pz»j Women as targets

The burden of FP acceptance has, over
a period ol years, shifted increasingly on the
shoulders of women. From the [liftees to
the - sixties there -was a gradual decline of
ferale acceptors, but In the post Emergency
period the acceptance of sterilisation has
shifted back to the femule with & great spurt.
Simitarly, IUD acoeprance is also increasing,
further adding 1o the number of female accep-
tors (see tablel.

Thers are ‘several réasons for this shift
of the burden on women. Firstly, a myth has
been suyccessiylly clrculated that i men
sgcept  vasectomy they become weak and,
thereiore, are uneble to be economically
active. Secondly, if a man s vasectomised
and his. wife becomes pregnant (it could
be due to fallure of vasectomy or dug to
vasectomy taking place |Immediately after
fertilisation or even Because of coltus within
a8 short. period after vasectomy) then the
wife could become & target of harassment
and her husband of humiliation - thls reason
has very strong support in the rural sreas
because several cases of vasectomy failure
or 'transitional' fertillsation have occurred
and as & consequence women lll-treared.
Therefore, women voluntarily or otherwise
prefer to ‘accept tubectomy to protect them-
selves frém any such eventuality, Thirdly, the
maif thrust of the FP campaign I8 through
Maternat and Child Health  (MCH) programme,
thus women automatically become targets.
Fourthly, in rural areas, where inlant and
child deaths are high and there is every
possibllity of attrition of children ocourring
at a future point In tims, there prefails &
notlon, given the adverse status- of womer,
that a man ‘Gan take another wife and there—
fore will only be able to procreste 1 he is
not steriliseds Fifthly, women waho have to
bear the burden of child-bearing and rearlng,
quite often voluntarily accept @ son-terminal
FP method (sometimes even terminal) with-
out the knowledge of heér Family mambers.
And sixthly, vasectomy as @ method has been
discredited because of the way it was abused
during ‘the Emergency and subsequently the
Janata Party campaign made out vasectomy
as an issue of an assault on male viellity!
Such developments are Inevitabie given



the approach and manner in which the FP
programmie is rug.

Qunt;d froms o
avi ggel, Population, Health
D;qum[:‘,"%-gpél-!. 1985 (under publication)

The chapters in this section cover FP

cy and the experiences of women regard-
ing IUD, sterilisation, abortiony the Pill and
ﬁm Infectable. It is women's right to decide
when to have a baby, how many, and what
method of contraception they wish 1o use.
This right is denied to them not only by the
patriarchal family but also by the FP establi-
shment because of the manner In which
it functions although the latter is supposed
to exist primarily to meet women's contra-
ception needs. Women are thought of as
"acceptors” rather than as human beings.
Women may begin by using one method and

may wish 1o change to the other methods
because of side-etfects but such cholces are
not freely available to them although theore-
tically they should be according to the 'cafe-
teria' FP policy, Often distance and Incon-
venlent clinic timings plus indifference of
clinic staff prevent women from secking
&nd gemng proper after-care with conse-

uent abandoning of an FP' methed. Women
mking sterilisation are often turned away
on the whims of health persannel, but when
a ‘camp' is women are exhorted

orgarised,
- to come In the hundreds and they are offered
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incentives and other prizes so that FP tar-

gets and quotas can be met. The following

pages will show how birth control methods
which could work well for many women,
it the total health Infrastructure were recep-
five to their needs and pmhlems. have failed

of the callo . with which women
are treated.




The IUD

. The introduction of the intrauterine
device IUD) or ‘loop' in 1963 marked the
‘Beginning  of the Indian famlly planning
‘pregramme's special focus on women. Al
though initially popular, the programme failed
“for three major reasons: careless insertions
by paramedical statf; women were not warned
n advance of side-effects; there was no pro-
back-up medical care to deal with prob-
ms Jike bleeding and paln.’ TUD Insertions
Mhich rose from over eight lakh in 1965-66
1o about nipe lakh in 1966-67 qulckly showed
& sharp degline and fell to jess than five
Jakh by 1968-69.

A UN mission which evaluated the pro-
gramine fioted that the medical stalf had not
trained to deal with complications and
that it had been ‘a mistake to promote the

D on a mass scale without the reguired

preconditions in terms of health lacilities, *
Some commentators feel that there is little
likelihood of the IUD ever staging a “come-
back", The UN team, however, suggested
that the TUD should be ‘rehabilitated’ and
rescued from its state of disrepute through
measures likes retraining of siaff, berter
dissemination of information to the public
and 1o individual clients, careful screening
of potential wusers, through follow-up of
ases, analysis of problems encourtered and
carrective measures at short notice.

Today the ILID appears. 1o be recovering
somewhat from its unsavoury past, especially
since the new copper-T devices have been
Introduced. However, large [figures of IUD
‘acceprance’ do not take into account subse-
quent removals. In 1984 there was a major
Press expose of fake IUD figures cooked
up to claim achlevement ol targets in Maha-
rashtra.

indeed
device

But to some extent women A&re
onoe again expressing interest in the
and many who can afford to have access
1o good medical care and advice are repor-
tedly satisfied with the IUD as a convenient
méthod of contraception. However, as will
be seen from some case histories narrated
later in this chaprer, the measures suggested

{ BOX 5 [
Facts about LD |

In principle an WUD {8 any foreian ob-
feet inserted into the utevine cavity and
fedt there dn cuder to prevent o pregnanciy.
The eatller devicey were afmple cods of ‘

sl ot metal thieads. Modem IIDs
a1 either ‘medicated ot nen-medicated.
Both ate usially made of poliyethylene ox
other pefymzes, The medicarea ones te- |
lease either copper ot progestational sti-
toids at a constant wate and wete dive-
foped to seduce side-effects, espeedally
bleeding, In Tndia, the feekt IUD wsed was |
Lippe's Loop bof How variows (A}
of copper IDs ae auadable. The medica-
ted 1Dy need to be changed after a time |
12 to 3 yeats) to maintain thiir effective- |
RS

The exact way how ILE4 work s ot
fully clear, The mest widely accepted view
& that they cause o foteign-body qeac-
tion {n the wterine Mhing which résudts
the aefection of the fertibised ovam and |
ity failure to implant. Copper apptats to
enhance this celluber tesponse amd  Bhus
adds to the anti-festélity egfect.

WHO ofset publication Noi 75, 1985 |

Early IUD
Danger Signals
[ Prriod inte, :. peationil

LD users are more fikely W devibop pebvic inflammatary disease
{PIDY, which can mpair fertility, Thus they noed tn now the eardy
wigns of PID and where to find medical help quickly, IUD wsers at

University Family Planning Program in Atlanta, LS,
this card as = remingder, (Courtesy of Robiert Hatcherd

Popukatie Reporis Senes 1, NoZ0, 19808



by the LN team for makipg ILD use accep-

table 1o the larger piblic have pot at all
been implemented.

Whose foult?

When the WD drive was evaluated by

the Indian government authorities, the blame
was placed squarely on the oversenthusiastic
foreign experts. While It is true that foreign
(ineluding UN) agencies had eagerly recominien-
ded the loop as ‘idesl for Indian conditions,
no voices of caUtion had besn sounded by the
Indian experts; who ought 1o have known
better. As one writer palnts out,” the phssibi-
lity of side effects was withour doubt known
in India before the mass programme was
lsunched. There were all the pre-1966 pdbli-
shed studies of IUD performance plus the
government's ‘own 30  clinical trials’ all
over the country during: 1962-65. "I'he resulls
were not disstmilar to later experience.’ (my
emphasis).

And yer, the Advisory Committes on
Scientific Aspects of Family Planting which

met in Aurangabad in 1965, recommended
on the basis of their clinical trial that
IUD be made avallable on a wider scale.

(This: phenomenan of the family planning
establishmens disregarding the lessons of its
own proclaimed safery norms and experimen-
tal findings and going alead to 'push’ a parti-
cular method is part of an ongaing pattern.
It was repegted in the case of the proposed
pill and Injectable programmes and also in
the mass laparascopy camps as will be seen
In subsequent chaprars.)

WHO norma for safe IUD programime
Wherever LB nsertion i oarrled . out,
optimal  back-up facilities should exist to
deal  with Immediate compllcations ke
cramps - ahd  bieeding. A referral  system
must be established for cases such as perfors-
tion, excessive bleeding and where Tollowsup
Investigation and treatment is necessary. The
referral centre: should be staffed with a
qualified maemlagiﬂ and: should have facili-
ties for ominzl surgery and also lapara-
sgopy. Skilful insertion of the IUD is impor-
tant, and whether done by doctors or para-

medics, the medical personnel concerned
should be adequately trained and efficient
In the technigue.

Counselling is lmportant to prepare a
woman lor the possible initial side-sffects
which, If 1olerated, are likely to clear

up in & few months, Before leaving the
clinlc she should Be glven an appointment
for & check-up and should be told how to
make an earlier appointment |f she has
problems. Accerding to WHO, side effects
like spotting, heavier periods and cramps
are commen bur tend to decrease after
three manths, The woman. must be taught
how to check the strings of the IUD o
miake sure that [t's in place and what to do
M she cannot feel them or suspects that
she s pregnant. .

The IUD should be inserted during of
soan after a menstrual pericd so &5 to rule
out pregnancy. Alternatively, a - pregnancy
test should be done and should be found

[THE DOMINO THEORY

BUT. ..




Dclécations gor removel may  be medical ot
petsonal.

Medicat
- puz ancy lonly df the theeads awe vihible
wmoval i eatyl,
ucnww_ bleeding,
ptable lowes [ petdit,
sgns of peluic inglammatow daaem,
bnown ot suppected utesine ot cetvinaf
neoplasia.
Pewsonal
- desite for pregnancy,
- change of methed,
- o &tﬂa:e mead for protection agadist
pregnancy.
Follow-up procedites )
The ebjectives of the fotlow-up are:

- to provide tesbiutance and o assist the
patient iy she wants to change o ano-
ther methed,

to ahbesh the patieat's genesal health,
ineluding angemia, and to twat any prob-
fms that arise,

to diagnose  wnnoticed of
the WD

to detect twanslocation oo displacement
and to reiniert an WD, if necdslany,

to teplace madicated devices at speci-
fled time fmtervals.

5

]

expution

HOX &
Indications for wemoval of LD

Twes  performed, wuppertive vikits and for-

The firat follow-up examination & Wby
cateied out within  thiee months of the
msention. Sublequent wisits to the clis
dgh be made at séx—month o emé-gear
dntevals, depending on the factlities and
tesoutoes of the clinfe and the convenienor
of the poatient. Af each follow-up visit
a héstory should be taken with special
wietence to menstual  problems,  padn,
possible expulsion, ot wemoval. & spucabim
and binanual examination should prege b
be catded out fo see whether the The
att visible and to exelude peluie Enjlammd-
tlon of vaginitis.

If the woman oannet, of & wnwiting to
come Lo the clinde where the usertion

-

be  cantied out
cormmieity heatth wumua.‘

ther ' examipation o
by trained
i avaidable.

WHO eoffset pubtication Ne. 75, 1983

negative belore insertion Is dune While the
plastic er inert 1UDs can be left in place
for a3 long as desired 4 they Have been
found satisfactory to the user, the copper
1iDs need replacement once N two  or
three years: The newer, smaller copper
1UDs are described as appropriate for youn-
ger women, who have never given birth, but
the WHO suggests that the (LD should only
be a last-cholce method for such women who
may try the device if no other method is
acceptable to them.

The WHO notes that ILD Insertion imme-
diately after child-birth I associated with
a high rate of expulsion and thai six 1o
eight weeks after dellvery would be more
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appropriate. Regardi post-abortion  nser-
tion, the possibility of sepsis and perforation
exists but insertion after [irst-trimester
ahortion has been found safer than insertion
after second-trimester abortion.

D users are exposed to the risk of
ectopic  pregnancy and hence they  must
sesk Immediate medical help If they su:iéd!
they are pregnant. Often spontaneous abor
tion may occur. [f the pregnancy contintes
with the IUD In place, the thances of septic
abortion, premature delivery, stUl»hLl'maﬂd
low birth weight are high.*

It has been pointed out that [UDs may
increase the likelihood of




they rause heavier menstrual blood loss,® This
muy not affect well-ted women but can have
serious  pmpaci one women who doo nor get
enough food.

