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Executive Summary
Induced abortion is a global concern commonly experienced by women of reproductive age due to
unintended pregnancy. Nepal legalized abortion in 2002 and started providing safe abortion services
(SAS) free of cost, since 2016 from the certified government health facilities. But, more than half
(58%) of the total induced abortion were reported to be done clandestinely in 2015. Young women and
adolescent girls are at high risk of unwanted pregnancies that they often resort to unsafe abortion when
they cannot have access to safe abortion. Lack of availability, accessibility, acceptability and quality
services hinders those women to exercise safe abortion.
The objective of this study was to assess the barriers to accessibility and availability of safe abortion
services among young women in Makawanpur district. A mixed method comprising both qualitative
and quantitative was adopted. The qualitative information has been collected through focus group
discussions (FGDs) and in-depth interviews (IDIs) whereas quantitative information has been collected
through a survey. The study population for both types of study included young women aged between
18 and 34 years. Secondary data regarding the availability of the safe abortion was collected from
the District Health Office, Makawanpur using a standard format developed by BBC. Ethical approval
was taken from the Nepal Health Research Council (NHRC), respective local government authorities
and colleges prior to the study. Additionally, informed consent was obtained with the study population
before collecting the data.
Nearly 71% of the respondents were found to be aware of the legalization of abortion. Three-fourth of the
respondents reported they knew the site where safe abortion service is available. The quantitative study
showed that only 54% of the respondents had higher access to safe abortion services. The multivariate
analysis showed that exposure to the internet, contact with Female Community Health Volunteers
(FCHV) and abortion stigma were significantly associated with access to safe abortion services. The
findings of both qualitative and quantitative findings suggested that the use of safe abortion services
among young women can be remarkably increased by raising awareness, reducing abortion stigma,
expanding SAS sites, improving the quality of safe abortion services through a multi-sectoral approach,
and strengthening the evidence-based advocacy.
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Introduction
1.1 Background
Induced abortion is a common experience of the women of reproductive age throughout the world due to
unintended pregnancy1, 2. Abortion is safe and is considered to be of minimal risk of severe complications
or death when it is practiced with standard methods by the health care providers as recommended by the
World Health Organizations (WHO)3, 4. The WHO guideline on health worker’s roles in providing safe
abortion stated that medical abortion and vacuum aspiration can be provided at the primary health care
level, by a health worker other than doctors5.
Every year, 87 million women worldwide become pregnant unintentionally because of the underuse
of modern contraceptives6. The unmet need and contraceptive failure are highest among the younger
women than the older women7. Globally, an estimated 35 abortions occur each year per 1,000 women
aged 15–44 that suggests that the woman would have one abortion in her lifetime2. The abortion rate
is significantly higher in developing regions where chances of unintended pregnancy occur more than
that in developed regions. The abortion rate is higher among the women aged between 20–24 as it is
women’s most fecund years and a relatively high proportion of that age group are likely to be single,
sexually active and highly motivated to avoid the risk of unintended pregnancy and to terminate it2.
Although safe, simple and effective evidence-based interventions exist, nearly 25 million (45%) of all
abortions occurred every year between 2010 and 2014 were unsafe, either least or less safe; which
continue to contribute significantly to the global burden of maternal mortality and morbidity5, 8, 9. Deaths
from complications of unsafe abortion were high in regions where most abortions happened in the least
safe circumstances8. In Asia, 30% of unsafe abortions are among women under 25 years of age and 60%
are in women under 3010. In developing countries, two in five unsafe abortions occur among women
under age 25, and about one in seven women who have an unsafe abortion are under 2011. Annually,
5–13% of maternal death can be attributed to unsafe abortion12. About 99% of maternal death occurs
in developing countries like Nepal, where the practice of unsafe abortion is much higher13.
Nepal has been a signatory and a state party to major international conferences and international human
rights treaties14, 15, 16. One of the important international platforms where Nepal has been a signatory to
is International Conference on Population and Development (ICPD), which acknowledges that every
woman has the right to decide over her body, whether or not she wants a pregnancy, and her decision
is unquestionable. Since the commencement of ICPD, in 25 years, various developments in terms of
policies on sexual and reproductive health has been achieved by the Government of Nepal, such as
Reproductive Health Strategy 1998, Safe Motherhood Policy 1998, National Adolescent Health and
Development Strategy 2000 and its implementation guideline in 2007, National Safe Abortion Policy
2003, Domestic Violence (Crime and Punishment) Act 2009, and Chhaupadi Abolition Guideline 2017.
In 2015, the government announced free safe abortion services from government health facilities16, 17.
In the Constitution of Nepal 2015, reproductive health is recognized as women’s fundamental right.
The Constitution has also established the rights of Lesbian, gay, bisexual, transgender, and intersex
(LGBTI)18. Recently, Safe Motherhood and Reproductive Health Rights (SMRHR) act, 2018 has been
promulgated to ensure the right of women to safe abortion19. According to this act, abortion can be done
