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Abstract
Background: Rural India experienced a high frequency of unsafe abortions; therefore more research is
needed to understand the regional patterns and socio-demographic factors of unsafe abortion by place
of residence. The present study aims to explore the predisposing, enabling, and need factors of unsafe
abortion in India.

Methods: In the National Family Health Survey, 2015-16, women aged 15–49 who had their last
pregnancy terminated by induced abortion during the �ve years prior to the survey (N = 9113) were
included in the study. The present study computed the rural-urban divide in percentage of unsafe
abortions by respondents’ background characteristics. Predisposing, enabling, and need factors for
unsafe abortion in India by place of residence were investigated using multivariate logistic regression
models.

Results: In India, 27.3% of responders performed unsafe abortions out of 9113 induced abortions in 2015-
16. Furthermore, the rural-urban divide was found to be considerable (7.2%), particularly among women
aged 35-39 (15%). In terms of predisposing factors, there was a substantial difference in adjusted odds
of unsafe abortions across the regions, with the risk of unsafe abortions being much higher in the urban
eastern region (aOR:5.90, 95% CI:3.96,8.80) compared to the urban south region. In India, the likelihood of
unsafe abortions increased with decreasing age, regardless of where the woman lived. In rural settings,
women with an uneducated spouse are more likely to have unsafe abortions (aOR:1.92 CI:1.27,2.90). In
India, poor households were more likely to undergo unsafe abortions, whereas it was found more likely in
rural settings (aOR:1.26 95% CI:1.10,1.50). Similarly, SCs/STs more likely performed unsafe abortion in
rural settings. In both rural and India, unmet need for family planning was revealed to be a signi�cant
need factor for unsafe abortion.

Conclusion: Despite the fact that abortion is legal, India's high estimated frequency of unsafe abortion
reveals a serious public health issue. Large numbers of women are at risk of unsafe abortion due to
socioeconomic vulnerability, unmet family planning needs, and a lack of awareness.

Background
In arena of public health, unsafe abortion tends to be one of the major concerns worldwide since it is a
leading cause of maternal mortality and morbidity particularly in low and middle income countries [1-4].
Globally, approximately 55.7 million abortions were performed yearly. Out of total abortions, 25.1 million
were unsafe that ended in more than 68000 causalities and 5.3 million cases of temporary and
permanent disabilities [5-6]. Among which Africa [7] and Asia [8] constitutes 14% and 13% respectively of
total casualties attributed to unsafe abortion prevailing in low and middle income countries.  In fact,
unsafe abortion is regarded as fourth leading cause of maternal mortality [9]. India also accounts 8 % of
maternal deaths due to unsafe abortion [10]. Indeed public health issues cause havoc on women and
children’s health in low and middle income countries since these countries experience a higher volume of
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19.7 million unsafe abortions i.e. 95% of 42 million pregnancies that end in abortions across the globe
[11], 18.4 stillborns per 1000 live births [12] and predominance of unsafe abortion induced casualties and
complications in India [12-13], Iran [14-15] and Pakistan [16]. In India, a wide range of medical and social
reasons have legalized abortion, and under this abortion law, a woman is permitted for the abortion upto
20 weeks of pregnancy if the pregnancy bears the risk of causing physical injury, put her mental health at
danger or resulted from contraceptive failure, rape or is liable to result in delivery of child with physical or
mental deformities. Despite legalization of abortions in India which is supposed to be carried out by
trained providers, a signi�cant share of pregnancies ends in abortion through unsafe measures [17-19].

