The study units are public & private; registered & non-registered; and urban &
rural. Tt for the first time private non-registered abortion care facilities are studied
in details and in-depth.

» It assessed quality of abortion care against the model evolved taking into
consideration both, the medical and non-medical aspects of quality of care. This,
therefore, has provided space for women’s perspective on quality of care. The non-
medical indicators were evolved from a woman centred community based abortion
research.

» It studies all the three components of quality of abortion care thus providing
insights into the issue in a comprehensive manner.

» The composite analysis of medical indicators (essential physical standards and
qualified human pawer) at the level of individual abortion care facility made it
possible to assess an individual unit for quality of abortion care comprehensively
beyond the level of individual indicators. This clearly brought out the enormity of
the problem of institution based unsafe abortion care services.

.

» It is for the first time the role of abortion service Pjggiqgrs_aggggtgggepegs’ irl the

context of abortion care service delivery is studied demonstrating the over
medicalisation of abortion services.

=  While it made an assessment of the abortion care services, it also studied providers
perspectives and views about the women’s abortion needs and MTP legislation.
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Table 1.1:

Legal Abortions

Year No of Increase in no. of | No.of MTPs | Increase in No. of Average

Approved Institutions over performed MTPs over No. of MTPs

Institutions | previous Year.(%) previous year (%) | per Institutions
1972-76 1877 - 381,111 - 130
1976-77 2149 - 278,870 - 90
1977-78 2746 27.8 247,049 -11.4 115
1978-79 2765 0.7 317,732 28.6 123
1979-80 2942 6.4 360,838 13.6 118
1980-81 3294 12.0 388,405 7.6 111
1981-82 3908 18.6 433,527 11.6 124
1982-83 4170 6.7 516,142 19.1 120
1983-84 4553 9.2 547,323 6.0 117
1984-85 4921 8.1 577,931 5.6 106
1985-86 5528 12.3 583,704 1.0 101
1986-87 5820 53 588,406 0.8 96
1987-88 6126 5.3 584,870 -0.6 93
1988-89 . 6291 2.7 582,161 -0.5 89
1989-90 6681 6.19 596,357 24 85
1990-91 6859 2.66 581,215 -2.5 89
1991-92 7121 3.82 636,456 8.8 89
1992-93 7374 3.53 606,015 -4.78 82
1993-94 7628 3.44 612,291 1.04 80
1994-95 8511 11.58 627,748 2.52 74
1995-96 8722 2.48 570,914 -9.05 66
1996-97 8891 1.94 538,075 -5.75 (61
Source : Family Welfare Year Books, 1988-89 and 1996-97, Government of India. .

A= /’ mi’ ’
o - el
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Table 1.2 : Statewise MTPs and Government Approved Institutions 1993-94

State No of MTPs No of MTP State Percentage Population
Institutions | Inst. | population share of Institution
Ratio | 1996 (‘000) | population ratio
(1996)
Andhra Pradesh 13719 (2.3)* 373 (4.0)* 36.8 72,155 1.7 193,445
Assam 21372 (3.5) 100 (1.1) [ 213.7 24,726 2.7 247,260
Bihar 11060 (1.8) 209 (2.3)| 52.9 93,005 10.0 445,000
Gujarat 10263 (1.7) 700 (7.6) 14.7 45,548 4.9 65,069
Haryana 22438 (3.8) 228 (2.5) 98.4 18,553 2.0 81,373
Kamataka 9077 (1.5) 471 (5.1) 19.3 49,344 53 101,764
Kerala 34433 (5.7) 559 (6.3) 61.6 30,965 3.3 55,394
Madhya Pradesh 33086 (5.4) 295(3.2) | 1122 74185 7.9 251,475
Mabharashtra 97079 (15.9) 1775 (19.2) 54.7 86,587 9.3 48,781
Orisa 19510 (3.2) 160(1.8) | 115.4 34.440 3.7 203,787
Punjab 19436 (3.2) . 242 (2.6) 80.1 22,367 2.4 92,426
Rajasthan 29023 (4.8) 316(34) | 918 49,724 53 157.354
Tamil Nadu 42364 (6.9) 623(6.7) | 68.0 59,452 6.4 95,429
Uttar Pradesh 12103 (2.0) 425(4.6) | 285 156,692 16.8 368,687
West Bangal 64273 (10.5) 452 (49) | 1422 74,601 8.0 165,047
Other states 170679(28.0) | 2334(252)| 73.1 41,874 45 17,941
India 609915 (100.0) 9271 (100.) 62.7 934,218 100.0 100,768 ]
Data are taken from Govemment of India. Ministry of Health and Family Welfare. Family Welfare Program in India. Year Book (1993-94).
Nirman Bhavan, New Delhi: Ministry of Health and Family Welfare, (n.d.) *
* Figurcs in paranthesis are column percentages
L}
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Table 1.3 Estimated number of abortions

Year | Population | Nooflive | CBR Total Induced Spontaneous Abortion Abortion rate

(inmillion) births abortions abortion abortions rate (per 1000 live

(in million) in the year | (in million) | (in million) (per 1000 births)
(in million) popn)

1991 843.9 249 29.5 8.5 5.1 3.4 10.1 341
1992 861.7 252 29,2 8.6 5.2 3.4 10.0 341
1993 877.0 25.2 28.7 8.4 5.0 3.4 9.8 333
1994 892.5 25.6 28.7 8.8 5.3 3.5 9.6 344
1995 907.8 25.0 | 27.5% 8.6 3.2 3.4 9.5 342
1996 923.1 23.0 | 24.9% 7.9 4.7 3.2 8.6 343
1997 938.2 23.4 | 24.9% 8.0 4.8 3.2 8.5 341

* Source : Government of India, Planning Commission , Eighth Five Year Plan: 19992-1997, vol I, New Delhi, 1992 (the figures are extrapolated)
Source for data on population and CBR otherwise : Data Base, CEHAT, Mumbai-Pune, India. The data used in this data base is drawn from

various government sources.

How have we arrived at the statistics on ‘total number of abortions’?

The Shah Committee (1966) assumed that for every 73 live births there are 25 abortions. It also assumed that of the three-fifths of these are
induced and two-fifths are spontaneous.

Accordingly then, Number of estimated abortions = No of live births x 25/73 or
= Crude Birth Rate x Population 25

Table 1.4 Proportion of legal (MTPs) to illegal abortions: An estimation

1, 000

X s

73

Year Total number of Total Number of Total number of Proportion of
Induced abortion MTPs illegal abortions legal to illegal
(in million) (in million)*
1991 5.1 58 4.5 1:7.8
1992 i 64 4.6 1:1.2
1993 5.0 .60 4.4 1503
1994 53 61 4.7 1:7.7
1995 52 .63 4.6 1:4.3
1996 4.7 .57 4.1 1:7.3
1997 4.8 .54 4.3 129 |°

*Source: Family Welfare Programme in India, Year Book, 1996-97

Table 1.5 Estimates of Number of induced abortions nationwide annually

Source Number of Induced Abortions Nationwide
(Millions)
Shah, 1966 3.9
IPPF, 1970 6.5
Goyal et al, 1976 4.6
Unicef, 1991 5.0
GOI, 1991-92 0.6
Chhabra and Nuna, 1994 6.7
CEHAT, 1997 4 8*

* Using Shah Committee formula , extrapolated population and birth rates for 1997, Government of India, Planning Commission, 8" FYP, 1992-

97, Vol I, New Delhi, 1992
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Table 1.6 Percentage of abortion deaths to child birth and pregnancy (maternal).
' All India (Rural)

Year 78 79 80

81

82 83

84

85

86

87

88

89

90

93

94

95

Abortion | 11.0 | 11.7 | 12.5

13.7

10.1 | 10.7

10.8

11.5

8.0

7.6

5.0

10.9

11.8

11.7

12.6

17.6

Sources : Model Registrar Scheme, Survey of Causes of Death(Rural) 1984-1996- A Report, Series 3 No. 17-19, Statement No. XIX, Registrar. Gen. Of India,

New Delhi.

Govemnment of India Survey of Causes of Death (Rural), Annual Report, 1990 Office of the Registrar. Gen. of India, New Delhi.

Table 1.7

Abortion related causes of Maternal deaths*

Location Percent of Maternal Mortality Attributable to Abortions
Selected Hospitals 1978-81 15.1
Anantapur District, Rural and Urban, 1984-85 11.9
India, Urban, 1985 16.9
Kamataka, Rural, 1989 4.5
India, Rural, 1989 10.8
India, Rural, 1993 11.7
India, 1991-95 18.0

Sources: World Bank, 1996, for Anantapur (Bhatia, 1988) ; for Kamataka (Reddy, 1992); for India rural 1989, (Ofifce of the Reg Gen, GO, 1991), 1993
(Ofifce of the Reg Gen, GO, 1993); for India Urban (Ofifce of the Reg Gen, GO, 1998); for selected hospitals (Rao, 1988); for India 1991-95 (GOI, 1991-95)

as cited in (Matha 1998)

*Source: Heidi Bart Johnston (1999). Abortion and postabortion care in India a review of the literature.

Chl
Introduction

33




CHAPTER IT
STUDY DESIGN AND METHODOLOGY

1. Selection of the study area
2. Sampling
3. Collection of data

- 3.1. Quantitative survey

3.2. Qualitative case studies

4. Data analysis and presentation
Problems encountered
6. Methodological and ethical issues

e

Various methodologies have been tried out to study the three fundamental components -
structure, process and outcome: The most used is a situation analysis (SA) methodology,
a research tool that was developed by the Population Council to describe what a family
planning program looks like at the grass-roots level. (Mensch et al., 1994). It is one of the
approaches to translate the quality of care model to be useful at the field level. (Miller et
al, 1992). It primarily involves studying the service delivery points/ centres. It mostly uses
a combination of quantitative and qualitative methods/ tools of data collection. It provides
a comprehensive package of methodological tools to assess quality of care. Some standard
instruments are used in all SA studies. They include, an inventory for facilities available
and services provided at the service delivery point; an observation guide for interaction
between the consenting family planning client and the service provider, an exit
questionnaire for family planning clients attending the service delivery point; and an
interview schedule for staff providing family planning services at the service delivery point;
and an interview schedule for staff providing family planning services at the service
delivery point. Over the years research in this area have brought refinements in the
methodologies, especially to study ‘process’. Ethical issues involved are discussed and
articulated, though not resolved completely. A range of methodologies and issues involved
therein while studying client-provider interactions are discussed at length by Simmons
(Simmons and Elias, 1994).

In the present research, the QAC model that we laid down guided the methodology
entirely, including selection of the appropriate method of data collection, designing the
tools of data collection and their content. We conducted the study in two subsequent
phases. In that a quantitative survey was followed by an in-depth qualitative study of the
sub-sample. The former was designed primarily to assess ‘structure’ component of QAC
whereas the latter was to assess ‘process’ and ‘outcome’. In addition, we undertook an
enumeration of health care facilities (HCFs) in the study area to define universe for the
study. Such an enumeration was essential in absence of availability of any data on
abortion care facilities (ACFs).
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1. SELECTION OF THE STUDY AREA
Selection of Districts

The study was restricted to two districts, Pune and Ratnagiri of the state of Maharashtra,
India. They were selected using relative development status of the districts, as a primary
criterion and relative status of urbanisation as a secondary criterion. Development status
of a particular area has a significant bearing on the physical standards of health care
facilities. (Nandraj & Duggal, 1997). Also, with urbanisation, a change is expected in
people’s lifestyle. We anticipated links between people’s enhanced economic status and
accentuated expectations about the quality of health care facilities that they access, on the
one hand, and quality of care on the other. If so, the developed areas may score better on
indicators of quality of care.

Pune and Ratnagiri occupying opposite ends on the continuum of these two indicators
were selected to ensure that a reasonable range of variation is captured. With regard to
Relative Index of Development (RID), Pune (157 points) topped the list after Mumbai.
Ratnagiri and Latur occupied the lowest positions having the same RID values (51 points)
(Table 2.1). As regards their relative status of urbanisation, Pune (50.74) and Ratnagiri
(8.94) though did not follow exactly the same order as above, did fall into one among the
highest and lowest percentage of urbanisation respectively. Latur (20.39) occupied one of
the middle range positions and much above Ratnagiri with regard to its urbanisation
status. Latur, therefore, was dropped. High rate of out-migration was an additional
consideration in case of Ratnagiri. Inverse relationship between migration and fertility are
fairly well established (Bhatia & Sabagh 1980; Srutikar, 1980; Singh, Yadava & Yadava
1981).

Selection of talukas

In absence of any systematic and adequate data either on health care or abortion care
facilities or number of reported MTPs, we selected talukas based primarily on the
proportion urbanisation. (Table 2.2(a) & (b)). The added consideration was sex ratio.
(Table 2.2(a) and (b)). Generally, it appears that talukas with low proportion urbanisation
show comparatively more favourable sex ratios. The data on registered abortion care
facilities (R-ACFs) show that some of the talukas did not have a single private R-ACF.
(Baramati, Indapur, Mulshi, Shirur and Velhe from Pune district and Rajapur and Guhagar
from Ratnagiri district). (Table 2.3). Lack of R-ACFs would imply high incidence of illegal
abortions and/or women travelling long distances for getting MTP services. It has direct
consequences for quality of abortion care that women receive. Inclusion of these areas in
the study was also intended to capture the range of problems, if any, as regards the MTP
registration procedure.

More than one talukas from higher and lower proportion urbanisation were picked up
when the required sample could not be drawn from one single taluka.

The study area is shown in Fig 1.
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2. SAMPLING
Sample size

The size of the sample was fixed at 100 ACFs for a quantitative survey and size of the
sub-sample at 20 ACFs for in-depth case studies. This number seemed sufficiently large to
capture variations across the three analytical categories of the ACFs based on their
location, MTP registration status and public/private sector, if any. In absence of any data
on ACFs, we arbitrarily decided to cover 40 ACFs each from private registered and non-
registered categories and 20 from the public sector. (Table 2.4). However, the sample
emerged differently from the proposed one basically for two reasons. One, the large
number of NR-ACF constituting the universe could actually be identified, unexpectedly.
Two, we tried to adjust the sample size at taluka level not to loose on having an adequate
representation from the selected talukas. Finally, 115 ACFs were included in the
quantitative survey of which 23 were studied in-depth qualitatively. And we could
study woman-client interactions for 40 women who sought abortion care from these
23 ACFs. The increased sample size than proposed one is because of our anxiety of large
drop out and/or no response, which in reality did not happen at all.

Selection of the study units

The only data available on ACFs were those at Directorate of Health Services (DHS),
Mumbai and at the Zilla Parishad and or Civil Hospitals. The former contained district
wise information about private R-ACFs while the latter provided information about the
public health care facilities (HCFs) engaged in abortion care services. This would leave a
large number of NR-ACFs out of purview of the study, if study units were limited only to
this domain. In absence of well defined universe from which this sample could be drawn,
we relied upon our own enumeration of the health care facilities in each of the selected
taluka. The data on all the public HCFs, and of those engagaed in abortion care service
provision in the study area were obtained, from the government sources as stated above.
For enumerating private health care facilities, we used snow ball method using various
sources. These included lists available with the local medical associations, pharmacists’
shops, health care providers themselves, and lists of the health care institutions/providers
obtained from the pharmaceutical company. The specialised health care facilities, for
instance, an ENT center, were excluded from this enumeration, assuming that they
possibly would not engage themselves in obstetrics and gynaecological and abortion care
services.

Enumeration of HCFs in the rural areas may have been less than perfect as we relied
mostly on the various sources mentioned above but did not practically visit each and every
village in the study area, unlike what we did in the urban and semi-urban areas.

During enumeration we obtained data from each of the HCF, on structure and type of the
institutions, whether it provides abortion care, qualification of head of institution (HI),
abortion care service providers (AP), if it provided abortion care services, and its MTP
registration status. (Annexure 1).

Chll 36
Study Design and Methodology



Based on this enumeration and keeping in line with the proposed sampling framework, we
selected the study units purposively. This inclusion turns out to be about 72 per cent of the
total ACFs (universe) in the study area. (Table 2.4(b)). In case of Pune district, NR-ACFs
constitute about 57 per cent of the sample and the same for Ratnagiri constitutes 85.3 per
cent. The number of public ACFs and the private R-ACFs in the enumerated HCFs was so
meagre that to have an adequate number of units in the sample from selected talukas and
districts, we had to include almost all of them. Consequently, to have an adequate
representation from each of the taluka, we compensated the deficit in these categories,
especially R-ACF, by including more number of NR-ACF. The better strategy would have
been to undertake enumeration of the entire study area at a stretch before arriving at a
sample frame. Nonetheless, inclusion of a large number of ACFs from various categories
in the sample would be able to provide adequate representation despite the sample
emerging differently from the proposed one. Also the fact that the proportionate
percentage of the sampled units over various categories is comparable to that of the
universe suggests that selection bias, if any, of the researchers has been equally distributed
over these categories. (Table 2.4(c)).

Thus, such an exhuastive enumeration of HCFss in the study area helped us in more than
one ways. (a) It defined the entire health care service sector, both public as well as
private, in the selected area. (b) It delineated the universe for this specific study by
identifying all the abortion care facilities, a sub-set of the health care service sector. (c)
1t helped us interact with the medical fraternity on a one-to-one basis, which contributed
a great deal in the subsequent phases. (d) It helped prepare ground for the subsequent
phase of the quantitative survey as we used this opportunity to communicate them
adequately.about our study, especially about significance of their participation and co-
operation in the later phases of the data collection.

3. COLLECTION OF DATA

The data were collected in two phases. The first was a quantitative survey of the 115
ACFs followed by an in-depth qualitative study of the sub-sampled 23 ACFs.

3.1 Quantitative survey

The quantitative survey was primarily designed to collect data for an assessment of
‘structure’. The QAC model provided the framework for designing the tools of data
collection. Besides, perceptions of both providers and heads of the institutions on some
key issues were gathered through this survey. These were obtained mostly through open
ended questions.

Tools of data collection

Separate interview schedules were designed for HIs and for APs (Annexure 2(a), 2(b)).
Acquiring information on human power and profile of abortion care services offered were
the thrust areas of these tools. These were complemented by an observation guide,
which was primarily designed to collect data on physical standards as defined in the
QAC model. (Annex 2(c)).
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Other important heads of data collection were as follows:

Providers’ perceptions about the MTP Act: This was included primarily to assess
knowledge of the medical fraternity about MTP legislation. It was also to know their
opinions about the stipulated qualifications for doctors, assistant providers and nurses;
opinions about the quality of the existing MTP training facilities and other related matters.
This, we assumed, have a bearing on women’s access legal abortion care service. This was
also intended to unravel the range of issues involved in MTP registration procedures. This
would directly feed into advocacy for safe and legal abortion care.

In this, the HI schedule contained questions related to MTP registration and stipulated
physical standards, whereas the AP’s were asked about the stipulated qualifications of the
providers, assistant providers, nureses, MTP training facilities etc.

Providers’s perceptions about women'’s abortion needs: A set of questions were included

to understand perceptions of HIs and APs about women’s abortion needs and its socio-
cultural context. These are the potential/latent determinants of quality of abortion-care,
especially of the client-provider interactions. Without understanding these socio-cultural
constructs around abortion, we would loose on an holistic understanding of quality of
abortion care and dynamics involved therein.

Abortion providers as gatekeepers: A set of hypothetical questions were designed to
capture as to which situations and circumstances of women would they accept women’s
request for abortion care services. Questions were articulated to assess as to how
woman’s marital status, husband’s consent and her willingness to accept post-abortion
contraception impact providers’ decision about offering women abortion care services.

Pilot testing

All the tools of data collection were pilot tested in the Pune city and sub-urban areas.
Tools were revised based on the feed-back and experiences of the pilot test. Some of the
questions required restructuring and we also reorganised the sequence of questions to
bring about a smoother flow in the interview schedules.

Conduct of the quantitative survey

We conducted our quantitative survey, including enumeration during the last quarter of
1997 for about 2 and a half months with a longish break in between because of Diwali
vacation. The quantitative survey followed immediately after enumeration in a particular
area. A team of four field researchers was engaged in data collection. Of them, two were
working on the project almost from the beginning and were part of the processes involved
to reach the stage of conducting the field work. The other two joined a month before
actual field work started. Both had background of working in health. One each from the
former and the latter formed the two functional teams for the fieldwork. However, it was
flexible for them to either work in teams or independently as per the situation.

We conducted rigorous training before getting into the field. This had a special
significance since the subject matter demanded not only an understanding of the issue at
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hand but a good grasp of medical aspects of abortion and medical vocabulary in general.
Following were the thrust areas of training.

a) Getting well oriented with the content of the project (medical, socio-cultural and legal
aspects of abortion) and its theme. This was achieved through discussions and overall
orientation about abortion as an issue of women’s health and women’s rights and
unsafe abortion as a public health issue.

b) Getting well versed with the medical and legal vocabulary. This was achieved by
preparing a detailed glossary of various medical terms related to abortion, instruments
and equipment. The field researchers could use this glossary during their field work as
and when required (Annexure 4). Besides, the entire team visited a gynaecological
health care center to learn in detail about the drugs, equipment and instruments and
understand the set-up at health care facilities. We also had a session with the
gynaecologists to understand the abortion procedures from medical point of view.

. Senior researchers had studied the medical text books concerning the abortion
procedures and women groups’ experiments in providing abortion care and other
gynaecological services while preparing the tools of data collection.

¢) Administering the various tools of data collection. Understanding the questions and its
relevance was fundamental to scientifically sound administering of the tools. We also
role-played this among ourselves simulating various field situations. This exercise was
found to be very educative for both, senior and junior researchers. An elaborate
protocol (Annexure 5) to be followed while administering was also prepared.

We could establish rapport with the members of the medical fraternity during the
enumeration phase. Once we would finish the enumeration in particular taluka, we
selected the sample units after discussing among ourselves the entire set of abortion care
facilities to know their profiles vis-a-vis various characteristics.

Locally, members of the medical fraternity became aware of our research within no time.
At times, the providers who exhibited scepticism in the first visit or contact on telephone
showed faith in us during the subsequent interactions. This happened as they would
confirm with their friends about the study and consequences of their own participation in
the study. At two places, the local associations of medical professionals were quite active.
We were invited to share our views with them on abortion issue. We even presented a
paper in one of seminars organsied by one of them for doctors. This helped us establish
rapport and strengthen our ties with the community. In fact, we hardly experienced any
antagonism during the field work. In fact, cooperation and response of even NR-ACF was
quite overwhelming,

The team of the field researchers lived in the closest township. They then would fix up
appointments with the concerned HI and/or APs. At times respondents were anxious to
know as to why were they selected and not the others from the same village/place.
However, our explanation about the concerns for variation in the sample made them feel
comfortable. We did not come across any denials from HIs to participate in the
quantitative survey. A detailed letter of introduction to the organisation and the research
was given to the respondents. It also explained the thrust of the research, significance of
their participation in the study. It assured them of the confidentiality of the information
obtained from them and of their identities. (Annex 6). We during our introductory
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communication with them emphasised the fact that they had right to withdraw their
participation at any point of time.

In case of the public ACFs included in the sample, we upon the request from the
concerhed officials at respective centres, had to seek a written permission from the district
health officer allowing participation of former in the study.

The appointments with HIs/APs for interviewes were generally during their off hours, like
afternoons. Researchers either went alone or in pairs for interviews. It mostly depended
upon the logistics, the need for time optimisation, and need for the researchers themselves.
If in pairs, one person while engaged the respondent by interviewing, the other one
recorded physical standards using observation guide with the help of other staff at the
health care facility. On average, it took about an hour and a half. Privacy during the
interview with HI/AP by and large was not a problem. However, we found it difficult at
times to maintain it with women respondents when their husbands, too were in the medical
profession and were running the set up together. The sensitive areas for them, as we
perceived, were questions about MTP registration status. And there was also a sort of
anxiety the husbands felt that their wives would disclose something to us which was not
supposed to be. But in general, the respondents were at ease while going through these
lengthy interviews.

The institutions where HI was also an AP, we interviewed the respondent for both the
roles. For additional providers other than HI at ACF, we interviewed them separately.
There were multiple providers providing their services at a particular ACF. Often HI were
also providers and engaged themselves in providing service support to ACFs other than
his’/her own. We interviewed an individual provider only once regardless of number of
ACFs he/she is providing his/her services for.

The schedules for HI and AP contained some common sections, such as, perception about
women’s abortion needs. In case, a respondent was both, HI and AP, these common
sections were administered only once. As regards the section on role of providers’ as
gatekeepers, we assumed that such a role could be played by either of them or by both.
This section therefore was administered accordingly.

Some ground work for the qualitative phase, the second phase of data collection was also
done in terms of introducing them with the idea of the this subsequent phase. .

As a token of our gratitude for their cooperation, participation and sharing their views
with us on this socially relevant research, the institutions were presented with a set of our
educational material in local language (Marathi) on abortion for the benefits of the clients
availing these facilities.

3.2 Qualitative case studies
Survey methodologies are inadequate to assess ‘process’ and ‘outcome’ components of

QAC, given the complexities involved in. We, therefore, decided to undertake in-depth
qualitative study of a sub-sample of 23 ACFs . ‘Process’ was assessed primarily by

Chll 40
Study Design and Methodology



observing pre-abortion and post-abortion woman-provider interactions, both from medical
and non-medical point of view.

Selection of the ACFs

The selection was once again purposive. We ensured that ACFs from the three analytical
categories are adequately represented. In addition, qualification of the providers was
considered as one of important variables for inclusion of a particular ACF. (Table 2..7 (a),
(b)). Whether the head of the institution would be willing to participate in in-depth study
was one of the major considerations for obvious reasons. Of the 24 selected for this phase,
there was one drop out. He withdrew because he perceived that our intervention of such a
nature would affect his practice, which they were trying to establish newly.

We, detailed this phase of study to the heads of the institutions during the quantitative
survey. Field researchers used their own discretion and were selective while doing so. This
formed the domain of the units from which we could select the units to be included in the
qualitative phase We allowed this strategy to be used. This is because over and above the
willingness of the HI to participate in the study, it was necessary for us to get to see at
least some women seeking abortion care and that HI allowed us to sit through their
centres and consulting and move around freely. Any restrictions on these would affect the
quality of data collected.

There was a mixed response to this request of ours seeking their participation. This was
anticipated given the intrusive nature of the proposed methodology. We explained to them
its relevance as transparently as possible. Those who were exposed to such kind of work
appreciated fully well the significance of their contribution to the study and agreed almost
immediately to participate in the qualitative case studies. It was an encouraging
experience. However, some others looked at us more as ‘investigators’, investigating into
their “rights & wrongs” rather than as researchers. This, in certain other cases was
combined with a feeling of insecurity, which they themselves attributed either to ‘their
dwindling practice’ or to ‘the phase of establishing their own practice’. They perceived
that our presence at the institution for three days and communication with women clients
on such issue might put the latter off affecting their practice negatively in the future.
However, once again, as was experienced during the quantitative survey, the registration
status of the institution did not matter for those who consented to participate in the
qualitative case studies.

Women clients

We aimed at interviewing minimum one abortion client at each centre. Woman’s
willingness to participate in such a research was the prerequisite. The team of the two
field researchers spent minimum three days at each of the selected ACFs. During our stay
at 23 study units, we could interact with 40 women who came seeking abortion care
services. Of these 10 did not undergo abortion and therefore could only be studied for pre-
abortion care. The rest 30 were observed for various aspects both, pre and post abortion
care services.
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Tools of data collection

A combination of tools was used in this phase of data collection. We designed an
observation guide, which was complemented by in-depth interview guide for women who
utilised abortion care services. (Annexure 3(a) & (b)). A record sheet for analysing case
papers to study the biomedical aspects of ‘outcome’ was also designed. (Annexure 3 ©)&
(d)). Content of these tools of data collection were largely guided by (a) content of the
‘process’ and ‘outcome’ indicators of QAC as laid down the model and (b) by our field
experiences and trends observed in the data obtained during the quantitative survey.

Observation Guide for observing pre and post operative interactions between provider
and client and between the other staff and the client. Consulting Joom, wards/rooms
where the clients were admitted were the sites for these observations. We documented the
interactions mostly on the spot, as extensively as possible.

Interview Guide for women clients to respond to who have undergone abortions and
those who have come for post abortion complications.

Conduct of the qualitative phase

We conducted qualitative case studies two months after the quantitative survey was over.
These were used mainly used to get some data trends before we launched the second
phase. We sent out detailed letters to the respondents and scheduled the field visits in
consulation with them. They were responsive and co-operative. We communicated them
the need to seek woman’s informed consent before we included her in the study. This was
appreciated and respected. However, it was difficult to operationalise. This was the most
significant and difficult part of the qualitative study. The process remained rather
unstructured. Many a times, HI or AP had done this on our behalf While we
acknowledged the implications of HI or AP seeking a consent of women, we had less
choice and less control over the situation. Women, too felt more comfortable with the
staff of the institution, at least, for initial interactions. The researchers were introduced to
women at appropriate time by the medical staff From that point onwards, we built
communication with women. We preferred to communicate the study to women verbally
and therefore did not have anything in writing about the study. This obviously implied
variation in the style and the flow of communication as researchers used their own
discretion to decide upon these aspects keeping woman’s comfort at the centre. Women’s
right, and for that matter even of the heads of the institutions, to withdraw from the study
at any point of time, was regarded of the utmost importance. Generally, women talked to
us. However, we would hesitate to consider them as enthusiastic responses. The physical
and mental strain and stress that they were bearing was more than obvious. The setting of
medical care institutions provided us less scope for better means of rapport establishment.
Interviewing women in this setting had both advantages and disadvantages. It was
advantageous for there were less chances of we missing out on some information.
However, the presence of the staff around them, which was beyond our control, seemed to
have constrained their openness while responding.

In the entire phase of data collection, the most vulnerable situations the researchers found
themselves in were those of collecting information from women as we could empathise
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with their mental state of mind. We did find ourselves ‘investigative’ and ‘interrogative’
then and almost did not want to interview women.

We could not complete interviews with two women. In case of one of them, the field

researcher felt that she was scared of her husband for letting such views out about the

health care facility in general or the medical staff in particular. Our communication with

her was perceived by her husband to be affecting their relationship with the institutions. It

was more of our decision not to continue with her than her withdrawal. The other woman

did not want to interact with us at all or for that matter with anyone around her. The field

researcher came to know that she has had two consecutive abortions of 4-5 months of
gestation in the near past and was kind of feeling helpless for not being able to tackle it.

She perhaps had developed some inferiority complex. It was not very difficult for us to
understand and empathise with her state of mind. The field researcher neither wanted to

encroach on her privacy nor wanted to hurt her feelings. We did not go ahead with it,

respecting her decision of not participating in the study.

The data were either documented on the spot or the short-notes were expanded later on
the same day depending upon the situation.

4. DATA ANALYSIS AND PRESENTATION

Registration status, location (rural/urban) and type of the sector (private/public) of the
health care facilities are the three basic analytical categories used in the report.
Quantitative data were analysed using SPSS (Windows version).

The data obtained from the quantitative survey are mainly used to understand physical
standards. We relied mostly upon simple frequency tables and contingency tables. At
times composite analysis is used, especially while dealing with the data on “structure’. The
explanatory notes will be found in the report when required.

Data obtained on perception of HIs and APs about women’s abortion needs etc. in the
quantitative survey were used in the form of narratives to construct the arguments
followed by discussion. The responses to open ended questions were structured and
quantified to be used.

The data obtained through qualitative case studies, are mostly used to present the various
live situations that we witnessed with the least possible of contamination arising from
intermingling the data and their interpretations. We presented situations, which are
followed by our commentary and/or discussion. However, the subjectivity that arises
because of researcher’s point of view and overall ideology/position on a particular issue
while presenting such situations is implied and inevitable. The presentation of the data
follows themes picked up from the QAC model. Not all cases could provide us data on all
aspects of quality of care that were being studied during the qualitative phase of the study.
Selecting a particular situation (a case or part of the case) for a particular theme was
mainly guided by the quality of the data. We also tried to quantify some of the information
obtained through qualitative case studies, such as, diagnostics conducted, information
given and obtained.
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S. PROBLEMS ENCOUNTERED

A number of problems were encountered during the conduct of the entire project,
specially during the phase of designing the methodology and conducting the field work on
account of poorly maintained data in the government offices. A few are listed here. (a)
The government records about registered MTP centres were poorly maintained, and there
was under reporting and/or non-existence of records of MTPs done at these centres. (b)
There were discrepancies in official records kept by different offices about the public
HCFs engaged in abortion care services. (¢) They were no data available on health care
facilities, which could be used to draw our sample for the study. Researchers, in the past,
often faced problems of defining the universe in any such study because of high percentage
of ‘unregistered nursing homes and poorly maintained records of health care facilities and
providers by both, the government and Medical Associations. We were no exception.

We found difficulties in obtaining data on case papers, records, consent form, doctors’
approval form etc. They generally were not systematically maintained. Besides, one
particular document was used for more than one purpose. For instance, often there was no
separate consent form maintained for woman undergoing abortion. Often case paper was
additionally used either as woman’s consent form and/or as doctor’s approval form.
Similarly, we found that heads of the institution found it difficult to respond to a querry
on number of beds for O/G etc.

6. METHODOLOGICAL AND ETHICAL ISSUES

Primarily we faced problems as regards operationalisation of the indicators of QAC,
measurement of the indicators and choosing the appropriate methodology/tool of data
collection. Not able to quantify or measure the indicators in a tangible manner, not able to
completely control subjectivity (observational tools of data collection), not able to control
the impact of confounding factors, not able to completely address the ethical issues
involved etc. were the areas of concern.

Some of the problems could be taken care of by refining the tools of data collection.
However, at times, tools of data collection and methodologies themselves have inherent
limitations, which can hardly be helped. We chose them despite these limitations because
they are less intrusive and are more sound ethically and otherwise, than the others. For
instance, direct observation of client-provider interactions was preferred over the other
methods such as simulated or mystery-client approach. In certain regards, optimisation of
the available resources was the concern in choosing one method over the other. For
example, some data would have come by on bio-medical indicators measuring ‘outcome’,
if women were followed up post abortion for some specific period. Below are the various
issues and concerns that we feel are important to be recorded, shared with and discussed
among the peers.
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Measurement of indicators and choice of methodology
Assessment of ‘structure’

Most of the data on ‘structure’ aspect were collected in the quantitative facility survey
using observation guide containing exhaustive checklists. And yet, we were not able to
talk in terms of sufficiency of instruments and range/sizes of a particular instrument. For
instance, not all institutions had the entire range of cannulae or speculum of different sizes.
Also the aspects such as sufficient sunlight, cleanliness, hygienic conditions at the
operation theatre, crowdedness etc. could not be made totally free of individual
researchers’ bias. e of the aspects, such as, availability of filled oxygen cylinders all the
time was difficult to judge.

Assessment of ‘process’

We used observation guide to assess provider-client relationship. It helped to assess the
content of communication and the extent of coverage of type of information exchange.
However, aspects such as, assessment of an impact of power relationship between clients
and providers remains intangible. These aspects of communication are more to feel and
sense rather than measure and quantify. As far as methods of data collection are
concerned, there is less scope to improve upon it. However, the methods of data
presentation and analysis can take care of inadequacies of these methods of data collection
to certain extent. For example, narratives and case presentations drawn from observation
data can help understand the impact of these factors and to gather nuanced insights into
situations.

We also decided against an assessment of the technical competence of the abortion care
providers (medical professionals). None of the researchers or field investigators belonged
to medical fraternity. We, therefore, did not feel it ethically justified to assess this
particular aspect. Two, we on ethical grounds decided not to observe the provider-client
interaction during actual examination and abortion procedure regardless of whether the
provider and woman had allowed us to do so. However, the extent of encroachment that
we had to impose both on women and providers was perhaps inevitable in this kind of
research which we have indulged ourselves in.

Aggregating data

Aggregating the results of such observation based data are not possible and thus is the
inherent constraint of this approach. This is necessarily because they are the data drawn
froma sub-sample. Besides, at one particular institution, more than one women were
observed who naturally differed as regards their profile in every sense. These differences
introduced confounding factors. At one particular institution, there were multiple
providers which added another set of confounding factors. In this situation, presenting the
detailed narratives describing the context of a particular client-provider interaction is more
insightful despite its constraints as regards aggregating and quantification of data.
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Waiting period was difficult to assess objectively. It generally is a function of the qunatum
of the clients at a particular HCF and of the time the provider spends with his/her clients.
More waiting period for a woman may mean more time a provider spends with an
individual client. It was therefore difficult to assess it objectively.

