
AVSCWoddng 
\o. 9 S..ptembt"r 1995 

POSTABORTION WOMEN: 
FACTORS INFLUENCING THEIR 
FAMILY PLANNING OPTIONS 

Georgeanne S. Neamatalla and 
Cynthia Steele Verme 

SUMMARY 

Are familv planning infonnationand sen·ices 
readily accessible to women 11 ho hm•e a11 
abonion' How do provider attitudes and 
program desig11 affect the kinds of i11fomza
tio11 and services available postabonion? Are 
women being pressured to accept specific 
contraceptive methods 115 a conditimz for get
ting a safe abonion' 

AVSC l11temational cmzducted an infor
malstudv to leanz more about the 5\'Stenzs 
amlstructllres that detemzine how fanzilv 
planning infomzation and sen•ices are pro
vided to \\'OI1le11 who have had anabonimz. 

nzrough observatimz of cliem-prm•ider 
interactions, discussion with prm·iders and 
others knowledgeable about sen·ices, andre
view of records and written protocols, the au
thors constructed profiles for the prm•isimz of 
familv planning and abonion sen•ices iz1 
three countries. 

lhe swdv wl15 conducted in l11dia, Twket: 
and a South Anu:rican cowun·1-cowztries 
chasm for their geographical aztd sociological 
differences a11d for their differences in the 
legal status of abonion. nze COWltY\' profiles 
were not designed to be representati\·e a( ser
vices in each countrv 115 a whole, bw rather 
to highlight similarities fo1md in a varietv of 
settings. 

lhe findiztgs idemified a number o(factors 
that have a profound effect on familv pla11ning 
provision postabonion ntrough a ret·if?\1' of 
these fi11dings, the authors idemifv specific 
recommmdations that programs can imple-

ment to impro\'e sen·ice qua/it_\; O\'ercome 
hlstitlllional bam'ers, in1prm ·e pro,·ider atTi
tudes. mzd leam more about the kin£L' of ill
(onnation and sen ·ices clients \\'anr and need. 

INTRODUCTION 

A woman who has an aboz1ion signals a 
verv clear wish not to be pregnant. A 
,~,·oman who seeks an abortion in a countrv 
where abonion is not legallv mailable-as. 
is the case for an estimated two-thirds of 
women in the de,·eloping world (excluding 
China)--mav do so at significant risk to her 
life (Henshaw and Morrow 1990). That so 
manv women who seek a bon ions m·er
come formidable social, legal, and personal 
obstacles is a testament to their will to dis
continue an unv.anted pregnane:--· (Castle et 
a!. 1990; Jamshedji eta!. 1990). Yet little at
tention has been paid to reaching these 
\\:omen v.;ith information and sen ices that 
can help prevent future pregnancies. As a 
result, the cvcle of risk, unwanted pregnan
CY. and abonion mav remain unbroken. 

There are notable reasons for the gulf be
tween abonion and familv planning ser
\ices. One imponant obstacle in recent his
tory was the policv knmm as the \lexica 
Citv clause. This policv. issued bv the L.S. 
delegation to the !Jnited \'\at ions Con
ference on Population in Mexico in 1984. 
banned C.S. funding for all foreign non
gm·emmental organi7.ations (NCO's) pro
\iding or promoting abonion as a method 
of familv planning. Since the Cnited States 
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POST ABORTION 

is the largest bilateral funder of population 

activities, this policy had a pronounced 

chilling effect on abortion-related activities, 

including linkages between family planning 

and abortion services. The Mexico City 

clause prevented integFdtion-in the case 

of NGOs-by making providers reluctant to 

establish links between abortion services 

(whether legal or illegal) and family plan

ning services and by throwing a shadow on 

links with services that treat abortion com

plications. The Mexico City clause was re

scinded by U.S. President Bill Clinton in 

January 1993. 
Other reasons why abortion and family 

planning are not more closely connected 

include: the fact that these services are pro

vided through different providers, sectors, 

or institutions; the differences in legal sta

tus that may make family planning 

providers wary of being associated '.Vith 

abortion; the perceived threat to future 

earnings if private providers of abortion 

provide contraception; and the failure to 

recognize the natural linkages in clients' 