1
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with the consent of the women under different circumstances such as up to 12 weeks of pregnancy in
general, 28 weeks of pregnancy in rape or incest cases, as well as in cases of any physical and mental
health risk to the mother and foetus deformities20. However, the National safe abortion policy 2003
states that in the case of incest and rape, abortion can be done upto 18 weeks of pregnancy, and if there
is a mental and physical risk to mother and foetus deformities, abortion can be done at any time of
pregnancy16. Hence, as those circumstances in which abortion can be done is contradictory with the new
formulated SMRHR act, further discussion is being done at the policy level for the implemention of
the act.
Along with this, the budget allocated for the health sector by the Government of Nepal for fiscal year
(FY) 2018/19 has been increased to cover 4.29% of the total budget. It was 3% in the previous FY21. The
number of birthing centres has been increased to 1881. In total, 158 health facilities have been providing
Basic Emergency Obstetric and Neonatal Care (BEONC) services and 72 districts are providing
Comprehensive Emergency Obstetric and Neonatal Care (CEONC) services. Nepal has expanded
Comprehensive Abortion Care(CAC) services to all district hospitals and the majority of Primary Health
Care Centres (PHCC)22.
The National Census (2011) data presents female population accounting for 51.5% of the total population23.
Young people aged between 15-34 counts up to 34% of the entire population while 19% of the total
population are young women of the same age group. Total fertility rate (TFR) has declined from 2.6 in
2011 to 2.3 births per woman in 2016. The birth rate among adolescent girls between 15-19 years age
group is 88 per 100024. The modern Contraceptive Prevalence Rate (CPR) of Nepal has been stagnant
for the last 10 years at 44% in 2006 and 43% in 2011 and 201624, 25, 26. The modern CPR is lowest among
the younger aged group. It accounts for 4% among 15-19 aged group, 17% among 20-24 aged group and
35% among 25-29 aged group24. The unmet need of family planning is also highest among the same age
groups, counting for 35 % , 33% and 30% respectively. In Nepal, half of the pregnancies were unintended
and close to one-third (31%) of all pregnancies ended up in abortion27. About 9% of the pregnancies
among the 20-34 aged women and 4% among the women of below 20 ended as abortion whereas nearly
60% of the total induced abortions were clandestine, provided by untrained or unauthorized persons or
induced by the pregnant women themselves27. Though Department of Health Services (DoHS) report
indicated that there is an increase in the number of women receiving safe abortion services in 2017/18,
it is still less than one-third of the total estimated abortion that occurred in Nepal in 2014, indicating that
majority of abortion are being conducted in the unsafe condition or they are continuing the unintended
pregnancy22. Unsafe abortion practices are still highly prevalent, especially in remote and rural areas,
contributing to high maternal mortality in Nepal28. Moreover, only 58% of deliveries are conducted by
Skilled Birth Attendants (SBA)24. Maternal Mortality Ratio (MMR) of Nepal is 239 deaths per 100,000
live births as per the Nepal Demographic and Health Survey (NDHS), 2016.
Women, especially young and adolescents, with unwanted pregnancies are at higher risk of unsafe abortion
when they cannot access safe abortion services3. Globally, pregnancy and childbirth complications are
the leading cause of the higher rate of women’s death, and unsafe abortion is a major contributor,
especially among the young women29. While the need for abortion services is increasing, there are
many barriers for them to have access to Safe Abortion Services (SAS), and putting them into a higher
risk of unsafe abortion. The lack of information regarding the legalization of safe abortion is one factor.
Another is the distance of service site that hinders the accessibility to safe services3, 8, 9, 30, 31. Although
more than half of the young women group under the age of 34 years knew that abortion has been
legalized, this knowledge was poor among uneducated women in the rural areas24.
2
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Despite the fact that abortion is being freely provided in the government health facilities, the opportunity
cost and indirect costs such as the cost of travel, meal and accommodation, and time away from work
or studies, limit the access to safe abortion services9, 22. The shortage of trained service providers is one
of the critical factors among many barriers in accessing safe abortion service for the rural women5.
Abortion stigma has been increasingly recognized as a precarious barrier in effecting how and where
women access to care and depending upon who provides care5, 8, 9, 22, 32. The behaviour of the service
providers and conscientious objections are also the factors that hinder access to SAS especially by
young and unmarried women due to the stigma attached to premarital sex33. Despite the permissive law
of SAS, access to safe abortion service still remains a significant challenge for Nepalese women while
it is more challengeable to the young and unmarried women34. Because of those barriers to reproductive
health and rights, young women are more likely to reach with a delay for abortion than older women,
resulting in greater risk of death and injury35. Thus, the commitments of the Government of Nepal
towards the ICPD Plan of Action (PoA) are far beyond achieving without increasing the accessibility
and availability of SAS to women of all ages. This study aimed to identify the barriers to SAS among
young women of Nepal residing in Makawanpur district. The findings of the study will contribute to
evidence-based advocacy at all levels in developing and implementing effective interventions tools to
increase the accessibility and availability of SAS, thereby decreasing mortality and morbidity, as well as
ensuring Women’s Sexual and Reproductive Health and Rights (SRHR) at all levels.

