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Abstract
Reproductive Health and Reproductive Rights are crucial for the people of a nation to enable them to
exercise right decision about sex behaviours at right time and defend themselves from the unfavourable
consequences in life. Although, women and men throughout our nation face inadequate access to reproductive health care, yet extent of gaps in this context are varied widely in different areas. Women’s
ability to exercise control over her own body and choices for such behaviour are much constrained
(Wright et al., 2015) as compared to men who also witness lack of knowledge and access to the
reproductive facilities. Reproductive health includes institutional delivery, contraceptive use and safe
abortion services. Thus, a comprehensive review was carried on by exploring relevant scientific literature
and researchers by exploring Google Scholar, JSTOR, and Internet etc. The objective was to provide the
updated literature based summary of Reproductive Health Services and their utilization particularly
regarding institutional delivery, contraceptive use and safe abortion services during 2012-2017 to unfold
the demographic patterns. The review revealed increase in institutional deliveries and birth assisted by
health professional. While the abortion rate remained static in the last decade but contraceptive
prevalence was found to be decreasing with time. The southern states are best performing states in all
aspects but Empowered Action Group (EAG) states and North Eastern (NE) states are still lagging
behind. The cause may be poor health delivery system, poor economy, and low female education,
populated and political willpower. Providing evidence based useful information about the trend of
prevalent services being given through various agencies and their use over a period of time will be highly
valuable for further improving upon the scenario. Therefore the focus of the healthcare should be on these
areas.
Keywords: Abortion, Adolescents, Children, Contraceptive, Demographic pattern, Institutional deliveries,
Reproductive Health, Women.
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INTRODUCTION
In 1994, International Conference on Population and Development (ICPD) Program of Action,
Reproductive health is a state of complete physical, mental and social well-being and not merely
the absence of disease or infirmity, in all matters relating to the reproductive system and to its
functions and processes. Reproductive health, therefore implies that people are able to have a
satisfying and safe sex life and that they have the capability to reproduce and the freedom to
decide if, when and how often to do so (Cerullo, 2013). It is important that the people are given
accurate knowledge and the services regarding use of contraceptive methods, safe abortion
services, maternal care, and sex related diseases which are affordable and acceptable, and at the
same time safe and effective. Past researches depict that lack of use of and unequal reproductive
services are associated with various socio-demographic factors like, gender disparity, educational
status, and economic growth, synergy between policy and program and cultural roots.
The United Nation Millennium Development Goals (MDG, 2000) emphasized reproductive
health services that aimed at reducing child mortality, improving maternal health and health
related to HIV/AIDS. In 2015, these goals were replaced by Sustainable Development Goals
(SGD) that aim at developing good health and well-being for everyone. At large, these are
attainable through exercise of reproductive health; females are enabled to experience safe
pregnancy and childbirth and children to experience safe childhood regarding sex issues.
Methods of contraception has been associated with birth spacing, prevention of unwanted
pregnancies/unsafe abortions and lowering the risk of sexually transmitted infections (STDs)
including HIV/AIDS among women and adolescent girls. Although there are temporary (oral
contraception, intrauterine devices) and permanent (vasectomy and tubectomy) methods but the
old intrauterine devices (IUDs) CuT200, which had polyethylene frame holding 200-250mm2
and provided protection for 3 years only, has been, now replaced by CuT380A because it has
polyethylene frame holding 380mm2 of exposed surface area of copper that provides protection
for a longer period about 10 years.
Unsafe abortion as defined by WHO is a procedure for terminating a pregnancy performed by
persons lacking the necessary skills or in an environment not in conformity with minimal
medical standards, or both (Stillman et al., 2014). Manual Vacuum Aspiration and Abortion pills,
the legalised methods i.e. mifepristone (blocks body’s progesterone) and misoprostol (causes
cramping and bleeding to empty the uterus) tablets to terminate the early pregnancy have proved
as safe and effective method that needs no surgical intervention (WHO, 2014). The major related
factors with unsafe abortion are unwanted birth, lack of awareness or ignorance of family
planning method, lack of education, poverty, stigma, deficient skilled health personnel’s and
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restricted access to safe abortion services are not widely accessible or are of poor quality (WHO,
2018).
The past studies highlight that most of the maternal deaths occur during delivery and the first 24
hours of postpartum period. Antenatal care (iron folic acid supplements), postnatal care (basic
essential obstetric care facility and comprehensive essential obstetric care facility), trained health
professionals, sterilized equipment’s and proper handling of umbilical cord is essential for
reducing morbidity and mortality in mothers and infants. It is also important to guide mothers to
breastfeed their babies within an hour of birth as it protects baby from infection and illnesses.
The immunization during pregnancy Tetanus Toxoid (TT) and in new born Bacille Calmette
Guerin (BCG), TT, and Diphtheria Pertussis Tetanus (DPT) are also important to reduce infant
morbidity and mortality.