needs for both services. 
In late 1991 and early 1992, before the 

revocation of the Mexico City clause, we 

undertook a study for AVSC International 

in India, Turkey, and a South American 
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country to learn more about the family 

planning information and services offered 

t< > women who have an abortion. Initially, 

our interest in this study stemmed from 

concerns, based on anecdotal reports from 

several countries, that some women were 

being pressured to accept contraception, 

particularly long-term or permanent 

methods, as a condition for getting a safe 

abortion2 Inquiry into this area led us to 

a broader exploration of the connections 

between family planning and abortion 

services. 
Our concern was to understand the cir

cumstances under which postabortion 

tamily planning is--Dr is not-provided in 

order to help ensure that women who seek 

an abortion can make free and informed 

choices about controlling their fertility. 

This exploratory review focuses on the 

factors that determine whether abortion 

and family planning services are linked, on 

the strength of that link, and on the factors 

that may influence clients' access to and 

choices about postabortion family planning 

methods. It examines the issues of provider 

training in and experience with post

abortion contraception, provider attitudes 

toward providing family planning for 

postabortion women, and women's access 
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to family planning counseling and services 
following an abortion. The research fo
cused primarily on services for "scheduled 
abortions" (induced abortions prm ided in 
safe settings, regardless of the legal status 
of abortion in the count[\·), although manv 
of the findings can also applv to facilities 
that primarily treat "incomplete abortions."3 

METHODOLOGY 

After re\ iewing the literature !Tom the field 
and the research plans of agencies that 
work with abortion and familv planning 
and after assessing our capacity to con
tribute to the current understanding of 
postabortion care, we decided to focus our 
study on the S\'stems for prmiding abortion 
and familv planning sen ices and prmiders' 
attitudes toward these sen ices. 

While we recognized the importance 
of talking to women to learn about their 
experience \\ith, interest in, and need for 
postabortion familv planning sen ices, 
other organizations are currently investigat
ing these client perspectives. Through ob
servations of client-pro,ider interactions 
and through discussions \dth prodders and 
others knowledgeable about abortion and 
family planning, we felt we could gain 
other important information about the 
caregiving process and sen ices' responsive
ness to \\'Omen. 

The study was designed to collect infor
mation !Tom India, Turkey, and the South 
American count[\· that would sen·e as case 
examples. We chose countries !Tom regions 
that differ in geography, culture, religion, 
and the legal status and practice of abortion 
and family planning. 

Within each country, we \isited four 
urban facilities, !Tom both the governmental 
and nongovernmental sectors, where abor
tions are available (or where incomplete 
abortions are treated, as in the case of one 
public-sector hospital in the South American 
country). We did not select sites within 
countries to be representative of their region, 
a> we did not plan to do cross-national 
comparisons with this research. Rather, our 
aim was to examine the operations of dif
ferent programs in different settings. 

We limited site selection to programs 
where there was potential for interven
tion-that is, where AVSC International 
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would be able to pro\ ide assistance to orga
nizations based on the studv findings. 

Data were collected using the follo\\ing 
qualitative research methods: 

• Obsen·ation of the pro\ision of familv 
planning and abortion sen ices 

• Re\iew of client records and written 
protocols regarding postabortion contra
ception 

• In-depth inteniews with prmiders of 
abortion and famih- planning sen ices 
and \\ith researchers and polic\Tnakers 
familiar with abor1ion, familv planning. 
and postabor1ion contraception 

We obsen·ed pro\ision of sen ices at facili
ties \isited in each countn·. We also ob
sen·ed counseling sessions, performance of 
abortions, pro,ision of contraception, client 
flow, and overall qualitv of sen ices at each 
facilitv. 

Client records were re\iewed to identifv 
the information facilities collect concerning 
use of, interest in, and referral for post
abortion contraception. We re\iewed proto
cols to identifv the national or institutional 
norms that gm·ern the deliven· of post
abortion contraception. 

Inteniewers used an inteniew guide 
\\ith a set list of topics; however, wording of 
the questions used in inteniews ,·aried, and 
probing questions were occasionallv added. 