The extent of hawthorne effect

The presence of researcher that would change the behaviour of those being studied in
positive direction is known as hawthorne effect. In the present we found that the
respondents were quite ‘their own souls” despite our presence. At times, the respondents
perceived that we were there to gauge the immorality that exists out there in the society
and to which they were the witness. In that, we were considered as their allies rather than
researchers assessing the quality of care that they were providing. This is because the
quality of care that the women seeking abortion care received, as the data reveal in the
report, is found to be unacceptably poor. Thus, even if we assume that our presence
affected the behaviour of providers positively, one can only imagine as to how worse off
the situation must otherwise be.

Assessment of ‘outcome’

Data on biomedical outcome were difficult to come by in the present study as we did not
follow-up women post abortion to know if they had any post abortion complications. The
other option was to identify and interview women who have undergone abortion at these
health care facilities in last three/six months to trace the post abortion complications, if
any. This is generally referred to as case finding method. We consciously avoided this as
we did want to get into the communities where women live as ‘confidentiality’ of
abortion would be their prime concern.

We used post-operative interviews, quite similar to the technique of exit interviews for
eliciting women’s responses about their (dis)satisfaction vis-a-vis abortion care responses.
This method has an edge over the conventional exit interviews in the present context as
the researchers and the women respondents had by then interacted enough at least to
break barriers arising of being strangers to each others. However, the known limitations
of exit interviews, such as courtesy bias, unwillingness to speak after an operative
procedure couldn’t be completely eliminated. In fact, courtesy bias in abortion care may
be more compared to other health care seeking situations for obvious reasons. Measuring
magnitude of these biases is difficult.

The record sheet as a tool for analysisng the case papers and related documents to study
post abortion complications did not fetch us any meaningful data for record maintenance
at ACFs was poor.
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Table 2.1 : District-wise relative index of development and percentage of urbanisation

DISTRICTS RELATIVE INDEX OF | DISTRICTS URBANISATION
DEVELOPMENT* (%)**
Mumbai 704 | Mumbai 100.00
Pune 157 | Thane 64.64
Thane 128 | Nagpur 61.78
Nagpur 109 | Pune 50.74
Kolhapur 104 | Nashik 35.55
Wardha 99 | Aurangabad 32.76
Raigarh 88 | Amravati- 32.60
Sangli 87 | Solapur 28.77
Solapur 85 | Akola 28.65
Aurangabad 85 | Chandrapur 28.04
Jalgaon 85 | Jalgaon 27.44
Satara 83 | Wardha 26.56
Nashik 81 | Kolhapur 26.33
Ahmadnagar 79 | Sangli 22.74
Amravati 74 | Parbahani 22.51
Bhandara 73 | Nanded 21.72
Dhule 72 | Buldhana 20.59
Chandrapur 72 | Dhule 20.50
Sindhudurg 68 | Latur 20.39
Parbahani 67 | Raigarh 18.01
Akola 65 | Beed 17.94
Jalna 65 | Jalna 16.91
Gadchiroli 64 | Ahmadnagar 15.82
Osmanabad 62 | Osmanabad 15.19
Buldhana 59 | Bhandara 13.09
Beed 55 | Satara 12.88
Nanded 53 | Ratnagiri 8.94
Latur 51 | Gadchiroli 8.71
Ratnagiri 51 | Sindhudurg 7.59
Maharashtra Mabharashtra
state state

*Source - ‘Economic Intelligence Service’, Published by Centre for Monitoring Indian

Economy Pvt. Ltd., November 1993

The weightage pattern adopted to develop Relative Index of Development is as follows :
1. Agricultural sector --- 35% ( per capita value of output of crops - 25% + per capita

bank credit to agriculture - 10%)

2. Mining & manufacturing sector --- 25%
( Mining , manufacturing non-household & household workers per lakh of population-15%
Per capita bank credit to industry --- 10%)
3. Service sector --- 40% (Per capita bank deposit - 15% + per capita bank credit to
services - 15% + literacy - 4% + urbanisation - 6%)

** Source - “Economic Intelligence Service’, Published by Centre for Monitoring Indian Economy Pvt.
Ltd., November 1993,
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Table 2.2 : MTP facilities in the private and public sector

Sr No| Talukas in Number of institutions | Sr No | Talukas in Number of institutions
Pune district providing abortion care Ratnagiri district | providing abortion care
facilities facilities
Private Public Private Public
(PHC + RH+ Civil/ (PHC + RH+ Civil/
district) district)
1 Ambegaon & 1of6+1 1 Chiplun 3 2/-+2+0
2 Baramati Nil lof8+1+1 2 Dapoli 1 - +1+0
3 Bhor 1 3of5+1 3 Guhaghar Nil | 0+0+0
4 Daund 1 lof5+1 4 Khed 3 0+0+0
5 Haveli 18 1of10+0 5 Lanja Nil | 1/-+1+0
6 Indapur Nil 40of 8 +2 6 Mandangad 1 0/-+1+0
7 -Junnar 1 20f10+1 7 Rajapur Nil |1/-+2+0
8 Khed 3 40f10+1 8 Ratnagiri 8 2/- +0+1
9 Mawal 4 1of7+1 9 Sangameshwar | 2
10 Mulshi Nil l1of5+0
11 Purandar 1 lof5+1
12 Shirur Nil lof7+1
13 Welhe Nil lof2+1
Total 32 22 of 18
88+12+1

Source : MTP cell, DHS, Mumbai, Maharashtra; Zilla Parishad, Pune; Civil Hospital, Ratnagiri.
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Table 2.3(a) Ranking of teshsils in Pune district on sex ratio and proportion urbanisation

Sr no Tabhsil Sex ratio | Rank | Srno Tahsil Proportion Rank
Urban

1 Bhor 1038 1 1 Pune city 99.54 1
2 Velhe 1044 2 2 Haveli 66.45 2
3 Ambegaon 1002 3 3 Mawal 38.78 3
4 Junnar 1002 4 4 Purandar 18.91 4
5 Purandar 989 5 5 Baramati 14.34 5
6 Mulshi 972 6 6 Indapur 13.74 6
74 Shirur 969 7 7 Daund 12.63 7
8 Khed 960 8 8 Bhor 9.73 8
9 Baramati 940 9 9 Shirur 7.69 9
10 Daund 933 10 10 Junnar 7.05 10
11 Indapur 931 11 11 Khed 3.62 11
12 Mawal 926 12 12 Velhe - -
13 Pune city 919 13 13 Mulshi -- -
14 Haveli 882 14 14 Ambegaon - -

Table 2.3(b) Ranking of teshsils in Ratnagiri district on sex ratio and proportion urbanisation

Srno - Tahsil Sex Rank | Srno Tahsil Proportion Rank
ratio Urban

1 Guhaghar 1,355 1 1 Ratnagiri 22.47 1

2 Mandangad 1,280 2 2 Chiplun 15.39 2

3 Rajapur 1,277 3 3 Dapoli 12.34 3

4 Dapoli 1,264 4 4 Khed 6.20 4

5 Sangameshwar 1,231 5 5 Rajapur 5.47 5

6 Lanja 1,227 6 6 Mandangad = -

7 Khed 1,175 7 7 Guhaghar --

8 Chiplun 1,125 8 8 Lanja - -

9 Ratnagiri 1,107 9 9 Sangameshwar - -
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Table 2.4(a) Universe and sample

District Tabhsil Characteristics of the HCF
Public Private
Registered Non-registered
Proposed sample | Universe| Sample | Proposed sample Universe Sample Proposed sample | Universe Sample
Pune Baramati 10 5 5 10 0 0 10 33 28
Ambegaon/ 5 6 4 10 8 6 10 50 19
Junnar
Sub-total 15 11 9. 20 7 6 20 83 47
Ratnagiri Ratnagiri/ 3 3 3 10 13 13 10 21 16
Chiplun
Manadangad 2 4 4 10 4 4 10 13 13
Rajapur/Khed/
Guhaghar
Sub-total 5 7 7 20 17 17 20 34 29
Total 20 18 16 40 24 23 40 117 76

Table 2.4 (b) Percentage coverage in the sample

Characteristics of HCF|  Sample & % coverage |  Universe

Urban 71 (71.0) 100 (100)

Rural 44 (74.6) 59 (100)

Public 16 (88.9) 18 (100)

Private

Registered 23 (95.8) 24 100.0)
Non-registered 76 (65.0) 117 (100.0)
Total 115 (72.3) 159 (100.0)

ChiIl
Study Design and Methodology

Table 2.4(c) Comparison of Proportionate Representation of
various categories in the universe and sample

Characteristics of HCF | Sample & % coverage Universe
Urban 71 (61.7) 100 (62.9)

Rural 44 (38.3) 59 (37.1)

Public 16 (13.9) 18 (11.3)

Private

Registered 23 (20.0) 24 (15.1)
Non-registered 76 (66.1) 117 (73.6)
Total 115 (100.0) 159 (100.)
5.1




Table 2.5: Profile of the HCF and ACFs surveyed during enumeration

Study Design and Methodology

Characteristics of the health | No of HCFs Total No of ACFs No of ACFs
care facilities surveyed (universe) In the sample
Districts
Pune 301 102 62
Ratnagiri 223 57 53
Tabhsil
Baramati 174 38 33
Ambegaon 43 24 11
Junnar 84 40 18
Ratnagiri 71 21 19
Chiplun 56 15 13
Mandangad 19 4 4
Rajapur 40 3 3
Guhagar 17 5 5
Khed 20 9 9
Rural/Urban
Urban 299 100 71
{Rural 223 59 44
{Public/private
{Public 38 18 16
Private 486 141 99
Hnstitutions providing abortion care
No 365 -
Yes 159 159 115
MTP Registration status
Registered 42 42 39
Non-Registered 117 117 76
Don't provide abn care 365 - -
Total 524 fat 159 115
g » AR I
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Table 2.6(a) Gaps between government information sources and the preparatory survey as
regards MTP care facilities

Selected tehsils Number of MTP facilties in
in the selected
Districts Public ! Private
According to ! ! According to !
Government ! Preparatory ! Included in ! Govemnment ! Preparatory ! Included in
sources !  survey | the sample ! sources ! survey | the sample
Pune 6 11 9 4 8* (i
Ratnagiri 11 i 7 15 16** | st

*  Ofthese, 4 were found to be claiming MTP registration status. However, during the second

phase, during our interactions with them at length, it was found that they were not registered
¥

T Two got their MTP registration cleared during our field work period
¥*¥%*  One got its MTP registration cleared during our field work period

Table 2.6(b) MTP facilities at the public health centres - infn from govt records, first hand infn
and the inclusion in the sample

Sr No Taluka Number of public health care facilities providing MTP care facilities
According to govt sources According field sources Included in the
PHC +RH + Civil/Distirct/ (preparatory phase) sample

municipal
1. Ambegaon 0 + 1+ 0 1+ 1+0 0+1+0
Ghodegaon Dhamani Ghodegaon

2. Junnar 1 + 1 +0 2 +  2(RH Narayangaon 1+ 2

Otur Narayangaon Belhe & cottage at Junnar) | (RH+cottage)
Otur Otur
3. Baramati 1 # 1+ 1 1(PHS) + 2 +1+ 1 1(PHS)+2+1+1

Pandere Supa Baramati | Jalgaon Pandere Supa Bara
Pathare Lonibhapkar

4. Ratnagiri 2 +0 + 1 |1 +0 +1 1+0+1
Pawas Ratnagiri| Kotwade Ratnagiri town
Kotawade
5 Chiplun 2 & 2 +0 0+1(RH Kamthe)+0 0+1(Cottage) +0

Rampur  Chiplun (cott)
Dadara Kamthe (RH)

6. Mandangad | 0 + 1 +0 0+1(Manddangad) +0 0+1+0
' Mandangad
7. Rajapur 1 + 2 +0 0+1(Rajapur) +0 0+1+0
Jaitpur Rajapur
Raipatan
8. Guhaghar 0 + 0 + 0 0+1 (Guhaghar) +0 0+1+0
9, Khed 0 + 0 + 0 0+0+1 (Khed) 0-+0+1(Municipal)

Note : Except two, we included all the public health care facilities providing MTP services that we visited in
the preparatory survey. One (Dhamani PHC) from Ambegaon and one (Yenere PHC) from Junnar are the
ones not included. At the former, the MO had not yet started providing abortion care and at the latter, we
could not meet the MO and thus interviews could not be conducted.
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Table 2.7(a) Profile of the health care institutions
included for case studies

Characteristics of the No of health care
health care facilities facilities
surveyed
Districts
Pune 9
Ratnagiri 14
Tabhsil
Baramati 4
Ambegaon 2
Junnar 3
Ratnagiri 6
Chiplun’ 4
Mandangad 1
Rajapur -
Guhagar 1
Khed
Rural/Urban
Urban 16
Rural 7
Type of institution
Public 4
Private 19
Structure of the
institution
Maternity Hospital 8
General Hospital 15
Registration status
Registered 11
Non-registered 12
Qualification (HI)
Gyneac (DGOs & MDs) 11
Allopath + MTP trg 5
Other non-gyneac 3
allopaths
Non-allopaths 4
N=23

Table 2.7(b) Distribution of the private ACFs over rural and urban in the study
area according to their registration status

Districts Urban Rural Total
Public 3 (75.0) 1(25.0) 4(17.4)
Private

Regtrd 6 (85.7) 1(14.3) 7 (30.4)

Non-regrd 7 (58.3) 5 (41.6) 12 (52.2)

Total 16 (69.6) 7 (30.4) 23 (100.0)
Chll
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FIGURE 2(a)

SPATIAL DISTRIBUTION OF ABORTION CARE FACILITIES (ACFs)
IN SELECTED TEHSILS OF PUNE DISTRICT

LEGEND

Higher Proportion Urban
BBl Lower Proportion Urban
2\ Public ACF

QO Private ACFs

BARAMATI AMBEGAON JUNNAR
Code Village ACF Code Village ACF Code  Village ACF
Pvt. - Public Pvt. - Public. Pvt.- Public
1. Baramati (TP) -22+1 1. Ambegaon(TP) - 6+1 1. Junnar(TP) 8+1
2. Supe - 1+1 2 Manchar - 10+0 2 Narayangaon 14 + 1
3. Moregaon - 340 3. Dhamani - 0+1 3. Otur 4+1
4.  Katewadi - 1+0 4. Loni - 440 4. Belhe 4+0
5. Sangavi - 1+0 5. Awasari (K) - 1+0 5 Alephata 5+ 0
6.  Jalgaon K.P. - 0+1 6.  Awasari (B) - 1+0 6. Pimpalwandi 2+ 0
7. V. Nimbalkar - 2+0
8.  Malegaon B - 1+0
9.  Pandare - 0+1
10.  Loni-Bhapkar - 0+1
11.  Sortewadi - 2+0
38 24 40

2\ Denotes One Public Centre




FIGURE 2(b)
SPATIAL DISTRIBUTION OF ABORTION CARE FACILITIES
(ACFs) IN SELECTED TEHSILS OF RATNAGIRI DISTRICT

MANDANGAD

LEGEND

[[] Higher Proportion Urban
EEE Lower Proportion Urban
A Public ACF

O Private ACFs

RATNAGIRI CHIPLUN GUHAGAR
CODE VILLAGE ACF|CODE VILLAGE ACF CODE VILLAGE ACF
Pvt.+Public Pvt,+ Public Pwt. + Public
1 T. P. 14+1 1. T.P. 10+ 0 1 T.P. 2+1
2 Pali 1+0 2 Akhale 1 +0 2 Naravan 1+0
3 Nivali 1+0 3. M. Tamhane 2 +0 3 Welamb 1+0
4. Jakadevi (Khalgaon) 1+0 4. Dervan 1 +0
5 Pawas 0+1 5. Kamthe 0+ 1
6 Khandala (Watad) 1+0
7 Nachane 1+0
21 15 5
MANDANGAD KHED RAJAPUR
CODE_VILLAGE ACF CODE __ VILLAGE ACF CODE VILLAGE ACF
Pvt.+ Public Pvt. + Public Pwt. + Public
1. T.P. 2 +1 1. T. P. 6 + 1 1. T. P. 2 +1
2. Panderi 1+0 2. Lavel (D) 1+0
3. Lote 1 +0
4 9 3

2\ Denotes One Public Centre




Chapter I11

ACCESS TO ABORTION CARE SERVICES:
AVAILABILITY, APPROACHABILITY & AFFORDABILITY

1. Availability of abortion care services
1.1 Share of abortion care facilities
1.2 Contribution of the public health care facilities
1.3 Contribution of the private health care facilities
1.4 Distribution pattern of abortion care facilities
1.5 Adequacy of abortion care facilities

2. Approachability to abortion care services
2.1 Spatial spread of the abortion care facilities
2.2 Approach road, mode of transport and time taken

3. Affordability/cost of abortion care
3.1 Cost of travel
3.2 Cost of medical care

4. Summary & Conclusions

The data presented in this chapter are organised under three sections. They are (1)
Availability of abortion care services. (2) Approachability to abortion care services.
(3) Affordability /cost of abortion care. Analysis is carried across districts to explore if
development status of a district has any association with access to abortion care services.
Awvailability of abortion care facilities has been assessed by analysing the data obtained
from 524 HCF that constituted the entire health care service sector except the
specialised ones and 159 ACFs from among these, which constituted the entire
abortion care services in the study area. These data have been contextualised by using
secondary data on availability of MTP services at national and Maharashtra state level,
when required and possible. An asessment of approachability to and affordability of
abortion care cost is made using the data obtained from 40 women who came to our sub-
sample of abortion care facilities.

1. AVAILABILITY OF ABORTION CARE SERVICES

Availability of abortion care services is studied by examining the proportion of HCFs that
was engaged in provision of abortion care services in the study area; the extent of
contribution of the public and private HCFs to abortion care services. The distribution of
ACFs over urban/rural; public/private is examined. Further, adequacy of abortion care
facilities to meet women’s abortion needs is also estimated.
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1.1 Share of abortion care facilities’

The extent of share of HCFs in abortion care service provision, in general, would suggest
the scope for expansion of abortion care facilities at the available HCFs. Only about 30.3
per cent (159 of 524) of the health care facilities were engaged in abortion care services
suggesting a wide scope for expansion of abortion care services (Table 3.1). This is better
than the national level figures which is 23.2 per cent according to 1997 data. Better share
of abortion care services in the total health care facilities available in Pune district
compared to Ratnagiri (about one third and one fourth respectively) indicates that
development status may have association with the extent of availability of abortion care
services.

Similarly urban areas seemed to be better placed as proportion of the urban based HCFs
enganged in abortion services is more than that of rural based ones.

Table 3.1 Proportion of ACFs to the total HCFs in the study area

District Characteristics of Whether provides abortion care services Total
: HCFs
Yes No
Pune Urban 65 (36.5) 113 (63.5) | 178 (100.0)
: Rural 37 (30.1) 86 (69.9) | 123 (100.0)
Sub total 102 (33.9) 199 (66.1) | 301 (100.0)
Ratnagiri | Urban 35 (28.9) 86 (71.0) | 121 (100.0)
Rural 22 (21.6) 80(78.4) [ 102 (100.0)
Sub total 57 (25.6) 166 (74.4) | 223 (100.0)
| Grand total | 159 (30.30) | 365 (69.7) | 524 (100.0) |

1.1.1 Contribution of the public health care facilities

All PHCs, RHs, CHs, distirct hospitals and civil hospitals along with all the post partum
and family welfare centres are eligible for providing abortion care provided they meet the
minimum physical standards stipulated in the MTP Act and are equipped with qualified
abortion care service provider as stated in the Act. Information was collected on all the
public HCFs eligible for providing abortion care and on which of them are providing
abortion care services in the nine tehsils under study to better understand the
proportionate share of public HCFs in abortion service provision.

Only about 24.7 per cent of the total eligible public HCFs in the study area are engaged in
abortion care services. (Table 3.2). This is about three times more than the national level
statistics which shows that it was only about 8 per cent according to the data available for
year 1994. This wide gap between macro and micro level data must reflect the skewed

' The share of health care facilities in abortion care service provision could be studied as all the
health care facilities (except specialised health care services) were surveyed in the study area
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distribution of public ACFs across the regions and states. The percentage proportion of
the public ACFs in case of Pune district is about three times larger than that of Ratnagiri
district. Across tehsils, the percentage proportion of the eligible public HCFs engaged in
abortion care service provision ranges between 9.1 per cent to 55.6 per cent. Within
districts, there is variation across tehsils, too. In Pune district it is at least about one third
whereas in Ratnagiri it is at the most is about one third. This reflects on the fact that the
skewed contribution pattern prevails even over smaller geographical areas.

The differentials in contribution of public HCFs in abortion care service provision across
Pune and Ratnagiri districts is also a pointer towards a probable positive association
between development status of the areas/districts and the contribution of public health
care facilities to abortion care services. However, it can’t be generalised for obvious
reasons.

With regard to general health care (or overall health care sector), private sector’s
contribution is about 70 per cent (Duggal, 1996; Jesani, 1994). In the study area,
contribution of the private sector shoots up to the level of 87 per cent of the total health
care service provision leaving only 13 per cent to be served by the public health care
services’. Against this reality, the contribution of the public HCFs in abortion care service
provision of the magnitude of about less than a quarter alarmingly magnifies its poor
contribution. I1, therefore, also is a pointer to the fact that a very large number of public
HCF:s are not equipped to meet women specific health care needs in general.

The low contribution of public HCFs to abortion care services suggests that there is a
considerable scope for expansion of MTP services within the public sector. Based on our
field experiences and some of the earlier research one of the immediate measures to
achieve this is to optimise the existing resources. In that, efforts to coincide appointment
of skilled personnels/ doctors in MTP care with infrastructurally equipped HCF for MTP
would certainly enhance physical availability to quite some extent without really
increasing budgetary allocations per se for MTP services, an often stated constraints by
the government.

Table 3.2 Abortion care services: Contribution of the public health care facilities in
the study area*

District Tahsil Public HCFs Total Proportionate share of
engaged in public public HCFs engaged in
abortion care | HCFs* | abortion care services (%)

services *
Pune Baramati 5 9 55.6
Ambegaon 2 6 33.3
Junnar 4 10 40.0
Sub-total 11 25 44.0

?In the study area, in an exhaustive enumeration of health care facilities, 486 private HCFs were
identified. In addition, 73 public HCFs existed according to the various government sources
totalling the size of the entire health care service provision to 524 HCFs.
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Ratnagiri Ratnagiri 2 22.2
Chiplun 1 11 9.1
Guhaghar 1 20.0
Khed 1 10 10.0
Mandanga 1 3 33.33
d
Rajapur 1 10 10.0
Sub-total 7 48 14.6
[ Total [ l 18 | 73 ] 24.7 |

* Includes urban (district and municipal hospitals) and rural (RHs and PHCs) public health care facilities.
** Data are obtained from various government offices.

1.1.2 Contribution of the private health care facilities

Only about 29 per cent of the total private HCFs in the study area were engaged in
abortion care service provision (Table 3.3). There is no national level or other data
available on this aspect for comparison to make. The percentage proportion of the private
ACFs across districts does not show much difference, though it is slightly more in Pune
compared to Ratnagiri district. This trend differs from that observed in case of
proportionate contribution of public ACFs across disctricts. The percentage proportion of
the private ACFs varies to a great extent across tehsils ranging from 10.5 per cent to 56.5
per cent and is similar to that found in case of public ACFs. But, it does not show any
specific pattern indicating association with the level of urbanisation of a particular tehsil.
In fact Baramati tehsil, a more urbanised tehsil compared to other two, exhibits
comparatively a much smaller share of private HCFs in abortion care service provision.
This suggests chances of under reporting of provision of abortion care facilities by heads
of the HCFs. In case of tehsils in Ratnagiri, two of the less urbanised tehsils, Guhaghar
and Khed show comparable percentage proportion of private ACFs to that of the most
urbanised tehsils — Ratnagiri and Chiplun.

Lack of substantial differential in contribution of private HCFs in abortion care service
provision across Pune and Ratnagiri districts could perhaps be explained by
underreporting in Baramati. This provides space to draw a similar inference as was drawn
in case of the public ACFs. That is, the development status of the region or district would
have positive relationship with contribution of the private HCFs in abortion care service
provision.

The fact that only less than one third of the private HCFs are engaged in abortion care
service provision leaves much for its increased role by expanding the scope similar to that
found in case of public health care services. And also indicates alike public health care
service sector, that even the private health service sector is largely ill-equipped to meet
women specific health care needs or at least unwilling to render such services. And this is
an area for exploration.
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Table 3.3 Abortion care services: Contribution of the private health care facilities
in the study area

District Tahsil Private HCFs Total Proportionate share of
engaged in private | private HCFs engaged in

abortion care HCFs abortion care services

services (%)
Pune Baramati 33 161 20.5
Ambegaon 22 39 56.4
Junnar 36 | 77 46.8
Sub-total 91 277 32.9
Ratnagiri Ratnagiri 19 67 28.4
Chiplun 14 54 259
Guhaghar 4 16 25.0
Khed 8 37 21.6
Mandangad 3 16 18.8
Rajapur 2 19 10.5
Sub-total 50 209 23.9
Grand- 141 486* 29.0
total

* Of the 524 HCFs surveyed, 486 were private and 38 were public.

1.2 Distribution pattern of abortion care facilities

Skewed distribution of health care facilities in favour of urban areas and developed regions
has been a persistent problem. Such a skewed distribution in case of MTP services was
also observed in the analysis of the data from the government sources presented in the
introductory chapter. This has consequences for people’s physical access to health care
services in general.

Urban/rural distribution: Little less than 2/3 of the abortion care facilities are urban
based. (Table 3.4(a)). This serves about 9.8 per cent of the total population under the
study area, which lives in urban areas. Consequently, about 1/3 of the abortion care
facilities serve the rest 90.2 per cent population, which is rural based. In general, Pune
and Ratnagiri districts seem to be similar as regards proportion of urban based and rural
based abortion care service facilities to the total abortion care facilities. Within districts,
there is a variation in the proportionate share of urban based and rural based abortion care
facilities. In five of the nine tehsils, proportion of urban based ACFs is about twice or
more than that of rural based ones. This distribution pattern proves an accentuated
skewed distribution of abortion care facilities in favour of urban areas.
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Public/private distribution: Public ACFs have a meagre share (11.3%) in the total
provision of abortion care services. (Table 3.4(a)). In general, the two districts are similar
as regards proportionate share of public and private ACFs in the total abortion care
service provision. Public HCFs in the four tehsils (Guhaghar, Mandangad, Khed, Rajapur)
from Ratnagiri district which were selected on the basis of their comparatively less -
urbanised status seem to have better share in abortion service delivery compared to such a
share in case of other tehsils with higher level of urbanisation. It is to be noted that in
general these are smaller tehsils in terms of population. They have comparatively less
number of health care facilities and yet smaller number of abortion care facilities. It
indicates that less number of private practitioners prefer to establish their practice in less
urbanised tahsils.

Earlier we have seen that only less than a quarter of the total eligible public HCFs in the
study area are engaged in abortion care service provision. This together with a meagre
share of the public HCFs in total provision of abortion care service suggests that currently
a large proportion of abortion care needs are being met with only at a price in private
ACFs forgoing their right to free abortion care services. Women compelled to access
abortion care services at private HCFs also imply that they are subjecting themselves to
unregulated and unaccountable abortion care facilities leading fo increased chances of
abortion related morbidity and mortality.

MTP Registration status of abortion care service facilities: Availability of registered
MTP care facilities implies that women can access legal abortion care services provided
they live in conditions, which would enable them to do so. There is no data available on
the existing non-registered ACFs though one can have some estimates about proportion of
legal to illegal abortions.

Overall, the proportion of non-registered (including both public and private) to registered
abortion care facilities is about 2.8: 1. (Table 3.4(a)). In general, two districts differ to a
great extent as regards proportionate share of registered abortion care facilities. It is 4.4:1
in case of Pune district and 1.5:1 in case of Ratnagiri district. The range of variation across
the tehsils also varies to a great extent. Within districts, the degree of skewed distribution
varies to a great extent. For instance, it is as high as 6.6:1 in case of Baramati, one of the
more urbanised tehsils of Pune district and as low as 2:1 in case of Rajapur, comparatively
less urbanised tehsil of Ratnagiri district. In general, the proportionate shares of registered
centres in teshsils of Ratnagiri are better compared to those in Pune district. Though
generalisation must not be drawn from such a study, the above pattern suggests to the
least that the ‘developed’ or ‘urbanised’ status of a particular area ensures better
legislative compliance and implementation of the Act.

MTP registration status of the private ACFs: Our data show that for every registered
private ACF there exist about 5 non-registered private abortion care facilities (NR-ACFs)
(Table 3.4(b)). This proves unequivocally that abortion care services in private health
care service sector by and large are illegal. 1In case of Pune, the developed district it is
much more accentuated (about 1:10) and is comparatively less in Ratnagiri district (about
1:2). Absence of a single registered private ACF in Baramati tehsil of Pune district may
explain the extraordinarily alarming ratio of registered to non-registered private ACFs.
Similarly, in rural areas, for every 1 registered private ACF there are about 11 non-
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registered private ACFs. In case of urban areas this proportion is about 1:4 (Table 3.4(c)).
Urban areas seem to be better placed on this count compared to rural areas.

An overwhelming large share of NR-ACFs in the total abortion care service provision
indicates that women are exposed to illegal abortion care services which may be unsafe. In

~addition, it is evident that the monitoring system is almost non-existent and non-functional.
And it also implies that medical fraternity is either less concerned about complying with
legal measures or is ignorant of such matters. Additionally, this also suggests that
prevailing estimates of unsafe and illegal abortions may be far below the actuals having
adverse implications for policy planning and resource allocations,

-
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Table 3.4(a) ACFs by characteristics

District Tabhsil Number and % of ACFs in
Urban  Rural Total Public Private Total Registered Non- Total
' registered I
Pune Baramati 24 14 38 5 33 38 5 33 | 38100.0
63.2 36.8 100.0 132 86.8 100.0 13.2 86.8
Ambegaon 10 14 24 2 22 24 6 18 | 24100.0
41.7 58.3 100.0 8.3 91.7 | 100.0 25.0 75.0
Junnar 31 9 40 4 36 40 8 32 | 40100.0
72.5 22.5 100.0 10.0 90.0 [ 100.0 20.0 80.0
Sub-total 65 37 102 11 91 102 19 |- 83 102
63.7 36.3 100.0 10.8 89.2 | 100.0 18.6 81.4 100.0
Ratnagiri | Ratnagiri 15 6 21 2 19 21 10 11| 21100.0
714 28.6 100.0 9.5 90.5 100.0 47.6 52.4
Chiplun 10 5 15 1 14 15 5 10 | 15100.0
66.7 333 100.0 6.7 93.3 100.0 333 66.7
Guhaghar - 5 5 1 4 5 1 4 5
100.0 100.0 20.0 80.0 | 100.0 20.0 80.0 100.0
Khed o 2 9 1 8 9 5 4 9
77.8 22.2 100.0 11.1 88.9| 100.0 55.6 44 .4 100.0
Mandangad - 4 4 1 3 4 1 3 4
100.0 100.0 25.0 75.0 | 100.0 25.0 75.0 100.0
Rajapur 3 -- 3 1 2 3 1 2 3
100.0 100.0 333 66.7 | 100.0 33.3 66.7 100.0
Sub-total 35 22 57 7 50 57 23 34 57
61.4 38.6 100.0 12.3 87.7| 100.0 40.4 59.6 100.0
Total Grand- 100 59 159 18 141 159 42 117 159
total 62.9 374 100.0 11.3 88.7| 100.0 26.40 73.6 100.0
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Table 3.4(b) Districtwise registration status of privaté ACEFs in the study area

Districts Private ACFs Total
< Registered Non-registered .
Pune 8(8.8) 83 (91.2) 91 (100.0)
Ratnagiri 16 (32.0) 34 (68.0) 50 (100.0)
Total 24 (17.0) 117 (82.9) 141 (100.0)

Table 3.4(c) Distribution of the private ACFs over rural and urban in the study

area according to their registration status

Districts Private ACFs Total
Registered Non-registered
Urban 20 (21.5) 73 (78.5) 93 (100.0)
Rural 4 (8.3) 44 91.7) 48 (100.0)
Total 24 (17.0) 117 (82.9) 141 (100.0)

1.3 Adequacy of abortion health care facilities

Adequacy of the available abortion care facilities is assessed by studying proportion of the women
of reproductive age that abortion health care facilities may have to attend to for their abortion care
needs. Alternatively, number of abortions per abortion care facility, that is the case load of abortion
would also provide such an assessment.

Data show that the number of women per ACF to varied between 172 to 21553. (Table 3.5(a)).
Consequently the case load ranged between 54 to 480 abortion procedure per ACF per annum. This
is much higher than the national level statistics which was 66 MTP procedures per MTP centre.
(Family Welfare Programme in India, Year book, 1993-94).

The extent of the case load would have implications for other aspects of quality of abortion care,
too. For example, skewed distribution of ACFs would lead to corresponding skewed case load at
ACFs. This means at HCFs with heavier case load, the limited resources, such as, the entire range
of infrastructural facilities and human power, at a particular facility, get shared among the larger
number of clients than what it should serve. Contrary to this, with low caseload at HCFs, the
resources may remain underutilised. If so, service providers’ economics is likely to work against
the interests of users of services. This is because providers would tend to charge more to users to
compensate for underutilisation of their facility. It, therefore, seems that the implications of either
heavier or lighter case load would be far reaching for users of services as regards quality of care.

As regards adequacy of abortion care services, women in urban areas are better placed compared to
those in rural areas. (Table 3.5(a)). In general, ACFs in Pune district have to attend to
comparatively much lesser number of women than those in Ratnagiri district. In general, Pune
district exhibits a much better situation to that of Ratnagiri districts as regards abortion case load
per abortion care facility. (Table 3.5(b)). The trend does not necessarily continue across the tehsils
within the districts. For instance, Baramati, a comparatively more urbanised tehsil shows higher
case load than that of other comparatively less urbanised tehsils. However, in case of Ratnagiri
district, more urbanised tehsils (Ratnagiri and Chiplun) exhibit lower abortion case load compared
to less urbanised tehsils. If we assume that Baramati is a deviation, then this trend, in general is in
line with earlier trends and supports the overall hypothesis that better developed areas would be
better placed as regards adequacy of abortion care services.
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Table 3.5(a) Adequacy of abortion health care facilities

District Tabhsil Abortion care Female Population* Female population of Number of women of
facilities reproductive age** reproductive age per
abortion care facility
Urban Rural | Urban Rural Urban Rural Urban Rural
Pune Baramati 24 14 21367 129036 11260 60001 469 4285
Ambegaon 10 14 -- 94068 -- . 43741 -- 3124
Junnar 31 9 10164 141958 5356 66011 172 7334
Ratnagiri Ratnagiri 15 6 27577 104626 14533 48651 968 8108
Chiplun 10 5 19103 112547 10067 52334 1007 10466
Guhaghar -- 5 - 70264 - 32672 - 6534
Khed 7 2 5590 92703 2945 43107 420 21553
Mandangad -- 4 --- 38289 -- 17804 - 4451
Rajapur 3 -- 5050 95568 2661 44439 887 --
* Source :
*  Census of India, 1991, Series 14, Maharashtra, Part XII - A & B District Census Handbook : Village & Town directory, Village & Townwise Primary
Census Abstract for Pune, table 1, pp. 25.
*  Census of India, 1991, Series 14, Maharashtra, Part XII - A & B District Census Handbook : Village & Town directory, Village & Townwise Primary
Census Abstract for Ratnagiri, table 1, pp. 20.
** Percentage of female population of reproductive age for urban Maharashtra is 52.7 and 46.5 for rural Maharshtra according
National Family Helath Survey 1992-93 is to arrive at these figures.
Ch Il
Access to abortion care: Availability and approachability, affordability. . 64




Table 3.5(b) Adequacy of abortion health care facilities

District Tahsil Abortion Estimated number Number of
' care of induced abortions per
facilities abortions* abortion care facility
Pune Baramati 34 2484 73
Ambegaon 28 1498 54
Junnar 40 2436 61
Ratnagiri Ratnagiri 21 2017 96
Chiplun 15 1998 133
Guhaghar 5 979 194
Khed 9 1461 162
Mandangad 4 544 136
Rajapur 3 1442 480

*Formulac used are as follows:

1) Birth rate = ( No. of live births x 1000)/ Population

2)Estimated no of abortion = No of live births x 25/73

3) Adjusted estimated no. of abortions = Estimated no. of abortions x 39/birth rate
4) Induced abortions = Adjusted estimated no. of abortions x 3/5

2. APPROACHABILITY TO ABORTION CARE SERVICES

Approachability to ACFs is assessed by studying the pattern of their geographical spread;
availability and nature of approach roads to them; mode of transport facilities and time
taken to reach them. Approachability also implies certain direct and indirect costs that
women bear to approach the facilities. Survey data on 159 ACFs are used for the purpose.
Further insights are gained from the data drawn from the abortion seeking women from
the sub-sample of ACFs studied in-depth for in the qualitative phase of the present
research.