1UDs and infertility

One of the 'advantages' of the ILD which
is touted widely is that It s a reversible
method unlike sterilisation. Howewver, recent
studies cast serious doubt on this assumption.
According 1o two studies published in 1985 by
the New Englond Journal of Medicine, young
wormen using the 1UD run the risk of being
rendered Infertile. Nearly 90,000 women in
the USA have already lost their [fertility
through IUD use. According ta the resear—
chers, IUDs are mare appropriate for mothers
twer 30 years of age who do not want any
more children but do not want to be sterili-
sed. (Patriot, May 9, 1983).

Pelvic intlammatory disease (PID)

A decade of research suggests that IUDs
increase a woman's risk of PID and this may
render her infertile. In 1983, the' Medical
Digest, called for careful assessment of 1UD
acceptors 1o scresn oUt women most at risk
of developing PID,”  Younger women, women
with & previous history of pelvic infection
and women with several sexual partners are
most likely to be affected. The report states
that LD |s not the first-choice for wamen
who want to be sure of having children
later on.

The abeve information on IUD and
the norms for its safe use make 1t obvious
that it is not a method 10 be promoted
through a ‘'camp' approach. Yet, as can be
seen from periodic news items as well as
DAVP ads, during Family Planning ‘weeks'
and 'months’, IUDs continue 1! be offered
through camps during "intensive family wel-
fare!" drives. 'Welfare' being a singularly
inept word In this context. A typical exam-
ple is a report from Warangal district (Indian

" Express, June 19, 1985} which boasted a

record performance of 633 IUD insertions
during a Family Planning drive, which was
more than double the targer of 300,

WHO admits that IUD use worldwide
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falls far short of its potential mainly because
af shortage of skilled personnel and Unaccep-
table incidence of bleeding and pair.'  In the
Indian: context may be added a third reason -
lack of sympathy and concern on the part of
the personnel offering IUD service.

Indian women's experiences with ILUD:

An activist working in the area of health
sends me the following examples -

In & Famlly Planning clinic on the out-
skirts' of Bombay, the ?LFD Is promoted by
extolling the wirtues of the metal copper.
When wamen experience heavy bieeding they
are told the uterus is being cleaned. An IUD
is rarely removed on @ woman's reguest but
{f & husband puts pressure, because heavy
bleeding prevents him {rom having sex, the
device is promptly removed.

In some areas, local dodas bring groups
af women to have [UDs inserted and part af
the incentive maney of Rs. % s pocketed
by them. A month later, the women return
for removal of the devices. Cases in Pune
have been reported of women alternating
between hospltals, getting IUDs inserted and
removed. It i5 @lso reported that private
practitioners: do not ger adequate supply of
copper Ts and there are cases of women
getting [LUDs inserted at government cenires
and then "selling" these to private doctors.

Women are also being coerced into hay-
Ing 1UDs Inserted as & pre-condition for abor-
tion. What happened tw & Bihari Muslim
migrant woman In Bombay, who had been
deserted by her hushand, is typical. Though
she Insisted that she did not nead contracep-
tion, she had to submit 1o the IUD' insertion
or be denied abortion. Mer subsequent com-
plaints of bleeding were dismissed as a "pay- -
chological" response to desertion by her hus-
band. Six monthe later, after she had endured
non-stop  bleeding for 13 days, an X-ray
revealed that the IUD had got dislodged in

the fallopian tube and an opération had to'
be performed.
Dr.  D:N.Kakar, who has done case-

studies of women's experiences with different
methods of contraception, givesmany examples



of the callous treatr nent they ger when they
experier These are In3
of women, with a need for cont
tion and not merely those lured by =
ves or coerced Into accepting 1UDs. In
one case  the w an could pot contact the
doctor who had done the insertion, the health
worker in-charge was indifferent and so she
eventually went 1o a private doctor and pald
Rs. 10 for removal, Often women with
problems seeking help at the government
clinic are told to "come another day.” One
woman with abdonimal pain was told her dis
comfort was "psychologlcal”. Another woman,
who was having severe bleeding, was gerting
no relled from treatment and pald a private
doctor ‘Rs. 153 for ‘removal. The reason she
did not approach the governme doctor
was because she had heard the larter tell
another patient that it had become & "habit"
with '‘wamen to ask for removal on one
pretext or another and that she was not
gaing to remove any more [LDs,

As one doctor remarks: "l Sur
sing that [UDS are not popu aith
stem that s unsympathetic t© vaginal
discharpe and cervical erosion cannot  be
expected to be sympathetic to the needs

Ditferent type of IUDs

of womer a IUD. Hence, acceptance
8 ‘wvery low tetead  of ittlng up  with
backpain, bleeding and Ction, miny wo-
men prefer to complete the famlly and get

medical

subse-
c|-.|en| pters, 5 is
weakest spot of FP prag’oﬂ me; -and
tighteninig of w reeds | more a tion

and priority, if FP is to mest women's nesds.

at all,
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Sterilisation

Since the time of the: first vasectomy
camps ol the 60s, the FP programme has con-
tinued 1o Juy special emphasis on sterillsa-
tion as a majoer tool lor pepulation control.
With one difference, though. The earlier
pre-occupation with vasectomy has. now al-
most totally been replaced by an obsession
with tubectomy, mainly through laparascopy
camps. This shift ol emphasis on women,
which is & backlash of the Emergency ex-
cesses on men, is likely to have serious long
térm consequences fof' the heaith of wamen,
and needs urgent action by the women's
movement 1o demand a major charge in ste-
rilisation policy.

Before the laparascopic method was in-
troduced In a big way in this country In the
early 80s, tubectomy was not & convenient
oprion for women. Sterllisation after dellvery
has been populsr with middle-class woman
who have access 1o hospital delivery and
have been able o decide before or duripg
the pregnancy that they wish to be operated
upori after delivery, But for the maljority
of women who do not go to haspital for
chlld-birth, "cold sterilisation” when they
were hot pregnant has meant hospitalisation
and pest-operative convalescence hoth  of
which they could not affotd in terms of
actual costs as well as time taken off from
wage work and household dutles, Laparascopy
then -arrived on the scene apparently asan
answer to women's prayers and as a popula-
tion controller's deeam ‘come true. An out-
patient procedure, women could go home
the same cday and be back at their duties
without a&ny inconvepience 1o their hovse-
holds. This was the selling-point In laparas-
copy, and did it ger the hard-selll In 1980,
there was a press report of women iml.ng
up in long gueues outside & district buspuai
In Gujarat when they heard about this ‘won-
der' method.

A clear ldea of the popularity greph of
Inparascopy. emerges irom a study of news
items ‘during the latter hall of the Women's
Decade. Late 1981 and 1982 saw a spate
of press reports eulpgising the new method
for sterilising women. An item in the Hincdu
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(January 3, 1982) entitled "Back to Camp
Technique', describing the advantage of the
new method and s Introduction in Tamil
Nadu hosgitaly, sayse "With the number
of vasectomies steeply falling after Emer-
gency, the povernment has realised that
women are indeed the targer group for steri-
lisation," Twe senlor doctors are quoted as
saying that "total absence of maorbidity and
mortaiity" Is the special featurs In this
method, (A totally disproved claim as the
rest of this chaprer will show.) After head-
ings like "Safest way of sterilising & woman'
and "New FP method well-recelved" uane
siso saw the emergence of [tems like "Scram-
ble for higher FP incentive" and "Laparasco-
ple camp ends sbruptly” as a result of women
COMING in their swarms, attracted by the
method as well as the handsome [ncentive
maoney of Rs, 150 to Rs. 200, Organisers
oiten ran out of funds, unable to cope with
the rush, "Women ocutnumber men in sterlli-
sation" sald an item from Urtar Pradesh
where- |14 lakh tubectomies were performed
in the Iatter half of 1982 compared to only
3,000 odd vasectomles,

The Lirst indlcation to the public fwhlch
is ot in close touch with what realiy narp
at camps and with the women's un-publish
post-operative problems) that all was not
well came arpund early 1983. The Health
Minister cautioned state governments(Hindd,
April 24, 19%83) nor to conduct laparascopic
opérations In camps  and said that these
should be done In proper hospital conditions
with adequate pre- and post-operative care.
He alss\ warnied thai otherwise the method
itself would fall into disrepute. The next
month, Patelot, May 9, 1983), the: Healn
Ministry isswed a directive 1o all states
to observe all precautions and check against
dangers and complications.

However, ther# was no respite [n the
number ol announcemernts regarding "over-
achievement" of ‘targets, with camp ergani-
sers- {launting the large ligures of operations
done. In June, two months after the Health
Minister's warning, & ‘'laparascope ~mela
was reported from Kumbakonam (Hindw,



BOX #
Advantages of minilap

Lapataseopie starifisation dwolves the
dusestion of & uiewing Iustwment and a
tubal occlusion mistwment @to the abdomi-
nal eduity though one ot two small pusclute-

b The Fablopian tabes ame

tipe
ol:mn'ed either by electuical methods ot
bty applying a clip ot whg. In
tomy, o1 minthep o smafl teedsion (5 <
eed  but unlike [oparascopy  the m wd
peamits diteat wisualisation of the tubes.
Each tube b brought to the dncision and
cecluded by tybig @ with a sutue ota
elip. Pout- opmmtm proceduse & the tame
foz both: obsewation for several houts
and then dischatge. There are possibilities
of dnjusy to major blood vessels dn dapaa-
scopy,  Boweld dnfuty & teparfed & both.
Bladder injury & mote compmon dn minia-
paat omy,

Injuries  duting  minifap are  detected
Teadily ﬁr.ubxg the procedute and ate usually
tmm'm‘. tnugh tﬁz same | inedsion,  laju-

ae legs bikely to

aa noﬂum. Th qﬁo ‘needs iitrodine.

aab mﬁéch adds fo the sk of

Immp&te stenilisation i highey

- the rish 'of acoidental

mecfnuney dapemia on the tubal ocehuvion
Qe

Lapatascapy 8 technicalliy more complex

than ménden and should onfy be done by
aynaecologists with pecinlised training
who alse have experience Ot diagnostic
laparaseopy. The aate of complications i
less: when the procecduse {4 done by expe-
sieneed stgeons.

Mintlap. can  be safefy perfotimed by
physicians with only basie surgloal expe-
wence after minimal tiabtihg, Even pata-
medics can be trained o perfotm minilap
ay seen from the succeddful schome at
01, Zafewdich  Chowdhury's Geonoshastya
Kendw i1 Bangladesh.

It faparascopy, the equipmeat i expen-
sire, hophisticated and complex fo mititadn,
albo needs supporting  equipment i
the form of a gas delivesy siystem, Hoht
soutce  ete. Ino minidap, Standavd  susgical
equipment {5 sufficdent and tequites only
cleaning and pterifiving. Leparaseopy poses
the m% of infrequent bul life-thrtataning
complications | g blood vessel infury,
bowe! dnjury, gas embolism and cardiae {
amest), The major wsks of mindap ame
of minémal clinmal impact. |The authoty
of this study econclude that miwmilzp 44
hafer.)

(Frem Studées {n Family Plannéng,
Vel 17, No. A, 1880)

June 25, 1983) where 1,225 women were
operated uypon in one day which, the District
Collector boasted, was world record for a
single day.

In December 1983, Mrs. Gandhl announced
that the prize money which she received
4 part of the LN Population award would be
utilized for bufing laparascopes. And on
Sanjay Gandhi's birthday she presented 12
hparmres 10 leading hospitals 1o promote

family. planning; a cause dear tq her late

son. (Patriot, December 13, 1983)
Since then the rewspapers have carried

more reports about the adverse fall-out of
laparascopy camps than glowing descriptions
of the wonder method. Some inkling was in
fact already emerging even belore Mrs. Gap-
dhi's much publicised presentation ol the
laparascopes.