Country Profiles 

India, Turkey, and the South American 
country have sharplv contrasting profiles 
with respect to abortion and famih· plan
ning. In the South American countn·, which 
is a Catholic countn·, abortion is illegal. 
However, safe abortions are pro\ ided in a 
few urban centers through a limited num
ber of nonprofit and feminist-oriented pri
vate clinics. Awareness of familv planning is 
very high, and a wide range of contracep
tive methods are available and used. Sixtv
sLx percent of women in the South Ameri
can count[\· use a contracepti\·e method 
(Demographic and Health Sun·ev 1991 ). 

The situation is \·erv different in predom
inantlv Hindu India, where abortion was le
galized in 1971 and is available up to 20 
weeks !Tom the first dav of the last men-

Jk' l'ltmw 
l'fHHII~ ,_ 

l'f',ffltln§ thai tlllff"'' 
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cu~ when pla ... :·entalllf fetal 
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self-mduced oo prmided ~ 
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strual period (LMP). Although abortions 
are performed free of charge in public
sector facilities. a large portion of women 
who seek abortion turn to unlicensed 
providers. Abortion services are widely 
available in urban areas, but service provi
sion is uneven in rural areas. Contraceptive 
prevalence in India is 51%, with heavy re
liance on sterilization (India eta!. 1994). 
Method choice is limited: Norplant im
plants, injectables, and diaphragms are not 
yet part of the national program. Awareness 
of family planning is virtually universal, but 
misinformation is prevalent. 

Abortion was made legal in Turkey in 
1983, though only up to I 0 weeks LMP. 
Services are widely available, and the popu
lation, which is mostly Muslim, relies heav
ily on abortion to limit family size. A 1988 
survey found that 42.2% of Turkish women 
have had at least one abortion (Turkey 
1988). Up to 60% of abortion services are 
provided in the private sector, and contra
ceptive prevalence is 63% (Turkey 1993). 
Withdrawal is the most widely used method 
of contraception in Turkey, and the IUD is 
the second most commonly used. The pub
lic is generally aware of family planning, 
but knowledge of specific methods is low, 
and myths about side effects are common. 

FINDINGS 

Our findings revealed that a host of factors 
affect family planning information and ser
vices for women who have had an abortion. 
Some of these factors, including policies 
that determine the contraceptive methods 
included or excluded by the national pro
gram and method-specific targets and pay
ments that may bias providers toward par
ticular methods, affect all potential family 
planning users. 

However, this paper focuses on the fac
tors that specifically affect postabortion 
clients. These factors include service-deliv
ery and administrative structures, service 
standards and training, service-delivery fac
tors, provider attitudes, and client factors. 

Institutional Factors: Service-Delivery 
and Administrative Structures 

The structure and administration of ser
vices affect postabortion clients' choice of 
and access to family planning services. Ser-

vice programs that are integrated under one 
administrative authority enhance access to 
l'amily planning services postabortion, 
;,vhile vertical programs may result in frag
mented service-delivery systems that are 
more difficult for clients to negotiate. 

In India, abortion and family planning 
,;enrices fall under the same ministry and 
are fully integrated at the service level in 
c~nvcrnment hospitals. Yet in Turkey, ser
lriccs for temporary contraception fall 
under one ministry directorate, while steril
ization and abortion services fall under an
'll her. This results in different staffs, facili
ties, policies, and fees for services. Because 
abortion is illegal in the South American 
country, it is not included under any gov
c!rnmental authority. 

Administrative authorities determine the 
assignment of staff responsibilities, which 
in turn influences service availability. Regu
lations that limit provision of certain ser
•.riccs to specific categories of health profes
·>ionals can restrict access to certain meth
ods of family planning. For example, in 
Turkey, only hospital-based obstetrician! 
gvnecologists may perform female steriliza-
1 inn, whereas abortions are generally per
formed in outpatient units by family practi-
1 ioners and general practitioners. Clients 
·•.vho want to obtain both abortion and 
contraceptive services face barriers if differ
ent staff provide these services in separate 
locations. 

rr abortion and family planning services 
are not integrated into one service unit, re
ferral linkages are critical. The strength of 
referral systems is a direct determinant of 
access to services. In the sites we visited in 
Turkey, there was no systematic referral be
rween these services. In the South American 
country, referrals between sectors that pro
vide abortion and those that provide family 
planning services have been in one direc-
t ion only: sites that provide abortion refer 
clients to facilities that provide the contra
ceptive methods (such as Norplant implants, 
I em ale sterilization, or vasectomy) that 
abortion providers do not have the capacity 
lo provide. 