1.2 Objectives
The overall objective of this study was to assess the barriers to accessibility and availability of the SAS
among young women in Makawanpur district.

Specific Objectives
•
•

To identify the barriers of accessibility and availability of SAS among young women.
To determine the number of SAS sites and types of abortion methods available in Makawanpur
district.

3
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Methodology
2.1 Study Design
This was a mixed-method study, comprising both qualitative and quantitative methods. The qualitative
information has been collected employing focus group discussion and in-depth interview, whereas
quantitative information has been collected through the survey.

2.2 Study Area and its justification
This study was conducted in Makawanpur district of Province No. 3, comprising 37% of the female
population between 15-34 years of age. This district was purposively selected because the CPR is only
44% which largely increases the risk of unintended pregnancy22. However, only around 2% of the
safe abortion was conducted in the district in 2016. This may suggest that a huge number of women
are still practicing unsafe abortion or continuing the unintended pregnancies. This district has been
purposively selected for the study considering its difficult geographical terrain, lack of easy accessibility
to government health facilities, high abortion rate, and diverse ethnic group with a highly marginalized
ethnic population.
Three sites were selected from the district: Hetauda Sub-metropolitan City, Thaha Municipality and
Manahari Rural Municipality. The selected municipalities represent both rural and urban areas, including
hills and plain areas of the district. In the selected areas, there are total of 51 public health facilities: one
Public Hospital, 4 Primary Health Care Centres (PHCC), 40 Health Posts, one Community Health Unit
and 5 Urban Health Centres36.

2.3 Study Population
In Nepal, according to the NDHS 2016, the median age at first sexual intercourse is 17.9 years among
female24. The same survey showed that the majority of abortion service users are women of 18-34 aged
groups. For this reason, women of these age groups have been selected for this study, considering them
as young women although WHO has defined 10-24 age groups as young and 15 to 24 as youth37.
Quantitative information was collected from students, currently studying at grade 11, 12, bachelors’ and
masters’ level from the public schools and colleges respectively that fall under the parameter of the study
areas. The qualitative information was collected from the listed abortion service providers (ASP) from
the public and private health facilities and post- abortive women (PAW) irrespective of their marital
status. PAW were those women who had an abortion within the last 5 years and residing in Makawanpur
district.