In Chittoor district of Andhra Pradesh
b poor turneoul was reported ot laparascopy
camps (ndian Express, July 1, 1983) and one
ol the reasons given was fallure of operations
resulting  in  pregnancy among earliar
agceptors,  Some months later, the AP
overnment announced that o study would
ge done to assess the reasons for a fall in



acceplors (Hindu, Nov. 20, 1983), The news-

per reported a few reasons which had

gun to emerge; The health assistants on
duty a1 the camps were all males: the doc-
fors did pot give any individual attention to
the acceptorsy method fallure and pregnancy
occurred amony earlier acceptors. A news
item  the next yea, (Hindu, Apcll 27, 1984)
said there was a steep-tfall in sterilisation
and in turpeout @t camps in Anantpur dis-
trict of A.P. citing one more reason "hurried
enthusissm 1o motivate more pumber of
cases withour going into the background of
the acceptors’.

Around late 1983 onpe also began to
read news ltem of deaths at Laparascopy
camps, In May [984, the Rajasthan unit of
the Peoples Union of Civil Liberties (PUCL)
alleged six deaths o women during a sterili-
sation campaign, resulting from pegligence
by doctdes. Ini Tamll Nadd; one 25 vear old
woman (Indian Express; June 8, 1984) died
at the government hospital in Tiruttani, one
wesk after undergoing 3 laparascopic opera-
tions She had suffered o major rupture of
the bladder during incision, had falled to get
prampt and proper treatment during hee
subsequerit stay In the hospital, and when
she died her death was recorded as resulting
from  septicsemia and renzl fallure. The
newspaper hinted at many unreported cases
of complications and sald that a gavernment
order had banned doctors from talking 1o the
press: According to the reporter, the doectors
thenselves seemed unhappy over the conti-
nued stress on cemps and "the terdency of
gevernment agencies. to  take disciplinary
‘action if protests were made in the Interest
of public health',

The first major public indictment of the
Irresponsible:  organisation of mass camps
came from the Indian Association of Gynae-
cological Endoscopists (IAGE) in December
1984 ar a symposium in Bombay (Patriot,
Dec. 12, 1986). The IAGE sald that great
pride: was being taken by the autherities
over the performance of 300 to 500 opera-
tions in 10 hours on a single day which worked
out at one patient every two minutes. This
was being done 1o meet “targets" and as
a result the scope was not cleaned
und .sterilised properly. The doctors too made
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mistakes becsuse of the pressure and load.
(Hence the complications and method fullu-
res.) A detalled report on the sympesium said
that post-operative death rate at these
camps was 10«12 per 100,000 which is far
above the acceptable risk of 0.23 to __B.!_E:r
106,000 operations. The [AGE felt that
these mass «camps would lead ultimately to
disparding of the procedure imelf. ICMR
norms allow only 25 cases per day per lspara-
scope and the IAGE guidelines based on ICMR
research have: been ignored by the state
governmentys, In fact the association, the
only expert hody in fhis country, |5 not even
represented  on  the government's advisory
body on laparascopic sterilisation.

The use of incentives apnd motivators Is
resulting in abuses' similar to the happenings
of Emergency days. In A.F. (Hindy, April
27, 1984), traihing camps are reportedly held
for "dhobies, tallors, barbers and vegetahle
sellers 1o educate the masses on family
welfare programmes.” This appears 1o be a
not very subtle euphemism for the practice
of employing motivators, since the same
item also referred to "hurried enthusiasm
to motivate." In Tamil Nauu (fndion Express;
April % 198¢) four women were ‘arrested
for forcing an unmarried girl to get sterili-
sed at a camp and then forcing her into
prostitution.  And in Buldhana district in
North India, & poor widow was trapped
Into sterilisation annmmn Times, July I,
1985} by the gramsevak of Gomednar village.
The woman was destitute and had been
told that If she had the operation she would
qualify for a permanent income of Rs 60
per manth.

I Vijayawada (Hindu, March L4, 1984},
the puolice registered a case when a 25 year
old mother of three died after an injection
before the sterilisation operation could be
done.| But few such instances of deaths or
complications are reported or Investigated.
However, it would be important to iollow—
up the case of Sairconbl (Hindu,  April &,
1985) of Dhararmapur district in Tamil Nadu,
who has sued the District Medical Officer
and District Collector for Rs. 20,000, Despite
her sterilisation operation on May 16, 1982,
she concelved and pave birth to a son. She
has claimed damages for fallure of the



A gross experience | had tecently was
witnessing @ makh Mefisation comp at
the !oca.!g govemnment health centre. About
180 wamin wese. ajnu.:ud oh, by the
"iﬁ '!:e.f:!' bugore The mm“
only coun ane apn i wis:
‘Nothing M"‘Q to you. Vou can be
active ajter the mwﬁe:. After the ope-
xativn the u.-omen w:n eken touting up
of antiblotics and pain killess. Mo othe
follow-up, One woman from an auuymg
uilkgz wih % wated upon. When basd
s 5, 4he was het cﬁ& to
moue ﬂ:mt ‘LMI?, stilt had swetbing and
pain, aid hes had ot been changed,
The wound was nat c!wwd. slre was wnable
to wisit the olinic and when her husband
dient o enguire ke was told Lo apply watm
compiesseh. Thiy bought antibiotics from
theit own money as the vouting supply was
nat enough fo fight fection, especially
when  there  dy lack  of hygiene. Whin 1
made  enguities at the centre, the hutse
f-charge coufd only dag: "They are -
tewate. 1ty all psychological

- Mangafa

Condensed from Manushi, No.27, 1984

BOX &
Feedback

A qualifed muzse who with her deetor
husband & working i the awa of prématy
health cate i a Bihax village sends me this
acecunt o 35 year-old weman whko had
sewah childien:

"She was ¢ patticuladly daving and deter-
miéned type and pevsuaded me to  take
et for stevitisation. We wabed five miles
and ‘then caught a fwin to teach Ginidin
aovitment hospital, The fady doctis | had
earlier spoken to was awey but « male doc—
tor agwed fo do the operation. She wis
given ether anaesthetic. Soon afiter the ope-
tation started it was apparent that the doc-
tot was't confident o competent. He found
it vesy digpicult to find the ﬁnll dan tube
and kept u{u(gdug the. dicision. The teohmi-
nian  glving ethet began to help him.
Then ~ anothes doc.rol cami in, smoking
g cigarette. He sfeod over the woman'y
oper abdomen smoking - apatt from the
tisk of dnfection, we might have all been
blown upl She had a fof of pain aftesnvands
and had to spend a qood deal of the Ri. 20
she wad given for buiing antibiotios, She
refused to stay in the kolpital and came
home and | fook the stifches ouf. Mot
sutptisingdy, | havew't  taken any  mote
wamen dor sterkisation.”

operation.

It is relevant to paint out here that In
l‘)&ﬂ the IPPF and the Centres for Disedse
C_qutrul did a global mail survey of 1,298
doctors from 80 countries to smdly sterillsa-
tion-associated deaths.” It was: found tha
mast deaths resulted from surgleal complica-
tion, septic conditions and anaesthetic compli-
cations and gould have been prevented by
ensuring adequate training of staff, use of
sterile equipment and proper follow-up proce-
dure. The study suggested that surgical teams
need to be taught how to deal with complica-
tions and should be able to transport the

tient to a place with proper’ 1

Regarding anaesthetic mmgllt:anms.
Dr, N.D.Motashaw of IAGE is quoted” a8 say-
ing that oversedation is the most common
error, with doctors overlooking the fact that
thin, under-nourished weomen cannot take
the amount of sedation that well-fed city
wamen can. She also says that simple pre-
operations examinations to rule out bontra-
indications are not being done because of
the targets and quotas 1o be fulfilled at
MasS Camps.

The above account shows that the tubec-
tomy drive of the 80s suffers from the same
probleme - and  abuses  which characterised
the

1 omplications develop.

y drive of the 70¢ - luring of
ncceplors; pressure on doctors: to -achieve



eis, neglect 6f minimum  precautions
‘and poor after-care. The 'come-and-be-
sterilised' hardesell in japarascopy. faollowed
Its mitial PR bulld-up as a method which
will guarantee absolutely no Interruption of
Wwomen's work rourine and domestic responsi-
bilities. 1t should be noted that apart trom
the complications described, women who
underga sterillsation often experience altered
menstraation and back pains and laparascopy
docs not eliminate these side-effects. This
is something that they are not made aware
of when they are -epcouraged 10 @ccept
the operation on the strength of  its’ ease
and speed,

Two other aspects of the current siress
o0 laparascopy nesd attention:

One is 1ts Impact on rural women whose
work involves & lot of bending and stretching
and| who therefore experience much paln in
the pelvic area and lower back region after
the operation. Joyee Pettigrew's case study
ol a woman in Ferozepur district of Punjab
shows how the tubectomy operation afiects
her work capacity and thereby her relation-
ship to her children and family. Since  the
work-conditions o which a woman returns
alter her operstion are notr altered in any
way and -since her. own status within the
family does net allow her 1o demand her
pnst—operatwl! rest as a right, the sterilisa—
tion  operation -placey an  additional and
unjustified demand on her, This same finding
was made by another researcher in 3 stidy
of wemen jn UP and Haryans  (Statesman,
Jan. 18, 1983)

The second feature which causes concern
is the government's studied neglect ol progra-
mmes aimed at men. This has ‘meant that
women - are being compelled more and more
to shaulder the burden of mutra«:rpnun and
sterilisation. Alaka Basy describes this’ as the
unanticipated consequence of FP and 'the
Emergency. She says that tubectomy figures
are higher today primarily as a result of
government policy ldentifying women -as

targets and not simply because women them-
selvés are eager (o opt for it. Her argument
Is that vasectomy "l5 not being promoted
at all while tubectomy is being promoted
vigorously. She guotes the conclusions of the

ad

BOX 9
Counselling i mpottant

Aceouding to the WHO [Offset publi-
No. 28, '1980] counseliing before
steribisation 4 émpottant, and those
choosing  this tesminel method  should b
made to undesstand clearly the pevmanent
natust  of the eopewation. Futther, the
WHO recommends that the aftdtudes and
concernt of both patthets showld be ex-
ploned, and the selative mieeifs of male
and female stecilisation ot othes contta-
ceptive methods showid be déseussud.

One study of stexilised min and women
seehing wecanabisation (Jouwsal of Fi
Sept., 1984) showed 'that of
the 100 cases seviewed, almost half had
ne childen at the time of sesilisation
cand about 4 percdnt had onlly ome child,
Aativists En‘.qﬁ ugntly wpott cases of steri-
fsed women mu% teqretting the opeta-
tion after the death of one or mote living
chifdien, Though one does eome actoss
otcasional wewspaper tepotts of succiss-
fud mrﬁ:mumiicu, the cxtent of success
ab well as the extent of avatlzhility of
the procedute buedng fow, 2?{ all practical
| putposed men and women  whe opt  for
sterifisation meed fo mentally accept the
L premanence of theds deccsion.

First International Confersnce on Vasectomy
at 'Srl Lanka in 19819 The greatest hindrances
10+ increased acceptance of Vasectomy appesr
to be lack of services in appropriate seitings,
tejuctance of programmers to initiste ser-
vices and lack of specific [nformation on
what vasectomy s and what it [s not. The
renference felt strongly ‘that in no society
of culture are male atritudes 1o vasectomy
30 negative a5 1o be unamenable to

and reiterated that vasectormy s even saler
and mure widely deliverable than lemale
methods of surgical contraception."

i vasectomy is to be revived adequately
by the FP programme; HOT only men but
women -alts peed to know  enough about it
and ungerstard its advantages over tubectomy,



In a study on factors affecting the decisions
1o undergo (ubectamy,” It was found that wo-
men.  themselves often prefer  tubsctomy
to vassctomy for the husband because of
considerstions for the ‘husband's health, es-
pecially it he is the sele bread-winner,
and fear that his work may suffer or that
he will be unable to perform particular
kinds of activities like cycling etc. The
author suggests that both men and women
should be educated that vasectomy has
no Barmful effects on a man's physical, pay-
chological or sexual health and that his
capacity for hard work will pot be affected.