Service Standards and Training 

ln the absence of national or institutional 
nom1s, providers determine what is appro-
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priate for the client. This results in disparate 
practices \\ith regard to postabortion con
traception among prmiders and within in
stitutions. Decisions about what methods 
can be prmided and when are leh to the in
dilidual clinician or facilitY. 1\o protocol 
ensures that postabortion clients 11ill haw 
access to familv planning sen ices or to the 
contraceptive method of their choice. 

In all three of the countries 11·e studied, 
national guidelines that regulate the proli
sion of postabo11ion contraception are lack
ing. Of course, since abortion is illegal in 
the South American countr;·. its prmision is 
not covered bv national health policv. In 
TurkeY, no national sen ice standards gov
erned the prmision of contraception (much 
less postabortion contraception) at the time 
of this stud1; which means that postabor
tion clients in TurkeY are not assured access 
to a familY planning method before dis
charge. Although not a sen ice standard, it 
is common practice in India's goyemment 
program to urge abortion clients to accept 
either sterilization or an reo at the time of 
the abortion procedure. 

Training in contraceptive technology 

We found that some prmiders in the South 
American countrY and TurkeY had outdated 
information about postabortion contracep
tiw technologY. This is not surprising be
cause. until recentlY, the medical literature 
has prmided little consistent information 
about postabortion contraceptiw use. and 
medical textbooks and phYsician training 
seldom CO\'er this topic4 

One common confusion about post
abortion contraceptiYe use concerns the 
timing of the ICD insertion (the lCD is a 
l'en popular method in Turke~·). Turkish 
sen ice pro1 iders had a strong bias against 
postabortion IUD insertion because pro
liders feared that the IUD would increase 
clients' risk of infection. Prm iders were also 
concerned that they would be unable to di
agnose the cause of postabortion bleeding 
in women who receh·e an IUD (that is, 
whether bleeding results from the de1ice it
self or signals an incomplete abortion). 

Another factor that affects the linkages 
between family planning and abortion ser
lices in the South American countn· and 
Turkey is that the training for those who 
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pro1ide abortion and those who pnllide 
family planning sen ices is usuall~- separate. 
Because of this, aOOr1ion pro\·iders an.' not 
regularlY exposed to new familY planning 
information and mav not han.· the mnq 
cunent information about cnntraceptin~ 
methods. 

In the South American counrrY. for ex
ample, because of stiictures caused b~· im
plementation of the \kxico CitY clause. 
abortion prc)\idcrs han~ not been routind~· 
included in contraceptive-update seminar~. 
In TurkeY, although phYsicians a !tend a 
postgraduate course on abor1ion. man~ 
are not specificalh· trained for familY plan
ning. These prmider> are therefore less 
likelY to be knowledgeable about. commii
ted to, and comfor1able 11ith contracepti1 e 
tee hnologv. 

Similarlv, familY planning prmiders ma1· 
know little about how abor1ion procedun:' 
are performe-d and therefore maY not be 
a11·are of the conditions under which fe
male sterilization or lCD insenion can be 
performed immediateh· after an a bon ion. 

Furthermore. if familY planning and 
abortion pro\iders are not trained together 
and do not work collaboratiYeh·. theY ha1 e 
few opportunities to establish pmfessional 
connections that can help bridge the two 
different sen ices. 