2.1 Spatial spread of abortion care facilities

The 159 ACFs identified in the survey are plotted on the map by marking the boundaries
of the villages and/or townships which situated these ACFs to understand the pattern of
spatial distribution and distance to abortion care facilities (Fig. 2) that women have to
travel to access abortion care.

The skewed distribution of ACFs observed in the earlier section is an adequate indication
of the possible uneven distribution of ACFs. In general, both the districts exhibit an
uneven distribution pattern of the ACFs. But Pune district seems to have a better spatial
spread compared to that prevails in Ratnagiri district. Within the districts, Junnar in Pune
district seems to have a better spread compared to Ambegaon and Baramati. In case of
Ratnagiri district, tehsils do not differ much as regards this. All of them are characterised
by sparse and uneven distribution of abortion care facilities. The difficult terrain in
Ratnagiri would further worsen the situation for women as regards approachability to
abortion care facility.
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Even in rural areas, the ACFs are found to be concentrated in the villages with more than
5000 population. For instance, Manchar in Ambegaon teshil of Pune district; Narayangaon
and Otur in Junnar tehsil of Pune district which are more densely populated villages
compared to others have more number of ACFs. These data suggest positive association
between development status of the region and better spread of the ACFs.

Public ACFs, when present, always co-existed with the private ACFs. This, generally,
would lead to underutilisation of public ACFs as users perceive that private HCFs are
better compared to public HCFs. Our earlier study has shown that women prefer private
ACFs over the public. This is because they perceive that their abortion specific concerns
vis-a-vis quality of care are better served by the former ones. (Gupte, et.al., 1999).

2.2 Approach road, mode of transport and time taken

The sparse and uneven distribution of ACFs requires better availability of approach roads
and transport facilities for women to have access to these facilities. We, therefore
examined the extent to which these sparsely and unevenly distributed ACFs are
approachable in this sense. Availability of state transport facilities was considered as a
crude indicator of connectivity of villages to outside world. This is because (a) it does not
tell us about their plying frequency, (b) it leaves out availability of other transport
facilities, and (c) absence of the state transport facilities does not necessarily and strictly
means non-availability of approach road.

As demonstrated earlier, the number of locations/villages/townships with ACFs situated
therein are much less (Fig 2). The census data on availability of state transport facilities
show that a large number of villages are without such facilities. (Table 3.6(a)). As a result,
it could be expected that women’s access to ACFs is obstructed. To one’s surprise, the
average connectivity, at least in terms of availability of state transport facilities in Pune
district is poorer compared to Ratnagiri. There does not seem to be any plausible
explanation one can offer for this pattern. But, in both the districts more urbanised tehsils
exhibit much better connectivity compared to less urbanised ones. Poor connectivity
together with lesser number of locations with ACFs, such as, Junnar and Mandangad, will
have compounding adverse impact on approachability to ACFs.
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Table 3.6(a) Availability of transport facilities

District Tabhsil Total Total number Number of Number of
number of of villages/ villages/ villages/

villages/ Townships with townships townships -

townships * a bus stop* with HCFs** | with ACFs **

(connectedness)

Pune Baramati 112 105 (93.8) 26 11 (9.8)
Ambegaon 136 72 (52.9) 8 6 (4.4)
Junnar 167 35 (21.0) 12 6 (3.6)
Sub-total 415 212 (51.0) 46 23 (5.5)
Ratnagiri Ratnagiri 199 198 (99.5) 10 7 (3.5)
Chiplun 164 161 (98.2) 7 5@3.1)
Guhaghar 122 53 (43.4) 7 3(2.5)
Khed 215 192 (89.3) 5 3(1.4)
Mandangad 109 17 (15.6) 10 2 (1.8)
Rajapur 218 162 (74.3) 13 1(0.5)
Sub-total 1027 783 (76.2) 52 21 (2.0)

*Census ** QOur survey.
**Figures in parenthesis are percentages with the total number of villages/townships.

Further, these aspects of approachability are also assessed with the help of the data on 39
women who sought abortion care services from a sub sample of 23 abortion care facilities
which were studied in-depth. The constraint of restricting analysis only to women
reaching ACFs is that those who do not use these services, perhaps for reasons of difficult
access, remain out of our purview.

Of the 40 women who sought abortion care at ACFs, 9 had to travel on unmetalled road,
25 on metalled road. In general, more women (8 of 28) in Ratnagiri travelled unmetalled
road compared to Pune (1 of 12). State transport facilities and private vehicles, such as,
rikshaws, two wheelers; jeeps were the various modes of transport used by women to
reach the abortion care facilities. In all, 18 women utilised public transport facilities, 14
used private transport such as, motorcycles, auto rickshaws or jeeps. Seven women
approached ACFs by walking generally ranging between 5 to 15 minutes, except one
woman walked for an hour to reach the ACF. One woman had use three modes of
transport to reach the ACF. Majority of women in Ratnagiri had used state transport
facilities whereas in case of Pune women used private transport facilities. Time taken to
reach abortion care facility ranged between five hours to a few minutes. On average
women took about 30 minutes to reach to ACFs. It differed across districts. In Pune
average time taken to reach ACFs was about 20 minutes whereas in Ratnagiri district it
was about 42 minutes. In case of Ratnagiri, the range of time taken to reach abortion care
facility is much larger compared to that in Pune. This could be attributed to the terrain
difference between the two districts. It is also likely that the ST buses ply less frequently
from interior villages to nodal points. The two districts are different on the three aspects
of approachability - type of road, mode of transport and time taken.

These data are not adequate enough, both size and methodology wise, to draw any
concrete inferences about association between approachability and women’s choice of a
particular ACF. However it gives glimpses of difficulties that women face on these
fronts. '
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3. Affordability/cost of abortion care services

It is examined with the help of costs incurred both on travel and for medical care by these
women. Indirect costs incurred by women could not be dealt with because it was the
facility based study. Information on cost of care was gathered from women themselves.
Women generally told us the costs incurred though a few did fumble.

3.1 Tavel cost

On average women incurred about Rs 64/- towards the travel to reach the facility. In
Ratnagiri it was Rs 72/- while in Pune it was Rs 55/-. Women, logically should be
incurring double of this towards the travel cost if one considers that about the same sum
would be spent on the way back home. Most of these women were accompanied by one
or more persons to ACFs. This travel cost includes the expenditure incurred for their
travel, too.

3.2 Medical care fees

Cost of abortion care in terms of medical expenses incurred is determined practically by
many factors regardless of whether they are rational determinant or not. These include,
length of gestation, type of procedure used, type of pre-diagnostics conducted, drugs used
and prescribed during and after the procedure, stay at the ACFs, its nature and its quality
and qualification of service providers. Lack of any regulatory mechanisms in place allows
these factors to be indiscriminate determinants of cost of abortion care.

We found a wide variation in the medical care cost of abortion that women told us. We
found it difficult to get the break up of the cost over different heads and thus hampered
any systematic analysis. However, we could observe some salient features.

In private ACFs, on average Rs 927/- were charged towards the medical procedure,
diagnostics used (such as, sonography, blood tests, urine pregnancy test, VDRL) and
drugs. Consistency in abortion fees was absent. However, the stay or in-admission and
sonography played a decisive role in hiking the abortion fees. But, abortion as an “office
procedure’ not requiring in-admission did not necessarily mean less fees to women. There
were trends indicating that qualification of the abortion service provider determines fees if
a particular abortion care situation is controlled for other variables such as ‘type of
procedure used’, ‘length of gestation’, ‘diagnostics conducted’ and ‘in-admission’.

Some of the examples of determining the fees indiscrimanately are presented below.
A woman who required a blood transfusion was charged Rs 1,000/~ for a bottle. =
An EP Forte injection to induce menstruation was charged for Rs 60/-

Sonography to confirm pregnancy costs women between Rs 175/- 350/-. The woman who
was charged Rs 350/- for sonography was in her second trimester.
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In the public ACFs, women though did not have to pay fees for the procedure, they had
to spent on drugs.

This analytical description of medical cost of abortion care confirms that it is beyond
women’s control like in any other health care utilisation situation. The fees charged were
indiscriminate and average fee was exorbitantly high.

The total direct cost inclusive of both travel and medical care totals up close to monthly
minimum wages of India. The average per capita income for India is Rs 45/-. This shows
that for an average earning woman, it is almost either impossible to seek institutional
abortion care or if in case she does so, it would not be without getting indebted.

Against this backdrop, it needs to be noted that women’s abortion care needs are different
than their other illnesses including reproductive ones. Unaffordable cost of care may
prohibit women from seeking them. And unattended health care needs of women in
general would have adverse implications for her health. However, abortion care needs in
most of the situations can’t remain unattended. Unaffordable cost of abortion care simply
means forcing women to face unsafe abortion leading to increased burden of mortality and
morbidity. The ‘essential’ nature of abortion care would have multiplying adverse impact
on her health. This is because women at a given point of time, are likely to render priority
to abortion care needs ignoring their other health care needs, if any. The prohibitive cost
of abortion care in such situation makes them to face ill consequences of unsafe abortion
and ill health resulting from leaving other health care needs unattended. This contextual
analysis adequately suggests that prohibitive cost of abortion care would have far
reaching and multiplying ill effects for women'’s health.

3.4 SUMMARY & CONCLUSIONS

By and large, the problems as regards access that plague general health care services,
stands true with abortion care facilities, too but in much more accentuated manner. They
translate for the latter causing problems of much severity because of the specific socio-
cultural context of abortion.

Availability of abortion care services

e In general, there is a wide scope for expansion of abortion care services both in
public and private health care service sectors as only about less than a quarter and less
than one third of respective sectors are engaged in abortion care service provision.

e The scenario at the micro level compared to the national or the state level is
comparatively better as regards share of the health care services in abortion care
service provision indicating skewed contribution pattern.

* The skewed distribution of the available ACFs in favour of urban areas leaves a large
number of rural population to be served by a much smaller proportion of the rural
based ACFs. This would have implications for quality of abortion care that rural
women may receive.
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* A meagre proportion of the public ACFs in the total abortion care service provision
implies that women have to seek abortion care services at private ACFs at cost
forgoing their right to free abortion care at public ACFs.

e This further implies that women with no or poor purchasing power would be
forced to trade of quality of care either by choosing inferior institution based
abortion care or non-institutional unsafe abortion providers.

* Existence of a large number of non-registered abortion care facilities of the magnitude
of 5 NR-ACFs for every ACF in the private sector, insinuates that women are
exposed to illegal abortion care service provision which may also be unsafe.

* Further, it also demonstrates poor implementation of the MTP legislation and
non-compliance on part of the heads of these institutions. _

* Except a meagre number, the majority of the rural based private ACFs are non-
registered.

* Urban areas are better placed as regards adequacy of ACFs meaning lesser case
load. This suggests better chances of receiving quality abortion care services
compared to rural areas.

* In general, development status of regions would exhibit positive correlation with
various aspects of ‘availability’ of abortion care services. There were some
exceptions to this, such as, extremely low compliance with legislative measures in the
developed district.

¢ Consequently, the same is true with urban status of the region.

Approachability to abortion care services

e In general, the smaller share of HCFs in abortion care service provision observed in
the study area consequently lead to their sparse and uneven spread.

e There prevails positive association between the development status of the region and
better spread of ACFs conforming with the trends observed in case of other aspects of
access to abortion care services.

Affordability /cost of abortion care.

* Women incur considerable cost towards travel to reach ACFs amounting to about 6.5
per cent of the total direct cost of abortion care.

* Average medical care fees of abortion care were prohibitively high. They were wide
ranging indicating unregulated charges at private ACFs. o

 The prohibitive cost of abortion care may force women to approach unsafe abortion
care services, which would have far reaching ramifications for her health.

e From women’s perspective, their own abortion care needs have the status of
‘essential” and are of prime ‘priority’. If abortion care services are available mostly at
unaffordable cost, it would have multiplying ill-effect for her health as she faces
consequences of unsafe abortion care as well as that arising of ignoring other health
care needs.
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CHAPTER IV

PHYSICAL STANDARDS:
INFRASTRUCTURE, EQUIPMENT & INSTRUMENT;
AND DRUGS

1. Type of abortion care

2. Physical standards
2.1. Types of various spaces available at the HCFs
2.2. Physical condition of spaces ;
2.3. Essentials
2.4. Complementary

3. Assessment of minimum physical standards: A composite analysis

4. Summary and conclusions

The present chapter uses the data drawn from the quantitative survey of the 115
study units. It deals with data on physical standards as operationalised in the QAC
model. It carries analysis along the three basic analytical categories, urban/rural;
public/private; and registered/non-registered status of HCFs when required.

1. Type of abortion care (FT and/or ST) across characteristics of ACFs

All ACFs, except one, provided first trimester abortion care. (Table 4.1). Of the total 115
ACFs, 70 ( 60.9%) provided abortion care up to 20 weeks, About one fifth (20.9%) of
the ACFs were engaged in providing abortion care even beyond 20 weeks, which,
according to the MTP Act is not permitted. They prevailed in both, urban and rural areas.
The public ACFs as well as private registered ACFs were no exception to this.

Table 4.1 Type of abortion care by characteristics of ACFs

Length of gestation*
Characteristics
of HCF Upto 12 Upto 20 All trimester Others**
weeks weeks (FT,ST &TT) '
(FT) (8T)
Urban 71 46 13 2
Rural 43 24 11 2
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Public | 16 | 8 | 2 | 1

Private

Registered 23 i5 6 -
Non-registered 75 47 16 3
Total 114 70 24 4

=115
*The categories are not mutually exclusive.
** Others constitutes institutions providing abortion care (a) only between 13-20 weeks, (b) up to 12
weeks and beyond 20 weeks (FT+TT but not ST))

2. PHYSICAL STANDARDS
2.1 Types of various spaces available at the ACFs

Not all institutions had enquiry counters and special rooms. (Table 4.2). A large number
of institutions (35.7%) were not well placed with regard to having separate spaces for
operation theatre and labour room, a requirement from the point of view of maintaining
the minimum hygienic and sterile conditions at operation theatre. (Table 4.3).

The data show that urban/rural, public/private and registered/ non-registered status of
ACFs has association with availability of separate spaces for OT and LR. (Table 42). A
larger proportion of the urban ACFs and the majority (77.5%) are with separate OT and
LR compared to rural based ones. A substantial number (22.7%) of rural based ACFs are
without OT. The majority of the public ACFs are with separate spaces for OT and LR.
The majority of the private registered ACFs had separate OT and LR. Only about half of
the private non-registered ACFs were characterised of separate spaces for OT and LR. A
very clear trend shows across the size (in terms of number of beds) of the ACFs. Smaller
the ACFs, less likely they are to have separate OT and LR.

In substantial number of ACFs the same space was shared for labour room and operation
theatre. This should be the cause of concern as it means that the users, especially of
surgical care including abortion care service are subjected to less than sterile conditions
and would be more likely to sufffer post operative morbidity post operatively.

Table 4.2 Types of spaces available at ACFs

Type of spaces Number & % of ACFs with such
spaces
Enquiry counter 64 (55.7)
Waiting room 113(98.3)
Wards* 111(96.5)
Special rooms - 53 (46.1)
Consulting room 111 (96.5)
Labour room(LR) and/or Operation theatre (OT) ** 114 (99.1)

N=115

*Partitioned and/or open space has not been counted as wards. However, it was difficult to distinguish
between shared rooms (more than two beds) and/or general rooms and wards. Thus, all these three
categories were considered as wards.

** LR and OT were found to be the same at certain institutions. Refer Table 4.6(a)
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Table 4.3 Separate spaces for operation theatre and labour room by characteristics

of ACFs
Characteristics of Separate spaces for operation theatre and labour room
the ACFs Separate Same Only LR None Total -
OT & LR OT & LR
Urban 55 (71.5) 14 (19.7.) 1(1.4) 1(1.4) 71 (100.0)
Rural 19 (43.2) 15 (34.1) 10 (22.7) - 44 (100.0)
Public | 14 (87.5) | 1(6.3) | 1(6.3) | - | 16 (100.0)
Private
Regtrd 21 (91.3) 2 (8.7) - - 23 (100.0)

Non-Regtrd 39 (51.3) 26 (34.2) 10 (13.2) 1(1.3) 76 (100.0)

Total 74 (43.2) 29 (25.2) 11 (9.6) 1(0.9) 115 (100.0)

2.2 Physical condition of spaces

Waiting rooms (Table 4.4 (a)): At the majority of the ACFs, the waiting rooms were
found- to be with adequate ventilation, sufficient light and were clean. Waiting rooms at
about 9.6 per cent ACFs were with seepage. Little more than half of the ACFs had no
drinking water facilities at waiting rooms. Waiting room at about 37.4% of the ACFs

were overcrowded.

Consulting room (Table 4.4(a)): Even the consulting rooms were not free of various
inadequacies in terms of the above mentioned characteristics. About a quarter (23.5%) of
the institutions had their consulting rooms overcrowded, as was true with waiting rooms.
More than one client at a time inside the consulting caused this problem (37.5%) as per
our observation. The consulting rooms at about 42.6% of the ACFs lacked aural privacy
as the conversation between the service provider and the user was heard outside.

Table 4.4(a) Condition of waiting rooms, wards, special rooms and consulting room

Features Number & % of ACFs
Waiting Wards Special Consulting
Room rooms rooms
Ventilation (adequate) 113 (98.3) 99 (89.0) 52 (98.1) | 107 (93.0)
Light (sufficient) 112 (97.4) 104 (93.7) 53 (100.0) | 109 (94.8)
Cleanliness (present) 112 (97.4) 91 (82.0) 52(98.1) | 105 (91.3)
Seepage (absent) 104 (90.4) 86 (77.5) 45 (85.0) 95 (82.6)
Sink (present) NA NA NA 64 (55.7)
Water facility at the sink (present) NA NA NA 63 (54.80
Drinking water (present) 56 (48.7) 87 (78.4) 41 (717.4) | 29(25.2)
Overcrowding (absent) 72 (62.6) 90 (81.1) 48 (41.7) 88 (76.5)
Bathrooms NA 37 (33.33) 35 (66.0) NA
(separate) (attatched)
Toilets NA 37 (33.33) 35 (66.0) NA
(separate) (attached)
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Provides Privacy

Aural/audio (yes) NA NA NA 66 (57.4)
More than one client inside (not NA NA NA 72 (62.6)
found).

Total 115 (100.0) | 111 (100.0)* [ 53 (100.0)* | 115 (100.0)

* Only those institutions having these spaces are considered while calculating the percentages.

Special rooms and wards (Table 4.4 (a) & 4.4 (b)): The so called special rooms at all
institutions were not necessarily with attached bathrooms and toilets, perhaps a major
deviation from the concept of ‘special room’ itself. Besides, special rooms being
overcrowded also suggests that the concept is conceived differently than that in the cities
and comparatively developed areas. Not all spaces were free of seepage etc., for instance
like waiting rooms. Analysis across the characteristics of the ACFs (Table 4.4(b)) indicates
that at majority of the ACFs, there were no separate sanitary blocks for the wards.
Majority of the rural based ACFs were without special rooms. Except one, no public
ACFs had special rooms. About half of the private ACFs had special rooms.

Table 4.4 (b): Special rooms by Characteristics of the ACFs

Characteristics of the ACFs Whether special rooms exist
Yes No Total
Urban 44 (62.0) 27 (38.0) 71 (100.0)
Rural 9 (20.5) 35 (79.5) 44 (100.0)
Public | 1(6.3) | 15 (93.8) | 16 (100.0)
Private
Regtrd 19 (82.6) 4(17.4) 23 (100.0)
Non-Regtrd 33 (43.49) 43 (56.6) 76 (100.0)
Total 53 (46.1) 62 (53.9) 115 (100.0)

Operation theatre and Labour room (Table 4.5): OTs at a substantial number of
institutions (17.5%) were with seepage, affecting very obviously the necessary hygienic
conditions at the operation theatre. The basic facilities, such as sink (regardless of what
form they are) and water at sink were lacking at operation theatre at more than half of the
institutions with OTs. Only about less than 40 per cent of the institutions having LRs
were with attached toilets and bathrooms.
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Table 4.5 Condition of Operation theatre and Labour room

Features Number & percentages of Institutions
oT LR
(N=103) (N=85)

Exhaust fan /AC (present) 87 (84.5) 15 (17.7)
Light (sufficient) 99 (96.1) 82 (96.5)
Cleanliness (present) 93 (90.3) 72 (84.7)
Seepage (no) 85 (82.5) 72 (84.7)
Sink (present) 60 (58.3) 69 (81.2)
Water facility (running) 55 (53.3) 61 (71.8)
Drinking water (present) NA 33 (38.8)
Bathrooms (available) NA 32 (37.6)

~ (attached)
Toilets (available) NA 35 (41.2) (attached)

Toilets and bathrooms at the institutions (Table 4.6(a) & 4.6(b)): Of 115 institutions,
3 did not have toilets and one was under construction. All three were private ACFs; 1
was urban based; all three were non-registered. Substantial number of institutions lacked
the basic hygienic conditions at the sanitary block. In that, lack of cleanliness at sanitary
block at as large as about 43.5 per cent of the institutions is certainly a cause of concern.
However, comparatively a large number (94 of 111 with toilets) of institutions with
running water at sanitary block/s, was consoling, especially against the fact that 38.23 per
cent of the institutions in the sample are rural based. At some ACFs, we were told that the
entire set up did not have running water but the toilets and bathrooms were provided with
running water. Of the 17 which did not have running water, were mostly from rural areas
and were private ACFs.

Toilet facilities at ACFs in general and at those which are engaged in women specific
health care services assume significance for obvious reasons. Lack of clean toilet facilities
with ample water for use certainly exposes women to infections who often are required to
use them, especially when required to undergo PV examination. We observed that even at
the large private health care facilities and the public health care facilities, these facilities
were either absent or when present were extremely unclean, almost in non-usable
condition. Women had no choice but to use them.

Lack of basic hygienic condition at sanitary blocks at about 43.5 per cent ACFs was quite
puzzling. This is because substantial number of ACFs (94 of 111 ACFs) had running
water in the sanitory blocks. The answer perhaps could be found in the fact that in general
our health care facilities are characterised by lack of maintenance. Inadequate staff should
cause such ill-maintained situation. Heads of the institutions and other concerned
authorities often tend to attribute this to their inability to support such staff for lack of
finances. And above all there prevails a tendency to blame and hold responsible the
“uneducated and in-hygienic” lot of clients to cause such a situation. By many, any extra
effort to maintain hygienic condition is excused by the institutions as they hold a view that
‘they do not deserve any better services’. However, more than anything else it certainly is
a result of low priority of owners of the health care facilities for clients’ right to clean
and hygienic health care services.
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Table 4.6(a) Conditions of toilets and bathrooms at the ACFs

Characteristics Number & percentage of the ACFs
Cleanliness (yes) 65 (56.5)
Airy (yes) 74 (64.3)
Light (adequate) 87 (75.7)
Running water (present) 94 (81.7)
N=115

Table 4.6(b) Toilets and/or bathrooms without running water by characteristics of ACFs

Characteristics of the ACFs

Number and %

3. Essentials: equipment, instruments, drugs and facilities

Urban 5(29.4)
Rural 12 (70.6)
Public 7 (43.8)
Private 10 (10.1)
Regtrd 8 (47.1)
Non-Regtrd 9 (52.9)
Total 17 (100.0)

3.1.a Essential equipment (Table 4.7(a)): A substantial number of institutes engaged in
abortion care were not equipped with the essential equipment as stated in the MTP Act.
Oxygen cylinders and Boyles’ apparatus were available in-house, when they were. In case
of other equipment, anaesthetist/s supported the ACFs with their own set of equipment.
Percentage of such ACFs varied from about 6.9 to 10.4. Percentage of ACFs having these
equipment in-house varied from about 60.9 to 68.7. Boyle’s apparatus was available only
at about 29.6 per cent of the institutions. The majority of the institutions were equipped
with oxygen cylinders. There was no operation table at 7 ACFs.

Table 4.7(a) Essential equipment/instrument required either for anaesthesia and/or
resuscitation; sterilisation and availability operation table

Sr No Description of the equipment Number & % of the ACFs
In-house Brought by  Not No
service available Data
providers
Equipment required for
anaesthesia and/or resuscitation
1 Oxygen cylinder 06 (83.5) -~ 16(13.9) | 3(2.6)
2 Breathing hoses 76 (66.1) | 11(09.6) | 25R21.7)| 3(2.6)
3 Self inflating bags 70(60.9) | 12(104) | 30(26.1) | 3(2.6)
4 Airways 74 (64.4) | 10 (08.6) 28(24.3) | 3 (2.6)
5 Endotracheal tubes 79(68.7)| 8(06.9) | 25217 | 3(2.6)
6 Boyle’s apparatus* 34 (29.6) -| 78(67.8)| 3(2.6)
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Sterilisation Equipment
1 Autoclave 104 (90.4) - | 10 (08.7) 1(0.9)
2 Pressure cooker 8 (07.0) -- | 106 (92.2) 1(0.9)
_ | Furniture
1 Operation table 105 (91.3) -- 7(06.1)| 3(2.6)
N=115

* This is exclusively required for administering anaesthesia. The rest are essential for both anaesthesia
and resuscitation.

3.1.b Essential equipment for anaesthesia and resuscitation: A composite analysis
(Table 4.7(b)): A composite analysis was done to understand whether a particular ACF
was equipped with all the essential equipment required for administering anaesthesia
and/or resuscitation when needed,’.

Analysis of this composite variable/index across characteristics of the ACFs indicates that
only little more than quarter (27 %) of the ACFs are equipped fully and completely with
essential anaesthetic and resuscitation equipment. Of all a majority (about 60 %) was only
partially equipped. This pattern persisted within all the categories, such as urban, rural and
public and private NR-ACFs. For instance, a majority of the urban based ACFs and little
more than half of the rural based are only partially equipped. And about more than a
quarter of the rural based were not at all equipped. Only about one fourth of the public
ACFs are fully and completely equipped and a majority was only partially equipped. The
private registered ACFs exhibit a better pattern compared to the other categories as about
more than half of them were fully equipped leaving about little less than half being partially
equipped. Of the total private NR-ACFs, only about one fifth were fully equipped. A
substantial number of them was not equipped at all.

It is to be noted that, public ACFs are no exceptions to ‘not being equipped’ with as
essential equipment as anaesthetic and resuscitation. And the registered status of ACFs
does not ensure being fully equipped. At the same non-registered status does not
necessarily mean being ill-equipped.

' HCFs if had all the essential equipment for anaesthesia and resuscitation were considered as HCFs with
‘all equipment available’; if had even one of them less, were treated as ‘partially equipped’; and those with
none of the equipment were considered as ‘none’ in the composite analysis.
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Table 4.7(b) Availability of essential equipment (anaesthesia & resuscitation) by
characteristics of ACFs

Characteristics Availability of essential equipment (anaesthesia & resuscitation)*
of the ACF
Completely ** Partially None at all No infn Total
Equipped equipped
Urban 24 (33.8) 45 (63.4) 1(1.4) 1(1.4) 71 (100.0)
Rural 7 (15.9) 23 (52.3) 12 (27.3) 2 (4.5) 44 (100.0)
Public | 4 (25.0) | 10 (62.5) | 1(6.3) | 1(6.3) | 16 (100.0)
Private
Regtrd 12 (52.2) 11 (47.8) == - 23 (100.0)
Non-Regtrd 15 (19.7) 47 (61.8) 12 (15.8) 2 (2.6) 76 (100.0)
Total - 31(27.0) 68 (59.1) 13 (11.3) 3 (2.6) 115(100.0)

*Six instruments/equipment were listed as minimum physical standards requirement for administering
anaesthesia and/or to meet resuscitation needs.
**Completely equipped: ACFs with all six instruments/equipment

Partially equipped : ACFs with less than six instruments/equipment

Lack of equipment : ACFs with none of the six instruments/equipment

3.3.a Essential instruments for MTP procedure (Table 4.8(a)): The majority of the
institutions seem to be meeting the needs of the instruments and/or equipment required for
the first trimester MTPs. A large number of institutions (45.2%) are not equipped with
laparotomy equipment and the majority (74.8%) lack laparoscope. These institutions
therefore are short of meeting the requirements for conducting second trimester MTP
procedures. A small percentage of institutions are supported by the service providers with
regard to these equipment by bringing their own sets of the material. It is to be noted that
114 of the 115 institutions provide first trimester abortion care and 70 institutions provide
second trimester abortion.

Table 4.8(a) Essential equipment/instruments for MTP procedure

Sr No Description of abortion specific Number & percentage of the institutions
instrument and equipment
In-house Broughtby Not No
service available  Data
providers
Required for both first and second
trimester abortion care
1 Set of dilators (different sizes) 92 (80.0) 5(4.3) 9(7.8)| 9(7.8)
2 Vulsellum forceps 93 (80.9) 54.3)11513.00] 2(1.7
3 Ovum forceps
4 Long ovum forceps (with narrow top end, 94 (81.7) 50@3)]| 14122 2@1.7
transverse serrations and a rachet in the
handle for locking)
5 Curette 94 (81.7) 543114122 2.7
6 Suction machine (electric/hand/foot 98 (85.2)* 3@2.6)| 13(11.3) 1(0.9)
pump)*
7 Sim’s speculum 97 (84.3) 5(4.3) 110.6) | 2(.7)
8 Suction cannula 84 (73.0) 543)124209 | 20.7
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Required for second trimester, in
addition to the above ones

1 Catheter (Folly’s / Simple rubber) 88 (76.5)** 5(43)]17(048)| 5(@4.3)

2 . | Laparotomy equipment 56 (48.7) 3(26)] 52452 4(3.5

3 Laparoscope 22 (19.1) 4(3.5)] 86(74.8) | 3(2.6)
N=115§

* This includes three types of suction machines - electric, hand operated and foot operated. 82 institutions
“have electric suction machines, either by itself or in combination with hand or foot operated.
** Of these, at 5 institution, it is prescribed and at other two, it is not used for MTP procedure.

3.3.b Essential instruments for MTP procedure: A composite analysis(Table 4.8(b))

A similar type of composite variable as was done for anaesthetic and resuscitation
equipment was constructed to get a comprehensive idea about the proportion of fully
equipped ACFs as regards MTP procedures. This shows that about 62.6 per cent of the
ACFs are fully equipped.

Proportion of fully equipped urban ACFs is better than that of proportion rural ACFs; and
of the private registered ACFs is better than that of private NR-ACFs. The proportion of
‘partially equipped” was substantial across all the three characteristics of the institution. As
large as 43.8 per cent of the public ACFs are equipped only partially. And a little more
than a quarter of the private registered ACFs were only partially equipped.

Table 4.8(b) Availability of essential equipment for FT by characteristics of ACFs

Characteristics Availability of essential equipment for FT*
of the HCF
Fully Partially Lack of Total
equipped eqipped equippment
Urban 48 (67.6) 21 (29.6) 2(2.8) 71 (100.0)
Rural 24 (54.5) 16 (36.4) 4 (9.1 44 (100.0)
Public [ 9 (56.3) | 7 (43.8) | ~ | 16 (100.0)
Private
Regtrd 17 (73.9) 6 (26.1) - 23 (100.0)
Non-Regtrd 46 (60.5) 24 (31.6) 6 (7.9) 76 (100.0)
Total 72 (62.6) 37 (32.2) 6 (5.2) 115(100.0)

* Fully equipped: ACFs with all the 7 equippment/instruments required for abortion procedure,
Partially equipped: ACFs with less than 7 instruments required for abortion procedure,
Lack of equippment; ACFs with none of these instruments

3.4.a Life saving/emergency drugs (Table 4.9(a)): Data show that even the ‘emergency
drugs’ are not stocked by all the institutions
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Table 4.9(a) Availability of life saving/emergency drugs

Sr Life saving/emergency drugs Number & percentage of the institutions
No where drugs are available

1. Adrenaline 107 (93.0)
2. Glucose I.V. 111 (96.5)
3. Ringer lactate 110 (95.7)
4, Hydrocortisone inj. (Efeorline) / 103 (89.6)

Dexamethasone

5. Mephensine inj. 99 (86.1)
6. Avil inj. 110 (95.7)
7. Dopamine 81 (70.4)
8. Soda bicarb. 107 (93.0)
9. Frusemide 100 (87.0)
=115

3.4.b Life saving/emergency drugs: A composite analysis (Table 4.9(b)

A similar type of composite variable as was done for anaesthetic and resuscitation
equipment was constructed to get a comprehensive idea about the proportion of fully
equipped ACFs as regards life saving drugs. This shows that only about 60 per cent of the
ACFs seem to stock all the life saving drugs.

Proportion of urban ACFs with all the life saving/emergency drugs is much better than
proportion rural ACFs. Proportion of private ACFs with all the life saving/emergency
drugs is more than double the proportion public ACFs. Poor drug supply to PHCs has
been documented by an earlier study. (Phadke, A., 1998). The majority (60% or more) of
the private ACFs, both registered and non-registered were found to have stocked all
essential drugs though the R-ACF were further better placed. However, neither the urban
based, or public or R-ACFs were exception to being ‘not fully equipped ACFs’ as regards
life saving/emergency drugs. And such proportion was substantial across all these three
characteristics of the institution.

Table 4.9(b) Availability of life saving/emergency drugs by characteristics of ACFs

Characteristics Availability of life saving/emergency drugs*
of the HCF
Completely** Partially None Total
stocked stocked
Urban 51 (71.8) 20 (28.2) - 71 (100.0)
Rural 18 (40.9) 23 (52.3) 3 (6.8) 44 (100.0)
Public 5(31.3) | 10 (62.5) | 1(6.3) | 16 (100.0)
Private
Regtrd 19 (82.6) 4 (17.4) = - 23 (100.0)
Non-Regtrd 45 (59.2) 29 (38.2) 2 (2.6) 76 (100.0)
Total 69 (60.0) 43 (37.4) 3(2.6) 115(100.0)

* Nine drugs were listed as life saving/emergency drugs.
** ACFs with all 9 of them are coded as ‘Completely stocked’; with less than 9 of them are coded as “partially
stocked’ & with no drugs are coded as ‘lack of life saving drugs’.
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3.5 Essential facilities (Table 4.10) : About 27 per cent (31 of 115) institutions did not
have any back up in terms of generator set in case of failure of electricity supply, not even
for operation theatre. Ambulance and fire fighting arrangements seemed a low priority for
most of the institutions

Table 4.10 Essential facilities

Sr Item Number & percentage of the ACFs where
No they are available
1 | Generator set for :
1.a | Operation theatre alone 22 (19.1)
1.b | OT & Emergency wards/rooms only : 7 (6.1)
l.c | OT and LR only 2(1.7)
1.d | Entire setup 53 (46.1)
[ 2 [ Ambulance [ ' 30 (26.1) |
3 | Fire fighting arrangements available:
3.a | Fire extinguisher 9(7.8)
3.b [ Easily accessible water supply 27 (23.5)
3.c " | Fire extinguisher and easily accessible 4(3.5)
water
N=115§

2.4 Complementary services and facilities

4.1.a Complementary services (Table 4.11): Only about one third of the ACFs had in-
house pathology laboratories. The various tests that are listed above, ideally speaking, are
expected to be conducted. However, in case the providers at these institutions prescribe
these tests for their abortion clients, women had to get these tests done from outside the
HCEF.

Table 4.11 Complementary services

Sr Type of services Number & percentage of the institutions
No where they are available
1 | In-house Pathology laboratory (yes) 38 (33.0)
Urine tests conducted
1.a | Urine sugar 38 (33.0)
1.b | Albumin 37(32.2)
1.c | Urine microscope 33 (28.7)
1.d | Pregnancy 33 (28.7)
2 | Blood tests o
2.a | Blood group (including Rh) 34 (29.60
2.b | Hb percentage (Hb) 37 (32.2)
2.c | Blood sugar 32 (27.8)
N=115
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4.1.b Access to Blood bank: We have earlier seen in chapter III that 114 of the 115 of
our sample ACFs were engaged in providing abortion care up to 12 weeks of gestation,
and only 70 of 115 were providing abortion care up to 20 weeks.

As anticipated, none of the rural based ACF providing abortion care up to 20 weeks had
access to blood bank. (Table 4.12). Even in case of urban institutions only a little more
than half (56.5%) met the legal requirement of access to blood bank.

Surprisingly, even the public ACFs were found to be violating the law as regards access to
blood bank. Of the 8 public institutions providing abortion care up to 20 weeks of
gestation, only 2 had access to blood bank as stipulated in the MTP Act.

Only about 9 (39.1%) of 23 registered MTP centres providing abortion care up to 20
weeks of gestation had blood bank within 5 km.

We conclude that urban institutions stand a better chance of access to blood bank at a
distance of 5 km or less. Either ‘registered” or “public’ status of the abortion care centre

did not ensure compliance with legal specification regarding access to blood bank.