As per latest report of WHO and Guttmacher institute, New York, India itself accounts 6.5 million out of
10.5 million abortions in south and central Asia, and every 2 out of 3 abortions are unsafe ending in
several casualties and complications among women in India [20]. As per estimations of fourth round of
National Family Health Survey (NFHS 4) which was conducted in 2015-16, teen mothers (15-19) and
relatively higher age group mothers (35-49) are more vulnerable to pregnancies that ended in non-live
births (abortion, miscarriage, or stillbirth) in last 5 years and among them 26% of women experienced
performed abortion at homes on their own. Unsafe abortion is determined by a host of socio-
demographic and economic factors. In this backdrop several studies have recognized prevalence of
unwanted pregnancy [21-23] as an utmost reason behind unsafe abortion especially in Indian socio-
cultural milieu where abortion is treated as stigma and con�dential phenomena [24]. Meanwhile, due to
such stigma associated with abortion, women opt for unsafe measures in order to assure suppression
[13, 23]. Likewise, women of socioeconomic marginalization [25], teenage pregnancy [25-26], inadequacy
in accessibility to health care services [23, 25, 27] are conforming to abort pregnancy in unsafe way that
put their lives at danger by making themselves vulnerable to infection, sepsis and other physical injuries
[13, 28]. Previous studies indicated that women with low educational attainment [2, 29], lowest wealth
quintile [2, 30], gender preference [31-32], non-usage of contraception [25, 33] are more likely to abort by
means of unsafe methods. A study conducted by Singh et.al has revealed, approximately 0.8 million
abortions in the year 2015 were performed through traditional and unsafe methods viz. vaginal herbs,
roots, foreign bodies, abdominal massage other than either any medications or surgical measures
[23, 34]. Moreover, the place of abortion is also directly related to the socio-economic status of women
since every two in �ve women of lowest wealth quintile abort their pregnancy at home [34]. It is also
consisted with several studies in India [23], Sri Lanka [35].

But unfortunately, in spite of several government and non-government organizational interventions, safe
abortion services still remain underutilized in India that strongly connotes at large extent women’s need
cannot meet professional system [36]. While addressing the gap, Behavioural model as proposed by
Ronald M. Andersen has been applied in order to look into the predictors of utilization of safe abortion
service [37]. Anderson’s behavioural model takes into account both individual and contextual correlates of
health care services [38]wherein interventions should emphasize on enabling factors of individuals for
accelerating self realization of pathway and utility of health care that would eventually lead to utilization
of safe abortion services. Presently in Indian context, a number of public health concerns like lack of
knowledge and awareness regarding HIV, contraceptive use have been successfully addressed through
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using behavioural model [39-40]. Therefore, this model would also be an effective impetus in accelerating
utilization of safe abortion services by means of stimulating self-e�cacy of individuals and effective
engagement in health promoting behaviours [41]. In line with this objective, the present study aims to
block up the gap in existing knowledge regarding self-reported unsafe abortion so that policy makers can
regulate effective interventions in order to eliminate casualties and morbidities among diverse socio-
demographic target subgroups.

Methods
Data source and participants 

Data were drawn from fourth round of National Family Health Survey (NFHS-4), conducted in 2015-16.
NFHS, Indian version of the Demographic and Health Survey (DHS) is a large scale nationally
representative sample survey and provides consistent and reliable data on fertility, mortality, family
planning, child nutritional status, morbidity, utilization of maternal and child health care services and
other related indicators [42]. The data are available in public domain and can readily be accessed upon
request through online in DHS programme website. The analysis included only the women aged 15–49
who terminated their last pregnancy by induced abortion in the �ve years prior to the survey (N = 9113).

Outcome variable 

In this study ‘unsafe abortion’ was assessed through the question “who performed the abortion?" with the
responses (doctor, nurse/auxiliary nurse midwife (ANM)/lady health visitor (LHV), dai, family
member/relative/friend, self, and others). The responses were divided into two categories: "safe" for
abortions conducted by doctors and nurse/ANM/LHV, and "unsafe" for abortions performed by anybody
other than doctors and nurse/ANM/LHV [43]. 

Explanatory variables 

Anderson’s behavioural model of health services use is a multilevel model which includes both individual
and contextual determinants of health services use [38, 44], has been used as conceptual framework in
the present study. According to this model, predisposing, enabling and need factors regulate use/ non-use
of any health services. Predisposing factors implies prevailing conditions of women like socio-
demographic characteristics that in�uence them whether to use or not safe abortion services. Likewise,
enabling factors act as facilitators of use of services. Need factors are those which oblige women to use
the services [45]. Using the concept of Anderson’s behavioral model of healthcare service utilization, the
predictors were divided into 3 groups in the current study viz. predisposing factors, enabling factors and
need factors [Figure 1]. Predisposing factors included maternal place of residence (Urban, rural),
geographical region (North, Central, East, North East, South and West), age (<20, 20-34, 34-49 years),
education level (No education, primary, secondary/higher), husband’s education level (No education,
primary, secondary/higher), caste/class (General, Other Backward Class [OBC], Scheduled tribe and social
group [ST/SC]), religion (Muslim, non-Muslim), sex composition of living children (No child, daughter only,
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son only, both). Enabling factors included maternal wealth status (Rich, middle, poor), mass media
exposure (Yes, no), working status (Yes, no), autonomy (Yes, no). While Need factors included unmet need
of family planning (Yes, no) and gestational period (≤8 weeks, 9-12 weeks, ≥13 weeks).