Sernce·Delivery Factors 

Where, 11·hen. and hm1· abor1ion sen·ices 
are deli1·ered are factors that affect whether 
clients haYe access to famil~· planning st:>r
\ices and their choice of n1ethod.s immt.~i
ate!Y follm1ing abortion. E1·en 11hen famih 
planning sen ices are a1·ailabk post
abortion clients may han' littk· intere-st in 
using the sen ices if they are not resrxmsi\"(' 
to and respectful of clients' needs. 

Comfort at the site 

In India and TurkeY, a client-oriented per
spectil'e appears to be lacking at the senice
deliYen·lewl. In some instances 11e ob
sen·ed an apparent disregard for clients' 
feelings and needs. 

For example. in one hospital the docror 
in\ited us into an examining roon1 when? 
an Il'D patient was on the table \\ith her 
legs in stimrps, facing the door: We were 
told that the patient didn't mind. but no one 

\allonal 
~:~~ldf"'lllftt lhal 
N"l:fllall' lhl' 
protlsloa of 
poslalHHt loa 
COIIIra«'plloa 
CIN" laciJn,t: 
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6 POSTABORTION 

asked her about it, and no effort was made 
to give her privacy. 

In the South American country, we ob
served exemplary quality of care at several 
of the facilities. While not luxurious, these 
facilities were designed to be comfortable 
and to put clients at ease. Staff were relcc"Xed 
and friendly and made an effort to welcome 
clients for initial and subsequent visits. 

Continuity of care 

The degree to which the service-delivery sys
tem is geared to providing continuous care 
also aJfects client choice and access to fam
ily planning services. When care is continu
ous, there are multiple opportunities for 
women to seek and for providers to give in
formation and services. However, in many 
areas, a woman's contact with the health 
care svstem mav be limited to obtaining the 
abortion. Providers may try to "capture" 
clients at this one contact, because they fear 
that clients who do not leave with contra
ception immediately following the proce
dure may be lost to the system. 

Timing of senJices 

The timing of when clients are informed 
about and oJfered family planning mav de
termine which methods are available 
postabortion. Some methods (particularly 
long-term and permanent methods) mav 
require prior arrangements. 

At different sites, we observed instances 
of providers informing abortion clients 
about their family planning options either 
before, during, or after the abortion proce
dure. However, in many settings, because 
clients receive no information or counsel
ing until after the abortion, they have little 
opportunity to consider or receive some 
contraceptive options before being dis
charged from the facility. 

Scheduling is another critical factor in 
detem1ining clients' access to services. 
Even at facilities that offer both services, a 
barrier arises if abortion and family plan
ning services are offered on different days 
of the week. For example, an abortion 
client may have to return to the facility on 
a different day to receive family planning 
semces. 

Integration of senJices 

It is important for services to be physically 
integrated wherever possible. In Turkey, we 
found this was not the case: abortion, tem
porary family planning, and sterilization 
·;cn~ces were most often provided in differ
ent, physically separate, units of the same 
hospital. 

For example, in one site we observed 
that Turkish abortion clients would have to 
dress, cross a courtyard, and undress again 
m order to obtain a family planning 
method on the same day as the abortion. 
fhis can make it difficult, if not impossible, 
for an abortion client to leave a service fa
cility with the contraceptive protection of 
her choice. 

If services cannot be physically inte
grated, good referral systems become even 
more important. For example, in Turkey, 
the fact that abortion client records in 
many facilities do not collect information 
on contraceptive method referrals or provi
~ion is symptomatic of the degree to which 
these two services are seen as separate. 

Provider Attitudes 

Prm~ders' attitudes toward abortion, 
clients, their own responsibilities, particu
lar contraceptive methods, and post
abortion contraception are powerful deter
minants of clients' choices and access to 
c;en~ces postabortion. Providers' religious 
or moral objections to abortion may be evi
dent to clients, and their attitudes about 
abortion may influence the kind of services 
thev provide. 

/l.ttitudes taward clients 

Prm~ders' attitudes about particular client 
populations may also be a significant factor 
1n determining the methods they offer to 
\Nomen after abortion. Their views, and 
:.:onsequently their practices, may vary de
pending on whether the woman is well edu
c:ated or illiterate, seeking her first abortion 
:Jr returning for a repeat abortion, childless 
'll a mother, married or single, a mature 
\voman or an adolescent. 