Table 4.12: ACFs engaged in abortion care up to 20 weeks and their access to blood

banks
Characteristic Distance at which blood bank was situated Total
s of ACFs
S km or less More than 5 km No access at all

Urban 26 (56.5) 10 (21.7) 10 (21.7) 46 (100.0)
Rural -- 19 (76.0) 6 (24.0) 25 (100.0)
Public 2 (25.0) 4 (50.0) 2 (25.0) 8 (100.0)
Private

Registered 7 (46.6) 333.3) 3 (20.0) 15 (100.0)
Non-registered 17 (35.0) 20 (41.7) 11 (22.9) 48 (100.0)
Total 26 (36.6) 29 (40.8) 16 (22.5) 71 (100.0)

2.4.2 Complementary facilities (Table 4.13): The majority of the ACFs had telephone
facility, though not all. Proportion urban (69.0) was slightly higher than proportion rural
(65.9) with telephone facility. Proportion private (72.7%) was much higher compared to
proportion public (37.5) ACFs equipped with telephone facility. Food facility at the
institutions even for clients seemed a rare facility.

Table 4.13 Complementary facilities

Sr Type of facilities Number & percentage of the ACFs where
No they are available
1 | Telephone facility (available) 78 (67.8)
2 | Food facility available for :
2.a | Users of health care (clients) 4 (03.5)
2.b | Users and relatives 1(00.9)
2.c | Room/gas for cooking 9 (07.8)
N=115
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3. ASSESSMENT OF MINIMUM PHYSICAL STANDARDS: A COMPOSITE
ANALYSIS

Compléte set of equipment/instrument for conducting abortion procedure; for
administering anaesthesia and/or to meet resuscitation needs; complete set of life saving
/emergency drugs and an operation table are considered to constitute the minimum physical
standards for providing abortion services at a particular HCF. Health care institutions,
therefore, were assessed to examine the extent to which they were equipped with these
minimum physical standards.

Composite analysis (Table 4.14) brings down the number of ACFs which meet the
minimum physical standards requirements in totality to as low as 18, constituting a mere
15.7 per cent of the total 115 ACFs studied. Majority of the ACFs are equipped with either
three or two of the four sets of physical standards requirement. Proportion of the
completely equipped ACFs as regards minimum physical standards is better in case of the
urban based compared to rural based, in private ACFs compared to public, and in
registered ACFs compared to non-registered ones.

Table 4.14 Availability of minimum physical standards for abortion care by
characteristics of ACFs

Characteristics Availability of essential equipment and life saving drugs* Total
of the
institutions All** Three Two One None
essentials essential é
Urban 14(19.7) | 32(45.1)| 16(22.5) 7 (9.9) 2(2.8) 71 (100)
Rural 4(9.1) 9(05)| 17(38.6) 9 (20.5) 5(11.4) 44 (100)
Public | 2@025] 33088 63715 4050] 1(6.3)| 16 (100)
Private
Registered 8(34.8) | 10 (43.5) 4(17.4) 1(4.3) - 23 (100)
Non-registered 8(10.5) | 28(36.8) [ 23(30.3)| 11(14.5) 6(7.9) 76 (100)
Total 18 (15.7) | 41 (35.7) | 33(28.7) | 16 (13.9) 7 (6.1) 115 (100)

* These include (1) complete set of equipment/instrument for conducting abortion procedure; (2) complete
set of instruments and equipment for administering anaesthesia and/or to meet resuscitation needs; (3)
complete set of life saving /emergency drugs and (4) an operation table.
**All essential: ACFs with all the above mentioned sets
Three essentials: ACFs with three of the four essentials instruments/equipment and drugs

Two essentials: ACFs with any two of the four essential instruments/equipment and drugs
One essential: ACFs with any one of the four essentials instruments/equipment and drugs
. ACFs with none of the four essentials instruments/equipment and drugs

None
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4. SUMMARY & CONCLUSIONS

Availability of spaces and their physical condition

By and large the spaces or zones, such as, waiting rooms, wards, consulting rooms.
were available at almost all health care facilities.

At substantial number of ACFs the same space was shared for labour room and
operation theatre. This consequently would subject the users of health care services,
especially of surgical care including abortion care, to less than sterile conditions. Users
as a result, would be more likely to suffer morbidity post operatively.

There was lack of basic hygienic condition at sanitary blocks at about 43.5 per
cent ACFs despite availability of running water. These are potential situations to
cause infections to the users. It also suggests a low priority of owners of the health
care facilities for clients’ right to clean and hygienic health care services.

Availability of essential equipment, instruments and drugs

Only little more than a quarter (27 %) of the ACFs was equipped fully and
completely with essential anaesthetic and resuscitation equipment. Only a quarter
of the public ACFs were completely equipped . Only about half of the private R-ACFs
were completely equipped with these essentials.

About 62.6 per cent of the ACFs were fully equipped as regards the surgical
instruments required for MTP procedures. Only a little more than a half of the public
ACFs was equipped fully. About little less than three quarters of the private R-ACFs
were fully equipped.

About 60 per cent of the ACFs stocked all the life saving drugs. Only about a
little less than one third of the public ACFs were completely stocked with essential
drugs. A large majority of the magnitude of a little more than four fifths of the private
R-ACFs was completely stocked with essential drugs.

About 73 per cent ACFs were equipped with generator sets at OTs to manage the
situations of failure of electricity supply. This as a consequence leaves a substantial
number of users at risk who avail services from the rest of the facilities.

Composite analysis of essentials (equipment, instruments and drugs) has
brought down the number of fully equipped ACFs for safe abortion care services
to as meagre as 18 ACFs of 115. Of these, 2 were public and 8 each were private R-
ACFs and NR-ACFs. :

This clearly indicates that women have weak chances of receiving abortion care in
an infrastructurally sound and equipped set up. This, as a consequence, exposes
women to fatal risks.

It once again proves that neither the public ACFs nor the private registered ACFs
comply with the MTP Act as regards stipulated minimum physical standards.
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* At the same, it again proves that not all non-registered ACFs are unsafe as regards
abortion service provision.

= It also reflects on the fact that the MTP Act is being poorly implemented.
Availability of complementary services and facilities

* Only about one third or less ACFs had in-house facilities to provide services,
such as, pathological diagnostics. Lack of these complementary services in-house
causes not only physical inconvenience in terms of time, energy and money but women
also have to desist their concerns and priority for ‘confidentiality’.

* There were no complementary facilities, such as, boarding arrangements,
telephone facilities at about 93 to 97 per cent of the ACFs. Absence of these
would cause inconvenience, for obvious reasons, to women seeking abortion care
and to those who accompany her.

*  Thus, the majority of the ACFs are neither sound in terms of medically prescribed minimum
physical standards nor do they meet women’s expectations of quality of care.
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Chapter V

HUMAN POWER: AVAILABILITY, STRENGTH &
PROFESSIONAL COMPETENCE

Heads of institutions

Abortion care service providers

Anaesthetists

Consultants

Laboratory Technicians

Nurses

Aayas and ward boys

Professionally competent service provider and essential services: a composite
analysis

Summary and conclusions

QPO BB

A

The chapter presents data on human power at sample 115 ACFs in the study area. As
explained in the quality of abortion care model, the heads of the institutions (HI) as
administrative heads, abortion care service providers (APs), anaesthetists (ANs),
laboratory technicians (LTs), nurses, aayas, ward boys and enquiry attendants constitute
human power at ACFs. Of these APs and ANs form essential service providers while
the rest form complementary ones.

An assessment of human power in made in terms of (1) availability of professionally
competent service providers and (2) their numerical strength'. Data obtained from
115 sampled ACFs on these aspects are used for the purpose. Differential across
urban/rural; public/private and registered/non-registered are examined. For each of the
service provider categories, the data are organised along the two aforesaid aspects.

We found, as often is the case in health care delivery system, that individuals played more
than one role vis-a-vis one particular ACF. For instance, an HI was also an AP for a
particular ACF and was the dominant trend that we observed in the study area. Besides, a
particular service provider from some of the above mentioned categories, rendered her/his
services to more than one ACF. As result, we observed that in a given restricted
geographical area, a group of service providers formed the network of service provision
by catering to more than one service delivery points. This was observed especially in case
of APs and ANs. This we treated as a service link/contract. Thus, an individual service
provider had more than one type of relationship with a particular ACF and one
particular ACF had multiple service providers. This has implications, either positive or
negative, to users of services depending upon the extent to which qualified professionals
are engaged in attending multiple service delivery points. A

! Staff strength in terms of adequacy vis-a-vis case/client load is a useful concept for assessment of quality
of care. However, we did not study it for lack of systematic data on client load.
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An individual institution remains the unit of analysis as was the case for data presented in
the earlier chapters. In addition, it was required to analyse services links established
through service provision by an individual to a one or more ACFs.

1. HEADS OF INSTITUTIONS (HIs)

Heads of the institutions are the administrative heads of the health care facilities. Though
they need not necessarily be medicos, in Indian context they often are. They, therefore,
are termed as owner-doctors. Regardless of their medical background, they certainly are
the decision-makers and managers of the set-up. The managerial decisions and policy vis-
a-vis the set-up are decided by them. Quality of care that is available depends much upon
their decisions. As far as abortion care is concerned, they would also play an important
role in deciding as which women could avail of abortion care services.

1.1 Profile: Males though dominated (65.2%) the position of head of an institution,
substantial number (34.8%) of institutions were headed by females. A/l HIs were medicos.
About a little more than two fifths of the HIs were qualified for abortion service
provision as they were either gynaecologists- either post graduates or diploma holders or

were trained in conducting MTPs. Non-allopaths headed about a little less than one third
of ACFs.

1.2 Qualification of heads of institutions by characteristics of ACFs (Table 5.1)

Except about one fifth (21.1%), the rest of the urban based ACFs were headed by
allopaths. About half of the urban ACFs were headed by gynaecologists. The pattern was
almost exactly reverse in case of rural based ACFs. About 45 per cent of them was headed
by the non-allopaths. This also confirms the earlier researched trends as regards general
health care services that allopaths are less attracted to rural areas to establish their practice
leaving larger rural population at hands of non-allopaths who often engage themselves in
Ccross practice.

A much larger number of the private ACFs was headed by gynaecologists compared to the
public ACFs. Of the total ACFs headed by gynaecologists, except two, the rest all were
private ACFs. Two of the public ACFs were headed by non-allopaths. This suggests that
the public ACFs are mostly supported by non-specialised practioners. Lack of availability
of health care services of gynaecologists has been articulated even by rural women and
thus their choice for private practitioners, almost out of ‘no choice’ situations’.

Of the total private R-ACFs a large majority (87%) was headed either by gynaecolgists or
MTP trained allopaths. In case of the private NR-ACFs, such a proportion was only less
than one third. However, inferences about safety of abortion care services would not be
drawn based on this as ACFs are expected to acquire MTP registration against
qualification of AP/s and not of HI. At the same, given the low compliance with any of
the medical legislations on part of the medical fraternity in general, it would not be
surprising to find if unqualified HIs are enaged in providing abortion care services.

Table 5.1 Qualifications of HIs by characteristics of ACFs
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Characteristics Qualification of heads of institutions
of the Gynaecs Allopaths +  Other Non- Total
Institution (DGOs & MDs) MTP trng non-gynaec  allopaths
allopaths
Urban 35 (49.3) 34.2) 18 (25.4) 15 (21.1) 71 (100.0)
Rural 6 (13.6) 6 (13.6) 12 (27.3) 20 (45.5) 44 (100.0)
Public [ 20125 | 5313) |  7(4338) 2 (12.5) 16 (100.0)
Private
Regtrd 18 (78.3) 2 (8.7) 1 (4.3) 2(87) | 23(100.0)

Non-Regtrd 21 (27.6) 202.6) | 22(289) | 31(40.8) | 76 (100.0)

Total 41 (35.7) 9(7.8) | 30(43.3) | 35(30.4) 115 (100)

2. ABORTION CARE SERVICE PROVIDERS (APs)

All those individuals mentioned by the HIs as abortion service providers at their ACFs were
considered for analysis of APs. These include HIs themselves if they were engaged in
abortion service provision. In all 121 APs were identified by Hls of 115 ACFs. We
interviewed 116 of them, as the rest could not be contacted.

2.1 Profile (Table 5.2): A larger number of the APs were males. More than half were
doing abortion practice for more than 11 years. Of the total APs, only a little more than
half were qualified as per the MTP Act for conducting MTP procedures. About more than
a quarter of the APs were non-allopaths. This shows that a large number of untrained APs
are engaged in providing abortion care services in the study area.

ChV

Table 5.2 Profile of abortion care providers

Characteristics of AP I Freq [ %
Sex
Male 72 62.9
Female 44 37.1
| Age (in yr) :
35 years or less 38 32.8
36-45 years 47 40.5
46 years and above 31 26.7
Years of abortion practice
Upto 5 years 7 23.3
6-10 years 21 18.1
11-20 years 54 46.6
More than 20 years 14 12.1
Qualification
Gyneac (DGOs & MDs) 50 43.1
Allopath + MTP trg 11 9.5
Other allopaths 23 19.8
Non-allopaths 32 27.6
N=116
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2.2 Service contracts (Table 5.3): As explained initially in the chapter, we could identify
158 service contracts formed by 116 APs. An individual service provider forming a
service link also means her/his services are sought by others.

The majority (60.1%) of the providers forming the service contracts is owner-doctors. In
general, not too many were regular employees at ACFs. A little more than quarter were
providing services either on call or were attached to ACFs. Employment status of the
abortion service providers, therefore, indicates that the trend is ‘not to be dependent’ on
other providers unless required in case of emergency.

It was also examined as to who (which characteristics of the APs) are better sought than
the others. The data show that (Table 5.4) more of the male providers compared to
females serve more than one ACF. The gynaecologists were the most sought (58 %)
abortion service providers compared to other providers. Suprisingly, even the services of
non-allopaths were sought, though a meagre percentage.

Table 5.3 Profile of APs constituting the service contracts

Characteristics of AP Freq % | % formation of the
constituting service contracts service contracts*
Sex

Male 105 66.5 45.8
Female 53 33.5 20.5
Qualification

Gyneac (DGOs & MDs) 79 50.0 58.0
Allopath + MTP trg 13 8.2 18.2
Other allopaths 32 20.3 28.1
Non-allopaths 34 21.5 6.3
Employment status

HI as AP 95 60.1 NA
Regular employee 7 4.4 NA
Attached 11 7.0 NA
On call 31 19.7 NA
Spouse/son/dr-in-law 14 8.8 NA

N = 158 service contracts
*Calculated using percentage of difference between number of service contracts and APs in
respective categories

2.3 Service contracts by characteristics of ACFs (Table 5.4): In general, the patterns
across these three analytical categories are consistent with the earlier ones. In that,
larger proportion of the urban based ACFs; larger proportion of the private ACFs; and
larger proportion of the private R-ACFs than their respective counter categories are
supported by appropriately qualified APs. For instance, three quarters of the service
contracts with the private R-ACFs were constituted by gynaecologists. Of the total service
contracts with private NR-ACFs, about fifty per cent was constituted by non-qualified
abortion service providers. The majority of non-qualifieds (non-gynaecologist allopaths
and non-allopaths) APs are with NR-ACFs. Neither the public ACFs engaged in abortion
care service provision nor the registered ACFs are free from service provision by non-
qualified abortion service providers.
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Table 5.4 Qualification of APs forming service links by
characteristics of ACFs

Characteristics Qualification of APs constituting service contracts
of the ACFs
Gynaecs Allopaths + Other Non- Total
(DGOs & MDs) MTP trng  non-gynaec  allopaths
: allopaths
Urban 54 (58.1) 4 (4.3) 17 (18.3) 18 (19.4) 93(100.)
Rural 25 (38.5) 9 (13.8) 15 (23.1) 16 (24.6) 65 (100)
Public | 6273) | 8364 | 673 | 2(.1) | 22(100)
Private )
Regtrd 22 (75.9) 3 (10.34) 1(3.5) 3(10.3) 29 (100)

Non-Regtrd 51 (47.7) 2(1.9) 25 (23.4) 29 (27.1) | 107(100)

Total 79 (50.0) 13 (8.2) 32 (20.3) 34 (21.5) | 158(100)

2.4 Abortion service support by other than HIs (Table 5.5): About 82.6 per cent
(95/115) of the total ACFs were self supported as regards abortion care services. This
clearly indicates indulgence of untrained APs, either allopaths and/or non-allopaths, in
abortion care service provision. This is because as seen earlier only 43.5 per cent of the
HIs were qualified to provide abortion care services. (Table 5.1). Of those self supported,
about three quarters did not seek abortion services from anybody and about a quarter did
seek abortion services from others in addition. At the rest, where HI did not provide
abortion care, 70 per cent of the ACFs sought abortion service from at least one AP. Of
the 72 institutions which were not supported by any additional APs other than HI, 28
(38.9 %) did not have either consultants or referral system to fall back upon; in case of
another 28, consultants were invited and the rest 16 institutions (22.2%) reported to have
referral system to fall back upon.

Table 5.5 APs other than HIs

Whether HI Number of APs other than Hls Total
provides abortion number of
services at his own One Two Three No ACF

ACF Additional AP
Yes 13 (13.7) 6 (6.3) 4(4.2) 72 (75.8) 95 (100.0)
No 14 (70.0) 6 (30.0) -- -- 20 (100.0)
Total 27 (23.5) | 12 (10.4) 4 (3.5) 72 (62.6) | 115 (100.0)

2.5 Abortion service support sought by characteristic of ACFs ( Table 5.6)

The analysis of service contracts/links enhances understanding of the entire range of

professional competence as regards abortion care service providers that was available
through these ACFs. But it does not tell us availability of qualified abortion providers at
a particular ACF. For this, the unit of analysis was shifted from ‘service contract’ to
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‘ACF". From among the multiple service providers at a particular ACF, the one with
highest qualification was considered for this analysis®,

As seen earlier (Table 5.5), not all ACFs were supported by APs by other than HIs.
Analysis of qualifications of such APs across that of HIs would help us understand as to
who seeks such support and what level of professional competence is sought by them.

Data show that higher the qualification of HlIs, less is the need for them to depend on
such contractual services. (Table 5.6). The majority of the ACFs headed by
gynaecologists, thus is self-reliant and appears to be logical. However, tendency of being
self reliant of HIs who are not qualifide for providing abortion services, at least in legal
sense is worrisome. This, therefore, requires further exploration. The ACFs whose heads
are not engaged in abortion service provision seem to be depending upon
outsiders/contractual services but not necessarily upon qualified APs in a stricter sense.
This also needs a further exploration.

Table 5.6 Availability of qualified abortion service support:
Abortion service support from outside

Qualification of Qualification of an abortion provider* Total
Heads of
institutions Gynaecs Allopaths Other Non-allopaths No

(DGOs & MDs) + MTP trng allopaths outside

APs
Gynaecs (DGOs 7017.1) -- -- -- 34 (82.9) | 41(35.7)
& MDs)
Allopaths + 1(11.1) 1(11.1) -- -- 7 (71.8) 9(7.8)
MTP tmg
Other allopaths 3 (15.0) -- 1(5.0) 1(5.0) 15 (75.0) | 20(17.4)
Non-allopaths 3(12.0) -- 3 (12.0) 3 (12.0) 16 (64.0) [ 25 (21.7)
Heads (HI) are 13 (65.0) 2 (10.0) 3(15.0) 2 (10.0) - | 20Q174)
not abortion
providers (AP)
Total 27 (23.5) 3 (2.6) 7 (6.1) 6 (5.2) 72 (62.6) | 115(100)

*From among the multiple service providers with a particular ACF, the one with highest qualification is considered here. Heads
of the institutions who were providing abortion care were excluded from ‘multiple service providers’ (Q_aaptop)

2.6 Availability of qualified APs by characteristics of ACFs (Table 5.7):

To understand as to how many ACFs were equipped with qualified APs regardless of their
status as HI, analysis at the level of ACFs was done. From among the multiple APs at a
particular ACF, the one with highest qualification was considered for this analysis.

Though the majority (61.7%) of the ACFs has at least one qualified AP, a substantial
number (38.3%) was supported only by non-qualifides (non-gynaec allopaths and non-
allopaths) APs. More of the urban based ACFs seem to be better supported than that of
rural based. Of the private registered ACFs, a large majority is supported by qualified APs.

2 This is a little liberal way of analysing the institutions as regards professional competence that they are equipped
with. This is because the underlying assumption is that all the clients of a particular institutions are attended to by the
one with the highest qualification from among the multiple service providers, which may or may not be true. ‘Multiple
service providers’ do not include heads of institutions who were providing abortion care.

® “Multiple service providers’ also include heads of institutions who were providing abortion care.
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Abundance of non-qualifide providers in the private non-registered ACFs is more than
clear. A substantial number of the public ACFs is not supported by qualified APs.

These trends raise a lot of questions regarding the MTP registration procedure and also
about the quality of post MTP registration monitoring mechanism that exists today. It
also reflects on poor compliance on part of HIs. A large number of non-registered ACFs
are supported by qualifide APs (gynaecs and MTP trained allopaths). This requires us to
understand the reasons behind they running the risk of not registering their institutions
despite meeting at least one of the major legal requirements in terms of qualifications of
abortion providers. This certainly requires, in addition to the need to look into
implementation of the MTP Act, an analysis of attitudes of heads of institutions towards
medical legislation, social accountability and also an overall awareness level. Besides, the
economics of individual health care institutions also needs to be looked into to explore the
relationship between non-registered status of a particular ACF and enhanced profit
margins, if exists any.

Table 5.7 Availability of qualified APs by characteristics of ACKsy

Characteristi Qualifications of AP*
cs of ACFs
Gynaecs Allopaths + Other Non- Total
(DGOs & MDs) MTP trng allopaths allopaths
Urban 45 (63.4) 3(4.2) 14 (19.7) 9(12.7) 71 (100.0)
Rural 16 (36.4) 7 (15.9) 9 (20.5) 12 (27.3) 44 (100.0)
Public | 30188 | 6375 | 63715 | 1(6.3) | 16 (100.0)
Private
Regtrd 19 (82.6) 2 (8.7) -- 2(8.7) 23 (100.0)

Non-Regtrd 39 (51.3) 2 (2.6) 17 (22.4) 18 (23.7) 76 (100.0)

Total 61 (53.0) 10 (8.7) 23 (20.0) 21 (18.3) 115 (100)

*From among various service contracts with a particular institution including heads of institution providing abortion
care (Q-aphtop), the one with the highest qualification is considered for this analysis.

3. CONSULTANTS AND REFERRAL: BACK-UP IN ABORTION
CARE EMERGENCIES

Generally, seeking consultants’ services and relying on referral are the ways to deal with
emergencies. The situations arise because a particular health care facility may not be in
position at times to attend to the health care needs with the help of given resources, both
in terms of professional competence of the service providers and various infrastructural
facilities. For any health care facility it is advisable to have consultants and referral system
in place to fall back upon in case of emergencies.

In abortion care, the significance is also because a large number of ACFs are found to be
ill-equipped as regards minimum physical standards and professional competence of
abortion service providers thereby potentially increasing the chances of situations requiring
such a support structure or back-up system.

Our data show that about 40 per cent of the ACFs invited consultants and about 20_per
cent had some referral system in place. About 40 per cent of ACFs did not invite either
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consultants or had any referral system in place. (Table 5.8). Almost about half (52.1%) of
the urban based ACFs invited consultants rather than depend on the referral system. The
trend is reverse in case of rural based ACFs. This is logical because rural based ACFs will
have less scope to depend upon consultants. Proportion of public ACFs inviting
consultants and having referral system was higher than the respective proportion of private
ACFs. As we are aware the referral system in public health care sector is set and is much
better compared to that prevail in the private health care sector. However, there existed,
though a comparatively smaller number, public ACFs without either of these back-up
services. Compared to private R-ACFs, a larger proportion of private NR-ACFs relied
upon consultants’ services in case of emergencies and had referral system in place. The
explanation could be in terms of better supported R-ACF by adequately and appropriately
trained APs that we discussed earlier in this chapter.

The trends in general are reverse over urban/rural; private/public and registered/non-
registered than that were exhibited till now on other aspects of quality of abortion care.

Table 5.8 Type of back-up in abortion emergencies by characteristics of ACFs

Characteristi Type of back-up available in case of emergencies in abortion care
cs of the
ACF Consultants Referral None Total
Urban 37 (52.1) 5(7.0) 29 (40.8) 71 (100.0)
Rural 9 (20.5) 18 (40.9) 17 (38.6) 44 (100.0)
Public | 7(43.8) | 5(31.3) | 4(25.0) | 16 (100.0)
Private
Regtrd 6 (26.1) 1(4.3) 16 (69.6) 23 (33.9)
Non-Regtrd 33 (43.4) 17 (22.4) 26 (34.2) 76 (66.1)
Total 46 (40.0) 23 (20.0) 46 (40.0) 115 (100.0)

4. ANAESTHETISTS

Services of a technically competent anaesthetist during the first trimester abortion care are
critical to the safety of women undergoing abortion. It is also a legal requirement as per
the MTP Act. Second trimester abortion care does not require anaesthesia to be
administered. Clinical studies on adequacy and safety of local anesthesia (LA) and general
anaesthesia (GA) for abortion procedures have shown that the former is adequate and safe
for the first trimester abortion procedures. (ref...). With some exceptions, it is advised that
general anaesthesia should not be administered as it involves much higher risks compared
to LA. These studies concluded that LA in combination with sedatives is sufficient during
the first trimester abortion care. In Indian context, the hospital based studies have shown
that providers prefer GA over the LA. (ref..). The often quoted reasons by the providers is
that it is easier for them to deal with the woman and the procedure. Further, according to
them it cause less or no trouble to women. However, it means more business to them as
woman has to pay more for anaesthetic services and also in most of the cases she may
have to stay overnight at the institution. The recent studies indicate declining use of GA
(ref..). Tt is, therefore, clear that unnecessary use of GA during the first trimester abortion
care is irrational and unethical practice, too. Women are unnecessarily exposed to higher
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risks and also are forced to bear unnecessary expenses towards abortion care that she
receives.

Anaesthetists are available either in-house constituting the regular staff or may provide
services ‘on call’ basis depending upon the load of surgical procedures requiring such
services. Anaesthetists’ services are involves substantial fees the reasons of the expertise
- required and risks involved.

4.1 Profile (Table 5.9): Only 30 anaesthetists were identified during the survey. Males
clearly dominated anaesthetic services. Though the majority was qualified, non-qualifieds
were not absent. And the latter were from Indian Systems of Medicines.

Table 5.9 Profile of anaesthetists

Characteristics - | Frequency
Sex

Male 21 (70.0)
Female 9 (30.0)
Qualifications

MD -Anaesthesia 13 (43.3)
MBBS, Dipl in anaesthesia 13 (43.3)
BAMS + Anaesthesia course 1(3.3)
DASF 1(3.3)
BAM&S 2(6.6)

N=30

4.2 Service contracts (SCs) (Table 5.10): Anaesthetists also formed multiple service
contracts. The thirty anesthetist formed 172 service contracts with 71 ACFs giving an
average of 2.4 anaesthetists per ACF. Thirteen allopaths with diplomas in anaesthesia
constituted the majority of (60 %) of SCs. Thirteen of post graduate anaesthetists
constituted another substantial number (36.6%) of SCs. The four unqualified indulging
into anaesthesia services did not seem to be in demand as they exhibited no additional
service contracts. '

The average number of service support links show that it is clearly skewed in favour of
urban based ACFs; of private based ACFs. Thus, the differentials are more sharp on
account of location and type of ACFs. It is slightly more for NR-ACFs compared to R-
ACFs.

ChV y 94
Human power: Availability, strength & professional competence



Table 5.10 Qualification of anaesthetists constituting service contracts by
characteristics of ACF

Characteristics Qualification of anaesthetists constituting service contracts
of the Institution

] Anaesthetists Anaesthetists Non-allopath+ Non-allopaths Total  Average*

(MDs) (MBBS+ course in (DASF/BAMS/
diploma) anaesthesia BAM&S)

Urban 51 (35.2) 91 (62.8) - 3(2.1) | 145(100.0) 2.6
Rural 12 (44.4) 13 (48.1) 1(3.7) 1(3.7) 27 (100.0) 1.6
Public [ 4333) | 7(583) [ - | 183) | 12(100.0) | 17
Private

Regtrd | 20 (426) | 27(57.5) = — | 47(100.0) 22

Non-Regtrd | 39 (34.5) 70 (61.9) 1(0.9) 3(2.7) |113(100.0) 2.5

Total 63 (36.6) | 104 (60.5) 1 (0.6) 4(2.4) 172 (100) 2.4

*Average SC constituted by anaesthetists. These exclude 44 ACFs which were not supported by any anaesthetist. Eg.
Of the 71 total urban based ACFs, only 55 which were supported were counted while arriving at averages.

4.3.a Service support by anaesthetists (Table 5.11): The 30 anaesthetists were meeting
needs regarding anaesthetics services of 71 of 115 institutions from the study area. The
rest 4438.3%) ACFs did not have these services. It is to be noted that except one, all the
ACFs from the sample offered first trimester abortion services which require ACFs to be
equipped with these services. The risks involved on account of non-qualified in these
services are life threatening and fagél. Against this backdrop then, about 12.12 per cent of

non-qualifieds engaged in these services is a distressing situation.

A considerable number of institutions had more than one anaesthetists which is mostly
because of the very specific nature of these services (Table 5.11). The advantage of
multiple anaesthetists being linked to a particular ACF are obvious given the nature of
their ‘on-call’ nature of services. Multiplicity enhances their availability when required.
Thus, it reduces chances either of women being denied abortion care services or of women
having to take the trouble of making another visit. Or else they are exposed to unsafe
abortion care in absence of qualified anaesthetist in situations of such requirement.

Table 5.11 Service support by anaesthetists

Number of Anaesthetists Freq & %
Self 1(0.8)
One 25 (21.7)
Two 19 (16.5)
Three 11 (9.6)
4 & more 15(13.4)
No anaesthetist 44 (38.3)
N=115

4.3.b Availability of technically competent anaesthetists by characteristics of ACFs
(Table 5.12): To understand as to how many ACFs were equipped with qualified
anaesthetist/s, analysis at the level of ACFs was done. From among the multiple
anaesthetists providing services at a particular health care facility, the one with highest
qualification was considered for this analysis.
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Of total urban based ACFs, the majority (74.6%) was supported by qualified anaesthetists’
services. Of the total _rural based ACFs, only 36.4 per cent were equipped with these
services. Of the total ACFs without anaestHEthTts services, the rural based ACFs
constitute the majority (63.6%, 28 of 44). Except a small number (8.7%), a large majority
of the private R-ACF's were supported by qualified anaesthetists. The private NR-ACFs
had a h‘lajor share (75%, that is 33 of 44) among those not having th these services.
However, a little more than half of them were supported by qualified anaesthetists. Of the
total public ACFs, only 37.5 per cent were supported by qualified anaesthetists while 62.6
per cent (62/99) of the private ACFs were supported by these services.

The differentials across the analytical categories exhibit similar trends as observed
earlier. The urban based ACFs are better placed. Not all public ACFs were supported by
these essential services. Not all NR-ACF's were ill-equipped as regards anaesthetists.

Table 5.12 Availability of qualified anaesthetists by characteristics of ACFs

Characteristi Qualifications of anaesthetists* Total
cs of the
ACFs Anaesthetist with Not qualified No anaesthetist
MDs &/or Diploma  (DASF & BAM&S)
Urban 53 (74.6) 2(2.8) 16 (22.5) 71 (100.0)
Rural 15 (34.1) 1(2.3) 28 (63.6) 44 (100.0)
Public | 6 (37.5) | 1(6.3) | 9(56.3) | 16 (100.0)
Private
Regtrd 21 (91.3) -- 2.7 23 (100.0)

Non-Regtrd 41 (53.9) 2(2.6) 33 (43.4) 76 (100.0)

Total 68 (59.1) 3 (2.6) 44 (38.3) 115 (100.0)

*From among various service contracts with a particular institution of anaesthetists, the one with the
highest qualification is considered for this analysis.

5. LABORATORY TECHNICIANS (in-house)

Service provision by in-house laboratory technician (LT) are not essential at ACF either
legally or medically. However, from women’s pespective, these services being in-house is
of significance.

5.1 Profile (Table 5.13): There were 47 laboratory technicians who provided pathology
services to 41 of the 115 ACFs. The majority of them were males. A large majority
(72.3%) of the LTs were diploma holders. Non-qualified constituted a considerable
number.
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Table 5.13 Profile of Laboratory technicians

Characteristics I Freq [ %
Sex

Male 29 61.7
Female 18 38.3
Qualifications

Degree in lab tech 1 2.1
Diploma in lab tech 34 72.3
Certificate in lab tech 1 2.1
In-house training/expereince 3 6.4
Non-qualified 7 14.9
No information 1 2.1

N =47

5.2 Availability of qualified LTs by characteristics of ACFs (Table 5.13): Not all
ACFs were supported by services of laboratory technician. A large number (64.4%) of the
ACFs did not have LTs as part of their regular staff.

The pattern of availability of these services across urban/rural differs from the earlier
trends. In that, a larger proportion of the rural based ACFs are equipped with these
facilities compared to urban based ones. Availability of full-fledged patholgy laboratories
in urban areas could be one of the plausible explanations for this pattern. The pattern
across private R-ACFs and NR-ACFs is in line with the earlier ones. An overwhelming
majority of the R-ACFs was equipped with these facilities. Also, a larger number of the
public ACFs have these facilities in-house. However, not all public ACFs were in position
to have them in-house. The direct implications of these are, either women undergo
abortion procedure without providers conducting these tests or if prescribed, women have
to get them done from outside which mostly means approaching the private facilities and
paying for these tests.

Table 5.13 Availability of laboratory technicians

Characteristics Whether LT is available In-house Total
of the Institution
Yes No
Urban ' 23 (32.4) 48 (67.6) 71 (100.0)
Rural 18 (40.9) 26 (59.0) 44 (100.0)
Public | 9 (56.3) | 7(43.7) | 16 (100.0)
Private
Regtrd 14 (60.9) 9 (39.1) 23 (100.0)

Non-Regtrd 18 (23.7) 58 (76.3) 76 (100.0)

Total 41 (35.7) 74 (64.3) 115 (100.0)

N = 118, figures in braces are the column percentages.
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Of the ACFs supported by in-house services of a laboratory technician, the majority (33
of 44) had one such technician.

6. NURSES

Nursing care constitutes one of the essential services in case of abortion service provision
as stated in the Maharashtra State level Rules and Regulations. Availability of nursing care
from women’s point of view is significant.

6.1 Profile and availability: As generally is the pattern, women shouldered the
responsibility of nursing care. About 79.1 per cent of the ACFs (91 of 115) did have
nurses to attend to their clients’ nursing care needs. (Table 5.14). However, of those who
did not have nurses, the share of rural based, private ones and the private NR-ACFs were
more compared to their counterparts in urban areas, public ones and R-ACFs. All the
public ACFs were supported by nurses. Not all private R-ACFs were supported by
nursing care.

Table 5.14 Availability of nurses

Characteristics of the ACFs Availabililty of nurses Total
Yes No
Urban 62 (87.3) 9(12.7) 71 (100.0)
Rural 29 (66.0) 15 (34.0) 44 (100.0)
Public | 16 (100.0) | ~ | 16 (100.0)
Private
Regtrd 21 (91.3) 28.7) 23 (100.0)
Non-Regtrd 54 (71.1) 22 (28.9) 76 (100.0)
Total 91 (79.1) 24 (20.9) 115 (100.0)

N = 115, figures in braces are the column percentages.

Ninety one of the 115 ACFs (as 24 ACFs did not have any nurses) were supported by
367 nurses. (Table 5.15(a)). That gives an average of 4 nurses per ACFs.

6.2. Qualifications/training: As anticipated about half (52.9%) of the total nursing staff
has acquired training in-house. Such in-house trained nurses were employed at about
more than half of the ACFs. (Table 5.15(a)). The rest of the professionally trained nursing
staff from each category supported comparatively small number of ACFs, for instance, 49
qualified nurses supported only 15 ACFs.

The listed certificate courses were mostly private run. Most of the ACFs in Baramati tehsil
had nurses who completed ‘certificate courses’ in nursing. This atypical trend could
attribute to the nursing training institution that exists in Baramati.
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Table 5.15(a) Type of training of nurses

Type of training of nursing staff Number & % of

Nurses ACFs at which nurses were
‘ ; employed*

Degree holders 49 (13.4) 15 (13.0)
Diploma holders 41 (11.2) 12 (10.4)
Certificate holders 83 (22.6) 28 (24.4)
In-house trained 194 (52.9) 61 (53.0)
Total 367 (100.0) 115

* Not mutually exclusive.