Statistical analysis

To better understand the distribution of research participants, descriptive data were presented. We
showed state-by-state patterns in the prevalence of unsafe abortion. The nature of the relationship
between unsafe abortions (outcome variable) and selected explanatory variables was examined using
bivariate analysis. To calculate the percentages, the DHS sample weight was used [42]. The level of
signi�cance in the association between outcome and explanatory variables was further tested using
Pearson's chi-square. Finally, explanatory variables related with unsafe abortions in India were de�ned
using multivariate logistic regression models. The bivariate analysis' major explanatory factors were
included in the multivariate analysis. The p≤0.05 threshold for selecting variables in the multivariate
logistic regression model was used. Prior to doing the multivariate analysis, we used the variance
in�ation factor (VIF) to check for multicollinearity across explanatory variables and found no sign of an
issue. The odds ratio (OR) and a 95 percent con�dence interval are used to present the regression results
(CI). STATA version 14.0 was used for all statistical analyses (StataCorp LP, College Station, TX, USA).

Results
Background characteristics of the study participants

Among the total respondents (9113) with self-reported abortion, more than a quarter (27.3%) of women
aborted through unsafe measures (Table 1). Out of which rural India constituted 30.3% and urban India
constituted 23.1% of total unsafe practices. About 28% of the respondents were from Central region,
belonged to 25-29 age groups (34.2%), were Other Backward Class (OBCs) (42.6%) and belonged to
religious group other than Muslim (84.1%) in India. In the Central and North-East regions, there was a
considerable rural-urban divide, with the majority of respondents belonging from rural areas. In urban
areas, the share of Scheduled Castes and Tribes (SCs/STs) was found to be much lower (20.9%).
However, when comparing rural and urban India, the percentage of people without a formal education
was found to be two times higher in rural India (24.8%). In the case of husband education, a similar
outcome was found. In rural areas, the percentage of poor households was eight times higher (46.9%)
than in urban areas (8.5%).

Rural-urban divide in proportion of unsafe abortion

Unsafe abortion was found to be higher among rural dwellers (30.3%) as compared to their urban
counterparts (23%). Consequently there was signi�cant rural-urban divide regarding unsafe abortion
practices with varying socio-demographic background across the country (Table 2). Such divide was
much prominent in terms of geographical region with rural-urban difference of 8.2 over Central region
where 44.9% practices concentrated in rural India other than urban India (36.7%) (Figure 2). Additionally
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such unsafe practices drastically varied across rural and urban settings with increasing women’s age
where 34.7% of rural women aged 35-39 terminate their pregnancies through unsafe measures i.e. 1.8
times greater than urban setting with a signi�cant rural-urban gap (15%). Concerning women’s
educational status, occurrence of unsafe abortion was predominantly higher among illiterate women
(34.6%) and declined with increasing educational level although the extent of unsafe practices varied
across rural and urban settings especially among women who have no formal education amongst whom
36.7% and 28.5% concentrated in rural and urban area respectively. Furthermore, respondents who had
both son and daughter (33.2%) followed by only daughter (27.2%) and belonged to poor wealth status
(36.2%) were more anticipated to unsafe abortion practices and there was signi�cant rural-urban
differences regarding the same among women with both son and daughter (8.4) and poor economic
status (2.8). 