2.4 Sampling Technique
For the qualitative component of the study, random sampling was used to select 9 high schools and
colleges, in total, from the available sampling frame. From the selected schools and colleges, students
were invited to participate in the study. A total number of 447 students participated in the survey which
is higher than the calculated sample size.
4
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For the qualitative component of the study, purposive sampling method was used to identify and approach
to the key informants of Focus Group Discussion (FGD). The respondents of In-Depth Interview (IDI)
were identified in coordination with Female Community Health Volunteers (FCHV), and field-based
staff of Beyond Beijing Committee (BBC). PAWs for IDI were also identified in coordination with the
ASP of the study area.

2.5 Sample Size
The estimated sample size for quantitative data was 422, calculated using the formula below, considering
a 10% non-response rate.
n = Za2
n=

pq
d2

………………38

1.962 x0.5x0.5
(0.05)2

= 384+10% of 384=422
In the survey, 447 participants were enrolled and included for data analysis. For the qualitative component,
four IDIs were conducted with listed ASP and six IDIs with PAW and three FGDs with young women
aged between 18-34 years.

2.6 Data Collection tools and techniques
Reviewing the literature, standard tools for both qualitative and quantitative components were
developed24, 33, 39. The tools were first developed in English and then translated into Nepali by bilingual
researchers to use in collecting data. The research tools were pre-tested in Lalitpur and Kathmandu
districts with similar groups of participants. All FGDs and IDIs were conducted in secluded areas to
maintain the privacy and confidentiality of the participants.
Four trained research assistants, having experience in conducting abortion study, were mobilized to
collect the qualitative as well as quantitative data. BBC network members organization supported them
for networking, and to familiarize them with the study areas and identify interviewees, especially PAW.
Self-administered questionnaires were distributed among the students to collect quantitative data. IDI
and FGD Guidelines were prepared to collect qualitative data.
Secondary data regarding the availability of the SAS site and method of abortion was collected from the
District Health Office using the standard format developed by BBC. The data was collected throughout
September 2018.

2.7 Data Management and Analysis
The filled-up questionnaires were checked thoroughly and cleaned at the end of each day of data
collection. The collected quantitative data were coded and entered in a database designed by researchers
in database software Epi data version 3.1 and exported to SPSS v.20 for analysis. Bivariate analysis
using Chi-square test was applied to test the existence of a significant association between accessibility
to SAS and independent factors. The independent variables were subsequently included in multivariate
analysis.
5
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The audio records from IDI and FGD were transcribed into Nepali transcripts and later translated
into the English language. English transcripts were then coded line by line and a summary of the data
was entered to the framework. The framework was reviewed by all the researchers to identify the key
themes and sub-themes and the relationships between the themes. Synthesis workshop with the research
assistants was conducted to identify key words and themes. Finally, the findings were triangulated with
quantitative data. Feminist perspective has been adopted in order to analzse and discuss the findings of
the study.

2.8 Ethical Consent
Prior to data collection, approval from Nepal Health Research Council (NHRC) (Reference Number
514), local governments and schools/colleges of the respective study areas were obtained. Informed
consent was obtained from the participants, explaining the guidelines and questionnaire prior to FGD,
IDI, and survey respectively. All the IDIs and FGDs were recorded using a device with the permission
of the participants.

2.9 Limitation of the Study
Since the study was conducted among a certain age group and in a specific study area, the findings
cannot be generalized to the entire population. As abortion is a very sensitive and stigmatized issue in
the context of Nepal, there were difficulties in finding unmarried PAW for IDI. Recall bias may have
occurred during IDI with PAW and ASP. The study participants may not have disclosed their actual
experiences that they have lived related to learned knowledge and behaviours regarding abortion and its
experiences.

2.10 Supervision and Monitoring
Principal Investigator and Co-Investigators visited the research sites during the data collection period
to supervise and monitor research assistants. The research assistants were responsible to provide all the
information regarding the research every day to the project coordinator of the research.

6
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Findings
The result section of this report is divided into two parts: Quantitative and Qualitative Analysis.