Of the 15 ACFs having degree holder nursing staff, two third were urban based; and one
third private R-ACFs was supported by degree holder nurse (Table 5.15(b)). These also
tend to be large (in terms of number of beds) set ups. Diploma holders do not seem to
exhibit any striking pattern as regards characteristics of ACFs at which they are employed.
Certificate holders are more at urban based ACFs and are in private sector.

Table 5.15(b) Formally qualified nurses by characteristics of ACFs

Characteristics of the Number of ACFs with
institutions
degree diploma certificate
holders holders holders
Rural/Urban
Urban 10 6 21
Rural 5 6
Public/private
Public | 10 | 5| 7
Private
Registered 1 2 5
Non-Registered 4 5 16
Size (Number of beds)
5 or less beds - 2 2
6-15 beds 2 4 19
16-25 beds " 3 5
26 or more beds 6 3 2
Total 15 12 28

6.3 Availability of professionally trained nursing care by characteristics of ACFs:
We further analysed as to the extent to which the ACFs were supported by formally
qualified nursing care service providers. (Table 5. 15(c)). As anticipated, as large as 60 per
cent of ACFs had no single formally trained (degree/ diploma/ certificate) nurse.
Proportions of ACFs with at least one qualified nursing staff shows an ascending trend
along the increasing number of beds at ACFs, indicating a positive association with size of
the ACFs. Larger set ups seem more likely to have qualified nursing staff. In general, the
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pattern is consistent with the earlier ones in that urban based, and private R-ACFs are
better placed than their counterparts. The distinet feature is that all the public ACESs were
supported by at least one qualifted nurse.

Table 5.15(c) Availability of qualified nurses by characteristics of ACFs

Characteristics of Number of ACFs with
the ACF
At least one No qualified Total
qualified nurse Nurse
Urban 32 (45.1) 39 (54.9) 71 (100.0)
Rural 14 (31.8) ] 30 (68.2) 44 (100.0)
Public - | 16 (100.0) | s | 16 (100.0)
Private
Regtrd 8 (34.8) 15 (68.5) 23 (100.0)
Non-Regtrd 22 (28.9) 54 (71.1) 76 (100.0)
Total 46 (40.0) 69 (60.0) 115 (100.00

7. AAYAS AND WARD BOYS

These constitute the complementary services at ACFs and are important from woman’s
point of view. Our data show that not all ACFs were supported by these services. (Table
5.16).

7.1 Aayas: The majority (75.7%) of the ACFs were supported by services of aayas. About
236 aayas supported 87 ACFs giving an average of 2.7 aayas per ACF. Among those
ACFs which did not have, like in other cases, the rural based were more in number
compared to the urban based. Not all the public ACFs were supported by these services.
This perhaps could be explained with the fact that all the public ACFs were equipped with
nurses unlike private ACFs. All the private R-ACFs had aayas to serve the users. The
majority (69.7%) of the NR-ACFs too had aayas. If appears that in the private ACFs,
lack of availability of trained nursing care is compensated by services of aayas.

7.2 Ward-boys: A large number of ACFs (41.7 %) did not have ward-boys. Of the total,
67 ACFs had 169 wardboys giving an average of 2.5 per ACF. Proportion of urban ACFs
without ward boys was much higher than proportion of the rural based ACFs. The
majority of the public ACFs (81.3%) had ward boys. The private NR-ACFs were slightly
better place compared to R-ACFs.

7.3 Enquiry attendant: More than half (56.8%) of even the rural based ACFs had a
person to attend to the enquiries of the clients. All public ACFs were not equipped with
an enquiry attendant. Proportion of the private R-ACFs was more than NR-ACFs as
regards these services. We, however, would like to record here that enquiry attendants
were with multiple job responsibilities and were not with the sole task of attending to
clients’ enquiries.
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Table 5.16 Availability of aayas, ward boys and attendant

Characteristics Availablility of Total
of the ACFs
Aayas Wardboys Enquiry attendant
Yes No Yes No Yes No
Urban 39(83.1) | 12(169) | 36(50.7) [35(49.3) | 47 (66.2) | 24 (33.8) | 71(100.0)
Rural 28(634) | 16(36.4) | 31(70.5) | 13(29.5) | 25 (56.8) | 19 (43.2) [ 44 (100.0)
Public [ 11688) [ 5313 | 13 @813) | 3(18.8) [ 8(50.0) | 8 (50.0) | 16 (100.0)
Private
Regtrd | 23 (100.) = | 11(478) | 12(52.2) | 18(783) | 5(21.7) | 23 (100.0)
Non-Regtrd | 53(69.7) | 23(30.3) | 43(56.6) | 33 (43.4) | 46(60.5 |30(39.5) | 76(100.0)
Total 87(75:7) | 28 (24.3) 6738.3) | 48 (41.7) | 72(62.6) [ 43 (37.4) | 115 (100.)

S3.7.4 The extent to which ACFs are equipped with all the three services providers,
nurses, aayas and ward boys (Table 5.17): Not all ACFs were supported by these
services. There were at least 4 ACFs, which did not have either of these staff employed.
All of them were private NR-ACFs. And 3 of the 4 were rural based. Also they were with
less number of beds. Further, analysis across the three basic analytical categories shows
that the trends are in favour of ACFs which are urban based, public ones and the
registered.

ChV 101
Human power: Availability, strength & professional competence



Table 5.17 Support services of nurses, aayas and ward boys by characteristics of
health care institution

Characteristics Service support of nurses, aayas and ward boys
of the None No nurses*  Nurse/s alone Nurse/s & Total
Institution or with aaya/s &
wb or aaya** whb/s

Urban 1(1.4) 8 (11.3) 35 (49.3) 27 (38.0) 71 (100.0)
Rural 3(6.8) 12 (27.3) 14 (31.8) 15 (34.1) 44 (100.0)
Public g | = | 7 (43.8) 9 (56.3) 16 (100.0)
Private

Regtrd - 2 (8.7) 11 (47.8) 10 (43.5) 23 (100.0)

Non-Regtrd 4(53) | 18(23.7) 31 (40.8) 23 (30.3) 76 (100.0)

Total 43.5) | 20(17.4) 49 (42.6) 15 (34.1) 115 (100.0)

* These either were with only ward boys or only aayas or both together but no nurses

** These either were with only nurse, or nurse & aaya, or nurse & ward boy.

Social workers: No single ACFs offered such services.

8. PROFESSIONALLY COMPETENT SERVICE PROVIDER OF ESSENTIAL
SERVICES: A COMPOSITE ANALYSIS

For a health care facility to be able to provide safe and legal abortion services to women, it
is essential that it is supported by a qualified abortion service providers. Till now, ACFs as
regards availability of qualified human power, were assessed independently for each type
of service providers. This does not tell us the extent to which a particular ACF, at a time,
is equipped with all essential service providers with required and legally stipulated
professional competence. ACFs, therefore, are assessed for simultaneous availability of
qualified abortion service providers and anaesthetist.

The data show that only 53 institutions are supported by both, the qualified abortion
provider/s and qualifed anaesthetist/s. (Table 5.18(a)). Of the total, 29 ACFs do not have
either a qualified abortion service provider or a qualified anaesthetist.

Table 5.18(a) Availability of qualified abortion service providers and anaesthetists

Qualification of abortion Qualification of anaethetist** Total
provider*
Anaesthetist Not qualified No
anaesthetist
(MDs &Diploma) (DASF & BAM&S)
Gynaecs (DGOs & MDs) 49 1 11 61
42.6* 0.9 9.6 53.0

Allopaths + MTP trng 4 1 5 10

3.5 0.9 4.3 8.7
Non-gynaec allopaths 11 - 12 23

9.6 104 20.0
Non-allopaths 4 1 16 21

3.5 0.9 13.9 18.3
Total 68 3 44 115

59.1 2.6 38.3 100.0
N=115

* From among multiple abortion service providers, including heads of institution providing aboriton care, the one
with the highest qualification (Q_aphtop) is considered for this analysis.
** anaethetists, the one with the highest qualification (Q_antop) is considered for this analysis.
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Only about 57.7 per cent of the urban based ACFs are equipped both with a qualified
abortion service providers and a qualified anaesthetist. (Table 5.18(b)). Three quarters of
the public ACFs are not equipped with these two essential services simultaneously. A
large majority (82.6%) of the private R-ACFs are equipped with these two essential
services at.a time. Of the total private NR-ACFs, two fifths are equipped with these
services. Larger ACFs tend to be better equipped with these two essential services.

In general, the trends across urban/rural; public/private and registered/non-registered
are in line with those seen in case of various other structural aspects of quality of care.

[ll-supported public ACFs and private R-ACFs and reinforces the two arguments, among
others, those emerged from the data trends. One, the registered status of a particular ACF
does not ensure safe abortion and not all public health care facilities engaged in abortion
care necessarily meet all the legal requirements. Two, not all non-registered ACFs are
unsafe as regards abortion care services. Consequently, it also confirms the issues that
were discussed from time to time in earlier part of the report about medical fraternity’s
low compliance and poor monitoring of the legislative measure by the state administrators,
in general.

Table 5.18(b) Characteristics of ACFs equipped with Qualified abortion service
providers and anaesthetists

Characteristics of the ACFs Number of ACFs with
Qualified APs Non-qualified Total
& AN AP & AN or
no services
Urban 41 (57.7) 30 (42.3) 71 (100.0)
Rural 12 (27.3) 32 (72.7) 44 (100.0)
Public | 4 (25.0) | 12 (75.0) | 16 (100.0)
Private
Registered 19 (82.6) 4(17.4) 23 (100.0)
Non-Registered 30 (39.5) 46 (60.5) 76 (100.0)
Total 53 (46.1) 62 (53.9) 115 (100.0)

9. SUMMARY & CONCLUSIONS
Providers of essential services

® Only a little more than a half of the APs were qualified. More than a quarter
were untrained (for abortion procedures) non-allopaths and about one fifth were
untrained allopaths.

= About two fifths (38.3%) of the ACFs did not have a single qualified AP About
one fifth of the ACFs were served only by untrained non-allopaths. A little more than
two fifth of the public ACFs did not have a single qualified AP. Except a small
percentage (8.7) all the private R-ACFs were served by qualified AP. About a half of
the NR-ACFs were served by a qualified AP.
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In all, 30 anaesthetists supported 71 ACFs. Four of the 30 were non-qualified
anaesthetists.

About two fifth (38.3%) of the ACFs were not at all supported by anaesthetists.
A little more than a half of the public ACFs were not supported by any anaesthetist’s
services. A large majority of about four fifth of the private R-ACFs were equipped
with anaesthetist’s services. About more than a half of the private NR-ACFs were
supported with anaesthetist/s.

Only 53 per cent of the ACFs were equipped simultaneously with the essential
qualified service providers, both APs and ANs. About three quarters of the public
ACFs were not equipped with these essential service providers comprehensively. An
overwhelming majority of about more than four fifth of the private R-ACFs were
supported by “essential service providers. About two fifth fo NR-ACFs were also
supported simultaneously by these essential service providers.

It once again proves that neither the public ACFs nor the private R-ACFs comply
with the MTP Act as regards stipulated qualifications of essential services such
as abortion provider and anaesthetist.

At the same, it again proves that not all NR-ACFs are unsafe as regards abortion
service provision.

Providers of complementary services

In all 47 LTs supported 41 ACFs. Of these the majority (70.3%) were diploma
holders.

The majority (64.3%) of the ACFs did not have in-house services by laboratory
technicians. About two fifth (43.7%) of the public ACFs were lacking such in-house
services. About three fifth of the private R-ACFs were equipped with these services in-
house.

About half (52.9%) of the nursing staff was trained only in-house. About 13.4
per cent were degree holders; 11.2 per cent were diploma holders and 22.6 per
cent were certificate holders.

About three fifth of the ACFs did not have a single formally trained nurse. And
About one fifth (20.9%) of the ACFs were without any nursing care services. All
the public ACFs were equipped with at least one trained nurse. Only about one third of
the R-ACFs had nursing care available by professionally trained one. About one third
of the NR-ACFs were equipped with such nursing care.

About a quarter of the ACFs did not have any aayas. Only about three fifth ACFs had
wardboys.

Thus, a substantial number of ACFs are poorly equipped as regards essential
service providers as well as complementary service providers.
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Table 6.2 Availability of qualified abortion service providers and all the minimum required
life saving drugs

Qualification of abortion Availability of life saving /emergency Total
provider * drugs**
Completely*** Partially Lack of
stocked stocked life saving
drugs

Gynaecologists (MDs & DGOs) 44 (72.1) 17 (27.9) -~ | 61 (100.0)
Allopaths + MTP tmg 4 (40.0) 6 (60.0) -~ | 10 (100.0)
Non-gynaec allopaths 13 (56.5) 9 (39.1) 1(4.3) | 23(100.0)
Non-allopaths 8(38.1) 11 (52.4) 2(9.5 | 21(100.0)
Total 69 (60.0) 43 (37.4) 3(2.6) | 115 (100)

*From among various service contracts with a particular institution including heads of institution
providing abortion care (Q-aphtop), the one with the highest qualification is considered for this analysis.
** Nine drugs were listed as life saving/emergency drugs.
***ACFs with all 9 of them are coded as ‘Completely stocked’;

with less than 9 of them are coded as “partially stocked’ &

with no drugs are coded as ‘lack of life saving drugs’.

2. PHYSICAL STANDARDS AND HUMAN POWER:
ANAESTHETISTS’ SERVICES

Availability of qualified anaesthetist and complete set of the instruments/equipment
required for anaesthesist services (Table 6.3): Such a comprehensive assessment shows
that 26 of 115 ACFs meet these requirements and thus are comprehensively equipped for
anaesthetist services.

Table 6.3 Availability of qualified anaesthetist and complete set of
instruments/equipment for administering anaesthesia

Qualification of anaesthetist Availability of essential equipment for Total
anaesthesia and resuscitation*

Completely**  Partially Lack of No

equipped equipped equipment Infn
Qualified (MDs & Diploma) 26 (38.2) 42 (61.8) - - 68 (100.0)
Not qualified (DASF & BAM&S) - 3 (100.0) -- - 3 (100.0)
No anaesthetist 5(11.4) 23 (52.3) | 13(29.5) 3(6.8) 44 (100.0)
Total 31 (27.0) 68 (59.1) | 13 (11.3) 3 (2.6) | 115 (100.0)

*From among various service contracts with a particular institution (Q-antop) of anaesthetists, the one with the highest
qualification is considered for this analysis.

**Six instruments/equipment were listed as minimum physical standards requirement for administering anaesthesia and/or
to meet resuscitation needs. '
***Completely equipped: ACFs with all six instruments/equipment

Partially equipped  : ACFs with less than six instruments/equipment

Lack of equipment  : ACFs with none of the six instruments/equipment
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3. PHYSICAL STANDARDS AND HUMAN POWER:
A COMPREHENSIVE ASSESSMENT OF ABORTION CARE SERVICES

A particular ACF could be considered as structurally sound as regards quality of abortion
care services if it is supported simultaneously by at least one qualified AP, a qualified
anaesthetist and is equipped with complete sets of 1nstruments/equ1pment for abortion
procedure, for administering anaesthesia and all the minimum required life saving drugs.

Such a comprehensive assessment (Table 6.4 (a) and alternatively 6.4(b)) shows only a
meagre number of 13 of 115, (11.3 %) are equipped for providing abortion care services.

In a stricter sense, only these many are in position to offer safe abortion care services.

The trend of urban based ACFs being better than rural ones and R-ACFs than NR-ACFs
continues. Of the public ACFs only one is equipped to provide safe abortion care. (Table

6.5).

Table 6.4(a) Physical standards and human power:

A comprehensive assessment

Qualification Qualification Availability of essential equipment & life Total
of abortion of saving/emergency drugs***
provider anaesthetist
All Three Two One None
essentials  essential essential essential
Gynaecs Qualified* 12 (24.5) | 25(51.0) 8 (16.3) 4(8.2) - | 49 (100.0)
(DGOs.& MDs)
Not qualified** - | 1(100.0) - - - 1 (100.0)
No anaesthetist 5 (45.5) 4 (36.4) 1(9.1) 1(9.1) | 11(100.0)
Sub-Total 12 (19.7) [ 31 (50.8) | 12 (19.7) 5@B.2) | 11.6) | 61(100.0)
Allopaths + Qualified 1(25.0) 1 (25.0) 2 (50.0) - - 4 (100.0)
MTP trng
Not qualified - - - 1 - 1 (100.0)
(100.0)
No anaesthetist - - 3(60.0) | 2(40.0) - 5 (100.0)
Sub-Total 1 (10.0) 1 (10.0) S (50.0) | 3(30.0) - | 10 (100.0)
Non-gynaec Qualified 3(27.3) 4 (36.4) 3(27.3) 1.1 - | 11 (100.0)
allopaths
Not qualified - - - - - -
No anaesthetist 1(8.3) 1(8.3) 86.7) | 216.7 - | 12 (100.0)
Sub-Total 4 (17.4) 5(21.7) | 11 47.8) | 3(13.0) - | 23 (100.0)
Non-allopaths Qualified 1(25.0) 3 (75.0) 2 2 5 4 (100.0)
Not qualified = - [ 1@00.0 z E 1(100.0)
No anaesthetist . 1(6.3) 4(25.0) 5@313) | 6(37.5) 16 (100.0)
Sub-total 1(4.8) 4 (19.0) 5 (23.8) 5(23.8) | 6(28.6) 21 (100.0)
Grand Total 18 (15.7) | 41(35.7) | 33(28.7) | 16(13.9) [ 7(6.1) | 115 (100.0)
* (MDs & Diploma) ** (DASF & BAM&S)
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Table 6.4 (b) Physical standards and

human power: A comprehensive assessment

Qualification of Qualification of Availability of essential equipment Total
abortion provider * anaesthetist ** & life saving/emergency drugs***
all essential Not all/none
Qualified Qualified 13 40 53
Gynaecs (DGOs & MDs)/ | (MDs & Diploma)
Allopaths + MTP tmg
Not qualified/not - 18 18
available —
Sub-Total 13 58 71
Not qualified Qualified 4 11 15
(Non-gynaec allopaths or | (MDs & Diploma)
non-allopaths)
Not qualified /not 1 28 29
available
Sub-Total 5 39 44
| Grand Total | | 18 | 97 | 115 |

Table 6.5 Characteristics of ACFs with qualified service providers and completely equipped with
minimum physical standards

Characteristics of the institutions Number of ACFs
Rural/Urban
Urban 10 (76.9)
Rural 3(23.1)
Public/private
Public 1(7.7)
Private
Registered 7 (53.9)

Non-Registered 5 (38.5)
Size (Number of beds)
5 or less beds -
6-15 beds 4 (30.8)
16-25 beds 5(38.5)
26 or more beds 4 (30.1)

N=13
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Chapter VII

THE MTP ACT:
KNOWLEDGE AND PERCEPTIONS OF
THE HEADS OF INSTITUTIONS AND THE PROVIDERS

There prevails a large number of private non-registered abortion care facilities everywhere. The
findings, especially on ‘physical standards’ and ‘human power’, the structural aspects of quality
of abortion care, presented earlier in the report clearly bring out the fact that compliance on part
of the medical fraternity is extremely poor. It is therefore logical to explore with the Hls and
APs as to what views they hold about the legislation and what problems do they face as regards
complying with the legislative measures. Non-compliance on their part, obviously, would have
impact on women’s access to safe and legal abortion care. Perspectives of heads of the
institution and providers, therefore, assume a significance in provision of quality abortion care
services to women.

This chapter focuses on the knowledge and perceptions of the heads of the institutions and the
providers. The data, however, needs to be viewed in the larger socio-political context. As we
know, the MTP Act, in addition to specifying ‘the situations under which women could seek
abortion care’, deals with two major aspects of health care institutions: one, it talks about the
minimum physical standards in health care institutions providing MTP care; two, it stipulates
minimum qualifications for abortion providers. Besides, the complementary ‘Rules and
Regulations’, Maharashtra State specifies the minimum qualifications that the assistant
providers and assistant nurses must have. We, therefore, designed a set of questions (semi-
structured) to administer to the HIs (115 respondents) about physical standards of institutions,
and, another set of questions for providers (116 respondents) about qualifications of providers,
assistant providers and assistant nurses.

The chapter presents the data on knowledge and perceptions of a) the heads of the institutions
(HIs) and b) the abortion service providers (APs), about different issues related to the MTP
Act. HIs were asked about their: awareness about the MTP Act, experiences of the registration
procedure, suggestions for improving the registration procedure, and opinions about the
minimum physical standards that are laid down in the MTP Act. Views of APs were sought on:
the minimum qualifications for abortion providers (doctors and assistant doctors), minimum
qualification for the assistant nurses, MTP training facilities with related issues, and their
experiences of the same. However, these data in isolation, without having been complemented
by facts about ground realities would not have provided the required insights. Therefore,
interviews were conducted with c) representatives of the bureaucracy and the faculty of
teaching hospitals. They have given information mainly about the MTP training facilities and
related matters. They have also talked about availability and spatial distribution pattern of the
blood banks and related matters.

Based on the analysis of data', we arrived at some concrete recommendations for improving
women’s access to safe and legal abortion. Towards the end of the chapter, we have raised a few
issues which lie outside the limited scope of abortion care and MTP Act.

! Descriptive responses were quantified to arrive at the figures.
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1. THE MTP REGISTRATION PROCEDURE

Heads of the institutions are involved in MTP registration procedures. We, therefore, elicited
the data on these issues from them and not from abortion service providers.

The public health care institutions engaged in abortion care services do not have to undergo the
registration process like the private ones do. Therefore, the 16 public health care institutions in
our sample of 115 institutions were not asked about registration. Of the remaining 99 private
institutions, 23 were registered. Of the 76 non-registered institutions, HIs of 28 had tried for
registration, while those of 48 had never tried for it.

1.1 Efforts made and problems encountered during MTP registration: We could elicit data
on the problems encountered during the registration process from only 51 (23 registered, and 28
that tried but could not get registration) of the total respondents.

Ten of the 23 Hls, who had registered, said that they did not encounter any problems. Four
mentioned that problems encountered were for the reasons of mismanagement at the
government offices and two others attributed them to corruption there. Seven of them said that
the procedure was very tedious and time consuming.

Heads of 28 institutions could not register despite efforts. They mentioned various reasons for
it. (See Table 1).

Table 1: Why the institution did not get MTP registration?

Reasons N (%)
e No response from the government/concerned authority 16 (57.1)
e Did not meet the criteria stipulated in the MTP Act 4 (14.3)
e Other (not pursued/in process/applications were not 8 (28.6)
available)

N=28 (responses of 28 of 76 non-registered who had tried for MTP registration)

According to 16 Hls, the government authority was responsible for this. The concerned
authority either never responded to their applications, or the inspecting authorities never turned
up or, the application form was not available. Some also added that the concerned
authorities/offices were ill-informed and misguided them. Often, multiple reasons were given.
Some of the reasons given are quoted here:

1. “Have applied (for registration) but haven’t yet got it. Even DHS office does not know about
it. Application forms are not available when one wants to have one. We then requested to one
of the officers there. He told us,

“if you register your centre for MTP, you have to offer abortion services at very low fee.
Instead, registration for FP (family planning operation) is more profitable because of the
government grants.”.

2. If you ask (them) for MTP registration, they keep looking at each other. Not only that, they
Sfurther told us,
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“since you both are qualified, (you) need not seek registration. You are qualified to conduct
MTPs”.”
Heads of four institutions reasoned that the legal criteria for registering a centre are too stringent
and it is not practically possible to meet the conditions. These are some more responses:

3. “No (access to the) blood bank and therefore refused the registration”.

4. “A sister (nurse) is required. Here, (we) don’t get the trained staff. Therefore refused (the
registration)”.

5. “Overall it is a serious problem... Blood bank is required. Qualified nurse is required. These
(criteria) are very problematic (to meet with). Otherwise, I do meet the physical standards (as
per the MTP Acy). ...”

1.2 Why MTP registration was not tried for: Forty-eight HIs had never tried for registration
either because of lack of information about the registration procedure or because they knew that
their institutions did not meet the legal specifications or because they were ill-informed about
the MTP Act and related matters. (See Table 2)

Table 2: Why MTP registration was not tried for?

Reasons N (%)
e Lack of information about the registration process 6 (12.5)
e Know that the conditions stipulated in the Act would 11 (22.9)
not have been met
e Misconceptions about what is stipulated in the Act 9 (18.8)
e Other \ 9 (18.8)
e No specific reason mentioned 13 (27.1)

N=48 (responses 48 of 76 non-registered who never had tried for MTP registration and did not get it)

Those who feared that their applications would not be considered were either not qualified or
were in the government service or generally felt that they did meet the criteria stipulated in the
MTP Act. Their responses tell us that they were conscious of their illegal MTP practice:

1. “I have done a course in Homeopathy. How could I get (an MTP) registration?”.

2. “(I am a) government employee. (My) wife is a BAMS. Registration, therefore, can’t be
(done) on my name. Now that I am gradually settling in my practice, once (I have) settled (1)
would leave government job. I, then, would seek a registration”.

The ill-information was of a wide range: .

‘small clinics do not require registration’, ‘gynaecologists do not require to seek separate
registration’, ‘recognition as family planning centre implies recognition for MTP practice’,
‘private practitioners are not allowed to conduct MTPs’, ‘such a registration is not required for
MTP practice’, ‘registration is not required for conducting MTPs for married women’,
‘registered with the Medical Council and therefore does not require MTP registration’. One
respondent says:
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3."... There is no problem in case of (abortions of) marrieds. After all, it is only a minor surgery.
However, if (abortion cases are of) unmarrieds, one definitely needs to seek permission
(registration) for...”

Of the 48 HIs who never tried for registration, 41 were either 'non-gynaec allopaths’ or ‘non-
allopaths’- the non-qualified as per the MTP Act for conducting abortions.

1.3 Suggestions for improvement: Suggestions made by the HIs, regarding the registration
procedure, were based on their own experiences or on those of their colleagues. An open-ended
questionnaire was used for this purpose. (See Table 3).

Table 3: Suggestions for improving MTP registration procedure

Suggestion N(%)

1. Registration should come through within a short time span which 31(27.0)
should be stipulated in the Act explicitly

2. The registration procedure should be simplified 23 (20.0)

3. Government/concerned authority/offices should be responsive to the 8 (7.0)
applications made

4. Access to information should be improved 5(4.3)

5. Some flexibility should be exercised while inspecting the physical 8 (7.0)
standards

6. Authority to sanction MTP registration should be decentralised 13 (11.3)

7. Blood bank requirement is impractical to meet and therefore should 5(4.3)
be removed

8. Training module for non-allopaths should be designed to enable 7(6.1)
them to practice MTP

9. Quality 'MTP training module should be made available and 3(2.6)
accessible to those who desire to learn MTP technique

10. The level of stipulated qualifications/experience either of providers 14 (12.2)
or assistant providers or nurses should be brought down

11. The qualified medical practitioners should not be asked to seek MTP 10 (8.7)
registration separately

12. Others 14 (12.2)

Note: These data are elicited from responses to an open ended question. A respondent has offered more
than one suggestions. Responses, therefore, donot add up to 115, the total number of heads of the
institutions. However, the percentages are calculated with N=115.

1.3.1 The registration procedure’: The suggestions were not so much to overhaul the
registration procedure. Instead, the concern seemed to be more about poor implementation of the
MTP Act on part of bureaucrats and the concerned offices. In the table above, the suggestions
from (1) to (6) are mainly about improving the ‘how’ of the registration procedure. Major
concern behind the suggestions seems to be the urge to enhance substantially the operational
effectiveness. HIs feel that once made, the application should either be passed or rejected as
quickly as possible. In case of rejection, the applicant should be given an explanation. HIs
perceived that this situation could be improved by ‘decentralization of the sanctioning authority'.

? Medical Termination of Pregnancy Rules, 1975, Section 4 (Annexure 2.9)
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The delay in sanctioning MTP centres was attributed to the centralized sanctioning system at
MTP cell, DHS, Mumbai.

1. “The (registration) procedure is lengthy. Too many documents are required. Criteria to be
met are very stringent. Government should take initiative and sanction MTP centres in
proportion of population. (Government) should provide the centres with required resources and
should disseminate the required information.”

2. “.. We have to struggle hard for these things (registration). (It) should not take so much time.
How could we find time to visit (the concerned offices) so frequently?”’

3. “... Here there is a big Civil Hospital (government hospital). An authority to sanction should
be given to them. And for that matter even to PHCs. They know everything. DDHS also should
be authorised. An hospital can’t be run without basic facilities. The entire bureaucratic
procedure, therefore, should be simplified”.

4. "... Red tapeism._(bureaucratic functioning) should be stopped.... Upon receipt of an
application, ‘yes’ or ‘no’ should immediately be communicated to (the applicant) after an
(required/prescribed inspection. Doctors don’t want to run the risk because of CPA’ If so, the
needy don’t have access to (abortion) services.”

1.3.2 Physical standards®, and qualifications of doctors® and nurses: Suggestions (8) to (12),
(41.8% of the total), in Table 3 fall in this category. Fourteen respondents felt that the stipulated
qualifications for providers and/or assistant providers and/or nurses were over-prescribed. Three
mentioned the inadequacies in the MTP training facilities. Seven explicitly mentioned the need
of designing the MTP training module. This, according to them, would allow non-allopaths to
practice MTP within the legal framework. As one would have anticipated, such responses came
from non-allopaths. As against this, the suggestion that the ‘qualified (gynaecologists) should
not be expected to seek MTP registration separately’ came mostly from the gynaecologists.
Some of them explicitly mentioned that the non-qualified should not be given MTP registration.

Though these conflicting views, and, the attitude of medical fraternity to safeguard their own
interests are not revealingly new, they certainly raise a wider issue of whether to allow non-
allopaths to practice MTP. The issue is complex because it has direct implications for women’s
access to safe and legal abortion and also because a large number of non-allopaths are involved
in abortion care. Empirical data from our survey as well as other similar surveys indicate that the
qualified providers and/or MTP registration status of the institution do not necessarily ensure
‘access to safe abortion care’. If so, the issue of involvement of the non-allopaths or even those
allopaths not trained in MTP procedures calls for a wider debate.

The suggestion that ‘the expected level of qualifications of providers/assistant providers/nurses
should be brought down’ was elaborated upon on two points. Firstly, unavailability of such
skilled staff, especially the assistant doctors and trained/degree holder nurses in rural as well as

3 The Consumer Protection Act.
* Medical Termination of Pregnancy Rules, 1975, Section 4, sub-section 1(ii) (Annexure 2.9)
% Medical Termination of Pregnancy Rules, 1975, Section 3 (Annexure 2.9)
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in urban areas and in private as well as in public health care institutions was argued. Secondly,
it was felt that such trained assistance was not required for MTP procedure. The providers
expressed the same views on this issue. They will be discussed elsewhere in this chapter.

1.4 Compliance with the MTP Act: By and large HIs were found to be either ignorant or ill-
informed about the following two post-registration legal requirements:

1.4.1 Informing the concerned office about the change in MTP provider: Only 6 of the 39
heads of the registered institutions (HRIs) knew that it was necessary to inform the concerned
office when MTP provider was changed. Except one, the rest five were aware of the underlying
legal rationale: the minimum qualification for the provider laid down by the MTP Act. Four of
the HRIs did not know about it. Thirteen said that they did not or would not inform such a
change to the concerned offices. The explanations offered by them were, ‘since the providers are
trained/qualified, they did not/would not feel the néed to inform’, ‘the Act did not mention so’,
‘such a communication was required in case the head of the institution changed’.

1.4.2 Reporting of the MTP cases and the periodicity of reporting®: As per the MTP Act,
registered centres are expected to send a weekly statement of MTP cases to the Chief Medical
Officer of the State. The majority (32 of 43) of HRISs stated that they had been reporting MTP
cases. The reporting offices mentioned include Civil Hospitals, Zilla Parishad, DHS-Mumbai,
DDHs, Circle, and, Primary Health Care Centre. Except one, the rest said that they reported
every month. However, the information that we have from the respective offices does not match
with these data, both in terms of number of institutions claimed to have reported and the number
of the MTP cases. It seems that though they were aware of the legal requirement of reporting,
they were ill-informed about its periodicity and the reporting office.

Whether heads of institutions are complying with the legal requirement of reporting, is an
important question. Weekly reporting of MTP cases to the concerned offices is impractical:
Besides, validity of such data in absence of a monitoring mechanism is also questionable. Such
unsystematically recorded data are of little use. Thus, firstly, there is a need to activate the
monitoring mechanism to ensure validity of the data. Secondly, the periodicity of reporting also
needs to be changed.

At the end of this section we can say that in general, heads of the institution were found to be
poorly informed or ill informed about various aspects of the Act. A wide range of
misconceptions prevailed among them, especially regarding the legal specifications of physical
standards. This appears to have affected the extent of their efforts towards seeking an MTP
registration. Once registered, the compliance on their part with legal specifications was rather
poor. This reflects their ignorance as well as apathy towards meeting the legal requirements.
The data clearly makes a case for systematic dissemination of information amongst
prospective applicants about the MTP Act and the process of registration.

6 Medical Termination of Pregnancy Regulations, 1975, Scction 4, sub-section 5 (Annexure 2.9)
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2. CONTENT OF THE MTP ACT

2.1 Physical standards: As stated earlier, heads of the institutions were asked to opine on
appropriateness of the stipulated physical standards at the institution. An overwhelming
agreement (111 of the total 115 respondents) with the stipulated standards indicates that medical
fraternity accepts them as essential. Only 4 of 115 HIs felt that the stipulated standards laid
down in the MTP Act were more than required. According to them, the instruments for
abdominal surgery were unnecessary for the MTP procedure.

Against this backdrop, as discussed in the chapter on physical standards, it is disappointing that
in reality the physical standards at their institutions were nowhere close to those stipulated in the
MTP Act.

2.2 Qualification of abortion providers: The minimum qualifications laid down for an MTP
provider are part of the Central Act. The MTP Act states that a medical doctor is eligible to
provide abortion services if he meets one of the three conditions. Abortion providers were
asked to opine on appropriateness of qualification stipulated for them. According to the MTP
Act, the MTP provider must have one of the three qualifications (Annex 2.9). Their responses
about appropriateness of these three qualifications vary to a great extent (See Table 4). It,
therefore, suggests that these three conditions are not comparable according to the providers.
This is discussed later in the chapter.

Table 4: Whether the stipulated qualifications in the MTP Act are
overprescribed, appropriate or underprescribed?

Qualification | Overprescribed | Appropriate | Underprescribed | Total
For MTP providers
1. Six months of surgery in gynaecology 15 (12.9) 69 (59.5) 32 (27.6) 116
(100.0)
2. Experience at any hospital for not less 15 (12.9) 77 (66.4) 24 (20.7) 116
than a year in practice of OBGY (100.0)
3. Experience of assisting a registered 2(1.7) 52 (44.8) 62 (53.4) 116
practitioner in performance of 25 MTP (100.0)
cases in an established hospital
For Assisting doctors
Certificate indicating experience as 87 (75.0) 26 (22.4) 3(2.6) 116
assistant doctor during abortion procedure (100.0)
and for minimum 2 years at the institution
For Nurses
Qualification certificate, registration with 50 (43.1) 66 (56.9) - 116
the Maharashtra Nursing Medical Council, (100.0)
and certificate indicating experience as
assistant nurse during abortion procedure
at the government recognised institution

In general, opinions about appropriateness of the first two conditions were less divided.
However, they were clearly divided in case of third condition.
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In general, providers who felt that the conditions were 'over-prescribed', were concerned with
their practical possibility, while those who found the conditions ‘under-prescribed’ were
concerned with the quality of training, experience, and, the grasp of the trainee. The providers
who said that either of these conditions was ‘over-prescribed’ felt that it was not practical to
expect availability of trained doctors anytime & everywhere. Those who said that either of these
conditions was ‘under-prescribed’ explained that the duration of experience was not very
important. Instead, providers’ experience gain in terms of hands-on practice covering wide
ranging cases and probable complications was important. Some mentioned that the providers
should be able to judge the position of uterus and should be confident about it. Many
emphasized that assisting MTP procedures was of limited use as far as gaining expertise was
concerned. Instead, conducting the procedures on one’s own responsibility was very crucial to
feel confident about it. Before switching from ‘assisting' to ‘doing independently’, one should
perform the MTP procedure under the ‘supervision of trainers’ as an intermediate stage. Some
mentioned that MTPs should be conducted only by gynaecologists. The various other concerns
expressed were ‘the type of hospital where the trainees are placed’, ‘the quality of training’,
‘expertise of the supervisor’ and ‘grasping level of a trainee’.

Table 5 cross-tabulates opinions of providers about the stipulated qualifications of doctors
against their own qualifications.

