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ABSTRACT
Background: MTP Act has been a boon in India with legalization of medical abortion. But its misuse by the rampant
usage of over the counter medical abortifacients leads to complications. This study was done to gather data regarding
the over the counter purchase and usage of medical abortifacients and its effect on women.
Methods: Retrospective analytical study conducted in NEIGRIHMS, Shillong during January-June 2015. Case-sheets
of women who had medical abortifacients after purchasing them over the counter were analyzed. Data were obtained
under: Age, parity, persons recommending medical abortifacients, gestational age at pill intake, medicines taken,
patients taking medicines more than once in same pregnancy, interval between pill intake and hospital presentation,
presenting complaints, co-morbidities, outcome following self-administration of medical abortifacients and
management given. Data were tabulated, calculated.
Results: Out of 30 cases, primis were majority (33.33%). Maximum pills popped on pharmacist’s (73.33%)
recommendations. 76.66% of patients took the pills within 63 days of gestation. 30% could not recall their medicines
and 23% took I-pills as abortifacients. 23.33% took repeat dose in same pregnancy. 43.33% presented within 5-10
days of pill intake. Commonest presentation was irregular bleed and passage of fleshy mass with bleeding PV,
33.33%. Anaemia was the commonest co-morbidity (76.66%). Retained products were in 56.66%. 70% managed by
surgical evacuation alone, with blood transfusion in 10% of patients.
Conclusions: Over the counter purchase of medical abortifacients without proper knowledge causes unprecedented
maternal morbidity and mortality. National bodies should impose strict legislations to stop this.
Keywords: Medical abortifacients, Over the counter, Unsafe abortion

INTRODUCTION
Medical abortion as defined by WHO is the “usage of
pharmacological drugs to terminate pregnancy”.1 The
Indian Parliament passed the MTP Act in 1971 with the
goal of regulating and ensuring access to safe abortion.2
But was only after 2002’s Amendment that medical
abortion using Mifepristone and Misoprostol has been
approved as a legal method of termination of early
pregnancy.3

WHO has documented clear guidelines about both early
as well as 2nd trimester abortions. FOGSI suggested
protocol for early abortion up to 7 weeks since LMP are
200 mg mifepristone followed after 36-48 hours by 400
mcg of oral/vaginal misoprostol or 800 mcg of
oral/vaginal misoprostol over 7 weeks. FOGSI guidelines
also demand precise pre abortion examination;
investigations etc. as also proper education of the women
about the advantages, drawbacks, risks and limitations of
the process with need for follow up.4
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Under existing laws, medical methods can only
administered by gynaecologists and registered medical
practitioners for performing MTPs by the MTP act of
1971. In 2003, an amendment to the MTP rules and
Regulations was passed to enable certified abortion
providers to prescribe medical abortion drugs outside a
registered setting as long as emergency facilities are
available to them.5

RESULTS
The total number of cases attending the hospital during
the time from January - June 2015 was 30. All of them
had history of intake of medical abortifacients after
buying them over the counter. All the women in our
study were married by their own admission.
Table 1: The age/demographic profile of our patients.

Provisional Govt. figures estimate that 621, 748 abortions
were performed in 2011-12 which increased to 636, 306
in 2012-2013. In 2014, systematic analysis of worldwide
data estimated that approximately 8% of all maternal
deaths are attributable to unsafe abortions and related
complications. Unsafe abortion is defined by WHO as a
procedure for terminating an unwanted pregnancy either
by persons lacking the necessary skills in an environment
lacking minimal medical standards/both. Unsafe
abortions in India is commonly carried out by women
self-administering unapproved and typically ineffective
drugs or taking approved drugs incorrectly often resulting
in incomplete abortion and further complications.6 Lack
of awareness about MTP Act and existing guidelines,
concerns about privacy and affordability etc. lead women
to choose medical abortifacients over the counter. Such
abortions often culminate in haemorrhage, shock, sepsis
and in extremes even death.
Govt. data exclude abortions completed using medical
abortion pills sold without a prescription by drug sellers
or pharmacists (who represent an important source of
abortion services nowadays) and which may indirectly be
adding to the unsafe abortion burden.6 Hence this study
was an attempt to gather data regarding the rampant
purchase of medical abortifacients over the counter
without any medical supervision along with their effects
in this part of the country as there was no related preexisting data.
METHODS
This is a retrospective analytical study conducted in
NEIGRIHMS, Shillong during the time period JanuaryJune 2015 after taking permission from the hospital
authorities. Study population compromise of women who
had history of self-administration of medical
abortifacients purchased over the counter and had
presented to the hospital with complications. Data were
collected under the following headings: age, parity,
persons
recommending
medical
abortifacients,
gestational age at pill intake, medicines taken, number of
patients taking medical abortifacients more than once in
same pregnancy, interval between pill intake and
presentation to the hospital, their presenting complaints,
associated co-morbid conditions, outcome following selfadministration of medical abortifacients and management
given to the patients. Data were tabulated and
percentages were determined accordingly.