Likelihoods of unsafe abortion by place of residence 

Binary logistic regression analysis revealed maternal regional variation, age, husband’s education, sex
composition of children, wealth status and reliance on unmet need for family planning as crucial socio-
demographic and economic determinants of unsafe abortion practices in India (Table 3). In terms of
geographical region, the odds of having unsafe abortion were higher among women who resided in rural
central region (aOR:5.93, 95% CI:4.48-7.85) followed by eastern urban region (aOR:5.9, 95% CI:3.96-8.80).
While the likelihood of unsafe abortion substantially decreased with increasing age, education and
wealth status in both rural and urban area. In fact there was threefold increase in odds of having unsafe
abortion among women aged 15-19 than women aged 40+ whereas it was two fold in rural and �ve fold
in urban area (aOR:2.69, 95% CI:1.71-4.24 vs. aOR:5.43, 95% CI:2.48-11.88). Likewise women whose
husbands had no formal education (aOR:1.71, 95% CI:1.19-2.44) were more likely to go for abortion
through unsafe measures than their counterparts and similar trend was found in rural (aOR:1.92, 95%
CI:1.27-2.90). The association between sex composition of living children and unsafe abortion was found
similar in rural and urban India, and higher likelihood of unsafe abortion was signi�cantly higher among
the women with only daughter, and both son and daughters compared to no child.  Women in rural poor
household were more likely performed unsafe abortion compared to their rich counterpart. Concerning
social group, STs/SCs (aOR: 1.15, 95 % CI:1.00-1.31) were more likely to undergo unsafe abortion than
forward class in rural area (aOR:1.17, 95% CI:1.13-1.22). The likelihood of unsafe abortion was higher
among women who used unmet need for family planning (aOR:1.19, 95% CI:1.06-1.33) than their
counterparts and similar trend prevailed in rural context (aOR:1.20, 95 % CI:1.05-1.37).

Discussion
The present study depicts rural urban divide of underutilization of safe abortion practices and associated
predictors in India. The �ndings revealed that almost one-third of pregnancies were terminated through
unsafe measures with sharp rural-urban contrast. While in terms of geographical region, unsafe abortion
practices were predominantly high in central region with an overwhelming share in rural setting. In
particular, unsafe practices were signi�cantly high among women of early reproductive age group (15–
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19), STs/SCs, have husband with no formal education, and poor household with dominant share in rural
setting. So the prevailing pattern of underutilization of safe abortion services executes sharp rural-urban
divide across women of different socio-economic background. While in terms of Indian context, where
legalization of abortion had been done since long back ago through the enactment of Medical
Termination of Pregnancy Act 1971 along with liberal subsequent amendments, rampant practice of
abortions through unsafe measures implies unfolded challenges of ground level implementation of MTP
act 1971.

In line with prior studies in India [25, 34] and elsewhere [45] the present study executed that unsafe
abortion was more common in rural than urban areas. While the prevalent practice of unsafe abortion in
rural setting can be justi�ed on the ground of following reasons. Firstly, utilization of safe abortion
services is primarily hindered due to prevailing lacuna in existing health care system level. Secondly,
because of dearth of sound knowledge regarding terms and measures of safe abortion services as well
as awareness in individual level. Thirdly, due to inadequate access to safe services as imposed by lack of
transport in rural area. Fourthly, because of stigma or shame or feeling of guilt associated with practice
of termination of pregnancy in community level. In support with these barriers a study conducted by
Banerjee & Andersen (2012) revealed women residing in rural area often compel to abort under untrained
provider because of inadequate access of safe abortion procedures and lack of knowledge about place
of safe abortion. In support with these barriers several prior studies [46, 47] have exhibited rare
availability of Primary Health Centres (PHCs) along with untrained health care providers in Community
Health Centres (CHCs) as the major hindrance to utilization of safe abortion services in rural setting. In
fact a study conducted by Banerjee & Andersen (2012) revealed women residing in rural area often
compel to abort under untrained provider because of inadequate access of safe abortion procedures and
lack of knowledge about place of safe abortion. Further a qualitative study [48] has also revealed that
underutilization of safe abortion services is attributed to facility based barrier in the form of inadequate
access due to lack of trained healthcare provider, inadequate supply of medications, lack of transport and
knowledge of safe measures of abortion and community based barrier due to stigma or feeling of shame
or guilty associated with termination of pregnancy that often women compel to undergo abortion in
unsafe setting. In addition, women in rural settings are usually associated with less degree of autonomy,
reliance on unmet need that eventually lead them to resort unsafe abortion practices [23, 49].