PROGRAMMES AND POLICIES IN INDIA
In 1952, India launched Family Planning (FP) programme and became the first country in the
world to control the population. Later, Family Welfare Programme was included in FP that
integrated Maternal and Child Health (MCH) services. In addition, Child Survival and Safe
Motherhood Programme with Universal Immunization Programme (UIP) and Maternal and
Child Health (MCH) services were introduced but it failed to focus on safe abortion practices
and was replaced by 1st and 2nd phases of Reproductive and Child Health (RCH) programmes
that targeted to provide safe motherhood and child survival by reducing maternal and child
morbidity and mortality. Again, it was replaced by Reproductive Maternal New-born child and
Adolescent health (RMNCH+A) in 2013 that provide “continuum of care” i.e., equal focus on
various stages of life, focus on reduction of Maternal Mortality Rate (MMR) and Infant
Mortality Rate (IMR), and Total Fertility Rate (TFR). Further, Janani Suraksha Yojana (JSY,
2005) and Janani-Shishu Suraksha Karyakram (JSSK, 2011) were launched to decrease neo-natal
and maternal death by providing pregnant women cash assistance.
To prevent the illegal induced abortion and MMR, the Medical Termination of Pregnancy (MTP)
Act was framed in the year 1971 for all over the country. As per this act, only up to twenty weeks
of pregnancy is permitted to abortion, except for abortion in certain conditions - women whose
physical and/or mental health is in danger by the pregnancy or facing the birth of a potentially
handicapped or malformed children, rape victims, pregnancies in unmarried girls under the age
of eighteen with the consent of a guardian. (The Medical Termination of Pregnancy Act, 1971)
Review of past surveys led the government to improve the health care system of the country by
including urban areas along with the rural areas by changing National Rural Health Mission
(NRHM, 2005) to National Health Mission (NHM, 2013). This not only focussed on EAG
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(Bihar, Madhya Pradesh, Jharkhand, Uttar Pradesh, Uttaranchal, Orissa, Chhattisgarh and
Rajasthan) and 8 NE states

(Assam, Arunachal Pradesh, Manipur, Meghalaya, Mizoram,

Nagaland, Sikkim and Tripura), Himachal Pradesh and Jammu and Kashmir but also on urban
areas, especially on slum dwellers and other vulnerable population like sex- workers, street
children, rickshaw pullers, homeless, etc.
SCENARIO FROM 2012-2017
Globally, the studies revealed that institutional deliveries were higher in urban areas (86%) than
rural areas (61%), and almost similar trend was reported in SEAR (urban-82%, rural-64%)
UNICEF (2010-2015). The National Family Health Survey (NFHS) in India found that more
than half of the deliveries were institutional (urban- 88.7% and rural-75.1%) (NFHS-4, 2015-16).
Nearly three quarter (75%) births were attended by skilled health professional in world and 68%
of these deliveries were conducted by health professional in SEAR (WHO, 2015). Overall, 8 out
of 10 deliveries were conducted by health professionals (81.4%) (NFHS-4, 2015-2016) in India
which was a good sign.
The contraception use trends were similar among married or in-union women aged 15 to 49
years globally and SEAR (64%) (United Nation, 2015) but India is still lagging behind where
almost half of the married women were using contraceptive (53.5%) (NFHS-4, 2015-2016).
Globally, the trend of induced abortion rate (2010-2014 data) was 35 per thousand and almost
similar to Asia (36 per thousand) (Guttmacher institute, 2018) but in India, it was little less (25
per thousand) from 2012-2013 (Wm. Robert Johnston, 2014). India, unsafe abortion was
estimated to account for 9 to 20% of all maternal deaths in India (Sebastian et al., 2014). A 2014
systematic analysis of worldwide data estimated that approximately 8% of all maternal deaths
were attributable to unsafe abortion and related complications (Stillman M et al., 2014). Indian
Government figures estimated that 621,748 abortions were performed in 2011–2012, and the
number increased slightly to 636,306 in 2012–2013 respectively, indicating an annual rate of
about two abortions per 1,000 women aged 15–49 in 2013 (Stillman M et al., 2014).