Age group
15-20
20-25
25-30
30-35
35-40

Number of patients
5
8
8
6
3

Percentage
16.66%
26.66%
26.66%
20%
10%

Table 2: Depicts parity of the study population.
Parity
Number of patients
Primi
10
Gravida 2
4
Gravida 3
7
Gravida 4 and above
9

Percentage
33.33%
13.33%
23.33%
30%

Table 3: Persons recommending pill intake.
People
Pharmacists
Family members
Friends
Social media

Number
22
3
4
1

Percentage
73.33%
10%
14%
3.33%

Table 4: Gestational age at pill intake.
Gestational age
5-7 weeks (35- 49 days)
7-9 weeks (49-63 days)
9-12 weeks (63-84 days)
12-15 weeks or more

Number
14
9
5
2

Percentage
46.66%
30%
16.66%
6.66%

Table 5: Medicines purchased over the counter.
Medicines
MTP kit
I pill
Only misoprostol
Not known (cannot recall)

Number
3
7
5
15

Percentage
10%
23%
16%
50%

Table 6: Patients taking repeat doses of abortifacients
(more than once in same pregnancy).

Taken
Not taken
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Number
7
23

Percentage
23.33%
76.66%
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Table 7: Interval between pill intake and presentation
to the hospital.
Days
1-5
5-10
10-15
15-20
20-25
25-30
>30

Number
4
13
6
1
4
2

Percentage
13.33%
43.33%
20%
3.33%
13.33%
6.66%

Table 8: Presenting complaints.
Complaints
Irregular bleed
Increased bleeding per
vaginum
Bleeding PV with
abdominal pain
Passage of fleshy mass
with bleeding PV
Fever with pain abdomen
and irregular bleeding
PV

Number
10

Percentage
33.33%

7

23.33%

2

6.66%

10

33.33%

1

3.33%

Table 9: Associated co-morbid conditions.
Co morbidity
Anaemia
Fibroid
Post c/s
Post myomectomy
Hypertension
Others (deranged LFT)

Number
23
1
3
1
1
1

Percentage
76.66%
3.33%
10%
3.33%
3.33%
3.33%

Table 10: USG findings (post admission).
Findings
F/s/o retained
products(including
incomplete abortion)
F/s/o missed abortion
F/s/o normal intrauterine
pregnancy
F/s/o complete abortion

Number

Percentage

17

56.66%

9

30%

2

6.66%

2

6.66%

Table 11: Management given to the patients.
Treatment
Medical management
Surgical evacuation
Surgical evacuation with
blood transfusion
No treatment
(conservative)