Against | this backdrop of Information
what should  women's groups and  health
proups do? One, we should insist that ICMR
guidelines for safe laparascopy be adhered
0. Two, demand that sterilisation - should
not be done In 'camps' and that targets
-sheuld not be fixed and thereby try to mini-
mise the scope for abuse and nhegligence.
Three, we must demand that equal attention
be paid by FP officials 1o the promotion

and provision of vasectomy, use of media
to highlight the many advantages of vasec-
tomy, to allay feard about the elffects of
this. operation .and to urge men to share
the responsibility of birth comtrol. In addi-
tion, we need to demand wider avaiability
of hespltal childbirth so that women wishing
to undergo. tubectormmy can have it done
after dellvery when they would be able
to have the required rest and freedom from
physical stralg. This minlmum respite from
customary chores generally is not denled
them -at least for a short period after deli-
VErys
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An Indo-American encounter
in a Punjab village

AOPAR — A newly-married American coupls abruptly
slnppad thigir tourist van uumda a Govt. health-centra in a

utthe
nralmﬂlrry 91' Mivaran {ahquhnj and Tunmhb {Copper-T).
Both the sarvices were already weli-advartised in nawspa- |
pars, But the quastion was of a gner's eligibility. Their
atfer of handsome fees was politély refused. “The freszed
nustand and wife were In dire need of the senllces.ThIa!ad
10 ahargumant ican (ady and
woman-patient presant there.

naar h

AMERICAN WOMAN: Parhaps you don't know that this
costly Taambiis red and fied b antry
Any woman can easily buy this sarvice for about Hs. mon,r—
thare.

PLINIAB! WUNMAN: Parhaps you don't knaw that svery
married eilgible woman here can ge! this service not only
free of any charge, but with soina cash incentive also.

AMERICAN WOMAN: It = absoiutaly surprising 1o hear
this all. But the Indian woman must & paying a ot for pur-
chasing Nivaran and lfaparoscopic lubactomy service.

PUNJABEWUMAN: No, | had a laparoscople ubectomy
only yesterday. Rathar. | was paid & good cash compensa-
tion in addition to 8 top-quality service and 3 free two-day
convaysnce, Faw days back, | had fres Nivaran atso.

AMERICAN WUMAN: Hao you been in my couniry, you
would bBave paid sbout Rs 3,000/~ for a {aparoscopio
tubectomy and Rs. 2000/~ for @ Nivaran.

PUNJABUWOMAN; It is really shocking for me to hearall
this.

{ b

Setting a honeymoon
controversy

A simpia Punjan woman has triggered a
waorld-wide controversy over fha mean-
ing af horaymoon. Hers are facts: 18680
she was-married; 1981: She had first
baby; 1983; She had second baby,

“Thanks to top-quality care, she looks
more beautitul than befors. Har young
husband looks stouter and' smarter,
1984, This village besuty accepted
laparoscopic {ubectomy, Thess days,
the coupie is away on & honaymoon rip,
leaving  childrean  with  thes
grandmother.

#it |s now that we realize what nonay-
moon |57, the couple says,

Some ftrue
: 3



life storles

(" The beautiful landlady
- without mercy

She was not feeling at home in her newly-built big farm-
house and wanted to have a good tenant for a portion of the
bungalow. One fine morning, a lady teacher, whe was re-
cently transferred to the village approached the
landlady.

‘Number of children?" asked the landlady frowningly.

“Only cne, itis three months old”, said the lady teacher in
a trembling voice.

‘What is the guarantee that you won 't multiply soon. My
previous house was awfully spoiled by a football team mis-
called family. The helpless parents could not afford to pay
the rent even. [ forewent two years rent to get the house
vagalted.

“‘But | shall pay the rent punctually”.

(Copper-T) inserted”.

“Don’t worry, | have very pleasant experience of this
method. Itis not only aesthetically acceptable, but 100% ef-
fective also. now it is available near here".

“But...

“Wnat pregnant again!! Did you want all this!!{”

“No, not at all, | am rather panicky. Even my husband is
angry with me". :

“Then, first get a Nivaran (abortion) from the primary
health centre, near nere. Do you agree""

“Yes, | do”.

“‘And you must have the second cmld_mthjn four years
followed by a tubectomy”.

‘| agree”.

“O dear then come in and be seated in the.drawing room,
| (yells) O Preeto's Papa, here is our house-partner.
(Landlady's husband comes) Preeto’'s Papa, this young
lady teacher is quite sensible. Would you kindly prepare
some tea for us? (to the lady teacher). Since | accepted
laparoscopic tubectomy last month the landlord has be-
come a little more obedient”.

Landlord: (to his wife) “After all, you underwent", abig op-
eration. | avoided a small one. So | must respect you. Is this
henpeckedness?”

Landiady: (to her husband) “Who says the laparoscopic
tubectomy is a big operation. It is far simpler than a Taambi

N

N
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‘I can consider your case provided you get a Taambi

( N
Happy worth-day to you

This is a true life story. A young married coupie with two
children hosted a big party for their near and dear ones.
Their home was flooded with presents. The occasion was

| not a birth-day, nor a wedding anniversary.

“On this particular day three years back, we re-
discovered ourselves the boy-looking handsome hus-
band said.

“On this day, | adopted a miracle of modern surgery—
laparoscopic tubectomy”, the giri-looking Iovely_ house-
wife added, “it is our worth-day because we realised our

worth on this day”.

Then, the wife introduced the guests ta a woman, “Spe
is our guiding angel—she is an auxiliary nurse-midwife
(ANM) of our area. She is today’s chief guest. We request
her to sing us a song, she calils it a nursery song for

adults”.

Then, the ANM started pointing towards the couple and
sang the following song on the tune of twinkle-twinkle lit-
tle star.. ; |

Rosy, cosy winter season,

| Stupid cupid knows_the reason.

Let there be a little romance.
Not like England or France.

Here, in the Indian life.
Between husband and the wife.

Free from fear of family way.
Free from worries work-a-day.

Happy, healthy, they have two.
They have two and this will do.

Bed of roses, pink canopy.
Through the magic ‘laparoscopy’.

Family weifare amply covers.-
Total health of married overs.

Let this winter be a spring.

insertion, however, | appreciate your humility”. ‘)

She is queen and he is a king.

Patriot, 13 Apnl 193




SEX-WISE BREAK-UP OF STERILIZATION OPERATIONS PERFORMED

SINCE 1956 & IUD INSERTIONS SINCE 1969-70

-

Number of Sterilisations Percentage IUD Inser-
Year of tubecto- Yins
Vasectomy Tubectomy Total mies to total

1956 2,395 4,758 7,153 66.5 =
1957 4,152 9,584 13,736 69.8 -
1958 9,189 15,959 25,148 63.5 -
1959 17,633 24,669 42,302 58.3 -
1960 37,596 26,742 64,338 41.6 -
1961 63,880 40,705 104,585 38.9 e
1962 L35 45,590 157,947 28.9 -
1963 114,621 55,625 170,246 327 -
1964 . 201,171 68,394 269,565 25.4 -
1965 Jan- 1966 Mar 576,609 94,214 670,823 14.0 -—
1966-67 785,378 101,990 | 887,368 il 1%, -
1967-68 1,648,152 191,659 1,839,811 10.4 -
1968-69 1,383,053 281,764 1,664,817 16.9 -~
1969-70 1,055,860 366,258 1,422,118 25.8 459,000
1970-71 878,800 451,114 1,329,914 33.9 476,000
1971-72 1,620,076 567,260 - 2,187,336 258 488,000
1972-73 2,613,263 508,593 3,121,856 16.3 355,000
1973-74 403,107 539,295 942,402 57 .2 372,000
197475 611,960 741,899 1,353,859 54.7 433,000
1975-76 1,438,337 1,230,417 2,668,754 46.1 607,000
1976-77~ 6,199,158 2,062,015 8,261,173 25.0 581,000
1977-78 187,609 761,160 948,769 80.2 326,000
1978-79 390,922 1,092,985 1,483,907 73.7 552,000
1979-80 472,687 1,305,287 1,777,924 73.4 635,000
1980-81 438,909 1,613,861 2,052,770 78.6 628,000
1981-82% 272,595 2,218,984 25791,579 79.5 750,000

Source: Government of India, Year Book of Family Welfare Programme in India 1981-82, Minis-
try of Health and Family Welfare, New Delhi, 1982, Tables D.2 & D.5.
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Abortion

A DAVP ad. which appeared in a weekly
journal in January 1984 advocated abortion
with the following text: "Carrying again?
You need not worry. Get your pregnancy ter-
minated. Abortion is legal. Two is enough.
Stop the third." This was a government ad.
and it clearly shows that abortion is regarded
by the authorities as an FP method and as a
tool for population control. Officially how-
ever, on paper, abortion is not part of the
FP programme and is ostensibly only a health
measure. What are the consequences of
this ambivalence and how does it affect
women's access to abortion?

The Medical Termination of Pregnancy
Act, 1971, which came into force in 1972
was aimed at reducing the incidence of cri-
minal abortion which was taking a heavy toll
of women's lives. The Act allows termination
of pregnancy on therapeutic grounds (risk
to the mother's physical or mental health),
eugenic grounds (if the child is likely to be
born deformed or handicapped), humanitarian
grounds (pregnancy resulting from rape) and
social grounds (as a result of contraceptive
failure.) It is this last provision which enables
‘the government to provide abortion as an
FP service though it is not technically placed
under the FP category. This provision also
enables women to seek abortion for birth
control and for limiting family size.

The Report of the Committee on the
Status of Women- quoted a number of studies
which show that most women who have
abortions do so to limit their families. The
committee deplored the manner in which

many hospitals agree to do the abortion only

if women will accept sterilisation and the
fact that often it is the doctor who decides
whether or not the woman can be allowed
an abortion. The report clearly asserts:
"We feel it is a woman's right to have con-
trol over the size of her family." Because
of these attitudes of public hospitals, despite
abortion being legal, in practical terms
it appears to be freely accessible only to
those who can afford to. go to private clinics,
many of which charge exhorbitant rates.
For the rest, who do not wish to accept the
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BOX 10
Abortion techniques

Induced abortion can be pergjormed
using a variety of techniques, all of which
expose the pregnant women to a certain
amount of sk, which, however, varies
in degree. The dutation of the pregnancy
& the most important determinant of
the magnitude of 7isk. Mortality and
morbidity n second truimester termdination
are many timed higher than when abortion
o cared out in the fi1st truimester.
Also, tewmination in the §irst trimester
& both technically and "administratively
vety digferent from, and wmuch simpler
than, tetmination in the second trimester
(see table).

In situations where expertise and
facilities are not widely avaidable, termina-
tions should be Uimited to pregnancies
of [less than 12 weeks, preferably 10
weeks. Even then, because of lack of
equipment, the physician wmay have to
resort to dilatation and curettage (DEC)
in place of the more gavourable proce-
dure of vacuum aspiration.

Menstwal regulation: This 5 a varia-
tion of vacuum aspiration which can
be: used in early pregnancy only up to
the 42nd o1 49th day agter the last mens-
twal period, o1 even before a pregnancy
has been congizmed. No anaesthesia
ot dilatation of the cewix & noimally
requized. A cannula @ introduced through
the cervical canal into the uteune cavity
and the contents are aspirated by a
special syringe.

WHO Offset Publication No. 49, 1979.

condition, of sterilisation or IUD insertion,
unauthorised abortionists are the only resort,
which is why, 13 years after the MTP Act
came into force, deaths from illegal abor-
tions remain high.



In April 1985, the Minister of State for
Health, Yogendra Makwana, told Parliament
that about #4.35 lakh cases of MTP were
repprted during 1983-84. He said there were
no precise estimates of the number of ille-
gal’abortions or the number of deaths result-
ing from such abortions. According to the
Parivar Seva Sanastha which runs the Marie

Stopes cl’lﬁics, about 6.6 lakh women die
every year because of illegal abortion.

(Times of India, June 3, 1984).

In 1981, activists who attended a work-
shop on - Women, Health and Reproduction
organised by ‘the Feminist- Resource Centre
in Bombay formed an ' Action. Group for
safe abortions which listed two major de-
mands: inclusion of MTP as an FP service
and safe abortion services for all women.
The group also hoped to be able to train
women activists in "Menstrual
a simple method which can be used 15 days
after a missed period. A leaflet circulated
by the group raised the following points:

Apart from deaths, -many women have
infection, bleeding, injury and other complica-
tions: after abortions which are avoidable.
“Abortions are often carried out dangerously
late (after the first trimester) because of
lack of services, late diagnosis of pregnancy
and social stigma. '"The abortion services
suffer from all the ills of the nation's health
services. The problems are lack of informa-
tion, limited publicity and the widely held
belief that abortion is illegal." (I should
point out here that-the DAVP ad. in English
mentioried at the outset does not reach
the people who really need the information.
Nor is there enough publicity to enable wo-
men to know that they must seek abortion
early to avoid the health risk.)