The institutional deliveries were increasing with time in all states across India i.e., 47.0%
(DLHS-4, 2007-2008) to 79.0% (NFHS-4, 2015-2016). The institutional deliveries in Kerala,
Puducherry, Lakshadweep, Tamil Nadu, Goa and Sikkim were high between the ranges of 94.7%
to 99.9% (NFHS-4, 2015-2016) but EAG and NE states are still lagging in this respect. In Bihar,
Jharkhand and NE states (Arunachal Pradesh, Meghalaya, Nagaland) the institutional deliveries
were in the range of 32.8% to 63.8% (NFHS-4, 2015-2016). In rural areas of Arunachal Pradesh
only one third of deliveries were institutional i.e., 33.3% (Apum, 2017). Another study showed
almost similar findings that Central and North regions have 25% to 45% institutional deliveries
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(Dixit et al., 2017); however in the East Khasi Hills district of Meghalaya 64.1% deliveries were
institutional (Himashree et al., 2014). This indicates the situation in NE states are worst. The
birth assisted by health professional trends were also increasing with time across India almost
more than half 52.7 % (DLHS-3, 2007-2008) to 81.4% (NFHS-4, 2015- 2016). Kerala,
Puducherry, Lakshadweep, Tamil Nadu, Andaman & Nicobar, Goa and Sikkim were the best
performing states between the range of 97.1%to 100% and Arunachal Pradesh, Nagaland,
Meghalaya and Jharkhand were performing poorly (41.3%) (NFHS-4, 2015-2016). A study in
Arunachal Pradesh showed one out of three deliveries (33.3%) were assisted by professionals
Apum (2017) and almost similar situation (47.6%) was in Nagaland (DLHFS, 2012-2013), this
shows the poor performance of health system in NE states.
The utilization of financial assistance of JSY was good in Orissa, Madhya Pradesh, Chhattisgarh
and Assam (67% to 72.6%) and almost negligible in Dadar & Haveli, Goa, Andaman & Nicobar
and Delhi (1.4% to 2.6%) (NFHS-4, 2015-2016). Another study showed that seven out of ten
women were receiving benefit of JSY in Madhya Pradesh, Assam and Odisha (72.5% to 76.3%)
but in Andaman & Nicobar and Lakshadweep usage was almost negligible (3.5%) (Modugu et
al., 2012).
The average out of pocket expenditure (OOPE) per delivery was high in West Bengal, Manipur
and Delhi (Rs. 7,800 to Rs. 10,076). However, in Chhattisgarh, Jharkhand, Madhya Pradesh and
Dadar & Haveli were very low (Rs.471 to Rs.1480) NFHS-4 (2015-2016). A study showed high
out-of-pocket expenditure per delivery (Rs.10, 076) Manipur (Shah et al., 2017) whereas one
more study revealed (Rs.4000-6000) in Manipur (Singh et al., 2014). The other study reported
the same that EAG states (MP, Jharkhand, and Chhattisgarh) and Dadra and Haveli have low
OOPE (Rs.1331-Rs.1382) (Modugu et al., 2012) whereas other study showed high OOPE (ruralRs. 4194 and urban- Rs. 9290) in Jharkhand, (rural- Rs.3337 and urban-Rs. 7509) in Madhya
Pradesh, (rural- Rs.4002 and urban-Rs.9738) in Chhattisgarh (Yadav et al., 2017). The lack of
infrastructure and human resources, awareness of scheme (Sharma et al., 2016), cultural practice
(Kumar et al., 2013), (Dr. Chatterjee ,2016), poor quality of care and less pay of ASHA
(Vellakkal et al., 2017), fear of hospital (Devasenapathy et al., 2014), (Vellakkal et al., 2017),
economic constraints (Kumar et al., 2013), (Dr. Chatterjee, 2016), non-cooperative hospital staff
(Pahwa et al., 2013) and drugs and transport (Mondal et al., 2015), poor availability of transport
facilities (Gupta et al., 2018), pressure from elderly (Salve et al., 2016) were some of the main
barriers in accessing institutional delivery and contributing to high OOPE in different
demographic areas.
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No significant change was observed in Contraceptive Protection Rate (CPR) i.e., 54.0% to 53.5%
from 2007 (DLHS-3) to 2016 (NFHS-4). It was important to note that 70.9% to 75.8% use
contraceptives in Punjab, West Bengal and Chandigarh, whereas the use was low, 24.1% to 26.3
% in Manipur, Bihar, Meghalaya and Goa (NFHS-4, 2015-2016). The other studies reported
almost the same results in West Bengal (66.9%) (Dr. Chakraborty et al., 2016) and contrary
results in Punjab (40%) (Dr. Kaur et al., 2014) but the results showed much lower CPR 37%
(Gupta et al., 2012) in Bihar, and 11.0% (Reang et al., 2014) in Manipur. However, a study in
suburban Goa showed higher CPR (52%) (Dhupdale et al., 2016) than NFHS-4 data.