While in terms of regional dynamics, unsafe abortion practices were found to be prevalent in central
region that is speci�cally attributed to poor healthcare utilization of respective region like high unmet
need [49], underutilization of maternal health care utilization [50], low institutional delivery [51].
Concerning women’s age, women of early (15–19) and of peak reproductive age groups (40+) were more
likely to undergo unsafe abortion. The possible explanation for observed pattern lies on the ground of
privacy and con�dentiality since the fear of disclosure is inevitable in amplifying abortions at either home
or tertiary facilities especially among teens [47, 52, 53]. Besides teenagers hardly have either adequate
knowledge of reproductive health and family planning or technical knowhow regarding terms and
measures of safe abortion services that ended in unintended pregnancies and further eventually
terminated in unsafe settings [2, 54]. Contrarily prevalent practice of unsafe abortion among women of
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peak reproductive age group (40+) might be attributed to stigma associated with conception at respective
age or ful�lling of fertility desires that often remain clandestine and end in unsafe settings in the form of
self induced abortion at home [55]. Interestingly dominant practice of unsafe abortion among urban
teens could be due to unwed pregnancies also raise question on availability and accessibility of safe
reproductive services and urges for better family planning awareness and outreach programmes in urban
areas. Additionally SCs/STs women were highly exposed to unsafe abortion practices than forward
social group possibly due to their marginalized and isolated living from forward groups since most of the
tribal women are poor, live in inaccessible terrain, used unmet need, less exposure to mass media and
lack sound knowledge of modern reversible contraceptive use. But there is signi�cant rural-urban gap in
the extent of unsafe abortion practices among tribal since tribal women belong to urban setting are more
likely to live cautious life, have sound knowledge of reproductive services, tend to be least reliant on
unmet need and is evidenced from a cross-sectional study in India [56]. Apparently another noteworthy
�nding of the current study is women with illiterate husbands were more likely to undergo unsafe
abortion than their counterparts. However the prevailing trend is more dominant in rural area other than
urban area that can be justi�ed on the ground of negative attitude of males in decision making regarding
utilization of reproductive services in rural area. This �nding is supported by a community based cross
sectional study [57] which revealed male partners of rural setting were usually uneducated, had poor
occupational status and considered reproductive issues as entirely female business and they had nothing
to do with contraceptive choices that cause discontinuation of contraceptive use. Further another
interesting �nding of our study is that the prevalence of unsafe abortions is higher among women who
have either only daughters or both son and daughter than those having only sons. This �nding is also
consistent with several previous studies [25, 58]. However the possible explanation of prevailing variation
lies on the role of repeated abortions among women with more daughters or both son and daughter
depicts the issue of sex selective abortion or unwanted pregnancies which often remained clandestine
and performed in unsafe settings [32, 59]. Where overwhelming share of unsafe practices in urban area
could be due to early recognizing a pregnancy because of sound knowledge, awareness and easy
availability of pregnancy testing kit in urban setup. So there is a need of further study to explore the
prevalence of unsafe abortion by region with high fertility and low sex ratio to contextualize whether it is
sex selective abortion or unwanted births abortions.

However our study found poor women to be more viable to unsafe abortion practices specially the rural
poor and is in tune with prior studies [25, 47]. The possible reason of such variation could be due to
unsound knowledge and awareness of reproductive rights and choices since most of the women belong
to rural setting are poor and less educated [34, 47]. Furthermore another noteworthy �nding revealed most
of the women underwent for termination of pregnancy in unsafe setting within very early gestational age
i.e. less than or equal 8 weeks and is supported by prior studies in India [55, 60] and elsewhere [45]. In
fact there is gradual fall in abortion practice with successive increase in gestational weeks mainly due to
elevated risk of complications. With this backdrop MTP act allows termination of pregnancy only up to
20 weeks of gestational age and therefore women with their second trimester pregnancy compel to



Page 9/24

terminate in unsafe setting since legal provision does not allow at the particular stage unlike special
cases like fetal deformity, rape survivor or differently abled women.

Policy Implications
Our current study's �ndings reveal some policy implications. To begin, an in-depth investigation into the
reasons for unsafe abortions in high-focus regions in India is required. At the same time, it is critical to
determine whether or not unsafe abortions were used for sex selective abortion. Second, safe abortion
facilities at the village or ward level are required to ensure service availability and accessibility on the
ground level. Third, more focus on modern contraception delivery through local health professionals is
needed to prevent unwanted pregnancies and induced unsafe abortions. Finally, a collaborative
negotiation among community-level religious, political, administrative, health representatives and people
will be bene�cial in spreading fundamental understanding about the updated Medical Termination of
Pregnancy Act, 1971, and safe abortion services to the grass-roots level.