The safe-abortion leaflet says that ab-
sence of adequate facilities and trained per-
sons in rural areas renders the MTP -Act in-
effective. Even in cities, 50 per cent of the
beneficiaries are the better off while morta-
lity and morbidity rates also seem to have
a definite socio-economic gradient.

Another important point raised by the
action group is this: a large number of the
the so-called illegal abortions being performed

Regulation,"
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to . improve the situation.

‘cialists'

by dais and local abortionists are the only
services most poor women can turn to.
These have been available for centuries. By
dubbing them as illegal, nothing is done
Mira Savara in a
paper read at the Bombay workshop had
suggested that women's groups should demand
training for dais and nurses in safe abortion

.techniques. She also called for: vigil squads

of ‘activists who would visit hospitals regu-
larly to see how women asking for abortion
are , being treated and to demand proper
services; leaflets on abortion by activist
groups, listing the places where these ser-
vices can be obtained free.

It is relevant here to point out that
although, 'illegal' abortions by dais and non-

medical people "are freely condemned by
the establishment, the fact remains that
women who visit registered practitioners

are not necessarily trouble-free. A study of
complications after MTP at a civil hospital
in Surat' showed that even abortions by 'spe-
can have complications. Out of
608 cases, 203 reported late complications
including menstrual disturbance, bleeding,
backache, white discharge, fever and weak-
ness. Out of 20 cases of bleeding, six sought
advice from private doctors and were diag-
nosed and treated as cases of incomplete
abortion. In 14 cases, the women had accep-
ted IUDs which could have caused the bleed-
ing but despite continued bleeding the IUD
was not removed. (Acceptance of an FP
method is often a pre-condition for abortion

“in the government hospitals.)

- How many cases of deaths at the hands
of qualified doctors are ever investigated
by the police? A few are indeed reported
in the media, but it is not clear what the
position in law is if the doctors are prose-
cuted. The Status of Women Committee
had pointed out that Section & of the MTP
Act provides an‘ overriding protection to
the doctor for any damage caused by the
operation. The report says: "Since no such
protection is given for other operations,
this seems an unnecessary clause and may
lead to negligence." Thus, apparently, autho-
rised abortionists can evade conviction; but
we need more information on this aspect.




Recently, two registered doctors of Delhi
who caused miscarriage and ,eventual death
of a pregnant woman wert sentenced by

a sessions court to 10 years RI (Patriot, Dec. -

25, 1983). Earlier in Bombay, a 56 year
old surgeon was sentenced to life imprison-
ment by, a sessions court for causing the
death of a young girl after he conducted an

abortion on her (Times of India, Nov. 4,1979)."

According to the newspaper reports, in
neither instance were the doctors authorised
to carry out abortions. (A doctor can qualify
for such authorisation after he has performed
25 successful MTP cases under supervision.)
And yet, the fact that the Bombay surgeon
had a flourishing abortion practice shows
that the law-enforcing machinery does
not of its own initiative prosecute unauthori-
sed practitioners and it is only when a woman
has died and her relatives take recourse to
the law that these doctors are brought
to book. The authorities are obviously content
to look the other way as long as individual
clients don't complain, perhaps because of
the overall approval of abortion as a popula-
tion control measure. This is why a doctor
couple in Hyderabad is able to plaster all
state-owned buses with their hand-bills adver-
tising "abortion without D&C, oryy drugs"
and also claiming that their services are in
the furtherance of the national FP policy.
This couple aiso has cinema slides publicising
their abortion clinic. Apart from the ethics
of this (and there is no known instance of
the Medical Council taking action against
unethical advertising) there is also the ques-
tion how abortionists can use an experimental
drug so widely and freely. The use of drugs
(probably prostaglandim) to bring about abor-
tion is still under trial.’

One other aspect of the abortion anomaly
is the moralistic and patriarchal attitude.
The Status of Women Committee had found
that many doctors are unwilling to perform
abortions for unmarried girls. Though the
law doesp't require it, a husband's consent
is often made a pre-condition. Women are
frequently humiliated by health personnel
for seeking abortion. According to a letter
to the editor (Hindustan Times, April 14,
1985), although a married female government
employee is entitled to six weeks special
leave in case she gets herself aborted, many
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BOX 11

Notms for humane sewvice
In late 1983, the IPPF issued policy
guidelines on abortion (IPPF Medical
Bulletin, Feb., 1984) which said that |
i countries where abortion & legal,
gamdiy- planning associations should be |
encouraged to ensure s provision thiough |
adequately trained personnel. Finat-trimes-
ter abortions cartied out by skddled staff
cary a verwy low uisk of complications.
The guidelines also call for sympathetic
and supportive counselling to women, 1€4-
ponsive Lo their circumstances and inform-
ing them clearly of the possible side-
egpects and complications of the proce-
dute. Young unmartied gitls need special
counselling and follow-up caze to deal |
with "residual feelings of guilt, anxiety
ot fear" The IPPF points out that any
decision on Atewilisation after abortion
needs careful 1eflection on the part
of the woman and providers of abortion
should not make  conditional on accep-
tance of sterilisation.

The WHO (Offset publication No. 49,
1979) has stressed the need for publici-.
sing information about abortion services
"to allow f{ree, easy and safe access to
those who are most in need of the facili-
ties provided. For this, the f§inst requite-
ment {5 the dissemination of information
with regard to the liberalised law, the |
locations whete §1ee, legal and rafe servi-
ces can be obtained, the sagety of carly
tetminations as against the 1isk of later
ones, and how to utilise the services."

women don't avail themselves of this leave
because of fear of their colleagues' censure.
Incidentally, this rule appears to deliberately
exclude an unmarried government employee's
right to rest after abortion, which is again
a moralistic overtone, and totally unjustified.

Reportedly, the Maries Stopes clinics,

.which have been set up in a few cities, offer

competent and reliable abortion services
in a sympathetic manner. and also cater to



BOX 12
The price women pay

The following examples have been conden-

- sed from an axticle in People (Vol. 5, No. 2,

1978) which focused on lndia and measured

the puice paid by women seeking abortions -

i terms of mental anguish, physical harm
and cash. 3

*An ad executwe, mother of two, just
settled in a full-time jfob, found hersel
pregnant. She. had experignced problems
with both Pill and IUD and the pregnancy
was a 1esult of condom faidure. Her gamidy,
husband and the doctor/ tréed to dissupde
her from having an abortion, but she mana-
ged to have her way. "l think the knowledge
that under the MTP. Act the woman i
the sole arbiter of this decision helped.”
She was operated on n a private nursing
home and paid a four-figure’ bill o1 two
days' stay. Back home she developed high
fever but the dector refused to make a
- home call gor M"something as wminor as
{on," and prescribed medicines on the

phone. ee weeks later she went for a
check-up since~the fever persisted and she
had been in bed fo1 a fortnight. While

examéning her, the doctor made a point
- of commenting: "Really, our upper middle
class women/ fuss so0 wmuch about small
things. The .village women ate back in the
field . within 24 hours but we seem to
think that unless a great big fuss has been
made, lige i3 not normal."

*A_ 35 year-old Harijan woman with give

children, who works as a sweeper in severat-

big houses, natwates her experience: Agter
her fourth child, one of the memsahibs had
been after her to get herself or her husband
sterilised. tHrer husband would not consider
@& and she was nerwous about how the
operation  would a.fiﬁect her wotk capacity.

aze in trouble o1 weeks and weeks.”

Many women of her acquaintance had
become chronic supgerers with stomach
pain and other problems. "ln my wotk 1
have to pick up heavy loads, squat, bend,
and be verwy active all the time. 1 can't
agford not to be {it. Besides, 1 would have
to be away from work for at feast two
weeks and how can 1 do that? They say
i i only two days but 1 have seen s0 many
women have the cut go septic that they

When she conceived again, she was despa-
rate and went to an old woman who had ear-
lier helped others like her. The latter gave
her a hetbal medicine and there was a
little bleeding but nothing more happened.
Then the old woman tried to help by insert-
ing a stick, which caused a lot of pain
but again nothing = happened. Eventually
she picked up courage and went to the
memsahib who was vewy angry, but she did
give her a letter and sent hexr to hospital.
The doctors said it was too. late to do any-
thing but she said she cowld come for deli-
very and be sterilised. "But 1 didn't go to
the hospital fo1 the delivery because I
didn't want an operation.”

*D1; Pramilla David, Director of the
Centre o1 Population Concewns, Hyderabad,
says in the same issue of People: "Oldex
gynaecologists who believe that abortion
@ mowally wiong and medically undesitable
stidl hold influential positions in hospitals.
A new problem is the complication scaze -
ncomplete o1 septic' abortion. Lack of
adequate on-site training of doctors in
use and maintenance of equipment has fed
to more of these cases than azre 7ecorded
n the statistics."

Ll

unmarried girls, but the problem is that
the cost of Rs. 150 to Rs. 300, which is
reasonable for the middle-class, places the
service beyond the reach of the podr. The
organisation which runs the clinics has
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started a training programme for doctors
to enable more- MTP services to” be offered.
It is significant that funding for this will
be done by a "Population Crisis Committee"
(Times of India, June 2, 1984) and this once



again unlerlines the fact that abortion 1Is
very much a part of FP policy though it is
never described or acknowledged as such.

Postscript

It will be recalled that during the press
and public furore of 1982 against selective
abortion of female foetuses, the medical
establishment had more or less defended
the ptactice as a socially responsible way
of catering to women's desperate desire

not to give birth to girls. And yet in early

1985, when activist groups demanded provi-
sion of MTP to gas victims in Bhopal as
there was a distinct danger of foetal defor-
mities, the authorities turned a deaf ear.
According to activist reports, those who
could afford it did seek and get abortion
while hundreds of poor women were neither
officially informed that there was a danger
of birth defects nor provided abortion when
they sought it. Reportedly they were com-
pelled also to accept copper T as a pre-

~ ment

condition. The MTP Act's inclusion of "euge-

nic" grounds is thus nothing more than a
paper provision, only meant for the rich.
In April 1985, the Medico Friend Circle

on the basis of a survey by a team of doctors
issued a press release saying that the govern-
must publicise the dangers to the
foetus, allow women to make an informed
choice on - MTP and provide facilities for
abortion. The MFC also said that concep-
tion should be avoided until all symptoms
of gas poisoning disappear, and since affec-
ted women were already suffering from in-
creased gynaecological troubles, the condom
should be promoted and publicised as the
contraceptive of choice of gas victims
rather than the Pill or IUD. The government,
whose FP propaganda has been otherwise
deafening, has responded to all these de-

‘mands with an ominous silence.

Reference:

1. Journal of Family Welfare, June 1984.

Abortion: A sketch by Era Roy



Relative Effectiveness and Short-Term Safety of some Common Methods of

Induced Abortion

Stage of gestation (weeks)

Method
6 or less 7-10 11-12 13-15 16 or more
a) Suction cure- Safe, simple Safest Saie High degree of
ttage only method, requi- method " manual dilatation
; res no dilata- necessary. In
tion. Not always skilled and expe-
effective rienced hands
safe and effective
b) Dilatation and = Safe and simple. Very.  Safe Increased riks of
curettage - Jbut does re- safe cervical incompe-

quire a certain

tence in subse-

degree of dila- quent pregnan- Not used
| tation cies | T,
c) Curettage (a) or Not applicable Reduces or avoids need for manual ..

(b) plus pre-
operative cer-
vix dilatation

dilatation

Desirable parti-
cularly in pri-
migravidae at
9-12 weeks,
women with
tight cervix,
etc.

In skilled and
experienced
hands safe and
effective.
Late effects
unknown.