At some sites in India and Turkey, we 
found evidence that some providers have a 
iudgmental, punishing attitude toward 
,,:lients who have multiple abortions. For 
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example. in Turkey, we obserced one pro
vider berate a client, sming "Whv did mu 
get pregnant, Whv didn't vou use familY 
planning)" 

In the South American countr•. we noted 
that adolescents have difficulty getting 
abortion and postabortion familv planning 
services. 

! &sponsibility 

Prmiders' \iews of their own responsibili
ties can affect the strength of the links be
tween abortion and familv planning ser
\ices. Prmiders who see themselves as pro
viding reproducti,·e health care in its fullest 
sense tend to help clients prevent a future 
unwanted pregnancv-either by directlv 
prmiding family planning sen ices or by re
ferring clients for sen ices. On the other 
hand, prmiders "·ho regard their responsi
bili[> as limited to performing a particular 
procedure (such as performing an abor
tion) may leave it to the client to seek addi
tional sen ices elsewhere. 

Although most Indian abortion sen ice 
prmiders regard family planning as part of 
their responsibilitv, we found quite the op
posite to be true in Turkev. In the South 
American countrv, abortion prmiders in 
the private sector see it as their role to pro
vide contraception, but this is not necessar
ilv the case in the public sector hospitals 
that treat women for incomplete abortions. 

Timing 

Abortion prmiders' \iews of when it is ap
propriate for women to start contraception 
following abortion are directlv related to 
client access to family planning. 

lnclian pro\ iders consider the immediate 
postabortion period to be a good time to 
prmide women "ith contraceptive protec
tion. Turkish pro\iders do not share this ori
entation. In fact, there is a common bias in 
Turkey against inserting IUDs postabortion 
in favor of delaying the insertion until the 
clients' menstrual period has resumed. 
Turkish abortion clients are rarelv offered 
anv contraceptive method except condoms. 

Financial considerations 

Finally, providers' attitudes may be shaped 
by financial considerations. Inten>iews sug-

. \\SC \\'ol'ldnl; Papt"l' '\8, !J 

gest that some prmiders who recei,·e fees 
for performing abot1ion ma,- \iew the pro
\ision of contraception to alxn1ion clients 
as jeopardizing their future income. 

Several pro,·iders we met in Turkev al
leged that some of their colleagues are dri
ven bv a profit moti,·e rather than bv what 
is best for their clients: private abortion ser
\ices are lucratiYe, whereas famil~· planning 
pro\ ision is not. 

Client Factors 

Although this studv was not meant to be a 
comprehensive re\iew of client factors 
related to postabortion contraception, some 
client factors were re\·ealed through our dis
cussions \\ith pro,iders and our observations 
of sen ice deliverv. Some of these factors re
lated specifically to abortion. whereas others 
characterize women's contact \\ith the health 
and familv planning svstem in generaL 

Orientation to senices 

Clients have different orientations to health 
care. Mam· clients \iew health care as a cu
rati\·e sen ice and seek attention onlv when 
thev are unwell. This curati,·e orientation 
often stems from the health S\'Stem itself. 
where curati,·e priorities. costs. and other 
barriers mav discourage clients from seek
ing care unless thev are desperate. 

Because contraception is a pre,·entiw 
measure, clients mav not be accustomed to 
using family planning sen ices before the 
fact, dealing instead \\ith the consequences 
of an unwanted pregnancy. Pro\iders men
tioned this as an issue in Inclia. where \\Dmen 
often see their own pre,·entati,·e health care 
as less of a priori tv than care for other fam
ilv members. particularlv the males. 

Misinformation 

Inadequate information and misinforma
tion about contraception mav discourage 
clients. While clients mav know of the exis
tence of familv planning and mav ha,·e in
formation about specific methods. contra
ceptive pre,·alence sun·evs in all three coun
tries show that misconceptions about par
ticular methods abound. Clients mav not 
know where to get some methods, and thev 
mav not have the correct information to 
use methods effectivelv . 