Limitations
Despite several policy implications, the study has some limitations too. First the extent of unsafe abortion
practices may little bit vary since the collected information is self-reported. Second, owing to cross-
sectional nature of data, the study is unable to capture causal relation between outcome and explanatory
variables. There are other individual level predictors like self-reluctance towards utilization of safe
abortion practices due to stigma, partner’ or in law’s disapproval which have not been included in present
study. Further the study is also not able to unravel whether all home based abortions are safe or not since
home based abortions can also be safe if it is carried out by medical methods within prescribed
gestational age. Therefore future longitudinal research can be done in order to assess causality between
underutilization of safe abortion practices and associated predictors.

Conclusion
In India prevalent practice of unsafe abortion across socioeconomic marginalized women vividly
unfolded ground based reality of poor utilization of reproductive rights and choices of women. In this
regard, these target groups of whom have no exposure to mass media, marked reliance on unmet need
ought to be addressed with delicacy so on in Indian context owing to sensitivity associated with
termination of pregnancy. In fact, local health community workers should be trained properly as they can
convey the pathway and utility of safe abortion practices and also make them aware of their reproductive
rights in a lucid way without causing harm to respective sentiments. Furthermore, government
intervention should also focus on promotion of exposure to mass media in order to enable a conducive
environment by enhancing knowledge and understanding of safe measures of pregnancy termination
that would eventually lead to both utilization of female reproductive rights and aversion of unsafe
abortion induced morbidities and mortalities.
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Tables
Table 1: Descriptive characteristics of the study population by place of residence, India- 2015-16
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 India Rural India Urban India

 n % n % n %

Unsafe abortion       

No 6,623 72.7 3,741 69.7 2,882 76.9

Yes 2,491 27.3 1,626 30.3 864 23.1

Place of residence        

Region       

South 1,920 21.1 969 18.1 951 25.4

Central 2,552 28.0 1,716 32.0 837 22.3

Eastern 2,001 22.0 1,351 25.2 650 17.4

North-Eastern 531 5.8 422 7.9 109 2.9

West 1,109 12.2 435 8.1 674 18.0

Northern 1,001 11.0 475 8.8 526 14.0

Women's age       

40+ 420 4.6 286 5.3 134 3.6

35-39 1,117 12.3 606 11.3 511 13.6

30-34 2,116 23.2 1,168 21.8 948 25.3

25-29 3,115 34.2 1,824 34.0 1,291 34.5

20-24 2,107 23.1 1,300 24.2 807 21.6

15-19 237 2.6 182 3.4 54 1.5

Social group       

General 2,769 30.4 1,377 25.7 1,392 37.2

OBC 3,882 42.6 2,312 43.1 1,570 41.9

STs/SCs 2,462 27.0 1,678 31.3 784 20.9

Women's education       

Secondary/Higher 6,150 67.5 3,243 60.4 2,908 77.6

Primary 1,177 12.9 791 14.7 386 10.3

No education 1,786 19.6 1,333 24.8 453 12.1

Religion       
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Non-Muslim 7,665 84.1 4,705 87.7 2,960 79.0