Table 5. Whether the stipulated qualifications are over-prescribed, appropriate or under-
prescribed?

Qualification Six months housesurgency in Experience at any hospital in Experience of assisting a
of the gynaecology & obstetrics the practice of obstetrics and registered medical practitioner
respondent gynaecology for a period of not in 25 MTP cases at govt.
providers less than a year approved centre

O.P. Apr. U.P. Total | O.P. Apr. U.P. Total | O. P. Apr. U.P. Total
Gynaecologists 2 32 16 50 2 37 11 50 -- 17 33 50
(MDs+ DGOs) (4.0) | (64.0) | (32.0) | (100.0) [ (4.0) | (74.0) | (22.0) [ (100.0) (34.0) | (66.0) (100.0)
Allopaths with -- 9 2 11 2 7 2 11 -- 4 7 11
MTP training (81.8) 18.2 | (100.0) | (18.2) | (63.6) | (18.2) [ (100.0) (36.4) | (63.6) (100.0)
Non-gynaec 6 9 8 23 6 12 5 23 - 13 10 23
allopaths (26.1) | (39.1) | (34.8) | (100.0) [ (26.1) | (52.2) | (21.7) [ (100.0) (56.5) | (43.5) (100.0)
Non-allopaths 7 19 6 32 5 21 6 32 2 18 12 32
(21.9) | (59.4) | (18.8) | (100.0) | (15.6) [ (65.6) | (18.8) [ (100.0) | (6.3) | (56.3) | (37.5) (100.0)
Total 15 69 32 116 15 77 24 116 2 52 62 116
(12.9) | (59.5) | (27.6) | (100.0) | (12.9) | (66.4) | (20.7) [ (100.0) | (1.7) | (44.8) | (53.4) (100.0)

O. P. = Over-prescribed, Apr. = Appropriate, U. P. = Under-prescribed.

As regards first two conditions there was not much difference across ‘qualification of respondent
providers’. However, as regards the third condition, non-allopaths, and allopaths other than
gynaecologists exhibited a reverse trend than that of gynaecologists, and allopaths with MTP
training. More than fifty per cent of non-allopaths and non-gynaec allopaths said that the third
condition was appropriate whereas only about little more than one third of the gynaecologists,
and the allopaths with MTP training (34.0 % & 36.4% respectively) agreed that it was
appropriate. '

Doctors' opinions about availability of trained doctors hold true to a great extent. Does this mean
that women should be exposed to unsafe abortion care in the absence of trained doctors? Or
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should we address the issue by taking some measure to improve the situation? Doctors' emphasis
on the importance of hands-on training is also rational. The question is how could this concern
be translated into a reality? Rationality of these responses get rather tainted when we observe
that qualifications of respondent doctors are affecting their responses (See Table 5). It actually
alerts us about the vested interests of doctors of various systems of medicines who are engaged
in abortion care. We will take this argument ahead in the discussion towards the end of the
chapter.

2.3 Comparability of qualifications of provider as stipulated in the MTP Act: We, earlier
had made reference to the fact that opinions of the providers about appropriateness of
qualifications (medical education and/or training experience vis-a-vis the MTP Act) of doctors
as stipulated in the MTP Act did not follow quite the same pattern. This, we considered as a
pointer to providers’ perception/ understanding that these were not comparable. Providers did
not feel that fulfilling one of these stipulated conditions would fetch equal level of expertise (See
Tables 6 & 7). If this is the case, this needs to be debated between medical fraternity on one
hand, and policy makers on the other.

Table 6: Comparison among stipulated qualifications of the
abortion providers: Providers’ perceptions

Opinions of providers Number & %

All ‘@’, ‘b> & ‘¢’ are appropriate 36 (31.0)
Only ‘a’ and ‘b’ are appropriate 26 (22.4)
Only (‘a” and “b’) or (‘a’ and ‘¢’ ) are 6(5.1)
appropriate

All “a’, ‘b’ and ‘¢’ are underprescribed 20(17.2)
Others 28 (24.1)

N =116

a: Six months of surgency in gynaecology & obstetrics

b: Experience at any hospital for not less than a year in practice of OBGY

¢: Experience of assistance to a registered practitioner in performing 25 MTP
cases in an government approved hospital for such practice

Table 7: Opinions about comparison by respondent providers among stipulated
qualifications of providers by qualification of respondent providers

Qualification of All ‘A’ & ‘b’ ‘a’&‘c’or All Others* Total
respondent providers | Appropriate appropriate ‘b’ & ‘¢’ Under-
appropriate prescribed
Gynaecologists (MDs + 15 (30.0) 15 (30.0) 2 (4.0) 10 (20.0) | 8(16.0) 50
DGOs) (100.0)
Allopaths with MTP trng 3(27.3) 4 (36.4) 1.1 2(18.2) 1.1) 11
(100.0)
Non-gynaec allopaths 6 (26.1) 2(8.7) 1(4.4) 4(17.4) | 10 (43.5) 23
(100.0)
Non-allopaths 12 (37.5) 5(15.6) 2(6.3) 4 (12.5) 9(28.1) 32
(100.0)
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116
(100.0)

* “Others’ constituted various other combinations and clubbed together as they were not of significance to the issue at hand.

Total 36 (31.0) 26 (22.4) 6 (5.2) 20 (17.2) | 28 (24.1)

2.4 Minimum qualifications for the assistant doctors: Abortion providers were asked to opine
on appropriateness of minimum qualification stipulated for assistant providers. Three quarters of

the providers stated that the stipulated qualifications were ‘more than required’ (See Table 8).

Table 8: Opinions about appropriateness of stipulated qualifications of assistant doctors

by qualification of respondent providers

Qualification of the respondent Over Appropriate Under Total
providers prescribed prescribed

Gynaecologists (MDs+DGOs) 40 (80.0). 9 (18.0) 1(2.0) [ 50(100.0)
Allopaths + MTP trng 8 (72.7) 2(18.2) 1(9.1) | 11(100.0)
Non-gynaec allopaths 18 (78.3) 5(221.7) -- | 23 (100.8)
Non-allopaths 21 (65.6) 10 (31.3) 1(3.1) | 32(100.6)
Total 87 (75.0) 26 (22.4) 3 (2.6) 116

(100.0)

Most of the providers felt that such an assistant is not required. Some of them informed that such
an assistant was not available. Some of the opinions stated by the providers are:

1. “Assistant doctor is not required. He does not do the actual procedure. It is a very minor
procedure. Assistance is not needed.”

2.“(Why is) an assistant doctor required? Not even a sister (nurse) is required. I conduct even
tubectomy (procedure) on my own. I have trained myself. Assistance is not required even for
suction as I do it with (suction machines with) foot pump.”

Providers also aired their frustrations with the existing MTP training facilities:

3. “The one who actually performs the surgery has the job to do. The other one (is) there only to
assist. With such great difficulty that we underwent training. Where the assistant (providers) will
have opportunities for such training? Sassoon (the state run hospital in Pune) has closed down
such a training.”

Those 22.4 per cent providers who felt that the stipulated minimum qualifications were
appropriate, offered various explanations. A few felt that this was how an experience could be
gained. The other explanations were: ‘if the MTP provider is a medical doctor with only MTP
training, such an assistance is essential’, ‘it was better to have such an assistance in case of
complications’, ‘it is preferable if there are a number of MTP cases to be attended to at a time’,
‘in case of second trimester MTP cases’.

4. “(Qualified) assistant doctor is essential. In case an artery ruptures, assistance of skilled
hands proves to be of great help.”

Opinions do not vary across ‘qualification of respondent providers’. That is to say majority of

the providers regardless of their own qualification, felt that the stipulated qualifications for the
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assistant provider were ‘more than required’. However, percentages did show variation. In that,
about 80 per cent of the gynaecologists treated these qualification as over-prescription and
comparatively less number of non-allopaths felt the same way. It perhaps is a pointer to the fact
that, generally, non-allopaths rather than gynaecologists would prefer to have an assistant
provider (See Table 8).

The fact that there is no consensus among the respondent providers about the requirement of an
assistant provider, indicates that the issue needs to be discussed. It generally hints at bringing
some appropriate amendments in the concerned state level ‘Rules and Regulations’. The
discussion among the medical professionals and the other stakeholders (bureaucrats, women
activists etc.) would help attending to this need. Therefore, the perceived ‘over-prescribed’
and/or  ‘unnecessary’ legal requirements must certainly be obstructing registration of
institutions.

2.5 Minimum qualifications for assistant nurses: Abortion providers were asked to opine on
the appropriateness of stipulated qualification for the assistant nurses. There appeared a clear
divide among the providers on this issue. A little more than half of them felt that assistance of
such a qualified nurse was ‘more than required’ and the rest felt that it was appropriate. No one
felt that this was ‘under-prescribed” (See Table 9).

Table 9: Opinions about appropriateness of stipulated qualifications of
assistant nurses by characteristics of providers

Characteristics of Over prescribed Appropriate Total

providers
Qualification of the respondent Providers
Gynaecologists (MDs 19 (38.0) 31 (62.0) 50 (100.0)
+DGOs)
Allopaths + MTP trng 2(18.2) 9 (81.8) 11 (100.0)
Non-gynaec allopaths 11 (47.8) 12 (52.2) 23 (100.0)
Non-allopaths 18 (56.3) 14 (43.8) 32 (100.0)
Total 50 (43.1) 66 (56.9) 116 (100.0)
Public/private based
Public 4(22.2) 14 (77.8) 18 (100.0)
Private 46 (46.9) 52 (53.1) 98 (100.0)
Total 50 (43.1) 66 (56.9) 116 (100.0)

The explanations offered for 'over-prescribed' show that nursing assistance is not required for
abortion procedure (See Table 10). '
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Table 10: Whether the stipulated qualification of Assistant nurse is appropriate?

Over-prescribed, because Freq & Appropriate, because Freq &
Yo %
1. In-house trng/experience of 25(50.0) | 1. because such a trained 20 (30.2)
assisting operative is sufficient assistance is required
2. Such a trained nursing 20 (40.0) | 2. but practically not possible to 29(44.0)
assistance is not required have such a trained assistance
during MTP procedure
3. No explanation offered 5(10.0) | 3. No explanations offered 17 (25.8)
Total 50 | Total 66
(100.0) (100.0)

Some of them referred to the economics involved in it. Over-prescription was also perceived in
terms of ‘impracticability’ of such a demand.

1. “She (nurse) has minimum role to play (in abortion surgery/procedure) and therefore need
not be a registered one.”

2."“In rural areas, it is rare to get qualified nurses. (Besides,) the provider is responsible (for the
procedure). He does train them (in-house). Hardly, Rs 600/ - (for a MTP procedure) are earned.
Where would trained nurses’ heavy salaries be paid from?”

Some poured out their agitation and sour feelings for the policy makers, who, according to them,
were far away from understanding the ground realities.

3. “It is not practical! All these Acts are made (/drafted) in Delhi sitting in Air-conditioned
rooms. They don’t know what India is!”

Those who said that such a trained assistance was required re-emphasised the same fact while
explaining it (See Table 10). Some suggested ways as to how it could be done:

4. “Number of nursing colleges should be increased. There should be two years’ course in
Maharashtra. They should undergo an internship of an year in a big hospital. Any hospital
should have at least one such (qualified) nurse. Hospitals should not be recognised, otherwise
(without such a qualified nurse).”

However, a large number of them also expressed a view that though such a trained assistance
was appropriate, it was close to impossible (See Table 10).

5. “Trained nurses should be there. (However), such trained nurses are not -available in rural
areas even after paying luxuriously (fat salaries). They don’t like to be here at small places,
(instead) prefer to be in big cities like Pune and Bombay”'.

The data on ‘human power’ at these health care institutions have been discussed in the earlier
chapters. The majority of the institutions were found to be equipped only with in-house trained
‘nurses’. This fact does not match with the claim by some providers that such an assistance was
appropriate. This raises wider issues about ‘quality of nursing care’ that health care institutions
offer to users of health care services.
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The data presented in this section indicate that there exist colossal gaps between the prevailing
situations as regards physical standards as well as qualifications of abortion care providers and
the positions taken by the HIs and providers on those aspects. Thus it appears that the
compliance with the conditions stipulated by the MTP Act on part of the HIs and the providers
was low. This reflects very clearly on three facts. 1) The MTP Act monitoring mechanisms and
systems ar¢ almost non-functional. 2) The medical fraternity is trying to give an impression that
it wants the situation to 'ideal' as far as physical standards are concerned and that it is beyond
their control and they are not responsible if the situation is not ideal. 3) Views as regards
‘unavailability of stipulated expertise’ or ‘impracticability” have persisted throughout the data in
this section. The disagreement among the respondent providers on the required qualifications
for a MTP provider, itself indicates that the three stipulated qualifications do not fetch the same
level of experience and competence. These views, therefore highlight a need for a review of the
MTP Act afresh. '

3. THE MTP TRAINING FACILITIES

3.1 Avenues to learn MTP skills: Providers without formal training in gynaecology (n=66)
were asked where they learned to conduct the MTP procedure (See Table 11).

Table 11: Place of learning and employment status of providers while learning

MTP skills
Place of Employment status Total
learning MTP
skills Formal* MTP** In- Informal****
(Student) training service***
Public hospitals |  8(25.8) 12 (38.7) 11 (35.5) - 31 (100.0)
Private health -- -- 17 (54.8) 14 (45.2) 31 (100.0)
care institutions --
Both -- -- 3(75.0) 1(25.0) 4 (100.0)
(pvt & public) --
' Total 8 (12.12) 12 (16.7) 31(48.5) 15 (22.7) 66 (100.0)

Of the 116 respondent providers, 50 were gyneacologists who are not expected to undergo MTP training
over and above their formal diploma or postgraduate courses in gynaecology.

*Formal- during medical education; ** MTP trng : Through MTP training facilities provided under the
MTP Act; ***In-service: While employed ; ****Informal: own set-up, relatives, friends.

The data indicate that both, public and private health care institutions had almost equally
provided the learning opportunities to providers. However, the formal training, either during
medical education or during the MTP training course, had little role to play. It is interesting to
note that a very small number of providers had acquired their skills during their formal medical
education. A large number of MTP providers had learnt MTP procedures during their service
tenures either at private or at public health care institutions.

A substantial number of providers had picked up MTP skills informally, at private health care
institution, either at their own setups or at institutions of their friends or relatives.
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These data underscore the dire need of setting up MTP training facilities, easily accessible to
those interested doctors. It again reflects on poor monitoring system on part of the concerned
government authorities and the need to improve it.

3.2 Training facilities offered by the Government: Eleven of the 115 providers, had
undergone MTP training. They were asked to opine on (a) infrastructural facilities available for
training, (b) the content of training and (c) the skills of trainer. All of them were satisfied with
the infrastructural facilities at the training hospitals. This is not surprising because they
underwent training at the government teaching medical hospitals. Most of them said that they
were satisfied with training as regards content as well as skills of the trainers. It was either
because of the situations were better there than those of their working ones, or sometimes it was
attributed to ‘experienced and higher education of the trainers’, or because trainee were friends
with the trainers’. A few also mentioned that a lot depended upon how much initiative was
taken by trainee. Two of them were dissatisfied because hands-on practice was not up to their
expectations. It was said that the trainers were not interested in trainees. Trainees were hardly
trusted in, to conduct the MTP procedure.

3.3 The training in counselling: Currently, formal training in none of the systems of medicines
up to bachelor’s level includes training in counselling. MTP training modules too do not find
any place for training in counselling skills. Against this backdrop, providers were asked if they
found such a training necessary. A large number of the providers felt the need for ‘training in
counselling’ to better deal with abortion seeking women (See Table 12 & 13).

Table 12: Should MTP training include training in counselling?

Yes/No Freq & %
Yes, it should 76 (65.5
No, not required 40 (34.50)

N=116

Table 13: Whether training in counselling should be included in the MTP training

modules?
Yes, why? Freq & % No, why? Freq & %
1. For the benefits of patients 45 (59.2) | 1. Itis part of the medical 29 (72.5)
training and practice
2. For providers’ benefits 20 (26.3) | 2. Instead, nurses should be 4 (10.0)
trained for counselling
3. For mutual benefits of 5(6.6) | 3. Counselling does not help 7(17.5)
patients and providers :
4. Tt is the responsibility of 5(6.6)
providers
No explanations offered 141.3)
Total 76 (100.0) Total 40(100.0)

The providers who believed that training was essential, felt that counselling might help
providers: to persuade women in good faith to continue with the pregnancy, to make women
aware of the situation, to deal in a better way with women’s psychological pressures, to elicit
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required information from women smoothly, to convince women about contraception, to have
better dialogue with family members of women etc. Some felt that counselling would reduce the
number of MTPs in future.

About 26% of the providers felt that it would be for their own benefit to have a training in
counselling (See Table 13). They feit that it would help them to develop better understanding of
woman’s situation, to form positive attitude about women’s abortion needs, to generate healthy
dialogue with the women clients in such situation etc.

A large number of those who disapproved of the idea of training in counselling felt that it was
very much apart of their medical training and/or providers did practice such counselling for their
clients (See Table 13). Four of them felt that such a counselling was more a duty of nurses than
that of providers. Seven of them were skeptical about the usefulness of such a counselling to
women.

3.4 Prevailing MTP training facilities: We made an attempt to understand the situation at an
MTP training centre and interviewed a trainer so as to get a comprehensive picture of the current
status of MTP training facilities.

The MTP Act does not detail any of the aspects of the MTP training. We had to interact with
concerned office holders’, in order to find out about the process involved in the enrollment for
training. We tried to get information about eligibility conditions for training, the application
process, the process of screening of applications, the finance for the training, the institutions
authorized for training and the structure of training modules.

3.4.1 Who can apply for the MTP training? We could get relevant information only after
interviewing several office bearers. Applications are processed by the Additional Director,
Health Services. This responsibility has been transferred from the Directorate of Health
Services, Mumbai (State level) to the regional offices. Applications of doctors working in the
public health sector with MBBS degree alone are processed through this office. There is no
specific application form, per se. A doctor either puts up a request for training himself/herself or
his/her superior recommends a candidate for such a training. Either way the application as a part
of the procedure has to be forwarded by the superior of the applicant. One of the sources told us
that it has been the policy of the government to train as many doctors as possible who are posted
at PHCs.

However, according to the information received from those at the government recognised
training institution, names of trainees are sent to the concerned training centers (teaching
medical hospitals) by Directorate of Health Services {DHS). These may include those serving in
public health care sector as well as those who have their private practice. They were not aware
of the details of the process and the channel, though. The training institutions do not have any
authority to admit trainees for MTP training on their own. But, they seemed to have a say in
deciding as to how many trainees from the recommended ones could be admitted at their
institution. Information from various sources did match on this aspect.

" These include, a bureaucrat at the DDHS, Pune; the Office of Additional Director of Health Services situated at

the State Dept of Family Welfare; and an office holder and trainer at the medical teaching hospital.
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One of the sources told us that there were no trainees recommended since 1995.

The trainees have degrees like MBBS, MS or even MD (gynaecology). The trainer opined that
a degree in gynaecology did not necessarily ensure required skills. It depends, according to him,
on the quality of medical education that s/he had undergone.

3.4.2 Financial support: The number of recommended trainees is determined by availability of
funds in the given budget. The training institutions then are provided with contingency to
support these trainees. However, as mentioned above, it remains a prerogative of the training
institutions as to how many of them to be accommodated at a time.

3.4.3 MTP training centres: Hypothetically speaking, all the Civil Hospitals and Rural
Hospitals are authorized to offer MTP training. However, our field experience indicates that it is
not a practice. There were no trainees at either Rural Hospitals or at Civil Hospitals that we had
visited. Earlier some of the Corporation Hospitals used to provide MTP training. At the moment
only the state run hospital (teaching hospital) and other two hospitals which are partially
supported by the government have recognition for MTP training

Most of the information that we obtained about the actual training refers to medical college
hospitals. In these hospitals the trainees are accommodated in the regular practical courses that
are conducted for postgraduate medical students. Only about two trainees can be accommodated
at a time. The training is not conducted round the year. The trainer elaborated upon the
constraints in accommodating more than two trainees at a time. Postgraduate students are given
priority over the trainees. Hence, if sufficient MTP cases are not available, trainees are left with
less scope to get hands-on practice of the procedure. The trainer also expressed his resentment
about spending time for these trainees -

1. “In any case, they (trainees) don't necessarily use these skills at PHCs (or at the government
set-ups where they are employed). They perform MTPs at their private clinics”.

Bureaucrats too, expressed resentment about training doctors who are in the government service.
According to them -

“The employees won't disclose about their MTP training. Some don't because they are not
interested in offering MTP services. Some others won't disclose that they perform MITPs
because it means that they have to report (to the concerned authorities). If so, they can’t charge
(their clients).”

The bureaucrats were aware of the fact that MTP services are being offered at PHCs up to any
length of gestation, at a price, regardless of whether the set-up meets minimum physical

standards and other legal requirements.

3.4.4 Syllabus for the MTP Training: There are no specific guidelines, leave alone the
syllabus, either for theoretical or practical training. The trainer said that no theory was taught
during such training. However, the certificates were issued only after the trainers were satisfied
with the skills acquired by trainees. He emphasised the importance of acquiring the ability to
judge exact length of gestation. This, according to him, requires an experience of about 200 per
vaginal examinations (PVs).
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The trainer highlighted that (a) the trainees are given equal opportunities as those given to the
postgraduate students for hands-on practice, (b) the trainees observe the trainer performing the
procedure. In that, the ‘feel” of the uterus at various stages is demonstrated, (¢) all the abortion
procedures are not taught, (d) they are allowed to conduct MTPs independently only after
trainers feel confident about trainees’ skills.

He emphasised that trainees need not have an expertise to deal with complications. It was
sufficient to be able to recognise indications of complications at appropriate time so that the case
could be referred.

In sum, the concerned offices should critically look at inadequate MTP training facilities.
Improvements are required at various levels. These include streamlining the procedure,
disseminating information about this procedure to the medical fraternity as well as the concerned
bureaucrats, increasing the MTP training budget, inviting a discussion so as to recognize some
of the private health care institutions as MTP training institutions. The data also indicate that
there is need to improve the monitoring of registered institutions.

Ch- V1I 126

The MTP Act: knowledge and perceptions of
the heads of institutions and the providers



4. THE LEGAL REQUIREMENT OF BLOOD BANK :
HOW SCIENTIFIC AND FEASIBLE?

The State level ‘Rules and Regulations, MTP Act' stipulates that a health care centre providing
MTPs up to 20 weeks of gestation must have a blood bank at a distance less than 5 km. The
applicant is required to produce a guarantee/assurance letter from the proprietor of the blood
bank.

We earlier have seen that the majority of the ACFs in the study area did not have access to blood
bank as stipulated in the legislation. Below is a brief situation analysis of the availability of
blood banks in the selected districts followed by an analysis of the blood requirement during
abortion care.

4.1 Availability of blood banks in the study area: Currently a total of 19 public and private
blood banks provide services in the Pune district®. Out of the total of 19 blood banks, 11 are
situated in the heart of the city. These blood banks do not fall within 5 km of some of the
peripheral areas of city itself, leave aside the hospitals at the taluka places. Six of them provide
blood exclusively to the hospitals they are located in. The remaining five provide blood against
any demand from outside. Five blood banks are operating in the periphery of Pune city. There
are only three blood banks in the district which cater to people residing outside the city. They
are: one each in the towns of Talegaon and Lonavala, and one at a taluka place, i.e. Baramati.

The Ratnagiri district has only one blood bank run by the district civil hospital, in the Ratangiri
city. Hence, hospitals outside this city are not eligible to provide MTP services for pregnancies
between 13-20 weeks. However, the data collected during our field study suggests otherwise.

At present, none of the faluka places in Maharashtra, has a government-run blood bank.

At this juncture, as regards the issue of access to blood bank, two questions of immediate
importance are (a) What is the frequency of blood requirements during MTP procedures? Is it
more in second trimester than the first trimester MTPs? (b) Are there any feasible alternatives to
the blood bank, in case of emergencies? We will discuss these issues here.

4.2 The need for blood transfusion during MTP: Gynaecologists say that second trimester
MTPs can be managed without an access to blood banks. They say that blood requirement is not
so much for the induced abortions but for either the post-operative complications or in cases of
spontaneous abortion. In case of the latter, sometimes, the degree of blood loss is tremendous by
the time the woman reaches an appropriate health care centre. It is argued that in such cases the
surgery/operative can be postponed if the haemoglobin level is too low. However, in the case of
induced abortion care, postponing the operative till the Hb status improves may not suit the
women as they have different considerations and prefer to return home the same day.

Data on blood requirement: Despite our hard and persistent efforts to acquire hard data on blood
requirement during abortion care, we managed to get only a few general figures. With some
exceptions, heads of the institutions and/or providers were not willing to share the relevant

& Dr. Wani, Director, Janakalyan Blood Bank, Pune who is also the Chairperson, Pune Chapter, Blood Bank Association of
Maharashtra State (on July, ‘99)
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records with us. Sassoon Hospital, a state run hospital in Pune city records two cases of blood
transfusion for the year 1998 of the ictal 360 abortion cases which mainly included second
trimester abortion procedures. Other private abortion centre (Dr. Bhavsar) in the city which
provides only abortion care records no single case of blood transfusion in his entire career. Dr.
Sanjay Gupte, a leading gynaecologist based in Pune city told us that in last 5 years, there was
not a single case of blood trasnfusion at his hospital. FPAI, Pune told us that there were no
cases of blood requirement.

To be able to handle the emergencies during MTP requiring blood transfusion is part of quality
care. In this light there is a need to consider the well thought out alternative of unbanked
directed blood transfusion (UDBT) proposed by some experts.

5. SUMMARY AND CONCLUSIONS

= In general, the heads of the institutions, the abortion providers and the concerned
“government officials were poorly informed about the MTP Act. Most of the HIs and APs
who were comparatively better informed do not comply with the legal requirements. This
reflects apathy on part of the medical fraternity to comply and poor implementation on part
of the government authority. —' g

= The need for simplifying the MTP registration procedure has come out sharply.
Operational efficiency was demanded for.

* The stipulated physical standards in the MTP Act seem to be a rather less controversial
issue as overwhelming number of respondents felt that they were appropriate. However, the
reality vis-a-vis physical standards is distressing.

= As regards stipulated minimum qualification for doctors, non-comparability among the
three alternatives stipulated in the MTP Act comes out sharply.

= The MTP training facilities are inadequate and inaccessible, especially to those from the

private health care service sector. Given the fact that a large number of unqualified
providers are engaged in abortion care service provision it is necessary to consider
improving or almost revamping MTP training facilities.

=  Providers opined against the need to have a qualified assistant doctor and a nurse as a
mandatory ones for MTP service provision. It was articulated that they are not feasible.
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INTERVIEW SCHEDULE TO BE ADMINISTERED WITH THE HEAD OF THE

INSTITUTION

Schedule no :
Namme-of the-interiewer—

Lol

Date :

Section I : Profile of the institution

Name of institution :
Address and landmark :

TIPS

Pin code :
Tel :

6. Institution type :
1. PHS 2. PHC 3.RH

3. Cottage Hospital 4.Corporation/Muncipalty 5. District hospital
6. Private

7. Structure of the institution :

1. Maternity hospital 2. General hospital 3. Only abortion centre
4. Anyother specify

8. Name of the head of the institution

9. Sex: 1. Female 2. Male
10. Age —eeee- YIS
11. Qualification (pl. record actual degree): A

1.Post graduate 2. PG Diploma

3. PG Certificate 4.Graduate

5. Other, pl. specify ------------
12. System of medicine : 1. Allopathic 2. Ayurvedic

_ 3. Homeopathic 4. Others, pl. specify --------

13. (In case of non-government institution) Owership of the institution :

1. Individual ownership 2. Partnership 3. Trust

4. Society 5. Corporate 6. Cooperative

7. Any other, pl specify ------ceeemeeee--

14. Total no. ofbeds -  -—-cceeeeuee '
If there are separate O/G beds, number -------- _
If there are separate abortion beds, number -------

15. What is the proportion of the abortion clients of the total women clients?



16.

}7,

18.

19;

20.

21.

Personnel : (in case of doctors pl. v for those performing abortion)

No | Category Sex | Age Qualifications Training Attached/on
Including (in case of non-gynaec callregular
_i___ specialisation abortion providers) employee
1. Doctors i
1.
2
3.
4.
5. .
2. | Anaesthetist NA
1.
2. ]
3. | Laboratory NA NA -
Techniclan ' ‘
4. | Soclal worker NA NA

What are the job responsibilities of the social worker (if applicable) ?

In case of emergencies in abortion what is the back up you have in terms of expertise/ consultants?

Section II: Abortion services

Up to what length of gestation do you provide abortion services?
1. upto 12 weeks 2. 13-20 weeks 3. 21 to 24 weeks and above

(if only 1 is selected or only 1 and 2 are selected in the above) Why don’t you provide abortion
services for 13-20 weeks and/or 21 to 24 weeks of gestation length?

1. don’t have equipment 2. don’t have space 3. don’t have skills
4. not remunerative 5. don’t get enough cases 6. no referral nearby

7. more nisk involved 8. legally not allowed 9. don’t approve of
10. any other, pi. Specify ---==-eemna-

How much do you charge for an abortion in case of (only when applicable)-

Duration of pregnancy Charge In Rs. __What does jt Inchude?

Upto 12 weeks

13-20 weeks A T

21-24 weeks T - TRV

22.

23,

How are drugs supplied to the client for abortion?
1. In-house facilities 2. Replacement of essential drugs 3. No drugs are supplied

Card exercise : We have listed five factors which m

ay determine cost of abortion. Will you please rank
them in descending order that is followed at your ce

ntre as determinants of the abortion cost. .

Sr nos of determinants

o:awr\)-sg
&
|

IS-HI

N




(Administer this section only if HI is the person who decides regarding taking up abortion cases)
Section I1I : Access to abortion services

24. We have made a list of reasons for which women seek abortion. Please rank them in descending order
with reference to this centre?

“Ranks i Cooa o Srenos. of reasons

25. Do women come alone to get an abortion done?
1. Yes, under what situations?

2. No
26. Do / will you provide her abortion services if a woman comes alone?

1. Yes 2.No,why?

27. Do/will you conduct abortion if woman’s friend/s accompany her?
1. Yes 2.No

28. Do you provide abortions services to singles, such as, unmarried widows, deserted/separated?
1. Yes 2. No, why?

29. Do you provide abortion service to a married primie?
1. Yes, why? 2. No

30. Do you make it compulsory for a woman to accept IUCD/sterilisation after abortion?
1. Yes, why? 2. No '

31. Do/will you provide services to HIV positive women?
1. Yes 2. No, why?

32. (Ifyes) Do/will you charge more for such cases if you provide services to them ?
1. Yes 2. No 9. NA

33. Whose consent do you take before conducting abortion?
1. Only woman herself '

2. Only her husband, why?
3. Both, woman and her husband, why?

4, Parents/in-lawﬁ/close, responsible and elder relatives, why?

34. (If 1/3/4 to above Q) Do you insist for husband’s signature?
1. Yes, why? 2. No, why?



35. Do you take second opinion for abortions between 13-20 weeks? ;
1. Yes 2. No 9.NA - 7 ik

36. The MTP Act provides abortion in case of :
a). Failure of any contraceptive device or method b). Danger 1o life of the pregnant woman
¢). Grave injury to physical health of woman d). Grave injury to mental health of woman

€). Pregnancy caused by rape f). Substantial risk that if the child was born, it would suffer from such
mental and physical abnormalities so as to be seriousely handicapped.

Do you think that the Act thus defined provides abortion to all women, irrespective of their mantal
status ?

1. Yes, how? 2. No, how?

37. (If no) Do you think all women should have legal access to abortion?
1. Yes, why? 2. No, why?

38. Do you think the MTP Act has helped women in some concrete way?
1. Yes, how? 2. No, how?

Section IV : MTP Act :
Registration status :
39. Is the centre registered under the MTP Act?: 1. Yes 2. No

40. (If not registered) did you ever try to get your centre registered?
9. NA

1. Yes, what happened?

2.No, why?

41. (If registered) year of first registration : 1. 19-- 9. NA

42. (Ifregistered) is the registration for - 1. Upto 12 weeks 2. 13to20 weeks 9. NA

43. (If registered) do you have to renew registration? l.Yes 2. No 9.NA
44. 1fyes, what is the period for renewal? ----—--- yIs 9. NA
45. When did you renew your registration last? 19-- 9. NA

46. (Ifregistered) did you encounter any problems while getting the centre registered?
1. Yes, what problems? 2.No 9.NA g

47. (To all, registered and non-registered) What aie your suggestions for improving the method of
registration?

48. (Ifregistered) In case, the MTP provider at your centre changes do/will you inform to the authority?
1.Yes, why? 2. No, why? 9. NA



Opinilon about the Act :

49. As per ﬁle MTP Act, a registered centre need to have
a .safe and hygienic conditions for condiicting an abortion,)

b. operation table and instruments for performing abdommal or gynm’cologxcal surgery,

c. drugs and parenteral fluids for emergency use.

Do you think that these requirement standards are
1. Too high, How?

2. Just appropriate, how?

3. Too low, How?
Maintenance of the records :
50.

Type of records Do you have? How long (If the records are not
—————————— - are they shown) What Information
Yes/ No maintained ? | does It contain?

Operation theatre registre

(OTR)

Case sheets

Consent form for any
operative procedure in
general

Separate admission register
for abortion clients

Woman's consent form for - ——
abortion

Doctor’s approval form in
case of abortion clients

51. Are the abortion cases enterd in the OT register ?
1. Yes 2. No

52. Are these entries different than the other entries in OT register?
1. Yes, how? 2.No

Reporting of the MTP cases :

53. (only for registered centre) Do you report the MTP cases?
1. Yes,

To whom?

1. Zilla Parishad 2. Civil hospital 3. Any other, pl. Specify

How frequently ?

1. Monthly 2. Bimonthly 3. Quarterly 4. Six monthly

2. No, why ?

5. Annually



3. Not all cases, why?

9.NA

(Administer this section only if HI is the person who decides regarding taking up abortion cases)

54.

55.

56.

57.

58.

59.

60.

Section V - Perception :

Why do you think women have to face the situations of second trimester abortions?
Who do you think is responsible for abortion situations that a woman faces? How?
What is your opiriion about abortion as spacing method ?

What is your opinion about abortion after sex determination?

-t

What is your opinion about abortion as a woman’s right ?

(In case of registered)Could we have look at your MTP registration certificate ?

Could we have specimen documents of ----- ?.

- Type ol the document - s i - Obtained/not obtained/NA

1. Consenl form for any operative procedure

2. Woman's consent form for abortion

3. Doctor’s approval form for abortion B

c:\sunita\renp\schfheadf.qzc ‘
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Annexure 2 (b)
INTERVIEW SCHEDULE FOR PROV]DERv

Schedule no :

Name of the interviewer °
Date :

Name of institution :

& b

Section I - Identificatory data :

Name of the provider :

Sex : 1. Female 2. Male
Age: e YIS

Qualification (pi. record actual degree):
1.Post graduate 2. PG Diploma
3. PG Certificate 4.Graduate 5. Other. pl. specify --------

i S

9. System of medicine : |, Allopathic 2. Ayurvedic
3. Homeopathic 4. Others, pl. specify --------

10. How long you have been doing abortion practice? ---- yrs

Section II - Abortion services :

11. (Skip in case HI and provider are the same) Up to what length of gestation do you conduct abortions?
1. upto 12 weeks 2. 13-20 weeks 3. 21 to 24 weeks and above

How many abortions do you conduct at this centre per month ----? (ask whichever is applicable)

‘Length of gestation - : Casespermonth .~ ]
Upto 12 weeks S

Between 13-20 weeks ~ - )

Between 21 - 74 weeks - : e e - e

13. How many visits woman has to make before you conduct abortion----2

e Upto 12 weeks e Visits
®  Between 13 -20 weeks ~--eme--- Visits
*  Between 21-24 weeks -eonee--- visits

14. Which are the most important informations you ask woman before taking her up for abortion?

15. Which procedure do you use for abortion

------ ? (ask when applicable. Pl -- under the procedure
mentioned )

Why do you prefer this |,
Partict_dar method?

< hemhegatition 7T T e

D&C DEE Intra  Exira. T
ammoﬂcamnlmic :
" induction induction

.Up to 12 wéeks

| Between 1320 weeks | | l“

i Between 2 17?2'2\;/-;3»&5.%‘

B




16.

17.

18.

19.

20.

21.

22.

24

25.

26.

27.

28.

(ff induction is used) Do you use check curetiage after mduction?
1. Yes, Always. Why? 2.No 3. Sometimes, if required. In which situations. 9. NA
Which anaesthesia do you mostly use for abortion ------ ?