3.1 Quantitative Analysis
The quantitative analysis is further divided into two parts: Descriptive and Analytical analysis. Firstly,
descriptive analysis was done on the socio-demographic variables, exposure to media, level of knowledge
on abortion, abortion stigma, knowledge on SRHR, and accessibility of SAS. Bivariate and multivariate
analysis were done to show the association between the dependent and independent variables of the
study.

3.1.1 Descriptive Analysis
a. Socio-Demographic Characteristic
More than one-third of the respondents were above 20 years of age (Table 1). The mean age of the
respondents was calculated as 19.22 years (± 1.61 years). About half of the respondents belonged to
Janajati (indigenous) whereas 40% of them belong to Khas Arya, and a small proportion belonged to
Dalit, Madhesi and other ethnic groups (Praja and Muslim). The majority (63%) of the respondents
were Hindu by religion, followed by Buddhism (30%), and a small proportion of them were Christians
(7%), while there were few Kirat and Muslim. About 57% of the respondents were enrolled in grade
11 and 12, and remaining were students of bachelors’ level and above. Only 3% were married while
rest of them were unmarried. Among those married respondents, the mean age at marriage was 18
years (±2.71years). Since the study was conducted among students, only 6% were involved in parttime in agriculture, teaching, government and private employee and business. More than half of the
respondent’s average monthly household income was equivalent to or less than Rs.30,000 while 27%
had a household income higher than that.
b. Knowledge of abortion
i) Knowledge of Safe abortion
About 71% of the respondents were found to be aware that abortion is legal in Nepal, whereas 19% of
them did not know whether abortion is legalized or not (Table 2). Only 11% of the respondent believed
that abortion is illegal in Nepal. Among those who were aware of the legalization of abortion in Nepal,
more than half (53%) were aware that abortion can be done only with the consent of the women.
Likewise, half of the respondents were aware that abortion is legal when the mother’s mental health and
physical health is at risk. Similarly, 42% were aware that abortion can be done for pregnancies up to 12
weeks whereas 35% viewed abortion is legal for pregnancy up to 18 weeks in the case of rape or incest.
Only 6% were unaware of any of the legal provisions.
Three-fourth of the respondents (75%) knew about SAS site and 86% among those who knew about
SAS site believed that abortion is available at the public health facilities such as Public Hospitals,
PHCC and Health Posts; and 42% responded abortion service is available at the non-government health
facilities and 31% said private health facilities which include private hospitals, nursing homes, private
clinics and pharmacy. Only less than half (47%) of the respondents were aware of the free SAS provided
at the government health facilities.
7
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Table 1: Socio Demographic Characteristics
Variables
Frequency (n)
Age Group
<20
291
≥20
156
Mean age in years ±SD
19.22 ± 1.610
Ethnicity
Dalit
31
Janajati
225
Madhesi
11
Khas Arya
176
Others (Kirat and Muslim)
4
Religion
Hindu
283
Buddhist
132
Christian
29
Others
3
Educational Status
Class 11 and 12
253
Bachelors and above
194
Marital Status		
Married
13
Unmarried
434
Age at marriage		
≤19 years
9
≥20 years
4
Mean age of marriage ± S. D
18 ± 2.708
Occupation
Student
421
Non-Student
26
Monthly Income 		
≤ NPR 30,000
235
>NPR 30,000
120
Do not Know
92

(n=447)
Percentage (%)
65.1
34.9

6.9
50.3
2.5
39.4
0.9
63.3
29.5
6.5
0.6
56.6
43.4
2.9
97.1
69.2
30.8

94.2
5.8
52.6
26.8
20.6

ii) Perception towards abortion
While assessing the perception towards abortion, 63% of the respondents believed that abortion is the
termination of pregnancy before its viability, 48% responded abortion as extraction of the foetus and
27% believed that abortion is throwing out the foetus while 7% were unaware about what abortion
meant (Table 3). The respondents were asked whether safe abortion has negative effects on health, to
which, 71% believed it has negative effects on health. Those who believed safe abortion has negative
effects, 78% believed it causes cancer, 51% said safe abortion cause uterine infection, 51% believed it
leads to infertility, while, 23% believed it causes mental stress and 8% perceived it has other effects on
health such as decrease in life expectancy, chance of miscarriage and death.