Muslim 1,448 15.9 662 12.3 786 21.0

Husband's Education       

Secondary/Higher 1,240 13.6 688 12.8 552 14.7

Primary 213 2.3 141 2.6 72 1.9

No education 191 2.1 148 2.8 43 1.2

Missing 7,470 - 4,390 - 3,080 -

Sex composition of children        

No child 899 9.9 484 9.0 415 11.1

Daughter Only 2,587 28.4 1,504 28.0 1,083 28.9

Son Only 1,851 20.3 955 17.8 895 23.9

Both 3,776 41.4 2,423 45.2 1,353 36.1

Wealth Status       

Rich 4,307 47.3 1,499 27.9 2,808 75.0

Middle 1,971 21.6 1,350 25.2 620 16.6

Poor 2,836 31.1 2,518 46.9 318 8.5

Exposure to mass media       

Yes 6,289 69.0 3,262 60.8 3,027 80.8

No 2,824 31.0 2,105 39.2 720 19.2

Women’s working status       

Yes 353 21.4 223 22.6 130 19.5

No 1,299 78.6 762 77.4 537 80.5

Missing 7,461 - 4,382 - 3,079 -

Women’s autonomy       

Yes 7,073 77.6 4,084 76.1 2,989 79.8

No 2,040 22.4 1,283 23.9 757 20.2

Unmet need       

No  7,073 77.61 4,396 74.62 2,294 76.8

Yes 2,040 22.39 1,495 25.38 693 23.2



Page 17/24

Gestation week       

≤8 weeks 1,784 19.6 1,011 18.8 773 20.6

9-12 weeks 1,047 11.5 676 12.6 372 9.9

≥13  weeks 6,282 68.9 3,680 68.6 2,601 69.4

N 9,113 - 5,367 - 3,746 -

Table 2. Rural-urban difference in proportion of unsafe abortion among the women who experienced
induced abortion by background characteristics in India. 2015-16
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  Unsafe abortions (%)

Explanatory variables  India Rural India Urban India Rural-urban difference

Total 27.3 30.3 23.1 7.2

Region p=0.000 p=0.000 p=0.000  

South 9.5 9.7 9.2 0.5

Central 42.2 44.9 36.7 8.2

Eastern 37.8 37.6 38.3 -0.7

North-Eastern 25.3 25.4 24.7 0.7

West 9.5 9.4 9.6 -0.2

Northern 23.5 22.1 24.6 -2.5

Women's age p=0.006 p=0.011 p=0.017  

40+ 29.01 30.2 26.5 3.7

35-39 27.8 34.7 19.7 15.0

30-34 25.8 29.4 21.3 8.1

25-29 27.5 30.5 23.1 7.4

20-24 27.1 28.6 24.7 3.9

15-19 36.4 31.8 51.8 -20

Social group p=0.000 p=0.011 p=0.568  

General 26.4 27.1 25.7 1.4

OBC 27.4 31.6 21.3 10.3

ST/SC 28.3 31.1 22.1 9.0

Women's education p=0.000 p=0.000 p=0.001  

Secondary/Higher 24.2 26.7 21.4 5.3

Primary 32.9 34.4 29.7 4.7

No education 34.6 36.7 28.5 8.2

Religion p=0.483 p=0.054 p=0.026  

Non-Muslim 26.8 30.3 21.2 9.1

Muslim 30.4 30.6 30.2 0.4

Husband's Education p=0.000 p=0.000 p=0.064  



Page 19/24

Secondary/Higher 28.7 28.1 29.5 -1.4

Primary 34.8 34.3 35.8 -1.5

No education 42.3 42.3 42.4 -0.1

Sex composition of children p=0.000 p=0.000 p=0.000  

No child 19.2 19.6 18.8 0.8

Daughter Only 27.2 30.2 22.9 7.3

Son Only 19.6 21.0 18.1 2.9

Both 33.2 36.2 27.8 8.4

Household wealth status p=0.000 p=0.000 p=0.015  

Rich 21.1 21.8 20.8 1.0

Middle 28.2 28.2 28.1 0.1

Poor 36.2 36.5 33.7 2.8

Exposure to mass media p=0.000 p=0.000 p=0.053  

Yes 24.7 28 21.1 6.9

No 33.3 33.9 31.6 2.3

Women’s working status p=0.185 p=0.592 p=0.112  

Yes 33.7 33.2 34.6 -1.4

No 30.5 30.7 30.2 0.5

Women’s autonomy p=0.104 p=0.062 p=0.422  

Yes 28.6 27.7 29.7 -2.0

No 33.6 34.7 31.9 2.8

Unmet need p=0.000 p=0.000 p=0.668  

No  26.1 28.8 22.4 6.4

Yes 31.6 35.1 25.6 9.5

Gestation week p=0.045 p=0.200 p=0.072  

≤8 weeks 30.0 32.5 26.6 5.9

9-12 weeks 28.4 31.9 22.0 9.9

≥13  weeks 26.4 29.4 22.2 7.2
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Table 3:
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Explanatory variables  India Rural India Urban India

Place of residence

Urban (Ref.) 1.00 - -

Rural 1.08 (0.96,1.21) - -

Geographical region

South 1.00 1.00 1.00

Central 5.75*** (4.61,7.16) 5.93*** (4.48,7.85) 5.64*** (3.92,8.11)

Eastern 5.30*** (4.2,6.69) 5.20*** (3.89,6.96) 5.90*** (3.96,8.80)