IBMkflualf" 
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Many women 
arennaware 
ot· the rapid 

return of their 
fertility aner a nrst

lrimester abortion 

5 This finding is also borne 
out in other research. For ex

ample, postabortion adoles
cents inte:rviewed in the U.S. 

"expressed denial of any need 

for contraceptive measures ... 
others planned to forego dat

ing and sex until maniage." 
G. Burnell, et al., 1972, Post-

abortion group therapy, 
American Journal of 

Psychiatry 129(2): 135. 
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If women do not know how to use meth

ods correctlv and consequently experience 
a contraceptive failure that leads to abor

tion, their ability to trust the use of contra

ception in the future may be affected. Pro
viders in the South American country men

tioned that they routinely talk with abortion 
clients about the cause of their pregnancy, 

since those whose pregnancy resulted from 
contraceptive failure may otherwise be dis
inclined to believe in family planning. 

Many women are unaware of the rapid 
return of their fertility after a first -trimester 
abortion. Clients may not seek contracep

tion because they mistakenly believe that 

they cannot get pregnant for some time, 
while in fact they may ovulate within two 

weeks of the abortion. 

Attitudes toward sex and abortion 

Some women deny that they will resume 
sexual activity. The South American coun

try's providers explained that a common 
emotional reaction, particularly among 

adolescents who have an abortion, is to 
claim that they will never have sex again. 5 

Women who deny that they will resume sex

ual activity are unlikely to seek contracep

tion, as it is tangible and planned evidence 
of an intention to have sexual intercourse. 

Moreover, because abortion may be ille

gal or socially stigmatized and because of 
the generally low status of women in many 

countries, women who seek abortion may 

not feel entitled to high-quality services be
yond the abortion (Leonard 1991). 

DISCUSSION 

The genesis for this study was the concern 
that women might be pressured into ac
cepting certain contraceptive methods as a 

condition for obtaining an abortion. In 
each site, we explicitly addressed the ques

tion of whether clients are able to make 
free and informed choices, and we exam

ined providers' attitudes and practices re

garding individuals' right to choose. 
Women's ability to make choices about 

reproduction is not automatically assured. 
In traditional cultures, such as in India and 

Turkey, women may not be empowered to 

make independent decisions. Husbands 

and other family members may influence a 
woman's decisions about contraception or 

abortion. In one clinic, we observed the 
d inic staff trying to persuade a woman, ac
companied by her husband, to choose a 
course of action that her husband and in
laws favored but which she did not. The 

woman cried and complained that no one 

\\'aS listening to what she wanted. 
Providers' attitudes toward clients' right 

and ability to make a free, informed choice 

about contraception may be affected by 
personal biases. A number of providers we 

interviewed in Turkey and India described 

their clients as ignorant and incapable of 
u ndcrstanding how to use barrier methods 

and pills effectively. Some providers who 
believe that less-educated women are inca

pable of making well-considered decisions 

about ending fertility may set their own rigid 

uit.eria for providing sterilization-denying 
the procedure to some women who want it 

and urging it for some women who don't. 
In India we found that doctors tend to be 

very directive; that is, doctors tend to pre

scribe what they think is best for the client 
rather than helping the client make her 
own choices. It is common for doctors to 

urge a client to use a particular method 
based on a client profile, rather than treat

ing clients as individuals and counseling 

them to make their own choices. 
These observations are corroborated by 

the 1990 Jamshedji eta!. study of 5,574 
abortion clients in India. Researchers 
found that only I 0.4% of clients reported a 

good level of counseling. The study stated 

that the majority of clients "did not receive 
information on other methods, effective
ness of the method obtained, instructions 
on how to use the method, and what to do 

in the event of problems." 
Although it is not government policy, 

some Indian providers we met urge abor

tion clients to use an IUD or have a steril
ization concomitant with tlae abortion. 
Clients are sometimes subject to fairly ag
gressive motivation; some facilities refuse 

to perform an abortion if the client does 

not agree to use one of tlae "surer" family 
planning methods. 

Some providers admitted that they tell 
clients who return for repeat abortions that 

they will not perform the abortion unless 
the client agrees to sterilization. One 

Turkish provider said tlaat she is sometimes 
"strict" in saying this to women who have 
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repeat abortions, although she ne\·er canies 
out her threat. We did not meet amune 
who admitted to actuallv making accep
tance of sterilization a condition for per
forming the abortion. 