Duration of pregnancy | _ Type of anaesthesta used

Upto 12 weeks L

13-20 weeks B e o

21-24 weeks

Which pathological tests do you conduct before taking up a case for abortion, as a routine?

6. Any other, pl. specify --------

Which examinations do you conduct for an abortion client just before discharge?

Do you prescribe any drugs after abortion is conducted ?
1. Yes, which? Why? 2. No

Generally, what post-abortion precautions do you ask women to take?

What is the percentage of abortion clients who come for follow up? (If not 100%) Why is it not 100%?

- Generally, for which post-abortion complications have you treated women?

What according to you are the reasons for post-abortion complications?

(If conducts abortion between 13-20 weeks) Do you conduct abortion during 13th to 15th week?
1. Yes, why? : )
2. No, why?

Do you insert IUCD immediately after abortion?

1. Yes, why? 2. No, why?

Do/will you provide services to HIV positive women?
1. Yes 2. No, why?

(Administer only if provider decides regarding taking up an abortion case)
Section ITI : Access to abortion services

We have made a list of reasons for which women seek abortion. Please rank them in descending order
with reference to this centre?

Sr. nos. of reasons -~ -

\la:cn:-ww-g
13
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29.

30.

31

32.

33.

35.

37.

Do women come alone to get an abortion done?
1. Yes, under what situations?

2. No

Do / will you provide her abortion services if a woman comes alone?
1. Yes 2. No,why?

Do/will you conduct abortion if woman’s friend/s accompany her?
1. Yes 2. No

Do you provide abortions services to singles, such as, unmarried widows, deserted/separated?
1. Yes 2. No, why? " s

Do you provide abortion service to a married primie?
1. Yes, why? 2. No

Do you make it compulsory for a woman to accept IUCD/sterilisation after abortion?
1. Yes, why? 2. No

Whose consent do you take before conducting abortion?

1. Only woman herself
2. Only her husband, why?
3. Both, woman and her husband, why?

4. Parents/in-laws/close, responsible and elder relatives, why?

(If 1/3/4 1o above Q) Do you insist for husband’s signature?
1. Yes, why?

2. No, why?

Do you take second opinion for abortions in case of 13-20 weeks? 1. Yes 2 No 9. NA

rn

The MTP Act provides abortion in case of :

a). Failure of any contraceptive device or method b). Danger to life of the ;)reg(iant woman
©). Grave injury to physical health of woman d). Grave injury to mental health of woman

€). Pregnancy caused by rape §). Substantial risk that if the child was born, it would suffer from such

mental and physical abnormalities so as to be seriousely handicapped.

Do you think that the Act thus defined provides abortion to all women, irrespective of their marital

status ?

1. Yes, how? 2. No, how?

IS-PRO 3



39. (Ifno) Do you think all women should have legal access to abortion?
1. Yes, why? 2. No, why?

40. Do you think the MTP Act has helped women in some concrete way?
1. Yes, how? 2. No, how?

Section IV - MTP Act :

41. As per the MTP Act, an abortion provider needs to meet one of the following training requirements ----
----. Do you think they are ------- ?

Training requirements Over Just Under
; prescribed *_appropriate prescribed |

six months of surgery in gynaecology

experience at any hospital (more than

one year) in practice of OBGY - N
assistance of 25 MTP cases-in a Govt. 5
approved centire)

42. Do you think the MTP training should include training regarding counselling skills?
1. Yes, why? 2. No, why?

43. (Skip in case of gynaecs.) From where did you learn the technique of abortion?

44.  (If trained at the government recognised setup or at hospitals as per the Act) Were you satisfied
during your training about the following :

' Training in terms of : ' Satisfied, why?

Infrastructure at the training centre
e  Instruments
¢  Equipment ’ )

Content of training . I
e  Theory
e  Hand on training of various

abortion methods

Trainer S
*  Imparting knowledge
e  Imparting skills

Not satisfied, why/ .

45. The act prescribes that the assistant doctor should have

* certificate indicating experience as assistant doctor during abortion procedure and for
minimum 2 years at the institution

Do you think thisis ----?

1. over prescribed, how? 2. just appropriate 3. Underpresciibed, how?

46. The act prescribes that the assistant nurse should have
e  qualification certificate (1/2/3 yrs nursing course)
* registration with the Maharashtra Nursing Medical Council, and
e certificate indicating experience as assistant nurse

during abortion procedure at the
govemnment recogmsed institution

Do you think thisis ----2

1. over prescribed, how? 2. just appropriate 3. Underprescribed, how?

IS-PRO 4



47.

49.

50.

51

52.

53.

55.

Section V - Perception :

Why do you think women have to face the situations of second trimester abortions?

Who do you think is responsible for abortion situations that a woman faces? How?

What is your opinion about abortion as spacing method ?

What is your opinion about abortion after sex determination?

What is your opinion about abortion as a woman’s nght ?

Section VI :

Views about abortion practice by non-allopaths, paramedical and local

abortionists

What do you think about non-allopathic medical professionals practicing abortion?

Do you think paramedicals such as ANMs
could be trained for Menstrual Re

1. Yes

2. No, why?

, trained birth attendants (TBAs), Nurses, dais
gulation (MR) for conducting abortion?

Do you think local abortionists could be trained for MR for conducting abortion ?

1. Yes

Do you think training paramedicals and/or local a

provider?
1. Yes

2. No, why?

2. No

bortionists will affect the practice of the abortion

ci\sunita \reap\schf\prov4.qac
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Date :

Annexure

2-(¢D

INFORMATION TO BE GATHERED AT THE CENTRE

Schedule no :
Name of institution :
Name of the observer :

*1 (Only for registered centre) Display of MTP board and certificate : (Pl vif yes and % if no)

No : : Ttem e Yes/No
1. Board displaying availability of MTP facilities K
2. MTP registration certificate displayed

*2. Enquiry counter (Peripheral facilities) : - (P vifyes and * if no)

No.

Item

Yes/No

1.

Enquiry counter

2.

Person attending enquiry counter

*3. Consulting room (Privacy) : (Pl vifyes and * if no)

o ltemn.

- Yes/No

Separate consulting room

W
@

Conversation is heard outside the consulting room | -

More than one patient enters the consulting room

*4. Walting room and consulting room : (Pl. v'if yes and % if no)

Observations about

‘Waiting rootn

Consulting room

Ventilation

Light

Cleanliness (garbage, smell)

Seepage

Sink

Water facility

at the sink (running/stored in buckets '&cT”

Drinking water

Whether overcrowded

*S. Wards and special rooms (PL. vif'yes and * if no)

. Observations about

Venﬁ]atjon

S —

Light

at Wards

‘Cleanliness (garbage, smell)

Seepage

- at Special rooms

Drinking water

Toilets

Bathrooms

oo\lo\'.nbun—-g"{f:

Whether overcrowded

IS - OBS

1



*6. Wards and special rooms : (Pl v'if yes and

% if no)

No ltem Comfortable/Clean (Yes/No) |
1. Condition of cots o

2, Condition of maltresses .
3. Condition of bedsheets

*7. Sanitary conditions :

(PL. vif yes and % if no)

No.

- Condition of toilets: and bnﬂlrooms n

W w(N[—

Running water

*8. Furniture :

Fumiture

Total no.

‘ 'l. Examination tables

2.  Stretchers

3. Trolley

*9. Operation theatre : (Pl. v'if yes and % if no)

Whether operation theatre and labour room are separate -

1Yes 2. No

" Observations about

atOT at Labour room

Exhaust fan

Light

Cleanliness (garbage, smell)

Se@gge i

[ Sink

| Water famhty (running/stored in buckets etc )

Drinking water

NA

Toilets

NA

Bathrooms

NA

10. Information to be gathered at the operation theatre :

OPERATION THEATRE -

__Operation (able (head low)
Oxygen cylinder

Breathing hoses

_ Airways

Endotracheal tubes

l
"2
3.
4. _ Self inflating bags
5
[ 6.
7.

Boyle’s apparatus

11. Information to be gathered about the contents of the emergency tray: (Pl. v'if yes and * if no)

EMERGENCY TRAY

Th Yes/No

Adrenaline -

Glucose 1.V.
Ringer lactate

Mephentine inj.
Avil inj.
Dopamine
Soda bicarb.
Furosemide

SIS PP PN P

Hydrocortisone inj. (Efcorlme) /! Dexamethasone

B N L,
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12.. Information to be gathered about abortion specific Instruments and equipment :
(PL vif yes and % if no)

_ABORTION SPECIFIC EQUIPMENT =~ : Lo Total No
MTP sets

Required for both first and second trimester :
Set of dilators (different sizes)
Vulseliumn ]
Ovum forceps
- long ovum forceps (with narrow top end, transverse
serrations and a rachet in the handle for locking)
Curette
Suction machine (electric/hand/foot pump)
Sim’s speculum
Suction cannula (ideally its size has to match with the
size of dilators that are used for dialatation)

In addition to above following are the intruments

required for second trimester abortion :

Catheter (Folly’s / Simple rubber)

Currette

Ovum forceps (both curved and straight varieties)

Laparotomy equipment

Laparoscope

2 e

R Ec Rl

Q&R N -

13. Information to be gathered about Sterilization equipment (essential facility) :
(Pl. vif yes and * if no)

Stenlisationequipment | Yes/No .
1. Autoclave
2. Pressure cooker

14. Information to be gathered about access to Blood bank : (Pl vifyes and * if no)

RS s I |- 1 e e s PR TS
Access to Blood bank
If yes, mention distance ------ (km)

15. Information to be obtained about complementary services : (Pl. v'if yes and * if no)

Whether there is pathology laboratory - 1. Yes 2. 3.Neo

ERSeTIR RS Trom VeoNg
If yes, tests performed - '
Urine test
. urine sugar
. albumin
. urine microscopic
| . pregnancy
Blood test
- blood group (inluding Rh)
. Hb percentage (Hb)
. blood sugar

IS - OBS



16. Information 1o be obtained about Essential Emergency facilites : (P

L vifyes and * if no)

No.

Hems

Yes/No

1. denem(or/ham:ry set
If yes,

. For whole setup

. For operation theatre
. For emergency wards/rooms

Ambulance

Fire fighting arrangements
. fire extinguisher (mention no. - ----- )
- easily accessible water supply

17. Information to be obtained about Complementary facilities : (P, vif yes and ¥ if no)

“No:

Items

Yes/No

1. Telephone facility

2. Food facilities -
. patients
. relatives

18. Infomation to be obtained about Disposal of waste (Pl. v'if yes and * if no)

. Abortéd foetuses

Incinerated/Bumnt

Common garbage

Any other (specify)

Used gloves

| Syringes

Packs & Menstrual Pad

Main Water supply to the institution :

19. Source of water supply -

20. Covered water storage -

21. Frequency of cleaning water storage

1. Well

1. Yes

22. Method used for punfying drinking water -

Paramedical and other staff ;

23. How many nurses do you have?

24. Of'these how many have formal training and how many are registered?
_Type of training | Number of nugses | Registration status | Number of nurses
Formal training I Registered ]
. Degree
. Diploma
- Certificate -
In-house training Non-registered .

25. How many ayahs are working ?

How many ward boys do you have?

¢:\sunita \reap\schfobs2.qac
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Q 23. We have listed five factors which may determine cost of abortion. Will you please
rank them in descending order that is followed at your centre as determinants of

the abortion.

women

Health status of

Length of gestation
(even within the
particular trimester)

widow

If the women is unmarried ,
divorced, separated or

Economic status of
Women

Q24. We have made a list of reasons for which
women seek abortion. Please rank them in

descending order with referace to this centre.

(Q 28 in the Interview schedule for provider)

Rape or incest

Failure of
contraception

Spacing method

Risk to mother’s life

Procedure used for
Abortion

After sex
determination

Pregnancy outside
marriage

Eugenic purposes




Annexure 3 ()

A
Phase 3: Qualitative Case Studies

INTEGRATED OBSERVATION AND INTERVIEW GUIDE

Name of the institution :

Name of the HI .

District : Tahsil : Village :
Name of the interviewer :

Date/s : / /

Name of the provider :

AN o

Common observations about the centre :

7. Waiting period :
Average waiting time for the clients
Average time spent with clients by the provider

8. Privacy :
Separate consulting room
Conversation is heard outside the consulting room ‘ ;
People other than provider and client sitting in the consulting room (list people present)

(Note : O - Observation, 1 - Interview. Once observed will not be asked to the woman. There are
certain things which will be only be observed or only be asked to the woman while interviewing her.)

L. General :

(Here it will be cither observed by the researcher about these aspects or the woman will be asked
about it.)

9. {I} Name of the woman

10. {I3Address :

11. {1} Village : ------—- . 1 (1€ — ! District : -=---seememeeeee
12. {1} Socio-economic status :
Age ; —---m-- yIs Caste - Education : : Occupation : Income (if
working) : Marital status : Age at marnage :
13. {I} Husband’s identificatory data : (in case of married woman)
Name :
Age : -——yrs Education : Occupation :
Income : Place of job :
14 Family income :
15. {1} Land ownership :
Quantity of land owned : Irrigated : ---------- acres Rainfed : -------- acres.
Who cultivates the land : 1. Family members 2. Employed labourers

16. {1} No. of family members :



17.

18.

19.

20.

22,

23.

24.

25.

26.

28.

29.

30.

- {O/I} in case of inmediate admission obt

II. Pre-operative interactions : Reproductive history

(Here it will be etther observed whether the provider seeks information on various aspects from the woman
or the woman will be asked if such information was obtained from her by the provider)

{O/1} Fertility history - Total Pregnancies
Abortions(Induced/Natural)
Death(Male/Female)
Living(Male/Female)

{O/I} Any reproductive illness :

{O/1} Expenences of earlier MTPs, if any (Reason, post-abortive cornplications such as bleeding,
fever, pain in abdomen, D&C, continued pregnancy, perforation)-

{O/I} Use of contraception : (past, source of mformation, experiences, future plans of family planning,
mention of mandatory contraception in this episode)

- {O/I}Overall cument health status & history (any major illnesses such as BP, diabetes, heart,

convulsions etc, weight, Hb)

I Pre-operative interactions (obtaining information) : Abortion related

(Here it will be either observed whether the provider seeks information on various aspects from the woman
or the woman will be asked if such information was obtained from her by the provider).

{O/I}Menstrual history (LMP, dysmenorrhoea, menstrual cycles regular/irregular)

{O/I} Reason for abortion.

{O/1} Decision-making regarding doing abortion (who

all from the family or outside participated in the
decision making process)

{O/I} If husband/partner was asked, by the provider to be there? Why?

{0} Contraindications - (Contraindications for
solution : anaemia/sickle cell anaemia cardio-va
liver or kidney problems, Contraindications fo
convulsions, epilepsy, asthma)

abortion by induction method using hypertonic saline
scular disorders / illness, such as high BP, heart failure,
r abortion by induction method using prostaglandin -

aining information about the NBM (Nil by mouth)status.

IV Pre-operative medical examination

(Here it will be either observed by the researcher whether thes

¢ examinations are conducted or or the woman
will be asked by the researcher about it).

{O/I} Physical examinations conducted (Gynaec examination such as PV/internal examination -to
know the length of gestation and to examine if there is any local infection)

{O/I} General examinations conducted (Observation of nails,

eyes and {ongue, BP, pulse,
temperature)

{O} Pathology tasts (Hb, Rh, HIV)



31.

32.

33.

34.

35.

36.

37,

38.

39

40

41

42

43

44

45

{O/I} Any other doctor has examined (in case of second trimester abortion)
(Check doctor’s approval form and second opinion response from quantitative format)

V Pre-operative interactions : Giving information to the client about the procedure

(Here it will be elther observed whether the provider gives information to the client on various aspects er the
woman will be asked if such information was given 1o her by the provider). '

{O} Length of gestation

{0} Methods to be used for abortion /MTP ( describing these procedures in a way that woman
understands them, seeking clients’ participation in decision-making)

{O} Risks /complications involved (these are procedure specific)

{O} Legal requirements, if applicable (if consent is required from any one other than the chent, filling
up the forms)

{O/1} Consent while undergoing the procedure (Check consent form and related data)
{O/1} Instructing about being NBM and its reasons in case she is not admitted on the same day.

{O} Time required for the procedure, how many days of in-admission at the centre, whether she can
return on the same day, expenses that she has to incur, removal of omaments before coming for the
procedure (if she is not admitted on the same day) etc.

. {O} If there is written material for the client about abortion and related issues.

VL. Woman’s choice of abortion provider : considerations

. {I} Time taken to reach the centre :
. {I} Mode of Transport :

. {1} Date of admission in hospital :
{O/1} Date of procedure :

- {O/I} Number of visits made including that for the procedure and reasons.
- {O/I} Companions while visiting the centre (at each visit)

- /1} Source of information about the provider

46. {I} Considerations while choosing this provider

competence,

reputation,

cost,

distance,

facilities,

time required between the admission and discharge

distance to maintain confidentiality vs cost
any other



47. {1} Consulted any other provider/doctor before coming here? Why?

VII. Woman’s evaluation of abortion/MTP care centre :

48. {I} Woman’s evaluation of the the abortion care centre. ;

® Pnvacy (no. and composition of people inside the cabin, sound proofness, pnvacy during
consultancy, surgery and stay)
e Equpment and pathology/sonography

49. (I} Woman’s satisfaction about other facilities at the centre -
*  Food facilities

® Ambulance (only if she has required it)
e Water facility
®  Telephone facility

50. {I} The cost incurred for this abortion procedure
incurred in the hospital)
Desirable cost according to you :

(travel cost per person, food. medicmes. total cost

51. {I} Satistaction about the services of the follwoing and their behaviour with her
*  Doctors, (eg tension about abortion, if doctor assured you)

® Nurses,

® Aaya,

*  Wardboy,

*  Adminsstrative staff

52. {I} Would you give reference of this centre to anyone? Why?

53. {I} Card exercise (regarding woman’s evaluation of the centre. w

omen have to either select or
deselect the cards)

54. {I} Whether MTP leave was taken (Record).

VIIL Post-operative interactions :

(Here it will be observed whether the provider 8Wes information 1o the
conducts necessary medical examinations for the womany).

client on various aspects and

55. 0} Mandatory Medical check-ups and medication
*  Bimanual to confimm if the uterus 1s h
*  The extent of bleeding to check if the abortion procedure has been successtul
*  Prescribing antibiotics in case oflocal infection or to prevent it in near future
*  BP, temperature, bleeding, general condition

.1fany is required before the discharge
ard and smaller than that was prior to the procedure

56. {0} Mandatory revisits for check-ups and indications of post-operative complications
®  Adwvised to revisit the provider for routine checkup afier 2 weeks
® Advised {0 revisit earlier if the woman notices acute pamn in lower abdomen, rise of

temperature, persistent pain for more than 7 days, heavy or persistent fresh bleeding or
persistent pregnancy symptoms

® Referrals

57. o) Post-operative Precautions (Do’s and don’ts )
(NBM for 2 hours after the proc.cdure and re
etc; about giddiness, weakness, pain in the
bleeding and pain will be there

not have intercourse for 10-14

asons, intaking water. teq and light food conld be possibie
limbs after the procedure for a day or so.

how much
and for how long; when can she st

art her nonnal activities. she should
days after abortion, use of post-abortive birth control methods),



58. {O} Reassurance to the woman and her companions (relatives/friends) that the procedure was
successful etc.

59. {O}Responds to doubls and querties of the client.

IX. Provider - client interactions (Pre-operative) :

(For the reference of the peer group and committee only : observations will be made by the researcher
about the quality of provider’s interaction with the client. This particular section will be on the separate sheel.
While documenting, care will be taken that it remains out of site of anyone other than the research team)

60. {0} Provider behaviour towards the client (presence of value loaded statements during
conversation, nasty remarks about client’s sexual life, any comment which directly or

indirectly conveys client that her abortion. need is a result of her/couple’s irresponsible
behaviour )

61.

{O} Provider’s responsiveness (does the s/he responds to what client is narrating by raising
more questions or by adding/ complementing/ supplementing to what the client is saying)
62. {0} Provider’s lack of attentiveness (attending to more than one thing, such as, talking to his
staff, attending to other patient, doing something else other than listening to her)
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PHASE III: QUALITATIVE CASE STUDIES

OBSERVATION GUIDE
(interactions between the client, her companions and paramedics, administrative staff, aayas)

Name of the interviewer :
Date/s and time of the session/s :

Name of the institution :
Name of the provider
Tel :

Interactions with the administrative staft, if any :

* Women and her companions are provided with the required information -

* Helped her/relatives/friends in completing the paper work at the time of admission and at the
time discharge

e Behaviour pattern

Interactions with paramedics :

Drugs are given on time

Supervision of IVs etc

Preparing the woman for the procedure
Maintaining the case papers at her bed side

Reporting to the provider other responsible medico as and when required
Behaviour pattern

Interaction with aayas and wardboys
® If the woman s provided with care, such as, giving her bed-pans, sanitory pads ctc as and
when required
Reporting to the paramedijcs or to the provider as and when required
Behaviour pattern ’

This is only a guideline. However, additional case specific information will be documented.

Annexure 2.5(b)
Phase I1I: Qualitative case studies
Observation guide



Annexure ' a3k <)
PHASE III: QUALITATIVE CASE STUDIES

INTERVIEW/OBSERVATION GUIDE

FOR WOMAN WITH POST-ABORTIVE COMPLICATIONS

(to study ‘outcome’ component of QAC)

1. Name of the institution :

2. Name of the HI :

3. Name of the provider

4. District: oo 11131 e —— 71151
5. . Name of the interviewer

6. Date/s : / - /

Post-operative complications :

7. {O/1} Name of the woman

8. {O/I} What complications

9. {O/1} Length of gestation in that episode.

10. {O/1} Procedure used.

11. {O/1} When was the abortion/MTP conducted?

12. {O/1} Where was it conducted (name of doctor, place)
13. {I} Qualifications of that provider?

14. {1} Registration status of the centre ?

15. {O/1} Why the same rpovider was not approached?

c:\sunita\reap\report\annex\ql-metcAdoc on Dec 18, 99

Annexure 2.5(c)
Phase I1I: qualitative case studies
Interview/observation guide Jor woman with post-abortive complications
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Annexure 2,. (4)

RECORD SHEET FOR SCREENING CASE PAPER

(to study ‘outcome’ component of QAC)

1. Name of the institution :
2. Name of the Hi :
3. Name of the provider :
4. District :  —memmmemmmeemeeeee Tahsil | —-mememmeeeeee Village | ~-memmmeeeeeeee
5. Name of the interviewer :
6. Date/s : / /
Information to be noted down from the case paper
srno | Date on Complaints by the Diagnosis by the Treatment
the case | clients as recorded on provider
paper the case paper (Perforation,
(Fever, bleeding, duration septicaemia,
of bleeding, pain in haemorrhage,
abdomen) incomplete abortion)

» Pl note if spontaneous / incomplete to complete, if any
e Plnote D & C, if any

Annexure 2.5(d)
Record sheet fpr screening case papers
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10.
11.

12.

13.

14.

15.
16.

19.
20.

21.
22,

. Infection (POC)

Annexure -4

GLOSSARY & NOTES

(For rescarchers’ refcrence)
Glossary

Abortion : Abortion is the prevention of pregnancy that has already begun from going to term, fr0111
eventuating in childbirth; and abortion may be accomplished through a variety of methods - chemical.
herbal. mechanical, surgical. (R Petchsky, pp 29).

- Induced abortion - Willful termination of pregnancy.

. Spontancous abortion - Expulsion from the uterus of the products that is occurring naturally
(Dorland’s Medical Dictionary)

Abortion procedures :

.Surgical procedures - Abortion procedure which involves use of surgical tools to clean the

uterus of products of conception.
. Medical procedures - Abortion procedures where drugs are used for expulsion of conception
products.

Amenorrhoea - Absence or abnormal stoppage of the menses (Dorland’s Medical Dictionary)
Amniotic sac - Sac of fluid surrounding the foctus. (OBOS)
Aspiration - The act of inhaling, removal by suction. (Dorland’s Medical Dictionary)
Cervical laceration (Tear) - (Post operative complication - POC) - The cervix may get injured
during a sccond - trimester abortion. A small tear heals without any treatment. However, a more
serious tear may require stitches. and there may be some bleeding from the tear. (OBOS. pp 359)
Clinic - A special place or time at which specialized medical treatment or advice is given to visiting
patients. (Oxford dictionary)
- An establishment where patients arc admitted for study and treatment by
practising medicine together. (Dorland’s Medical Dictionary)
Counselling - Professional advice about a problem (Oxford dictionary)
Curettage - Scrapping the inside of the uterus with a metal loop. called a curette. to loosen and
remove tissue. (OBOS)
Dysmenorrhoea - Painful menstruation. (Dorland’s Medical Dictionary)
Endometriosis - The aberrant occurrence of tissuc containing typical endometrial granular and
stromal clements in various locations in the pelvic cavity or other arcas of the body. (Dorland’s
Medical dictionary)
Endometritis - Inflammation of the endometrium. (Dorland’s Medical Dictionary)
Ecbolics - An agent that promotes rapid labour by stimulating contractions of the myometrium
(Dorland’s Medical Dictionary)
Dilation - Enlarging the cervical opening by stretching it with tapered instruments called dilators, or
with laminaria. Many medical technicians usc the word “dilatation” to mean the same thing, (OBOS)
Forceps - Grasping instruments used to remove tissue. (OBOS)

Hospital - An institution providing medical treatment and care for ill or injured people (Oxford
dictionary)

a group of physicians

. Incinerator : a furnace or enclosed container for burning rubbish (Oxford Dictionary). It is said that

the gascs produced during incincration arc harmful and arc fc

arcd to causc cancer among, the
inhalers.

- Inspite of using sterile instruments and antiscptics. bacteria sometimes travel into
the uterus. Signs of infection arc fever of 100.5°F or higher, bad cramping, vaginal discha

foul odour. Tetracycline or ampicillin is the trcatment for this. (OBOS. pp 359).
LV.F. - Intravenous fluids

Laminaria tent - It is a sterilised sea weed that absorbs moist
the cervix. Helps softening and further dilatation of the cervi
injury and make the operation much easier.

LMP - Last normal menstrual period. (OBOS. pp 356)

Length of gestation / pregnancy - It is usually counted from the first day of the LMP and not from
the day of conception (fertilization). (OBOS. pp 356) :

rge with

ure and expands. gradually stretching
X and reduces the chance of cervical

Annexure 2.6 /
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23.
24,

25,

26.
27.

28.

29.

30.

3L
32.

33

34.
35.

36.
37.

38.

39.

40.

Maternity hospital - An institute for the care of obstetric patients. (Dorland’s Medical Dictionary)
Menorrahhagia - Both, heavy bleeding and long periods (bleeding for more number of days)
together. .

Missed abortion - Continued pregnancy (POC)- This is probable in carly pregnancy. less than four
weeks after conception, six weeks LMP. The tissuc removed from the uterus immediately after
abortion should be inspected to ensure that all pregnancy tissuc has been removed. The abortion has
to be repeated in a week or so. (OBOS. pp 359)

MTP Act - Mcdical Termination of Pregnancy Act.

Parenteral fluids - Fluids injected through some other route, other than alimentary canal. as
subcutancous, intramuscular, etc. (Dorland’s Medical Dictionary) .

Perforation (POC) - It occurs if an instrument picrces through the uterus wall. The pulse. blood
pressure, cramping and blceding arc closely monitored. The uterus gencrally heals quickly on its own.
However. if a large blood vessel or another organ is damaged, hospitalization and probably surgery is
nceded. If abortion has been left incomplete due to perforation, it is finished in a hospital.

Polyclinic - A hospital and school where diseases and injuries of all kinds are studied and treated.
(Dorland’s Medical Dictionary)

Postabortal Syndrome (Blood in the Uterus) (POC) - If the uterus does not contract properly or if a
blood lot blocks the cervical opening and prevents blood from lcaving the uterus, blood collects within
it resulting in pain, cramping and sometimes nausca increase. The clots can be removed either by
deep massage directly over the uterus or if this failsb by reaspirating the utcrus. (OBOS. pp 359)
Primie - First pregnancy

Primie amenorrhoea - Not getting the menses at appropritate age. this could be either congential
(which mostly arc difficult to attend to) or could be on account of anacmia and weak health status.
Prostaglandin - Non-hormonal substance. formed widely in body tissues of both males and females.
from unsaturated fatty acids by the action of enzymes called prostaglandin synthetases. Natural
prostaglandin of medical use are PGE, and PGF-

Quality -

Retained tissue (POC) - Sometimes some tissue may be left behind after the abortion. Signs include
heavy bleeding, passage of large blood clots, strong cramps. bleeding for longer 3 weeks, signs of
pregnancy for more than one weck. This tissue may get infected. To remove the tissue either

methergine or ergotrate are given to stimulate the uterus to contract and push the retained tissue out
or aspiration procedure is carricd out. (OBOS. pp 359)

Saline - Salt water (OBOS)

Suction - Drawing out the contents of the utcrus through a narrow tube attached to a gentle vacuum
source. (OBOS)

Trimester :

. First trimester - It is the first thirteen weeks

- Second trimester - It is the fourteenth through twenty-fourth wecks

.Third trimester - It is twenty-five weeks LMP and later (OBOS) .

Uterine haemorrahge (POC) - It may occur in second trimester abortions duc to retained tissue,
perforation or failure of uterus to contract. Drugs may be given to stimulate the uterine contractions,
or aspiration may be done to slow done the bleeding. (OBOS. pp 359)

Instruments used for abortion - (Diagrams will be added).

NOTES

1. Abortion procedures - (OBOS)
a). Abortion by early uterine evacuation (EUE) -

Pelvic exam confirms pregnancy
Same technique as pre-emptive abortion except cannula size (5-6 mm) - flexible.

Population control projects used this technique in Third World countries because it is casy to train lay
persons to do it and doesn’t require a motorised suction pump or much equipment.

b). Pre-emptive abortion (endometrial aspiration) - This is an aspiration procedure.

5-6 weeks
Can be donc without pregnancy test
Smaller size cannulas (4-5 mm) - flexible

No dilatation required, thus reducing the risk of perforating the uterus because of flexible cannulas.
Only a few minutes procedure

Annexure 2.6
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e No anaesthesia required since no dilatation
No motorised pump required for suction. Only a syringe is used to crcate a vacuum |
e Test of Rh blood type are not part of prc-emptive abortions and Rh negative women are not usually
offered Rhogam.

¢). Abdominal hysterotomy - It is a minor caesarcan section. It is performed in some ccnlrcs whgn
sterilization is wanted along with termination of mid-trimester pregnancy or in some cases of failure in
the induction of abortion (Chaudhari, 1996, pp 230)

In a hysterotomy, the surgeon removes the foetus and placenta through an incision into the abdomen and
uterus, like a small caesarean section. The incidence of scrious complication for this kind of major surgery
is considerably higher than for other methods of abortion. It may be required when induction methods
have been repeatedly unsuccessful or can’t be used for medical reasons. (OBOS, pp 358-359).

d). Dilatation and curettage - It is a standard gynaccological procedure used to treat conditions such as
excessively heavy bleeding and to diagnose various uterine problems. It is usually done in a hospital under
general anaesthesia. Most commonly used for the first trimester abortion. Now it has virtually been
replaced by the quicker, casier and safer aspiration techniques which are usually done in clinics with local
or no anaesthesia. Some doctors will do a D & C for abortions from 12 to 16 weeks. (OBOS, pp 358).

e). Dilation & Evacuation - It is newer method that combines D & C and VA

techniques for abortions
later than 12 wecks LMP. (OBOS, pp 358)

f). Induction abortion - The doctor injects (instills) an abortion causing solution through the abdomen
into the amniotic sac. which surrounds the foetus. Before sixteen weeks LMP this sac is not large enough
to be located accurately, so the induction procedure cannot be used until this time. Hours later,
contractions cause the cervix to dilate and the foetus and placenta to be expelled.

g). Vacuum aspiration - removal of the uterine contents by application of a vacuum through a hollow
curet or a cannula introduced into the uterus. (Dorland’s Medical Dictionary)

In this, cervical opening is stretched (dilated) so that a larger cannula can be used. An electrically
powered aspirator is the source of infection. (OBOS, pp 357)

h). Hysterectomy - There are certain situations where hysterectomy is preferable, ¢.g.. in clderly patients
with fibroid and often pelvic pathology; where ligation is not permitted by the church even after repeated
caesarean sections: where there are previous histories of menorrhagia. (Chaudhari, pp 231).

Hysterectomy can’t be supported as a routine method of terminatin

g sccond trimester pregnancy where
sterilization is required.

i). Opposite views - Usc of D & E in ST :
OBOS - They arc in favour

Chaudhari - He is not in favour

Woman should be given a choice if the provider can

provide D & E (i.c.. he has the required competence)
and environment and the facilities.

i) Second trimester procedures - Advantages of D & E over induction :
e D &Eissafer

* It is physically casier for a woman than an induction abo
delivery of a foetus, often in a hospital room all by herself.

* D & E is much quicker (10-15 mins.. com
induction abortion).

D & C can be done in a properl

with a tranquiliser.

rtion, where she goes through labour and
parcd to many hours with an overnight stay in a hospital for

y equipped doctor’s office or clinic with local anacsthetic and perhaps also
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Abortion procedures First Trimester " | Second Trimester
Surgical Vacuum Aspiration D&E
D&C Hysterotomy
D&E Hysterectomy
Medical Induction method Induction by using either -
using prostaglandin - Drugs (Hypertonic saline. urca,
asa - emcredil. rivanol. ethacridine lactates.)
. smooth muscle cither
stimulant / priming . Intra-amniotically or
agent (to alter and . Extra-amniotically or
soften the structure of . Trans-cervically or
cervix) . Trans-vaginally
. luteolytic agent - Devices
inhibiting progesteron secretion - Combined procedures using different
of corpus luteum (not yet being combinations of drugs and devices.
used in human beings)

2. Abortion equipment -

a). Opposite views : Use of flexible / non-flexible cannulas

Abortion procedure - Vacuum Aspiration (VA)

Source OBOS - Women’s group feel the need to develop the safest. least physically traumatic VA
techniques. Prefer minimal dilatation and small flexible cannulas reducing the chance of tearing or
perforating the uterus or cervix. Experience at these clinics show that this approach is more comfortable

for women than that of most conventionally trained abortionists. who usc larger, rigid plastic or metal
cannulas (which require more dilatation and curettc after the suction).

Source Dr Chaudhari S.K.. Practice of fertility control - For VA non-flexible plastic cannulas are
preferable to the flexible Karman type of cannula because the latter stick to the uterine wall. the smaller
holcs are often choked with uterine contents and sometimes the tips arc snipped ofl. Chaudhari prefers the

metal cannulas because they can be sterilized by boiling for half an hour and can be used repeatedly.
involves less cost.

- Rigid plastic cannulas can be used repeatedly for 25 operations. Plastic cannulas can be sterilized by
immersing them in a weak aqueous solution of povidine-iodine (1:2500) |Betadine solution of a definite

orange colour, not yellow or brown| or other antiseptic solution (2% cetrimide in water) for about 20
minutes.

b). Electric suction machines - (Berclay is the best one) - locally made machines arc also available.

*  Suction machine used by the anaesthesists in the operation theatre also could be used.

Hand pump / foot pump scts may be used where clectricity is not available or power fails.

Suction apparatus must produce atleast 25 inches or 625 mm Hg ncgative pressure during operation.
Set should be checked pre-operatively and must be leak proof.

Reporting of the MTP cases : PHCs are expected to report the MTPs to the ZP whereas the private sector

(from the whole district) reports to the DHS, Pune Circle in case of Pune. In case of Ratnagiri district
both, private and public are supposed to report to ZP.

Sterilisation : There are two methods of sterilisation. They arc autoclaving and boiling. Both are equdlly
good. Except the fact that certain things, such as. plastic material, cloth, gloves etc can't be boiled for
obvious reasons. Either autoclave machines or pressure vessels/cookers are used for autoclaving,

References:
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Reproductive Freedom, (Revised edition). Northcastern University Press. Boston.
Chaudhari S K.. 1996, Practice of Fertility Control : A Comprehensive Textbook, (Fourth Edition).
B.I.Churchill Livingstone Pvt. Ltd.

3. The New Our Bodies, Ourselves : A book b

v and for women, 1992, Simon & Schuster Inc. New York.
London. Toronto. Sydney. Tokyo. Singapore.

and

,(fl,lnexure ({ t{
ilossary & Notes



,- \ . \ \ : oC £ ‘09
c:\sunl\reap\reportiannex\protocol.ann, Sep 30, 97; Dec. 1 4, O
Annexure 5

PROTOCOL AND GUIDELINES
FOR THE RESEARCH TEAM MEMBERS/INVESTIGATORS.

The guidelines laid down for the researchers/investigators were basically to maintain consistency and
uniformity during data collection. The efforts were to made to minimise individual biases. They couldn’t
be eliminated completely yet by strictly following the guidelines, we tried to minimise them. It had

special significance in the present case since a large portion of the data collection were through
observation.