North-Eastern 2.16*** (1.7,2.74) 2.15*** (1.6,2.89) 2.21*** (1.45,3.38)

West 1.12 (0.8,1.57) 0.89 (0.56,1.42) 1.46 (0.89,2.41)

Northern 2.76*** (2.17,3.51) 2.58*** (1.9,3.51) 3.35*** (2.25,4.98)

Women's age

40+ (Ref.) 1.00 1.00 1.00

35-39 1.31*** (1.02,1.69) 1.35** (1.01,1.82) 1.19 (0.75,1.91)

30-34 1.42*** (1.12,1.8) 1.48*** (1.12,1.95) 1.27 (0.81,1.99)

25-29 1.91*** (1.51,2.41) 2.03*** (1.54,2.67) 1.65** (1.05,2.57)

20-24 2.15*** (1.68,2.76) 2.27*** (1.69,3.04) 1.89*** (1.18,3.04)

15-19 3.08*** (2.09,4.54) 2.69*** (1.71,4.24) 5.43*** (2.48,11.88)

Social group

General (Ref.) 1.00 1.00 1.00

OBC 1.05 (0.93,1.19) 1.04 (0.89,1.22) 1.04 (0.84,1.28)

ST/SC 1.15*** (1,1.31) 1.17*** (1.13,1.22) 1.05 (0.82,1.34)

Women's education

Secondary/Higher 1.00 1.00 1.00

Primary 1.03 (0.88,1.19) 1.01 (0.84,1.21) 1.05 (0.79,1.38)

No education 1.02 (0.88,1.17) 1.05 (0.88,1.24) 0.94 (0.71,1.24)

Religion

Non-Muslim (Ref.) 1.00 1.00 1.00

Muslim 0.96 (0.83,1.1) 0.85 (0.7,1.03) 1.16 (0.92,1.45)
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Husband's Education

Secondary/Higher (Ref.) 1.00 1.00 1.00

Primary 0.99 (0.7,1.39) 1.27 (0.85,1.89) 0.47 (0.24,0.95)

No education 1.71*** (1.19,2.44) 1.92*** (1.27,2.90) 1.42 (0.65,3.09)

Sex composition of children

No living child (Ref.) 1.00 1.00 1.00

Daughter Only 1.62*** (1.30,2.01) 1.64*** (1.26,2.13) 1.60** (1.07,2.38)

Son Only 1.15 (0.91,1.44) 0.98 (0.74,1.3) 1.59** (1.06,2.4)

Both 1.78*** (1.44,2.22) 1.66*** (1.28,2.16) 2.11*** (1.41,3.14)

Wealth Status

Rich (Ref.) 1.00 1.00 1.00

Middle 1.12 (0.97,1.28) 1.14 (0.96,1.35) 1.15 (0.9,1.45)

Poor 1.22*** (1.06,1.41) 1.26*** (1.10,1.50) 1.05 (0.77,1.41)

Exposure to mass media

Yes (Ref.) 1.00 1.00 1.00

No 1.08 (0.97,1.21) 1.03 (0.9,1.17) 1.22 (0.97,1.52)

Women’s working status

Yes (Ref.) 1.00 1.00 1.00

No 0.93 (0.71,1.23) 1.03 (0.74,1.44) 0.68 (0.42,1.12)

Women’s Autonomy

Yes (Ref.) 1.00 1.00 1.00

No 1.12 (0.89,1.42) 1.28 (0.97,1.7) 0.82 (0.53,1.25)

Unmet need

No  (Ref.) 1.00 1.00 1.00

Yes 1.19*** (1.06,1.33) 1.20*** (1.05,1.37) 1.18 (0.96,1.45)

Gestation week

≤8 weeks (Ref.) 1.00 1.00 1.00

9-12 weeks 0.93 (0.78,1.11) 1 (0.81,1.24) 0.76 (0.55,1.06)

≥13  weeks 0.91 (0.81,1.03) 0.95 (0.82,1.11) 0.85 (0.68,1.05)
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Notes: aOR- Adjusted odds ratio, CI-Con�dence interval, Ref. Reference category **p < 0.01; *p < 0.05

Figures

Figure 1

Conceptual framework of factors of unsafe abortion using Anderson’s behavioural model [45]

Figure 2
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Levels of unsafe abortions by place of residence and region in India, 2015-16