In contrast, several sites \isited in the 
South American country demonstrated a 
concern for indi\ idual choice that could 
sen·e as a model for programs elsewhere. 
The programs in the South American 
countn· im·olved in this studv tn· to ensure 
the woman's right to make choices about 
controlling her fertility. In the South 
American country's sites, counseling is a 
fundamental part of the abortion and 
p<JStabortion sen ice. 

CONCLUSIONS AND 
RECOMMENDATIONS 

Our findings suggest major inadequacies in 
the linkages between familv planning and 
abortion sen ices. Manv prm iders and 
policvmakers, including donors who fund 
health and familv planning programs, ha,·e 
been blind to abortion clients' needs-in
cluding the need to integrate abortion, con
traceptive, and other reproducti\·e health 
sen ices. As a result, women ha,·e few 
choices, and these are too often incom·e
nient or unsatisfacton·, thus limiting the 
likelihood that women will seek contracep
tion after abortion or that thev will hm·e 
true options about what method to use. 

Tlie high incidence of abortion, often 
performed under unsafe circumstances, 
demonstrates that the world's health care 
systems haYe failed to respond to women's 
reproductive health needs: 'The realitv of 
abortion signals a social failure--the failure 
of millions of indi\iduals to prevent preg
nancy through the use of contraception and 
the failure of gm·emments in developing 
countries to fill the unmet need for familv 
planning" (Jacobson 1988). 

The inadequacy of postabortion contra
ception sen ices signals a double failure-a 
failure to prevent the pregnancv that re
sulted in abortion and a failure to offer pro
tection against future unwanted pregnan
cies. Although the need for safe abortion 
sen ices will not disappear if women's con
traceptive needs are met, the link between 
abortion and family planning can no longer 
be ignored if the epidemic of abortion is to 
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be stemmed and if women are to ha,·e al
temati\·es to often desperate choices. 

Our findings suggest that e\·en where 
abortion is legal, as it is in India and Turkev. 
there is a failure to prmide a b-el of qualitv 
and com·enience that make women likeh to 
seek familv planning sen·ices. Simplv dis
pensing contraception will not address the 
needs of postabonion women. \\'e propose 
that prmiders. poliC\makers, and funding 
agencies take the follm1·ing actions. to help 
redress this situation. 

Learn what abortion clients need, wallt, 
and experience 

• Talk to women who do not use a\ailable 
familv planning sen ices to find out whv. 
Address the issues identified. 

• Find out what sen ices client> need and 
how existing sen ices could be impmved. 
Cse the findings to educate staff and 
alter sen.·ices. 

lmprmoe prm-ider attitudes attd lrnow/edge 

• Raise prmiders' awareness of the partic
ular needs of postabonion clients 

• Suppon counseling training to foster 
client-centered attitudes and to enhance 
clients' abilitv to exercise an infmmed 
and unpressured choice about contra
ception 

• Help prmiders understand their mle in 
assUiing access to famil,- planning 

• Update pro\iders' knowledge of 
IX>Stabor1ion contraceptin: n1cthods to 
ensure appropr;ate deliYery and to o\·er
come biases 

0.-ercome irutitutional barriers 

• Integrate familv planning sen ices with 
abonion sen ices, where possible, bv 
merging or assuring complementan· lo
cations, staffing, schedules, etc. 

• Establish or strengthen referral S\·stems. 
particularlv in locations in which inte
gration of sen ices is not possible 

lmprmoe sen-ice quality 

• Introduce changes to better respond to 
women's needs and preferences. En
courage attitudes and practices of all 

lJNoo llnJ& fH>flU"ftl 
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clinic staff to put women at ease, to en
courage and answer questions, to assure 
a full range or services, and to ensure the 
quality of services provided. 

Georgeamze S. Neamatalla is A VSC's area direc
tor for Turkey, India, and Egypt. Cynthia Steele 
Verme is AVSC's director of special programs. 
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