Following were the guidelines laid for field researchers while administering various interview
schedules

General

® The name of the interviewer/observer, number of visits and the=date of interview must be entered
clearly.

® There is a set of interview/observation schedules to be administered at one single unit of the study. n
case HI and the provider are the same persons.

¢ Even otherwise we have obtained these information from HI in ‘personnel (Q No --)'.

® In case of gnarl hospital/polyclinic/coopcrativc/corporate/civil hospital (any setup which has more
than one doctor/medical providers) the interview schedule designed for the provider should be

administered with the one who provides abortion services. Please cover all the abortion providers in
case there are more than at a particular centre.

Please pose the question the way it has been framed.
Try to maintain structured nature of the questions to reduce ‘after efforts’ required for data cleaning
and stream-lining, .

- Avoid explaining a question since it may introduce investigators® biases while posing the question
Please don’t skip or alter the sequence of the questions, unless mentioned
If ‘any other’, please specify.
Daily protocol should be maintained. ,
Ideally there should be daily discussion after the field work which may not be  possible but meeting,
once/twice a week 1s essential to discuss problems and experiences during the field work

Guidelines for researchers while administering
‘Interview schedule for Head of the institution (HI)’:

Q No 6 : Type of the institution (Public/private) : The categories Primary health centre (PHC), Rural
hospital (RH), Cottage hospitals, corporation/municipality health care centres and district hospitals are

the public health care service centres, RHs are earlier known as mother PHCs or Community Health
centres (CHC).

Q no 7 : Structure of the institution : Maternity hospitals are those medical care service centres which
provide obstetrics and gynaecological health care services which include delivery care. antenat

(ANC), postnatal care (PNC), gynaecological illnesses under one roof. Many
paediatric health care facilities, too.

al care
a times 1t may have

General hospitals are those which provide more than one s
obstetrics and gynaecological health care services. :
Annexure 2.7 v 1
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Q No 11 : Qualifications : P1 record the actual degree told by the provider and then tick the relevant
category. Pl clarify, in case of any doubts about the system of medicine of his qualifications and level of
his training in medical care. Specialisation should get recorded.

Q No 13 : Ownership of the institution :

5. Corporate hospitals are those which are sponsored/looked after by the companies These
hospitals are profit making

6. Cooperatives hospitals are those which are supported by shareholders. Benefits and

losses are shared among the shareholders '

3. The trust hospitals are registered as trusts under the trust Act. There are trustees and
beneficiaries and are run on no profit no loss basis.

4. The society hospiltals are registered bodies as a society. These too are run on no profit,
no loss basis and 1s more democratic in its style of function.

These hospitals thus are different from each other mainly in terms of rules and regulations which are
guided by the respective Acts under which they are registered. This may have bearing on their policies
about charges for the medical care they provide, subsidies, mode of drug supply etc.

EY

NGOs could be either trusts or societies.

Q No 16 : Personnel : 1. Doctors : Pl. record all the doctors, get information on sex, age and
qualifications and their mode of associations with the centre (attached/on call/employee/uses this set up
to attend his cases, especially those requiring operatives and admissions). Then get information on who
all from among these conduct abortion at the centre and tick against them. Ask ‘training’ in abortion

only for abortion providers who are non-gynaccologists. Here we have to be specific about abortion
training.

Q no 19: Up to what length of gestation abortion services are provided

If the respondent mentions only up to 12 weeks, pl enquire if the centre ever attends abortion cases of
more than 12 weeks.

Q No22 : Mode of drug supply : In case of *3° pl confirm if there is no replacement system of either all
or essential drugs. 1f response is ‘prescription’, it should be categoried as *3 - no drugs are supplied in-
house’ only after confirming about replacement.

Ranking exercises : For example Q No 23 about the cost determinants

Hand over the set of cards to the respondents. Once s/he ranks them in descending order record the serial
nos of the determinants written at the back of the card in the table here

against the respective pre-typed
ranks in the table.

Q N6 39 7 Registration status I the centie appears in the DHS list; pl pre-record the tegistration
status.

Which centres could be categorised as Non-registered abortion service centres ?

The centre is registered, but the providers are not qualified in formal sense (they are non-
gynaecologists and do not have any training as per the Act) but do have skills to conduct abortion since
they are conducting abortion for long or they have acquired such traming in informal setup but in equally
good setup, that is, they are qualified in practical sense).

The centre is registered, but the providers are not qualified, that is.
do not have any training as per the Act either formall
formal or practical sense.

Annexure 2.7 2
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The centre is not registered, the providers are qualified (gynaecologists - MD, Gyneacologist, MBBS,
DGOs etc.) or trained as per the need of the MTP Act (.......)

The centre is not registered, the providers are not qualified in formal sense (they are non-
gynaecologists and do not have any training as per the Act) but do have ski!ls to conduct abomon since
they are conducting abortion for long or they have acquired such training in informal setup but in equally

_good setup (that is they are qualified in practical sense).

The centre is not registered, and the providers are not qualified, that is, they are non-gynaecologists
and do not have any training as per the Act either formally or informally. Thus are not qualified either
in formal or practical sense. (This includes ANMs, PHC doctors providing abortions at their own place.
private practitioners and also local abortionists in conventional sense)

Guidelines for researchers while administering
Interview schedule for provider

L]

Q No 8 : Qualifications

Pl record the actual degree told by the provider and then tick the relevant category. Pl clarify, in case of

any doubts about the system of medicine of his qualifications and level of his training in medical care.
Specialisation should get recorded.

Q No 15 : Preference to a particular method :
If the respondent does not respond with reference to the other methods of abortion, the probe could
include names of these methods that are mentioned in the table here to get more focused response. For

example : Respondent has said VA/SC is used. The probe could be ‘The methods such as D & C and D
& E are also used for abortion up to 12 weeks. Why do you prefer VA/SC particularly?

Also if respondent says that s/he prefers a particular method because it is ‘well accepted method’, probe
to understand as to why is it ‘accepted” .

Q No 34 : TUCD/sterilisation compulsory or mandatory :

In case the respondent says that s/he does insert TUCD immediately after abortion (Q 26) then restrict the
Q No 34 only to whether sterilisation is mandatory and don’t ask whether TUCD is mandatory.

Annexure 2.7 = | 3
Protocol & Guidelines



Annexure G

THE MEDICAL TERMINATION OF PREGNANCY ACT, 1971
[No.34 OF 1971

(10™ August, 1971

An Act to provide for the termination of certain pregnancies by registered medical practitioners and for
matters connected therewith or incidental thereto. ‘

Statement of Objects and Reasons - (1) The provisions regarding the termination of pregnancy in the Indian Penal Code which were enacted
about a contury age were drawn up in keeping with the British Law on the subject. Abortion was made a crime for which the mother us well us the
ahortonist could be punished except where it had to be induced in order to save the life of the mother. It has been stated that this very sirict law
has been observed in the breach in a very large number of cases all over the country. Furthermore, most of these mothers are married vwonien,
and are under no particular necessity to conceal their pregnancy.

(2) In recent years, when health services have expanded und hospitals are availed of 10 the fullest extent by all classes of society. doctors
have ofien been confronted with gravely ill or dying pregnant women whose pregnant ulerus has been tampered with a view fo causing an
abortion and consequently suffered very severely.

(3) There s thus avoidable wastage of the mother's health, strength and, sometimes, life. The proposed measure which seeks to lLiberalise
certain existing provisions relating lo termination of pregnancy has been received (1) as a health measure — when there 1s danger (o the life or
risk to physical or mental health of the woman, (2) on humanitarian grounds - such as when pregnancy arises from a sex crime like rape or
intercourse with a lunatic woman, etc.. and (3) eugenic grounds — where there is substantal risk tnat the child, if born, would suffer from
deformities and diseases. - Gazatte of India. Pt 11, Section 2, Extra, dated November 17, 1969. p.880.

Be it enacted by Parliament in the Twenty-second Year of the Republic of India as follows :-

1. Short title, extent and commencement — (1) This Act may be called the Medical Termination ol Pregnancy Act 1971
(2) It extends to the whole of India except the State of Jammu and Kashmir.
(3) It shall come into force on such date as the Central Government may, by notification in the Ofticial Gazerte, appoint.

2. Definitions - In this Act. unless the context otherwise requires, —
(a) “guardian” means a person having the care of the person of a minor or a lunatic:
(b) “lunatic™ has the meaning assigned to it in Section 3 of the Indian Lunacy Act, 1912 (4 of 1912);
(€) nunor” means a person who, under the provisions of the Indian Majority Act. 1875 (9 of 1875), is to be deemed not
to have attained his majority, '
(d) “registered medical practitioner” means a medical practitioner who possesses any recognised medical qualification as
defined in clause (h) of Section 2 of the Indian Medical Council Act, 1956 (102 of 1956), whose name has been

entered in a State Medical Register and who has such experience or training in gynaecology and obstetrics as may be
prescribed by rules made under this Act. #y

. NOTLS

Though the Indian Lunacy Aa defines “Junatic™ as an idiot or a person of unsound mind, the said words have not been defined. Both these

words mdicate an abnormal state of mind as distinguished from weakness of mind senihity following old age. A man of weak mental strength cinnot be
callad an idiot or a man of unsound mind. The definition does not include dull-witted people but only those who sufler from a mental disorder or
derangement of the mind. Ganga Bhavanamma v. Somaraju. AIR 1957 AP 938.
“Unsoundness of mind™ implies some unusal feature of the mind as has tended to make it different from the normal and has in effeat impaired the
man’s capacity 1o look after his affairs in a manner in which another person without such mental irregularity ‘would be able to do in the matter of his
own. The idea suggests some derangement of the mind and it is not to be confused with or taken as analogous to'a mere mental weakness or lack of’
mtelligence. Sarjug Singh v. Gulabo Kuer, AIR 1969 Pat 33.

No person can have direct experience of the mind of another and the proper test of insanity is condudt. A person might conceivabiy have all Kinds off
delusions, but if his condudt remains normal there would be no justification for holding him to be lunatic. Abdul Razak v. Commissioner of Income
Tax. AIR 1935 pat 425.

If' a man is able te understand and answer questions on various matters except those relating to arthmetical calculations, he cannot be regarded a
mentally unsound although he would be held as having a weak or undeveloped mind. Joshi Ram Krishan v. Rukmini Bai. AIR 1949 All 449, °

Under Indian Majority Act, 1875, a person in respext of whose person or property a guardian has been appointed by a court of justice or a person who
is under the jurisdiction of Court of Wards attains majority on the conpldtion of twenty first-vear and in all other cases a person is deemed 1o attain the
age of majonity on the completion of eighteenth year.



3. When pregnancies may be terminated by registered medical practitioners - (1) Notwithstanding anvthing contained in
the Indian Penal Code (43 of 1860). a registered medical practitioner shall not be guilty of any oflence under that Code of
under any other law for the time being in foree, if any pregnancy is terminated by him in accordance with the provisions of this
Act

(21 Subject to the provisions of sub-scetion (1), & pregnancy may be terminated by aregistered medical practitioner,
(a) where the length of the pregnancy docs not exceed twelve weeks. it such medical practitioner 1s. o1
(b) where the length of the pregnancy exceeds twelve weeks but does not exceed twenty weeks, Hnot less than o
registered medical practitioners are,

of opinion, formed in good faith, that — : :

(1) the continuance of the pregnancy would involve a risk to the life of the pregnant woman or of grave injun
to her physical or mental health: or _
(11) there is a substantial risk that if the child were bomn, it would sufler from such physical or mental

abnormalities as to be seriously handicapped.

Explanartion I.— Where any pregnancy is alleged by the pregnant woman to have been caused by rape. the anguish
caused by such pregnancy shall be presumed to constitute a grave injury to the mental health of the pregnant woman,

Explanation 1. - Where any pregnancy occurs as a result of tailure of any device or method used by any married
woman or her husband for the purpose of limiting the number of children, the anguish caused by such unwanted pregnancy man
be presumed 1o constitute a grave injury to the mental health of the pregnant woman.

(3) In determining whether the continuance of a pregnancy would involve such risk or injury to the health as is mentioned 1n
sub-section (2), account may be taken of the pregnant woman’s actual or reasonably foresceeable environment.

(4) (@) No pregnancy of a woman, who has not attained the age of eighteen years, or, who, having attained the age of cighteen
vears, is a lunatic, shall be terminated except with the consent in writing of her guardian,

(b) Save as otherwise provided in clause (a), no pregnancy shall be terminated except with the consent of the pregnant
woman.

4. Place where pregnancy may be terminated. - No termination of pregnancy shall be made in accordance with this Act at
any place other than -

(a) a hospital established or maintained by Government, or
- (b) aplace for the time being approved for the purpose of this Act by Government.

S. Section 3 and 4 when not to apply. —(1) The provision of Scction 4, and so much of the provisions of sub-section (2) of
Section 3 as relate to the length of the pregnancy and the opinion of not less than two registered medical practitioners, shall not
apply to the tenmination of a pregnancy by a registered medical practitioner in a case where he is of opinion, formed in goad
faith, that the termination of such pregnancy is immediately necessary (o save the life of the pregnant woman.

2) No(\\ithslunding anything contained in the Indian Penal Code (45 of 1860)), the termination of a pregnancy by a
person who is not a registered medical practitioner shall be an offence punishable under ‘that code, and that code shall. to this
extent. stand moditied. '

NOTES

Good Faith : Meaning - Good faith is defined by Sextion 52 of the Indian Peanal Code. Nothing is said to be done or believed in good faith whidh is
done or believed without due care and attention. Under the Ganeral Clauses A “A thing shall be deemed to be done in 2ood faith where it is in fau
done hanestly whather 1t is done negligantly or not”, The cleament of honesty whidh is introduced by the definition prescribed by the General Clauses
Adis not introduced by the definition prescribed by Sedtion 52 of the Penal Code,

Absence of persanal malice may be a relevant fadt in dealing with the plea of good faith but its significance or importance cannot be exaggerated. Exan

m the absence of personal malice it will have to be shown that the ait was done with due care and attention. Harbhajan Singh v. State of Punjab, AIR
1966 SC 97 : 1966 Cri LJ 82. '

Due care and auaition implies a genuine effort to reads the truth and not the ready acueptance on illnatured beliel. The question of good faith is 4
quedtion of fad and muy be gathered from the surrounding, circumdances, Mere adual beliet without anv reasonable erounds for believing is no
- S . . © e L v o
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Good faith precludes pratance or deveit and also neglisonce and rocklessness, A lack of deligence
accustomed to exeraise. is. in law, a want of good faith. Onee this is shown, good faith does not
of Punjab, AIR 1961 Punj 213,

which an honest man or ordinary prudence’s
require a sound judgemant. | larbhajan Singh v. State

Gond faith roquires due care and caution. but there can be no ganeral standard of care and o
dreumstances. The sandard of care and caution must be Judged accerding to the capacity and intell
State of Orissa v. Ram Bahadur Thapa, AIR 1960 Ori 161.

ttention applicable 1o all persons and under all
ignee of the person whose condudt is in question,

IUis not nevessany for the surgeon to want until the patiant is in peril of immediate ‘death if he ahs reasonable grounds to believe that the p(Ohabl»‘
csequence of the continuance of the premancy would be to make the patiant a physical and mantal wreck. (1938) 3 AIIER 615.

It the dotor is of opinion. on’reasonable grounds and with adequate knowledge, that the probable consequence of the continuance of the pregnancy
. Will be to make the woman a physical or mantal wreck the court is entitled to take the view that the doctor who, under those circumstances and in that
honest belief, operates. is operating for the purpose of preserving the life of the mother, (1939) 1 KB 687.

A patiant who puts himself under the treatmant of a medical pradtitioner qualified or otherwise gjves an implied consent to suffer the harm and to take

the risk. But where the medical pradtitioner is not qualified or begins to apply a medicine which no man in his senses would dare to apply, the Qonsent
is not a consent obtained in good faith. Tuggankhan Tamshan Khan v. State, AIR 1963 MP 102. ’

6. Power to make rules, - (1) The Central Government may, by notification in the Official Gazerte, make rules to carry qut the
provisions of this Act.

(2) In particular, and without prejudice to the generality of the foregoing power, such rules may provide for all or any of
the following matters, namely -

a)  the experience or training, or both, which a registered medical practitioner shall have if he intends to terminate
any pregnancy under this Act: and
b)  such other matters as are required to be or may be, provided by rules made under this Act.

(3) Every rule made by the Central (}o'vcmmcm under this Act shall be laid. as soon as may be afler it is made,
before each House of Parliament while it is in session for a total period of thirty days, which may be comprised in one session
Or in two successive sessions, and if, before the expiry of the session in which it is so laid or the session immediately following,
both Houses agree in making any modification in the rule or both Houses agree that the rule should not be made, the rule sQall
therealter have eflect only in such modified form or be of no effect, as the case may be; so, however, that any such modification
or annulment shall be without prejudice to the validity of anything previously done under that rule. ,
7. Power to make regulations. - (1) The State Government may, by regulations, —

(a) require any such opinion as is referred to in sub-section (2) of Section 3 to be certified by a registered medical

practitioner or practitioners concerned, in such form and at such time as may be specified in such regulations,
and the preservation or disposal of such certificates; p

(b) require any registered medical practitioner, who terminates a pregnancy, to give intimation of such termination

and such other information relating to the termination as may be specified in such regulations;

(c) prohibit the disclosure, except to such persons and for such purposes as may be specified in such regulations, of

intimations given or information furnished in pursuance of such regulations.

(2) The i;nlimation given and the information furnished in pursuance of regulations made by virtue of clause (b) of sub-
section (1) shall be given or furnished, as the case may be, to the Chief Medical Officer of the state.

(3) Any person who willfully contravenes or willfully fails to comply with the requirements of any regulation made under _
sub-section (1) shall be liable to be punished with the fine which may extend to one thousand rupees.

8. Protection of action taken in good faith. - No suit or other legal proceeding shall lie against any registered medical

practitioner for any damage caused or likely to be caused by anything which is in good faith done or intended to be done under
this Act. )
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MEDICAL TERMINATION OF PREGNANCY RULES, 1975

In exercise of the powers conferred by Section 6 of the Medical Termination of Pregnancy Act, 1971 (34 o 1971} the
Central Government hereby makes the tollowing rules, namely: '

I. Short title and commencement, - (1) These rules may be called the Medical Termination of Pregnancy Rules,

<
~J
h

(2) They shall come into force on the date of their publication in the Oflicial Gazerre.

2. Definitions. - In these rules, unless the context otherwise requires, ‘

(@) “Act” means the Medical Termination of Pregnancy Act, 1971 (34 of 1971). .

(b) “Chief Medical Officer of the District” means the Chief Medical oflicer of a District, by whatever name called

(¢) “Form™ means a form appended these rules;

(d) “Owner" in relation to a place, means any person who is the administrative head or otherwise responsible tor the
working or maintenance of such hospital or clinic, by whatever name called:

(e} “Place™ means such building, tent, vehicle or vessel, or part thercof, as is used for the establishment o
maintenance therein of a hospital or clinic which is used, or intended to be used for the termination of an
pregnancy-,

(1) Section™ means a section of the Act.

3 Experience or training etc. -For the purpose of clause (d) of Section 2, a registered medical practitioner shall have
one or more of the following experience or training in gynaecology and obstetrics, namely -
fa) in the case of a medical practitioner who was registered in a State Medical Register immediately before the
commencement of the Act, experience in the practice of gynaccology and obstetrics for a period of not less than
three years;
(b) in the case of medical practitioner who was registered in a State Medicial Register on or after the duh{ of the
commencement :
(1) 1f he has completed six months of house surgency in gynaccology and obstetrics ; or
(#i) where he has not done any such house surgency, if he had experience at any hospital for a period of not
less that one year in the practice of obstetrics and gynaccology ; or
(117) if he has assisted a registered medical practitioner in the performance of twenty five cases of medical
lermination of pregnancy in a hospital established or maintained, or a training institute approved for this
purpose, by the Government.

(¢) in the case of a medical practitioner who has been registered in a State Medical Register and who holds a post-

graduate degree or diploma in gynaecology and obstetrics, the experience or training gained during the course of such degree or
diploma.

4. Approval of a place. - (1) No place shall be approved under clause (b) of Section 4, -
(1) unless the Government is satisfied that termination of pregnancies may be done therein under safe and hygienic
conditions; and '
(ii) unless the following facilities are provided therein, namely:
(a) an operation table and instruments for performing abdominal or gynaccological surgery;
(b) anaesthetic equipment,resuscitation equipment and sterilisation equipent ;
(¢) drugs and parenteral fluids for emergency use. ‘

(2) Every application for the approval of a place shall be in a Form A and shall be addressed to the Chjef Medical
OfYicer of the District

(3) On receipt of an application referred to in sub-rule (2), the Chiel Medical Officer of the District shall verify or enquire

any information contained in any such application or inspect any such place with a view to satisty himself that the facilitics

referred to in sub-rule (1) are provided therein, and that termination of pregnancics may be made therein under safg and
hygienic conditions, '

(4) Every owner of the place which is inspected by the Chiel’ Medical Ofticer of the District shall aflord al] reasonable
facilities for the inspection of the place.

(3) The Chief Medical Officer of the District may, if he is satistied after such v
considered necessary, that termination of pregnancics may be done unde
the approval of such place to the Government.

crification, enquiry or inspection, as may be
r sale and hygienic conditions. at the place, recommend


pregnanc.es

(6) The Government may after considering the application and the recommendations of the Chiet’ Medical Olicer of
the District approve such place and issue a certificate of approval in Form B.

(7) The ceruficate of approval issued by the Government shall be conspicuously displaved at the place to be, casily
visible to persons visiting the place.

5. Inspection of a place. —(1) A place approved under Rule 4 may.be inspected by the Chiel Medical OfYicer of the District, as

oftcn as may be necessary with a view to verify whether termination of pregnancies is being done therein under safe and
hyvgienic conditions.

(2) If the Chief Medical Officer has reason to believe that there has been death of], or mjmy to, a pregnant Woman at
the place or that tenmination of pregnancics is not being done at the place under safe and h\ gienic conditions, he may call for

any information or may seize any article. medicine, ampule, admission register or other document, maintained, kept or fm\nd at
the place.

(3) The provisions of the Code of Criminal Procedure, 1973 (2 of 1974), relating to seizure shall, so fa as may be,
apply to seizures made tuldv.r sub-rule (2).

6. Cancellation or suspension of certificate of approval. — (1) If, after inspection of any place approved under Rule 4, the
Chief Medical Oflicer of the District is satistied that the facilities specified in Rule 4 are not being properly maintained therein
and the termination off pregnancy at such place cannot be made under safe and hygienic conditions, he shall make a report of
the fact to the Government giving the detail of the deficiencies or defects found at the place. On receipt of such report the

Government may, afler giving the owner of the place a reasonable opportunity of being heard, either cancel the c;.mﬁcau. of
approval or suspend the same for such period as it may think fit.

(2) Where a certificate issued under Rule 4 is cancelled or suspended, the owner of the place may make such additions or
improvements in the place as he may think fit and thereafter, he may make an application to the Government. for the issue to
him of a fresh certificate of approval under Rule 4 or, as the case may be, for the revival of the certificate which was susk)cndcd
under sub-rule (1).

(3) The provisions of Rule 4 shall, as far as may, apply to an application for the issue of a [resh certificate of approval in
relation to a place, or as the case may be, for the revival of a suspended certificate as they apply to an application for the issue
of a certificate of approval under that rule.

. (4) In the event of suspensxon of a certificate of approval, the place shall not be deeined to be an approved place for the
purposes of termination of pregnancy from the date of communication of the order of such suspension.

7. Review. — (1) The owner of a place who is aggrieved by an order made under Rule 6, may make an application for rcvnq»\ of
the order to the Government within a period of sixty days from the date of such order.
(2) The Government may, after giving the owner an opportunity of being heard, confirm, modify or reverse du\order.

8. Form of consent. — The consent referred to in sub-section (4) of section 3 shall be given in Form C. .

9. Repeal and saving. - The Medical Termination of Pregnancy Rules, 1972, are hereby repealed except as respects things
done or omitted to be done before such repeal.

FORM A
|See sub-rule (2) of Rule 4]

Form of application for the approval of a place under clause (b) of Section 4.

1. Name of the place (in capital lefters)

2. Address in tull

3. Non-Govermuental/Private/Nursing home/Other Institutions®.

4. State, if the following facilities are available at the place:

; (i) An operation table and instruments for performing abdominal or gynaecological surgery.
(i) Drugs and parenteral fluid in sutlicient supply for emergency cascs.
(i) Anaesthetic equipment, resuscitation equipment and sterilisation equipment.

Plac;:: ; ' Signature of the owner of the place

Date:

*Strike out whichever i1s not applicable.



FORM B
[See sub-rule (6) of Rulc 4]
Certificate of approval.

The pluce described below is hereby approved for the purpose of the Medical Termination of Pregnancy Act, 1971
(34001971)

Name of the Place Address and other descriptions Name of the owner

to the Government of the

Place:
Date:
FORM C
[See Rule 8]
I daughter/wite  of aged  about

years of’

(here state the permanent address)

at present residing at do hereby give my consent

to the termination of my pregnancy at

(State the name of place where the pregnancy is to be terminated)

Place: Signature
Date:
(To be filled in by guardian where the woman is a lunatic or minor)
I son/daughter/wife of o aged
about years of’ at present residing at
(Permanent address)
do hereby give my consent to the tenmination of the ‘pregnancy of my ward who is a

minor/lunatic at

(place of termination of pregnancy )

Place:

Signature
Date

FEx%E



MEDICAL TERMINATION OF PREGNANCY REGULATIONS, 1975

5 In exercise of the powers conferred by Section 7 of the Medical Termination of Pregnancy Act, 1971 (34 of 1971,
the Central Government hereby makes the following regulations, namely : -

- 1. Short title and commencement. - (1) These regulations may be called the Medical Termination of Pregnancy
Regulations, 1975. ' :

(2) They extend.to all the Union territories.

3 ﬂle)_' shall come into force on the date of their publication in the Oflicial Gazetre.

2. Definitions. - In these regulations, unless the context otherwise requires —

(a) “Act” means the Medical Termination of Pregnancy Act, 1971 (34 of 1971):

(b) “Admission Register” means the register maintained under regulation 5:

(c) “Approved place” means a place approved under Rule 4 of the Medical Termination of Pregnancy Rules,
1975,

(d) Chief Medical Officer of the State™ means the Chief Medical Ofticer of the State, by whatever name
called;

(e) “Fonn™ means a form appended to these regulations;

() “hospital” means a hospital established or maintained by the Central Government or the Government of the
Union temritory; o

(g) “section™ means a section of the Act.

3. Form of certifying opinion or opinions. - (1) Where one registered medical practitioner forms or not less than two
registered medical practitioners form such opinion as is referred to in sub-section (2) of Section 3 or Section 5, he or they shall
certify such opinion in Form 1.

(2) Every registered medical practitioner who terminates any pregnancy shall, within three hours from the tennination of
the pregnancy certify such termination in Form 1. ’

4. Custody of forms. - (1) The consent given by a pregnant woman for the termination of her pregnancy, together with
the certified opinion recorded under Section 3 or Section5, as the case may be and the intimation of termination of pregnancy
shall be placed in an envelope which shall be sealed by the registered medical practitioner or practitioners by whom such
termination of pregnancy was performed and until that envelope is sent to the head of the hospital or owner of the approved
place or the Chief Medical Officer of the State, it shall be kept in the safe custody of the concerned registered medical
practitioner or practitioners, as the case may be. '

(2) On every envelope referred to in sub-regulation (1), pertaining to the termination of pregnancy under Section 3, there
shall be noted the serial number assigned to the pregnant woman in the Admission Register and the name of the registered
medical practitioner or practitioners by whom the pregnancy was terminated and such envelope shall be marked “SECRET”.

(3) Every envelope referred to in sub-regulation (2) shall be sent immediately afler the termination of the pregnancy o
the head of the hospital or owner of the approved place where the pregnancy was terminated.

(4) On receipt of the envelope referred to in sub-regulation (3), the head of the hospital or owner of the approved place
shall arrange to keep the same in safe custody. '

(5) Every head of the hospital or owner of the approved place shall send to the Chiel’ Medical Oflicer of the Su}lc. a
weekly statement of cases where medical termination of pregnancy has been done in Form II.

(6) On every envelope referred to in sub-regulation (1), pertaining to a termination of pregnancy under Section 3, shall
be noted the name and as address of the registered medical practitioner by whom the pregnancy was terminated and the date on
which the pregnancy was terminated and such envelopes shall be marked “SECRET™.

Explanation. - The columns pertaining to the hospital or approved place and the serial number assigned to the pregnant woman
in the Admission Register shall be left blank in Fonin I in the case of termination performed under Section 5.

(7) Where the Pregnancy is not terminated in an approved place or hospital, every envelope referred to in sub-regulation
(6) shall be sent by registered post to the Chiet’ Medical Oflicer of the State on the same day on which the pregnancy was
terminated or on the working day next following the day on which the pregnancy was terminated:



Provided that where the pregnancy is terminated in an approved place or hospital, the procedure provided m sub-
regulations (1) 1o (6) shall be followed.

5. Maintenance of Admission Register - (1) Eveny head of the hospital or owner of the approved place shall
maintain a register in Form III for recording therein the admissions of women for the termination of their pregnancies

(2) The entries in the Admission Register shall be made serially and o tresh serial shall be started at the
commencement of each calendar year and the serial number of the particular vear shall be distinguished from the serial number
of other years by mentioning the year against the serial number, for example, serial number 3 ot 1972 and serial number 3 of
1973 shall be mentioned as 5/1972 and 5/1973.

. (3) The Admission Register shall be a secret document and the information contained therein as to the name and
other particulars of the pregnant wornan shall not be disclosed to any person.

6. Admission Register not to be open to inspection. - The Admission Register shall be kept in the safe custody of
the head of the hospital or owner of the approved place, or by any person authorised by such-head or owner and save as
otherwise provided in sub-regulation (5) of Regulation 4 shall not to be open to inspection by any person exeept under the
authonity of : - : ~

(1) 1n the case of a departmental or other enquiry, the Chief Secretary to the Government of a Union territory:

(i7) in the case of an investigation into an offence, a Magistrate of the First Class within the local limits or

whose jurisdiction the hospital or approved place is situated. ;

(4i1) in the case of suit or other action for damages, the District Judge, within the local limits of  whose jurisdiction

the hospital or approved place is situated;

Provided that the registered medical practitioner shall, on the application of an empioved woman whose pregnancy
has been terminated, grant a certificate for the purpose ol enabling her to obtain leave from her employer:

Provided further that any such employer shall not disclose this information to any other person.

7. Entries in registers maintained in hospital or approved place - No entry shall be made in any
case-sheet operation theatre register, follow-up card or any other document or register (except the Admission Register)
maintained at any hospital or approved place indicating therein the name of the pregnant woman and reference to the pregnant
woman shall be made therein by the serial number assigned to such woman in the Admission Register.

8. Destruction of Admission Register and other Papers. — Save as otherwise directed by the Chief Secretary to the
Union territory Administration or for in relation to any proceeding pending before him, as directed by a District Judge or a
Magistrate of the First Class, every Admission Register shall be destroyed on the expiry of a period of five years from the date
of the last entry in that Register and other papers on the expiry of a period of three years from the date of the termination of the
pregnancy concerned.

FORM I
(See Regulation 3)

(Name and qualification of the Registered Medical Practitioner in block letters)

(Full address of the Registered Medical Practitioner)
I
(Name and qualification of the Registered Medical Practitioner in block letters)

(Full address of the Registered Medical Practitioner) hereby certify that * Vwe/anvare of opinion, formed in good faith, that it

1S necessary to terminate the pregnancy of

(Full name of pregnant women in block letters)

resident of ' L

(Full address of women in block letters)
for the reasons given below**,

*Uwe hereby give intimation that *I/we terminated the pregnancy ol the woman referred to above who bears the serial No
in the Admission Register of the Hospital/approved place.



Place: ‘ : ° = Signature of the Registered

Medical Practitioner
Date Signature of the Registered
Medical Practitioner

* Strike out w hiichc\'cr 1s not applicable.

** of the reasons specified items (i) to (1) write the one which is appropriate: —
(i) In order to save the life of the pregnant woman.
(i) In order to prevent grave injury to the physical or mental health of the pregnant woman.
(iii) In view of the substantial risk that if the child was bom it would suffer from such physical or mental
abnormalities as to be seriously handicapped.
(iv) As the pregnancy is alleged by pregnant woman to have been caused by rape.
(v) As thee pregnancy has occurred as a result of failure of any contraceptive device or method used by the married
woman or her husband for the purpose of limiting the no. of children.
Note - Account may be taken of the pregnant women's actual or rcasonably [oresecable environment in

determining whether the continuance of a pregnancy would involve a grave injury to her physical or mental health.

FORM I
[See Regulation 4 (5)]

1. Name of the State.

2. Name of Hospital/approved place.

3. Duration of prcgﬁancy (give total No. only) . :
a)  Upto 12 weeks !
b) Between 12-20 weeks.

4. Religion of woman.

a) Hindu - .

b) Muslim '
c) Chnstian

d) Qthers

¢) Total

N

Termination with acceptance of contraception.
a) Sterilisation
b) LUD.

6. Reasons for termination : (give total number under each sub-head).
a) Danger to life of the pregnant woman.
b) Gravei mjury to the physical health of the pregnant woman.
¢)  Grave injury to the mental health of the pregnam woman.
d) Pregnancy caused by rape.
e) Substantial risk that if the child was bom, 11 would sufter from such physical or mental abnommalities as to be
~ seriously handicapped.
t)  Failure of any contraceptive device or m;lhod.

Signature of the Oflicer
Incharge with date

SECRET



FORM 111

[See Regulation 3]

ADMISSION REGISTER

(To be destroved on the expiry of five years lrom the date of the last antry in the Register)

S. No. Date of Admission Name of Patient Wife/Daughter of Age Religion
1 2 3 4 : 5 6
Address Duration of Reasons on which Date of termination
Pregnancy pregnancy is terminated of pregnancy

7 8 9 10

Date ol'dighargc of Result and Name of Registered Medical Name of Registercd Medicul

patient Remarks Practitioner(s)by whom the opinion Practitioner by whom pregnancy is
is formed terminated

1] 12 13 14

s



ANNEXURE 7
Letter of Introduction to the Respondents

Dear Dr

Greetings! We are a research centre of Anusandhan Trust, a non-profit educational trust. The research centre
CEHAT (which in Hindi means health) is working in health and related areas. The various areas in health
research that are flourishing in our institution are women’s health; health economics; health legislation, ethics
and patients’ rights, and law; health and human rights; medical ethics. On each of these themes CEHAT is
committed to do Research, Action, Service and Advocacy.

We have been working on abortion issue from rural women’s perspective for last three years. One of the
major areas, which came into focus very sharply, was about women'’s perceptions, which are based on their
experiences about abortion facilities. This required us to take up a research programme with abortion
providers to understand their views about this sensitive issue, especially focusing on existing abortion
services vis-a-vis areas and scope of improvement so as to facilitate woman's access to abortion. We have
appreciation for abortion providers who face odd situations on number of account, be it counselling services to
woman or dealing with government authorities and bureaucrats. Providers’ initiative in offering abortion
services is valuable for obvious reasons. When we tried to understand one side of the coin - women's
perspective - it is equally important to get back to providers to understand and feel the problems they are
facing while providing abortion services at various level, such as, lack of resources, especially in rural areas,
legal restrictions and cumbersome procedures involved in registration formalities and lack of co-operation
from government inspecting authorities. Lack of safe abortion facilities has direct bearing on increased
mortality and morbidity in abortion we all together have to work towards providing and assisting to provide
safe abortion services.

This meeting with you constitutes part of survey being conducted to locate abortion service centres. We are
here to seek your cooperation in locating abortion providers and if you provide such services we will get back
to you soon for an interview. Your participation in the study is much appreciated and welcome. It is valuable
not only for data collection but for each one of us who is associated to the issue of abortion, though in
different capacities and roles but are equally concerned about women getting safe abortion facilities. Your
identities, unless wanted by you, will not be revealed ever at any point during or after the research.

We have come up with some research material based on the earlier study. We would be most happy to make
it available for you. Please feel free to get more information from us about our institution and our work. Ms.
Anjali Ganpule, Ms. Madhuri Sumant, Ms. Mugdha Lele, Ms Hemlata Pisal and myself form the research
team on this project. One of us will be there for conducting interview. | am sure you will have lot many queries
to be answered by us. We will be happy to do it.

Thanking you for sparing your precious time for us. With regards,
Sincerely

(Dr Sunita Bandewar)
Project-in-charge, REAP, CEHAT.