- d) Prostaglandin.
Currently avai-

Vaginal suppo-
sitories safe

Currently less
effective than

Shorter interval between instilla- -
tion and abortion than with (e) and

| lable prepara-  and simple. methods (a)-(c)  (f)
_ (ifi?{‘f{rggssgﬁi g&;;l;t zys Extra-amniotic  Intra-amniotic and
| .

extra-amniotic
both effective

technique, sim- °
pler than intra-
_ammiotic

e) Saline or other
hypertonic
solution

Not appropriate Longer inverval between instillation

and abortion than with (d)

Safer than intra-
amniotic prostag-
landin not yet
known

Extra-amniotic
technique, sim-
pler than intra-
amniotic

f) Ethacridine Lower sepsis rate‘than'(d) and (e)
lactate extra-

amniotic

Not appropriate

WHO Offset Publication No. 49, 1979,
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The nill

The oral K contraceptive pill has been
available in India since around the mid-sixties
but was for a long time not 'pushed' in
a big way by the FP programme. The Pill
needs to be prescribed by a doctor, potential
users have to be carefully screened to rule
need access to medical advice and care
not only for coping with side-effects but
also to be advised to discontinue the pill
if certain other disease conditions should
develop e.g., diabetes’ or hypertension or
liver problem etc. Under the present health
structure in this country, mass distribution
of the Pill would not be safe, because these
precautions cannot be met. The government
and medical authorities had themselves ack-
nowledged this and for many years, even
though some of the South East Asian coun-
tries had liberalised . Pill distribution, the
medical Establishment in India had refused
to recommend a mass Pill drive.

Obviously, at some point of time India
too would succumb to the pressure of the
World Population Control
all of a sudden decide that a mass Pill
drive is indeed safe after all. In 1981, ar
ICMR task force suggested that the govern-
ment should adopt a relaxed policy and
allow personnel other than doctors to distri-
bute the Pill after "adequate training to
screen potential users at field level." Unwill-
ing to learn the lessons of the IUD drive,
knowing fully well that the theoretical
paper plan would be far removed from the
actual field situation, the ICMR also chose
to ignore the findings of its own earlier
Pill studies which had shown a high drop-out
rate because of side-effects. In 1981, the
government allowed auxiliary nurse midwives
(ANMs) to distribute the Pill and less than
a year later in 1982 the newspapers splashed
the Health Minister's announcement that

Pill distribution by village level health wor- "

kers would be introduced very soon so as
to raise Pill acceptance from the prevailing
1.l lakh to two million by 1983-84. The
programme was supposed to have been ini-
tiated in selected states and the results of
the experiment are not yet known to the

Establishment and
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public. We must demand

information on

how the pilot programme worked, and exact-

ly how potential acceptors were |
and recruited; what Kkind of support and
care they got while they were on the Pill,
how many are continuing to use it, what

screened

were the reasons for discontinuation among

the drop-outs, what was the
irregular or incorrect use of the Pill, and
what were the consequences of the latter.

This should be made public knowledge in
much the same way that the mass Pill
programme was announced with so much

advance publicity.

incidence of

BOX 13
Notms for a safe Pl programme

The WHO has drawn up extensive guide.
lines 4ot screening potential PUL users,
monétoring them whde they are on the
Pil, a check-list of contra-indications as
well as indications for discontinuation.

l- According to these nowms, women should

| be re-examined thiee months after start-

| ing the Pl and again at six-monthly inter-
vals. They should have a Pap smear evewy
two years and an annual examdination of
breasts and pelvis. Women with certain
side-effects need to be seen more frequen-
tly and if a change in type of pdl is need-
ed, it showld be carefully explained to
them. Women with depression need special

- observation and the Pl discontinued i
necessary.

Low-dose pdls with 30 o1 35 mg of estro-
gen should -be used and a higher dose 50
mg Pl should be considered enly if there
¢ unacceptable breakthiough bleeding. A
minimum of four types of pills should be
stocked to enable a switch-over in type
to deal with specific side-eggects. Lactat-

| ing women should not be given the pill. 1f
tegular pill-intake results in pregnancy,,
there s a possibility of birth-defects. The
need for regular intake should, theregore,
be caredully explained fo the Pl user.

(WHO Offset Publication No. 64, 1982).




In March 1983, the Hyderabad branch
‘_ of the Indian Women Scientists' Association
| (IWSA) wrote- to the Health Minister urging
him not to go ahead with the proposed Mass
Pill programme.' Many IWSA members were
i-ﬁﬁ.ct-ors, some of them were ICMR scientists
and they knew from their field experience,
the way the health system in this country
functions and the kind of access women
have to health care in the rural areas.
They said that a mass Pill programme under
these conditions would be positively danger-
ous. A_look at the WHO's guidelines and
rnorms for safe Pill distribution by non-
medical staff will show how unrealistic it
is to expect that these criteria will be obser-
(ved adequately all over the country (see
box). Besides, past Pill studies have persis-
tently shown that mass Pill promotion
has no place in the Indian FP programme
‘under the present health-care structure.

According to one writer,” the government
has earlier conducted trials at 300 centres
all over India, covering about 10,000 women
(to study the medical and social acceptability
of the Pill, the object being to decide
what should be the FP policy regarding
this method of contraception. "The special
committee which reviewed the experience
‘considers that the Pill may not be accepted

in any mass programme, but should be
administered in closed communities under
medical supervision." Its continued use is

‘;n‘ot advisable. There should be intervals of
non-use. The National Institute of Family
Planning analysed the experience of 1,512
lacceptors and found that 46 per cent discon-
‘tinued after six months, 61 per cent after
12 months and 73 per cent after 18 months.
Those who found the Pill acceptable were
from educated and middle class background.

that
reason

Various Pill studies have shown
'side-effects are cited as the main
for discontinuation:®
sea and irregular bleeding have been found
hard to cope with when there is no access
ito sympathetic advice and treatment. Indi-
vidual case studies’ show how women who
fail to get advice and treatment feel discou-
raged and give up the Pill. The disruption
of household work as a result of what the
FP people always describe as "minor side-

Dizziness, vomiting, nau-
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effects" is Ssomething that doesn't seem
to weigh very heavily with the health per-
sonnel when their help is sought. One femi-
nist doctor tells me that during the early
years when Pill effects were being studied,
women in the West who complained of
"depression" were not taken seriously because
depression tends to be readily dismissed as
psychological or just plain imaginary. But
now medical research has conclusively
shown that depression is indeed a very dis-
tinct side-effect of hormonal contraception
(including injectables). Unfortunately any
side-effect which is not "life-threatening" is
always listed last, under the 'minor' category
and the fact that conditions like dizziness
or depression make it impossible for women
to carry out their many arduous tasks at
home and at the work-place is never seen
from the user's point of view as a problem
of considerable magnitude.

Besides, when women on the Pill, expe-
rience problems, very often relief can be
possible if they are able to switch over to
a different brand which contains a different
variety of synthetic steroids. In a mass
programme which relies on bulk buying it
is hard to see how much such facilities
will be made available. PHCs are known to
run out of stocks of even life-saving and
basic drugs. In the Indian context there are
also questions like: Will the government
ensure distribution of only low-dose safe
Pills? (High-dose pills have been dumped
in Bangladesh and Sri Lanka in the past).
Since the Pill is known to cause nutritional
deficiency, what will be the impact of
Pill consumption on the malnourished?
The Pill's effectiveness is reduced when
taken along with certain other curative
drugs - including the TB drug rifampicin;
under the present health care structure,
can such situations be adequately taken care
of? :

The Orwellian overtones and Double-
speak of Pill policy are best illustrated if
one compares the remarks df two Health
Ministers at different points of time. In
1982, B. Shankaranand, who announced the
mass Pill drive, was quoted in the Telegraph
as saying: "All side-effects of the Pill have
been eliminated." Six years earlier, in 1976,



Dr. Karan Singh, the tr%en Health Minister,
in an interview to People’ had explained why
the Pill could not be promoted in a big way
in India: "Contrary to Western belief, the
Pill is not all that simple. It's a remedy for
affluent urban society but is not at all
suitable for mass censumption in the villa-
ges. It. is expensive; it requires constant
daily motivation which is impossible, when
a village woman has a hundred domestic
chores to attend to, apart from having
to work in a field several miles away, and
it has undesirable side-effects." (my emphasis)

The fact is, if the FP wallahs are not
interested for the moment in pushing a
certain method, they are willing, even
eager to acknowledge the truth about its
problems. At that time when Dr. Karan Singh
made these remarks, India was poised for
its infamous sterilisation campaign. The
Health Minister was then busy convincing
the world about the need for 'civilised
pressure but not coercion." Between 1976
and 1982 not only has the Pill not become
safer (nor its side-effects eliminated),

but newer studies are casting further doubts °

about its long-term risks. But the Indian
media image of the Pill is curious. In 1982
when the new Pill policy was announced, the
papers were full of the news of a WHO study
suggesting that the Pill might actually pro-
tect against ovarian cancer. The Hindu even
had a half-page article in its Sunday section
with the heading: "Not causative but preven-
tive.! At that time, Indian doctors, who had
worked with the WHO, published articles in
leading newspapers playing up the '"positive"
effects of the Pill and playing down the
dangers. However, when in 1983 the Lancet
published two studies which linked pill use
with both breast cancer and cervical cancer,
the Indian media more or less ignored it
except for a cursory news item, although the
findings created an uproar in the West.

The fact is that emerging Pill. studies
are throwing up confusing and conflicting
evidence about long-term cancer and other
risks. Every such study is being assessed
by WHO and other agencies. Meanwhile, in
the West, women are getting tired of putting
up with the side-effects of the Pill and
questioning why they should be endlessly

BOX 14
Selection of type of Pl

Everwy woman shouwld receive a pill that
o effective yet possesses the greatest
posscble sagely margin gor her. In accor-
dance with curtent medical knowledge it
would be aduisable to start with one of
the combination pills containing 30 ug of
estrogen. At the present time this amount
of estrogen 5 the lowest dose required
tor zeliable inhibition of ovuwlation in
evewy cycle. One of the problems seen
with the use of {low-estrogen pdl
a sbight increase in the incidence of break-
thiough bleeding, especially in the féust
few months of use. The patient ».\houfd'
be nformed of these side-epgects and |
only i they persist beyond 3 months |
showld an alteration n the howmonal
dosage be considered. Concetraceptive
pils containing mozre than 50 ug of est10-
gen have been withdrawn from use n
most national programmes. Since the
13k of accidental pregnancy 5 likely to
be higher when low dose pidls are missed
for one o1 two days than when one o1 two
higher dose pills are missed, the impor-
tance of 7egular pill-taking should be
emphasized to all patients.

WHO Offset Publication No. 64, 1982

tampering with their bodies' natural function
and why should not men and women share
the responsibility of birth control, by using
safer, less invasive methods. The swing back
to condoms, diaphragms and spermicides
in the developed countries will have its im-
pact on the Pill sales of the drug multina-
tionals. The spurt of activity towards increa-
sing the level of Pill. consumption by Third
World women should also be seen as part of
the quest for markets and profits by drug
MNCs. ;

A word about advertising. The new
Pill policy aims at roping in the private
sector, using the help of drug firms to reach
out to chemists and doctors through their
network so as to increase Pill use and to



_ drunkard of a husband.

promote "social marketing" ®. We need to mo-
nitor the promotional activity and literature
enyisaged ‘under this strategy. Examples
from other Third World countries show the
unethical extremes to which drug firms can
go while promoting their products, to both

- doctors and the public.

In Bangladesh, the Pill, with the apt
brand name of Maya (illusion) is advertised
to the lay public as a product which will
"keep the woman in you alive and young"
besides improving the complexion’, The pro-
motion leaflet supplied to doctors omits any
warnings of side-effects or precautions for

" use. Population controllers are very much in

favour of non-medical distribution of the
Pill and its sales promotion to the public.
Malcolm Potts, for examplea, notes with
approval such consumer advertisements for
the Pill as "Minovlar- costs less than a
packet of cigarettes and is safer - see your
doctor" and "Eat Anoblar, the edible contra-
ceptive" in some South East Asian countries.
Before the Ershad regime came to power, |

remember seeing a Pill commercial on Dacca

TV which was no different from the usual

soap, cosmetic or soft drink ads. We not
only have to investigate the nature of
promotional literature being prepared in

conjunction with the mass Pill drive but
also be vigilant to prevent unethical promo-
tion to our public through the mass media.

