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BACKGROUND 

Unsafe abortions in India present as one of the most neglected public health challenge. Even 

after four decades of liberal MTP Act and widely decentralized MTP services, unremitting 

unsafe abortions continue to perplex the health care providers. Worldwide, about 20 million 

unsafe abortions occur every year of which nearly all (95- 97%) are from developing 

countries 
[1]

. In India, an estimated contribution of unsafe abortions to maternal death  

varies  from 8-20% in different studies
[2,3]

 Recognizing unsafe abortions as one of the  most  

preventable cause of maternal mortality and morbidity  and as  our  commitment to  

improve maternal health ( MDG 5),  development and implementation of strategies  to 

reduce unsafe  abortions  becomes imperative.  

 Unsafe abortions being carried out in a substandard environment or by unskilled persons 

are more often   associated with a variety of complications endangering the health of the 

lady and frequently require ultimate referral to the higher centers. The situation however   

worsens when the events leading to critical condition of the woman are kept secretive and 

undisclosed till quite late with a resultant delay in establishing   the diagnosis and   initiating 

the essential care. This case report draws attention towards the grave consequences of 

unsafe abortion and calls for urgent implementation of   measures to combat the menace of 

unsafe abortion. 

CASE SUMMARY 

A 30 year old, P2L2 presented in emergency room of our hospital with moderate bleeding 

per vaginum, abdominal pain and distension associated with episodes of vomiting for the 

preceding five days. She was conscious, oriented and  on further questioning gave  the 

history of   two  months  amenohoea for which    she consulted the  local rural  practitioner  

and underwent  MTP about a week ago. The details of the MTP provider, procedure, timing 

and place where procedure was held however were not disclosed to us clearly. She was 

apparently discharged home on the same day of procedure but she continued to have 

bleeding and abdominal pain post procedure.  Two days following the MTP attempt her 

general condition worsened for which she consulted another practitioner locally and 

underwent pelvic ultrasonography. These reports were also not shown to us initially. The 

lady was then   referred to higher centre for further management and got admitted at our 

hospital.  She had two full term normal vaginal deliveries in the past and last childbirth was 

12 years ago. She had scanty periods for the preceding five months.  She did not give clear 

history about contraceptive usage. She had bronchial asthma for many years but was not on 

regular treatment. On admission, she was conscious, oriented, afebrile but looked anxious 

and distressed.  Her pulse rate was 118/ min with B.P. of 130/ 90 mm Hg in right arm.  Her 

RR was 22/ min. There was significant pallor. There were coarse crepitations and rhonchi all 

over the lung fields. Cardiovascular examination was unremarkable. Abdomen was grossly 

distended with generalized guarding, rigidity and tenderness. Bowel sounds were absent in 

all four quadrants. On per   speculum examination cervix and vagina were grossly intact, 
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fresh bleed through the os was noted. On per vaginum examination it was difficult to define 

the uterine size; diffuse bogginess and fornicial tenderness were present.  

              
              Fig1: An irregular 4 cm rent seen on posterior lower     uterine segment 

Her baseline blood investigations revealed moderate anemia. The emergency 

ultrasonography showed presence of heterogenous shadows in the uterine cavity with 

breech in the continuity of posterior lower uterine segment and significant peritoneal 

collection. Initial Impression of post MTP uterine perforation with haemoperitoneum with ? 

peritonitis with ? Bowel injury OR abdominal pregnancy with failed MTP attempt was made. 

After initial resuscitation patient was taken for emergency exploratory laparotomy. 

Intensely foul smelling dark colored gross haemoperitoneum (2L) was noted. Uterus was 

soft, flabby and 16 – 18 week sized. An irregular four centimeter rent was seen on its lower 

posterior wall. On further exploration placenta and cord were seen extruding through the 

rent attached to an 18 wk sized macerated   fetus in the left paracolic gutter. In view of the 

necrotic and friable nature of the tissue decision for subtotal hysterectomy was taken and 

carried out.  Bowel exploration was done by surgeons, however no bowel or visceral injury 

noted. Sub hepatic and paracolic drains were left. Post operatively, she received broad 

spectrum antibiotics, five units of blood transfusions and physiotherapy as required.  Her 

overall post operative recovery was fair except for wound sepsis and dehiscence which was 

managed  as per culture reports and secondary suturing. Patient was discharged in good 

condition on post-op day sixteen and is under follow up.  
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                      Fig. 2. USG showing heterogenous shadow in uterine cavity  