Number
4
21

Percentage
13.33%
70%

3

10%

2

6.66%

Medical management was given with vaginal Misoprost
tablets in patients having minimal retained products.
DISCUSSION
In our study, all the cases were married by their own
admission. This is an important revelation as the potential
of self-administering the medical abortifacients by
unmarried women is quite high because of the stigma
associated with unwed mothers in our society.
As seen in our study, most of the pill takers were in the
age group 20-30 (around 52%) showing that the young
age groups were more likely to be influenced by
inadvertent advice leading to rampant pill consumption.
They were married but not prepared for a child and were
open to resorts like over the counter medical
abortifacients for easy solution. This is thought provoking
as it could lead to more unhealthy reproductive practices
in an age group of high fertility and reproductive
potential. Contraception should be encouraged in place of
quick fixes in the form of such drugs.
Primis (33.33%) constituted majority of the pill poppers
followed by 4th and higher order gravidas (23.33%) in our
study, the reason could be due to unplanned pregnancy.
Fast and hassle free is the image associated with over the
counter medications which probably prompts them to
resort to these for abortion.
We found that 73% of the persons recommending the
medications are pharmacists. Under MTP Amendment
Act, pharmacists are only supposed to sell medical
abortifacients by prescription. But it doesn’t happen
always. There was neither prior counseling nor consent
taking in all the cases which is very dangerous and
against the protocol. As over the counter buying is an
easy way to get hold of the abortifacients it needs to be
stopped as it can lead to deleterious effects.
Most of the study population had taken the medical
abortifacients within 63 days (76%) which is within the
recommended protocol. Late 1st trimester and 2nd
trimester even though less percentages in our study were
taken unsupervised this is dangerous. People are not
aware of the recommended protocols which indirectly
accounts for unsafe abortion in later stages. Generally
risk of complications associated with all forms of
abortion increases with gestational age rising
exponentially after 1st trimester even when terminations
are performed under the best of circumstances.7
Our study pointed out maximum of pill takers were still
confused about emergency contraceptives and medical
abortifacients and they were used interchangeably leading
to a lot of complications. This is other sense also means a
defeat of the very purpose of medical abortifacients.
In our study, 23% of total study population took repeat
dosing of these drugs in the same pregnancy. Most of the
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people were not even aware of the adequate dosing of
medical abortifacients. As they were not properly
counselled, many of them had not taken optimum dosage
of the prescribed pills, and thinking that the present
dosage did not work, many resorted to taking the
medicines over again, which proved hazardous. This
shows the plight of affairs that the patients do not receive
proper counseling before taking over the counter medical
abortifacients and did not know what to wait for.
Majority of patients in our study (43.33%) attended the
hospital within 5-10 days of abortifacient intake.
Sometimes they even attended after 1 month (6.66%).
None of them were properly told about the procedure e.g.
expected duration of bleeding, complications, day of
follow up visit etc. and hence the disparity.
About 33.33% of patients had irregular bleeding pv as the
presenting feature of our study while another 33.33% had
complaints of fleshy mass passage along with bleeding
pv.1 patient had features of septic abortion making a
percentage of 3.33%.Complications like infections, sepsis
were common in women undergoing unsafe abortions.6
The main co-morbid condition found in our study was
anaemia seen in 76.66% of patients which itself
complicates many abortions. This is comparable to a
study by Giri et al where 79% of women had varying
degrees of anaemia following self-administration of
medical abortifacients.8 Post C/S patients constituted 10%
of our total study population. According to a study by
Potdar J, the incidence of uterine rupture of a prior CS
scar during medical abortion in early pregnancy was 3 in
768.9 There is a documented risk of 0.28% in 2nd
trimester abortion with prior caesarean delivery, and
without prior caesarean delivery was 0.04%.10 All the
post C/S patients in our study had taken medication
without prior medical consultation which is a risky
preposition.
USG findings in 56% of the patients in our study showed
retained products of conception and 30% had missed
abortion which was a significant number. 6.66% had
normal intrauterine pregnancy which was an evidence of
drug failure. Ideally any method of medical abortion has
an ongoing pregnancy rate of less than 1%.11
Incomplete abortion following medical abortifacient
intake was seen in majority of the patients and surgical
evacuation was done in 70% of the study population. This
is similar to a study by Rajal VT et al where surgical
curettage was required in 75.6% of patients.12 In medical
abortion practice, method failure is considered to occur
when a woman needs a surgical evacuation to complete
the abortion for any reason (including incomplete
abortion, viable pregnancy, hemorrhage, and patient
request). Approximately 2-10% of women who have a
medical abortion will need surgical aspiration.13 So,
surgical evacuation could actually mean failure of
medical evacuation which defeats the very purpose of

medical abortifacients intake. In our study 10% of
patients required blood transfusion along with surgical
evacuation. Haemorrhage requiring transfusions occur in
only about 1 in 1000 cases of medical abortions when the
drugs are given under medical supervision.14
CONCLUSION
Surprising fact that came up in our study was the fact that
most married primis were resorting to over the counter
medical abortifacients symbolising faulty contraceptive
habits. It would be wise if we educate and counsel the
patients about proper contraceptive usage. Another
salient feature was the confusion prevalent in general
public between medical abortifacients and emergency
contraception. Even if majority of these abortifacients
were prescribed by the pharmacists they themselves did
not have proper knowledge about these drugs nor did
they counsel the patients either about anything. The poor
women did not know what to expect which is a very
dangerous preposition. This study gives an insight as to
how the over the counter purchase of abortifacients is
becoming rampant. Though there are guidelines and
recommendations laid down by FOGSI and WHO, they
are either not put to practise or very loosely followed
taking everything for granted. National bodies can
impose strict legislations on the over the counter purchase
of abortifacients so as to make such selling a punishable
offence.
Main limitation of this study is the small sample size. In
future more studies with extensive data will come up
which will help to quantify the real magnitude of the
problem. Till then this is just a small step forward.
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