So far one has seen the pitfalls in mass
Pill promotion. Does the pro-Pill attitude
mean that at least those who actively want
the Pill will be able to readily get it? Not
necessarily. The government's stress on steri-
lisation of those whom the government con-
siders as already having "too many" babies
means that these mothers will.not be given
the Pill even if they beg for it. As this
example shows: Maimuna, a Bihari migrant
in a Bombay slum has six children and a
Her eldest son is
12, she is desperate not to have another
child, refuses to have tubectomy because
she feels she must wait for a few years to
ensure survival of her children and... she
‘wants the Pill. She is confident she . will
not "forget" to take it regularly and that
she can consume it without her husband's
knowledge. Her motivation is very strong,

thiy

BOX 15
Indications for discontinuation of the
Pl
Medication should be discontinued

uncer the gollowing circumstances:

- Suspended pregnancys;

- Thtomboembolic disorders, such as
thrombophlebitis, pulmonary embolism,
cerebrovascuwlar  disorders, myocardial
ischaemia, wmesenteric thrombosds,
and 1etinal thtombosis; ;

- Visual defects, partial o1 complete,
proptosis, ~diplopia, papilloedema, 01
ophythalmic vascular lesions;

- Severe headache of unknown etiology
01 migraine; ;

- Epiepsy, i aggravated;

- Migraine when 1equiting

~ with vasoconstrictors;

- Elective surgery;

- Jaundice; :

- Appearance of hypertensicn;

- Occurrence of apparently hormone-
related depression; and

treatment

- The weman 1eaching 40 years of age.

but she has been refused the Pill. Women
like her do not need spacing methods,
they must accept .a terminal method. This
being the policy, it is the 'doctor who has
abrogated the right to decide what contra-
ception women like Maimuna may be allow-
ed to use. So what she does now is to pray
that Allah will keep her husband away with
his drink and not enter her hut or bed.

Pill policy is also affected by the incen-
tives and monetary rewards given for steri-
lisation. At a Family Planning Foundation
workshop in October 1982, one of the presen-
tations was a review of a Karnataka study
which revealed the negative attitude of
PHC doctors and ANMs towards the Pill
(Hindu, QOct. 10, 1982). Some of these health
personnel deliberately decry the Pill to per-
suade contraception seekers to accept steri-
lisation, as a- result of which they, i.e., the

personnel, can earn motivation money as .
well as advancement in their-career.




And finally, the risk-benefit argument.
It is the policy of population controllers and
also the WHO to suggest that the health
hazard factor, which is weighed so care-
fully in the West, is not relevant to Third
World countries where maternal mortality
is high. We are told that in countries like
India, the risks of child-bearing are far
greater than the risks of hormonal contra-
ception (one hears this argument in case of
both Pill and injectables. ‘The scientific
approach, however, would be to weigh the
risk of one contraceptive against the risks
of another contraceptive. vVne could thus
assess whether the Pill is safer than, or less
safe than, IUD, barriers, injectable and so
on.. If the argument were contraception is
safer than child bearing, one could still
consider the statement for its logic, but one
must ask: Why should only the Pill be pro-
moted as safer than child-birth? Why not
other methods? Keeping this in mind, con-
sider the following statement by Dr. D.N.Pai,
who wants the Pill to be widely distributed
in 567,000 villages by the non-medical com-
munity: "Our pregnancy mortality rate
of 300 per 100,000 is far higher than the
pill's mortality rate abroad of 35 per 100,000
in- thle West and widespread oral contracep-

tive use will actually help save lives’." This
is the sort of spurious argument women's
groups have to counter especially because
without scrutiny the argument may actually
be believed by many people - including
doctors, the editorial writers and the lite-
rate public.
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Injectables

Two injectable contraceptives, Depo
Provera and Net-En are being used in a num-
ber of Third World countries. They contain
different types .of progestins, or synthetic
hormones, and their 'advantage' over the
Pill is that the latter has to be taken every
day whereas one injection confers infertility
for several months. Since injectables don't
contain estrogen (one of the ingredients of
the Pill), the estrogenic side effects of the
Pill are avoided. However, menstrual irre-
gularity is the major side effect of the in-
jectable and when bleeding is excessive, the
treatment frequently consists of adminis-
tering estrogen. Therefore, the alleged advan-
tage is often neutralised.

The Health Ministry is poised to intro-
duce Net-En very soon in the FP programme.
Clinical trials have been going on all over
the country under an ICMR programme
initiated in the early 80s. Women's groups,
and health groups like the Medico Friend
Circle and the Drug Action Network, are
opposed to the injectables experiment
and its proposed introduction ‘in the FP pro-
gramme. In Bombay, Women's Centre focu-
sed on the injectables issue as a topic for
the International Women's Day on March 8§,
1985, and is currently mobilising to launch
an all-India signature campaign. At the
time of writing, Stree Shakti Sanghatana of
Hyderabad, along with Saheli of New Delhi
Is preparing to file a stay order on the
present trials which are being carried  out
without the informed consent of the sub-
jects. In December 1984, five women's orga-
nisations of Bombay along with the MFC sta-
ged a demonstration outside a closed-door
meeting organised by the FPAI to discuss the
introduction of Net-En. The following is a
 slightly abridged text of Shree Shakti's peti-
tion and explains why activist groups are ur-
ging government not to introduce the inject-
able:

ICMR's unethical trial with the injecta-
*ble contraceptive, Net-En, flouts Helsinki
declaration on human experimentation, vio-
lates Article 21:
the ICMR is

Currently conducting
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BOX 16
Training of personnel

T'e training given to personnel who
wil be responsible for providing infect-
able contraceptives in any FP system
must ensure that the participants:

- understand the concepts and rationale

of FP;

are capable of descubing the digferent

contraceptive methods available and

their 1isks and benedits;

identify the cases that present a contra-

tndication to the use of the infectable

contraceptives or special problems that
requize  medical intervention and/ox

Aupervision;

- know how to instwct the women efgec-
tively on the expected side-effects
and on the need to retuwn 4ot follow-
wps; ]

- 1ecognise the complications and make
necessary referials;

- madntain basic records for management
o4 patients and programme evaluation.

WHO Offset Publication No. 65, 1982

Phase 1V of a clinical trial with the injec-
table contraceptive Net-En (norethisterone
oenanthate). The study was started in August
1984 through 45 PHCs attached to 15 medi-
cal colleges in different parts of the coun-
try. A total of 2,250 women are to be
covered by this experiment. Earlief, Phase
[l had covered 1,553 subjects in 1983
while the initial 1981-82 pilot study of
ICMR had enrolled 2,602 women. This experi-
mentation with a hormonal contraceptive
drug on several thousand Indian women is
unethical and unsafe and should be stopped
immediately. '

No informed. consent
The experiment is being conducted without

the informed consent ‘of the women recrui-
ted for the trial. The drug has not been




approved for general contraceptive use in
either UK or USA. The WHO scientific
group convened in 1977 to review neoplasia
(cancer) and steroid contraception concluded
that '"there are no adequate data from
studies in women to assess whether proges-
togens used as contraceptives in the form of
progestogen-only pills. or as injection :have
any effect on the risk of neoplasis." (Memo-
randum from a WHO meeting -in October
1981 reprinted in Bulletin of WHO, 60(2):
199-210, 1982). It is not conclusively proved
that the drug is not cancer producing.
The drug's immediate side-effects are un-
pleasant in the countries where it is being
tried out, and has been a major reason for
discontinuation by Indian women recruited
for the ICMR . trial. These recruits come
from among the most deprived, illiterate
sections of society. Women seeking abortion
are also recruited for this trial, their parti-
cipation being spelt out as a condition
for getting MTP. This attack on human
rights must stop.

We believe that every individual is enti-
tled to knowledge of, and access to, safe
birth control. The women who are receiving
the injectable ih the current trial are not
given a chance to make an informed choice.

Nor is their consent to participate in the

trial informed consent as spelt out in the
guidelines laid out by WHO's 1964 Helsinki
Declaration (later revised at the World
Medical Assembly, Tokyo, Japan 1975). We
have the evidence of our. own eyes and ears
' to vouch for this.

Members of .Stree Shakti Sanghatana
visited Patancheru PHC near Hyderabad
where on April 1, 1985 a 'camp' was organi-
sed to inaugurate the injectable experiment.
This PHC has been selected by the Osmania
Medical College for the Phase IV trial. The
para-medics we spoke to said that they had
been assigned the task of "procuring 20
recruits for the trial from the nearby areas.
They told us that if they had informed-'any
of these women that they were subjects
of an experiment or that there were possible
side-effects, no one would have volunteered.
The women who assembled that day at the
PHC were from the poorest class. They told
us that the only information they had been

given was: "Injection le lo, bachcha . nahin
hoga." '

We believe that by experimenting on
Indian women with the injectable contra-
ceptive, the ICMR is only serving the in-
terests of the West German drug firm
Schering A.G. This is a subsidiary agency of
German Remedies and some of their well-

known products are Anovlar-21, Colsipar,
Cumorit Oral, Testoviron and so on, most
of  which are hormonal preparations. The

promotion of Net-En is part of the larger
prernicious practice of Western multina-
tionals which are dumping in Third World
countries products that are banned o
heavily restricted for use by their own

~ governments.
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History of NET-EN

Schering began clinical trials of Net-En
in 1957. The first major field trials were
conducted in Peru and in 1967 the drug
under the brand name of Norigest went on
the market in Peru. It was withdrawn In
1971 and field trials suspended after pitui-
tary and breast nodules were found in
experimental rats. Although WHD norms re-
quire that safety be demonstrated in a ro-
dent model, Schering conveniently decided
that the findings in rats were no. appli-
cable to human beings and the drug went
back on the market

Today Net-En is commercially marketed
as Norigest, and as Noristerat when supplied
to donor agencies. Although 1t is known to
be 'available' in at least 35 countries,
it is not clearly known in how many coun-
tries it is 'approved' for use. Clinical trials
with Net-En are going on in several Third
World countries. However, it is significant
that in none of the advanced countries, -
which have stringent safety standards
and where there exists a vocal health and
consumer movement, is Net-En or Depo
Provera (the two major injectables)allowed
for long term  contraceptive use. On the
other hand, there is enough documented
-evidence that injectable contraceptives have
been used in some advanced -countries
in a racist way on coloured immigrants and
other disadvantaged sections.



Side effects

The most common side-effect is mens-
trual irregularity which is also the most
commonly observed reason for discontinua-
tion. The irregularity occurs in several
formg; unpredictable bleeding, spotting, fre-
quent and heavy bleeding, and sometimes
amenorrhea or absence of bleeding. Besides
being extremely disruptive of working life
and hard to cope with for labouring women,
all these conditions are totally unacceptable
. in the Indian cultural mileu where menstrua-
tion -is associated with ritual pollution. More:
importantly, excessive bleeding is a serious
problem 1n a country where anaémia in wo-
men i1s a major disease. The ICMR's own
study has shown evidence of lLiver damage
which again 1s a serious contra-indication.

Among the side-effects which are known
10 occur but are being dismissed as 'unim-
portant' are dizziness, headaches and welight
gain.

Cancer risk

According to WHO, the cancer causing
effects of Net-En are not fully known. This
is of course the: main reason why the drug
is not approved for use by white women in
the advanced countries. Studies
conducted in different countries (India
is one) to assess the cancer risk. This
means that the women being recruited
for Net-En trials are guinea pigs for deter-
mining the long-term safety of Net-En. It
will be recalled that in the 50s the oral
contraceptive was extensively tried out on
the poor, illiterate Puerto Rican and Mexi-
can women, to assess its side effects
as well as its required dosage before the
pill could be declared safe for women in
the advanced countries. The trial with the
injectable in the Third World countries is
following a similar pattern.

iZeturn of fertility

The WHO has said that since return of
fertility after discontinuation has not been
clearly proved, "women who do wish to
have children later should be advised to
se - another method." (Memorandum from

are being .
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WHO meeting 1981 Bulletin of WHO 60(2)
199-210.) (One of the women who was
brought to Patancheru was young and hadn't
yet had a baby.) In the Indian context, where
there is a high rate of infant mortality, the
risk of possible infertility is an unaccepted
risk - especially among that class of women
who are recruited for the trial.