                                  suggestive of retained placenta 

 

DISCUSSION 

 WHO – defines “Unsafe Abortion” as a procedure for terminating an unintended pregnancy 

either by an individual without the necessary skills or in an environment that does not 

conform to the minimum medical standards or both.
[4]

 Despite the generous provision of 

family planning services and concerted legislative measures, unintended pregnancies 

followed by adoption of unsafe abortion practices continue to pose a daunting challenge to 

the health care systems. Of the 6.4 million abortions performed in India, 3.6 million (56%) 

were unsafe. 
[3]

   

Performed in an unhygienic environment or by unskilled providers, unsafe abortions are 

more often associated with a spectrum of complications including  incomplete abortion, 

sepsis, perforation,  abnormal bleeding,  shock,  bowel injury , peritonitis and even death in 

acute phase while pelvic inflammatory disease, ectopic pregnancies, infertility or fistula 

formation as chronic sequel
[5]

. In this case, unskilled instrumentation by the local 

practitioner perforated the gravid uterus in its posterior wall. Sepsis and peritonitis were 

evident by the presence of intense foul smell and highly friable, necrotic tissue of the pelvis. 

In a study conducted by Bhattacharya S and Mukherjee on 157  women admitted with 

unsafe abortion in their institute over a period of three years,  majority were  admitted with 

serious complications like peritonitis (70%), visceral injuries (60%), hemorrhagic and septic 

shock, renal failure (17.4%), and life threatening conditions like DIC, hepatic failure and 

encephalopathy.
[6]

  

  

  Indian women residing in rural areas are more susceptible to major abortion complications. 

Malhotra et al noted much higher prevalence of post abortion complications  in rural (57 %) 

women as compared to the  urban female (46%).
[7]

 According to the latest national facility 

based  statistics only 3% of PHCs and 19% of community health centers  provided  MTP 

services compelling  rural women to approach untrained providers, and even local  chemist 

shops 
[8]

. In our case also the woman and her family approached local unauthorized 

practitioners repeatedly before being finally referred to higher centre on the suspicion of 

serious complication. Even   when the facilities are   available nearby, rural women do not 

opt for them for several reasons.
[9,10]
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 In a study conducted on 381 women  in 10 district and medical college hospitals of Madhya 

Pradesh, India overall, 90% of women visited at least one health care provider before 

reaching the district/medical college hospital which  included medical doctors in only 31% of 

cases,  the rest being  illegal providers. Of those who accessed different providers, 47% 

women accessed chemists and 28% accessed private doctors. 
[11]

. Several physical, technical, 

familial and socio- economic obstacles prevent these women from accessing   competent 

health care providers. Often the unauthorized providers are chosen to keep these unsafe 

“attempts” secretive and pocket friendly. Unfortunately, however the eventual cost of 

treating unsafe abortions and its resultant complications turns out to be much more not 

only to the individual, family and society but the nation as a whole due to significant 

consumption of health system resources.  Ignorance ,  illiteracy,  lack of family support, lack 

of awareness of safe abortion services ,  easy availability of untrained abortion providers , 

prevailing myths about contraception , delay in reporting  and recognizing the need for care 

are the other common issues which compound the problem  and need to be addressed 

urgently. In a study, by Malhotra et al only 15%of women knew that abortion is legal and 

only 9% correctly knew the gestational age at which pregnancies can be legally terminated 
[7]

. In another study, 63% of women have had no idea whether or not the provider they first 

approached was approved to offer induced abortion 
[11]

 unfortunately even today, issues 

like “social stigma” and “want of male child” continue to   form the major hurdles. 

 

CONCLUSIONS AND IMPLICATIONS 

 Unsafe abortion and the related morbidity and mortality form one of the most neglected 

but preventable reproductive health challenge. Promoting the awareness and utilization of 

family planning services among women would be most promising way of primary 

prevention.  Governmental and non – governmental collaborative efforts to promote access 

to safe abortion services and to punish those found guilty would be highly desirable. A high 

degree of suspicion of unsafe abortion attempts in a woman of reproductive age group 

should be kept in mind so as to minimize the complications. 
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