The female sterilization has increased by 2% i.e., (34.0% to 36.0%) from 2007 (DLHS-3) to
2016 (NFHS-4). The prevalence of sterilization among women was high in Andhra Pradesh
(NFHS-4, 2015-2016), (Srinivasa et al., 2014), Puducherry and Telangana that ranges between
69.6% to 54%, but at the other end of the spectrum Manipur, Assam and Nagaland consistently
lagging behind (9.5% to 3.1%) (NFHS-4, 2015-2016). However, studies conducted in
Pondicherry (42.3%) (Sulthana et al., 2015) showed low sterilization and in Assam (55.1%)
(Ojah et al., 2014) higher sterilization as compared to NFHS-4. Low sterilization was also found
in a study on urban slums of Manipur (17.02%) (Reang et al., 2014) and the worst in rural
settings of Manipur (2.8%) (NFHS-4, 2015-2016) due to the lack of awareness (Devi, 2016). The
various main reasons reported were tribal population, illiteracy, ignorance, social and religious
taboos, inadequate social welfare services (Thyagarajan et al., 2014). Further, barriers for unmet
need for contraception were desire for more children (Humera et al., 2013), (Gupta et al., 2016),
preference for male child (Kesarwani et al., 2012), husband opposition (Dr. Chakraborty et al.,
2016), (Srinivasa et al., 2014), (Quereishi et al., 2017), fear of side effects (Dr. Chakraborty et
al., 2016), (Srinivasa et al., 2014), (Sulthana et al., 2015), (Bhattathiry et al., 2014), religious and
culture factors (Dr. Chakraborty et al., 2016), (Reang et al., 2014) and lack of awareness
(Srinivasa et al., 2014), (Sulthana et al., 2015), (Devi, 2016).
The induced abortion rate has been found to be higher (3% to 4%) in Odisha, Bihar (NFHS-4,
2015-2016), (Sebastian et al., 2014), Manipur and Kerala (NFHS-4, 2015-2016) as compared to
the states, Mizoram, Telangana and Andaman & Nicobar (0.1% to 0.2%) (NFHS-4, 2015-2016).
The number of abortions were higher in urban (19.2%) than rural areas (10.8%) (Mahajan et al.,
2014). In North Kerala every eight out of ten married women have undergone induced abortion
(Sreenivas et al., 2014). Empirical studies delineated that in Bihar, the induced abortions were
conducted more in private (70.4%) than that of government hospitals (16.2%) but in Odisha, the
trend was reversed, more in government (24.3%) than private hospitals (67.8%) (Sebastian et al.,
2014). The contraception failure, medical disorders due to contraceptive methods (Sreenivas et
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al., 2014) and poor knowledge or limited understanding of the legality of abortion (Sebastian et
al., 2014) were some of the determinants of induced abortion highlighted in the past studies.
CONCLUSION
Many studies revealed that there has been improvement in the number of conduction of
institutional deliveries. Similarly, there has been empirical evidence of overall increase in birth
assisted by health professionals. However, in rural areas of NE and EAG states the situations are
still reported to be worst. These states face certain barriers like economic constraints, lack of
infrastructure, family and cultural pressure and fear of hospital.
The overall contraceptive use among women or in-union women has decreased during this
period; the trend shows that it is less in Goa, Bihar and Manipur (24.1% to 26.3 %) and least
(below 20%) in rural areas, but it has increased in Punjab, Chandigarh and West Bengal (70% to
75%). The widely used method, sterilization in women has increased by 2%. The reasons stated
are desire for more children, lack of knowledge, fear of side effects and religious-cultural beliefs
for contraceptive non-use.
No significant change has been noticed in induced abortion over time. Kerala, Bihar, Odisha and
Manipur show higher rates of induced abortion than that of Mizoram, Telangana and Andaman &
Nicobar. The barriers for unsafe induced abortion reported are poor knowledge, lack of
infrastructure and trained health professionals, stigma and contraceptive failure.
In sum, during 2012-2017, in almost all southern states the institutional deliveries, birth assisted
by health professional and CPR rate are increasing, while in NE and EAG states the institutional
deliveries, birth assisted by health professional are increasing but CPR is declining. The induced
abortion rate is largely static, but it is higher in Kerala, Bihar, Odisha and Manipur and low in
Mizoram, Andaman & Nicobar and Telangana. The rapid shift in demographic trends have
reduced the fertility with unmet need of contraception and infant and early childhood mortality
by increasing in skilled birth attendants (Jejeebhoy et al., 2015).
SUGGESTIONS
More researches should be done to cover up all aspects of the reproductive health to identify
people’s needs, all deficient demographic areas, associated factors with in-depth analyses time to
time to well frame the future programmes. Reproductive health related programmes should be
increasingly designed to target rural and uneducated population through dissemination of
relevant information with medical counselling, media use, health camps, community
participation and incentives regarding methods of contraception, institutional deliveries and safe
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abortion to enhance the knowledge and utilization of reproductive health services. The
adolescents should be given age appropriate reproductive health education through awareness
campaigns that will instil scientific knowledge and remove the related myths or misconceptions.
There is need to increase the man power and infrastructure, upgrade the health system, provide
appropriate training to health personals.
LIMITATIONS
Though efforts have been put in to include all major research studies and analyse the trend, there
may be deficiency in trapping all the researches in view of the limited resources.
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