Effects on progeny

It is well documented tha. such steroids
are excreted in the breast-milk. It has
therefore been recommended that mothers
who breast-feed infants should noi be given
these steroids till six months after delivery.
But women in India breast-feed upto two
years after delivery according to studies
conducted by the National Institute of Nutri-
tion. Also, there is no information on the
possible effects of progestogens on hypotha-
limic and liver function in the neonate. The
WHO also gives a list of other serious contra-
indications, and says that a careful screen-
of prospective acceptors is needed
to identify women at risk. In an atmosphere
of general indifference towards patients
within the present medical set-up, we
fear that women at risk will not be properly
screened out while being recruitedfor the
trial. (One of the women at Patancheru had
a two-month baby in her arms. Considering
the manner in which she and others were
brought there in the first place, we have
serious misgivings about the safety with
which the trial is being carried out.)

Why an injectable?

It is often’ argued that women themsel-
ves want an injectable contraceptive since
it need be taken only once in two or three
months and can be taken without the know-
ledge of husbands and families. Even if
women want an injectable, the government
has no right to promote a drug unless it
.1s -established that it is totally safe. Doctors
in favour of injectables argue that since
all contraceptives have side-effects, why .
only oppose the injectables. The answer to
this is that a woman who decides to accept
the risks and side-effects of a particular
contraceptive. must be given a chance to



‘make an informed choice and should be given
full information on the possible risks that
she chooses to accept. This criterion is
not being fulfilled at the current time. We
oppose the pushing of any contraceptive
method, be it IUD, Pill, injectable or tubec-
tomy, where women may be lured by incen-
tives, not given adequate counselling, do
not receive supportive care for the problems
caused by the method accepted, and are
generally seen only as specks in the columns
of statistics which go to make up the FP

'performances' of a particular state, or
nameless numbers adding up to this or
that health personnel's 'quota' or 'target'.

It is true that IUDs, Pills and even tubec-
tomy have side-effects. The answer is to
make the use of current methods safer
through better medical research and medical
care rather than introduce one more hormo-
nal method which not only has side effects
but has many more long-term question
marks against it.

Potential for abuse

It is easy -to see why the government
is eager to introduce injectables. From
active decision makers (regarding contracep-
tive choice) women can be rendered into
passive recipients, especially” in a milieu
where anything coming from a needle is
equated with "good medicine." Women cannot
'"forget' the injectable like they can forget
the Pill. Nor throw it. away if they can't
tolerate its side-effects. Nor .can it be pulled
out like an IUD if it causes infection and
bleeding.

The injectable ensures transfer of control
from the hands of the user to the hands of
the health personnel who wield the syringe.
The possible scope for abuse in a system
where health personnel are pressurised to
achieve targets is tremendous. There is
recorded evidence of similar abuses in
the past when different methods were 'push-
ed' at different points of time - in particu-
lar, abuses in IUD promotion and sterilisa-
tion are well documented. Women receiving
an injection need not even be told that it
is a contraceptive drug that they are getting.
Infact this kind of abuse of the injectable
has been widely documented in UK where
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BOX 1%
Facts about Net-En

Net-En 4 administered as an oy prepa-
ration by intramuscwlar injection. 1ts
contraceptive action appears to include
nhibéition of ovulation, premature luteoly-
55 when ovulation occurs and progesto-
genic effects on the cewical mucous.
Effects on tubal function and the endor-
netuum may also be {nvolved n reducing
gertility. It 45 most effective in prevent-
g pregnancy when administered every
60 days for the §irst four infections over
a period of six months, agter & may be
given either everwy 60 days ot every
84 days. Doubts that have been expre-
ssed 1egarding the safety and appropriate-
ness of an infectable hormonal contracep-

tive for widespread use are related to
their possible carcinogenicity, {impait-
ment of future 7zeproductive function,

adverse metabolic effects, potential tera-
togenicity and other possible adverse
effects on the progeny as a result of
exposure either in utero o1 via breast
milk.

WHO Offset Publication No. 65, 1962

.absence of counselling,

the recipients have invariably been
coloured women.

poor,

The ICMR's own study strenghtens our
fears in this issue. The circular to medical
colleges selected from the Phase IV ftrial
refers to high discontinuation rate during
Phase III. The ICMR's own deduction Iis
that the women discontinued because of the
lack of educational
given to the subjects and '"very
casual behaviour of clinical staff." When
the disastrous IUD drive ¢t the 60s was
evaluated, the same reason was revealed -
lack- of back-up medical care - for the
rejection of the IUD and its fall in popularity
after the initial spurt.

material

Repeating past mistakes

'invasive'
Pill

No programme promoting an
contraceptive method (like injectable,




or IUD) is safe or acceptable without sympa-
thetic medical care. Women in this country
do not get even minimum primary health
care; they still have no access to safe obste-
trics or safe abortion. This being the case
they are not likely to get adequate counsell-
ing in a high-pressure contraceptive injecta-
ble programme.

The pre-conditions which did not exist
in the 60s for a safe IUD drive do not exist
even today in the 80s for a safe injectable
trial. The ICMR has no right to continue
repeating its past mistakes at the cost of
the health of“this country's women.

In addition to all the above arguments,
it is important to place this issue of the
injectable trial in the broader perspective
of people's control over the technologies
that affect their lives. And this is what
Article 21 of the Constitution is all about.

Shroud of Secrecy

Ever since 1983, after the first ICMR
press release on Net-En, women's groups in
this country have been trying to get hold of
more information about the trials. They have
systematically been denied access to the
relevant documents. The two ICMR docu-
ments quoted in this article were procured
with great difficulty - one from a highly
specalised scientific journal and the other
from friendly hospital sources. The object of
such exclusive control by the medical autho-
ritles appears to be to prevent any informed
public debate on the appropriateness of the
contraceptive research policy. For too long
have the people in -this country been told
that expert knowledge can be understood
by experts only.

It is a basic right of the people of India
that information affecting large sections
of “ the public be demystified and made
available to all sections of the community.

(The petition then goes on to question the
rationale of using women as targets of
FP since 1977, the intensive research on

various femalé methods of contraception
being carried out without informed con-
sent and the fact that women and women's

‘in the media highlighting the

groups have no say in the decisions regard-
ing any of these policies. See also chapter
on Human Guinea Pigs for box item on
'Ethics of Experimentation' extracted from
this petition.)

Among the grounds cited for filing the
petition are: the injectable should not be
administered without making public all
the information regarding the drug; the autho-
rities have no right to initiate an injectable
programme without adequately equipping
the rural and urban health centres and provi-
ding adequately trained staff for follow-up
care; the experiment with the injectable
violates women's fundamental rights under
Article 21. The petition also states that the
respondents 'despite their knowledge of the
dangers inherent in ‘the drug have willingly
agreed to undertake these trials that have
and will produce havoc in the lives of thou-
sands of women who are being experimented
upon .... Population control may be one
of the laudable objectives but while implemen-
ting it the governmental agencies have no
authority to violate human dignity or the

-right to be informed or the right to a healthy"

life'

The respondents cited in the petition
are: Union Ministry .of Health, ICMR and
AP State Ministry of Health. The principal
petitioner is Stree Shakti and six other sig-
natories include five prominent doctors of
Hyderabad and one journalist (this writer).

Since 1983, many articles have appeared
implications
and politics underlying the pushing of injec-
tables. Among the literate public, therefore,
a fair amount of awareness is likely to
have been created. However; the targets
of the injectables programme do not belong
to this section and hence the need for wo-
men's groups, civil liberties organisations
and health activists to take action on behalf
of the uninformed subjects. This is why pub-
lic interest litigation seems to be the only
way to tackle the problem. (For further
reading see: MFC Bulletin, May 1985 and
Sunday Observer April 14, 1985 for articles
by Padma Prakash and Eve's Weekly July 6,

1985 for this writer's report on the campaign

against Net-En.)



In addition to the issues detailed in the
petition some further facts also are relevant.
Ammu Abraham of Women's Centre writes': A
case has been registered in Bombay High
Court against the Drug Controller of India
and the Union of India by one Dr. C.L.Jhaveri
for being refused licence to import Depo
Provera from Belgium where the Upjohn
company has a plant. Jhaveri is Chairman of
'The Indian Association of Fertility and Steri-
lity' and runs a family planning clinic in
Bombay. He applied for licence to import
a limited quantity of Depo in its injectable
forrn for the purpose of 'examination, test
and analysis.'! He argues that denying him
the licence, when the government has not
even issued a notification banning the drug,
on the basis that the Drug Controller has
'with-held his approval' smacks of arbitrari-
ness and that his fundamental rights under
Article 14 and 19(1)(g) of the Constitution
have been violated.

"The Women's Centre, Bombay and
the Medico Friend Circle had applied to be
made respondent parties to the petition.
On February 12, 1985, the application was
accepted. They have argued that Jhaveri
intends to use Depo on women for family
planning purpose and not for examination,
test and analysis. Dr. Jhaveri has been an
ardent advocate of Depo-Provera and had
organised a press conference in 1984 to
propogate its use in the FP programme. If
Jhaveri is allowed to import the drug, then
any general practitioner anywhere in India
would also be allowed to do the same."

Clearly the Drug Controller's failure to
issue a proper notification offers scope for
litigation and ambiguity. It may be mention-
ed that Depo has indeed been used by certain
non-government health centres in India.
Dr. Hari John of Deenabhandhupuram has
admitted to offering the drug to 'women
coming to her health centre in Tamil Nadu
and at an international women's health
meeting in Geneva in 1981 had defended its
use saying that women in India who are
oppressed by the patriarchal family need a
contraceptive which ~can be used without
the knowledge of their husbands”. One question
is, how does Dr. Hari John procure the drug
when its import is illegal, and surely her
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BOX 18
Othexr long acting progesting

Apart from injectables /like Depo and
Net-En, medical researchers are working
with other "long acting’ hormonal methods
using progestins. These include: hormone-
refeasing 1UDs, implants placed undex
the skin, vaginal rings and once-a-month
o1al pilds.

*Natutal and synthetic progestins were
first added to 1UDs in the eatly 1970s.
These 7release progesterone daily and
emain effective gor abhout a year. Thedx
advantages over non-hotmonal IUDS are
fess menstwal bleeding and fess patngul
menstwation. Their didadvantages are
higher cost, need for yearly replacement,
spotting and moze ectopic pregnancies.

*Implants consist of sdastic 1ods o1
capsules inserted under the skin, which
Mowly release a progestin. Menstwual
rregularity has been noted by users.

*Vaginal rings which 1elease hotmones
are of two types:

1. Ovwlation inhibiting wings which can
be used for three weeks followed by
removal §o1 one week. Each 1ing may be
used §o1 Aix months.

2. Low-dose 1ings which do not prevent
ovulation but make cervical mucusd (mpene-
trable to spetm. They can be used for
several months without interwption. Rings
ate sometimes expelled and may be un-
comportable to either o1 both partners
duting intercourse.

Popuwlation Report - Series K No.2 May 1983

using it on Indian women is also illegal? The
second question is: perhaps at Dr. Hari
John's centre she ensures informed choice;
even assuming that this is so, how can a
similar informed choice be ensured under a
nationwide FP programme which has a bad
track record in the manner in which it
has pushed all earlier contraceptive methods?




Postcript:

In Dr. Kakar's book, Women and Family
Planning (1984) he has recorded case studies
of women who chose the IUD, Pill or Injec-
table at government FP clinics after they
were given a "balanced presentation! of the
three methods. {Women opting for the Injec-
table were, however, not told that it 1s an
experimental method which i1s not yet appro-
ved for general use.) Out of 34 "injection
adopters" 25 had discontinued within a year.
The case studies of "discontinuers" all cited
unpredictable or prolonged bleeding as
reasons. Some mentioned that husbands
were dissatisfiled with the method because
of denial of sex during days of bleeding and
one woman 1s quoted as saying that she
feared marital problems as a result and
hence discontinued. Thus, the argument that
women can use Injectables without their
families knowing seems to be of doubtful
validity. Further, menstruating women obser-
ve segregation and it is difficult to under-
stand how women with unpredictable bleed-
ing can hide the fact from the rest of the
family or deny that the irregularities are
caused by the injectable. In the ICMR's pilot
study on 2,600 women, 68 per cent had drop-
ped out at the end of 24 months of which
40 per cent discontinued because of mens-
trual disturbances.
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