8
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Table 2: Knowledge of Safe Abortion

(n=447)

Variables
Frequency (n)
Legalization of abortion		
Yes
316
No
47
Do not Know
84
Legal conditions for abortion*		
Consent of Women
167
Pregnancy up to 12 weeks
132
Pregnancy up to 18 weeks in the case of rape or incest 109
Life of mother in danger
160
Mother’s physical and mental health at risk
121
Fetus abnormality
52
Do not Know
18
Know a safe abortion service site 		
Yes
337
No
110
Places that provide safe abortion*		
Government Sector
385
Non-Governmental Sector
186
Private Sector
139
Others
117
Awareness regarding free safe abortion		
Yes
210
No
237

Percentage (%)
70.7
10.5
18.8
53.0
41.9
34.6
50.8
38.4
16.5
5.7
75.4
24.6
86.1
41.6
31.1
26.2
47
53

*Multiple Response

Table 3: Perception towards abortion
Variables

(n=447)
Frequency (n)

Abortion means*		
Termination of pregnancy before its viability
279
Extraction of Fetus
214
Throwing Fetus
120
Do not Know
31
Abortion has negative affects		
Yes
315
No
132
Effects of Abortion*		
Uterine Cancer
243
Infertility
160
Uterine Infection
159
Mental stress
71
Others
25

Percentage (%)
63.1
48.4
27.1
7.0
70.5
29.5
77.7
51.1
50.8
22.7
8.0

*Multiple Response
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c. Exposure to Media
Almost two-third of the respondents were exposed to newspapers, magazines or books at least once
a week while only one-fourth were exposed for at less than once a week (Table 4). Almost half of
respondents were exposed to the radio at least once a week, 38% were exposed less than once a week,
whereas, 13% were not exposed to the radio at all. Likewise, 48% of the respondents were exposed to
television less than once a week and 45% of them were exposed to television at least once a week and
rest had no exposure to television at all. About 14% of the respondents had no access to the internet,
whereas 42% had access for at least once a week and 44% for less than once a week.
d. Abortion Stigma
The standard Stigmatizing Attitudes, Beliefs, and Actions Scale (SABAS) with 18 items were introduced
among the survey participants and its scores were calculated summing up all 18 items for the total score.
The response categories for the SABAS have been set up on a likert scale from “strongly disagree” to
“strongly agree” with each response being assigned a value ranging from 1-5. While the total score of
the response is 80 and the minimum score is 18. A higher score represents more stigmatizing attitudes
and beliefs about women who have an abortion38.

Box 1: Definition of the level of Abortion Stigma
The scores were split into three separate equal categories to define the level of stigma: Low,
Moderate and High.
Low Stigma:
If a respondent scores within 18-26 in the given SABAS scale, it is defined that the respondent
has low level of stigmatizing attitude towards abortion.
Moderate Stigma:
If a respondent scores within 27-53 in the given SABAS scale, it is defined that the respondent
has moderate level of stigmatizing attitude towards abortion.
High Stigma:
If a respondent scores within 54-80 in the given SABAS scale, it is defined that the respondent
has high level of stigmatizing attitude towards abortion.
The majority (70%) of the respondents had a moderate stigmatizing attitude while one-fourth of them
had a low stigmatizing attitude whereas only 5 % had a high level of stigmatizing attitude (Figure 1).
80
70
60
50
40
30
20
10
0

69.6%

25.7%
4.7 %
Low Stigma

Moderate Stigma

Figure 1: Level of Abortion Stigma reported by respondents on SABAS
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Table 4: Exposure to media

(n=447)

Variables
Frequency (n)
Percentage (%)
Newspaper/ Magazines/Books
At least once a week
282
63.1
Less than once a week
111
24.8
Not at all
54
12.1
Radio		
At least once a week
218
48.8
Less than once a week
169
37.8
Not at all
60
13.4
Television		
At least once a week
199
44.5
Less than once a week
215
48.1
Not at all
33
7.4
Internet		
At least once a week
188
42.1
Less than once a week
197
44.1
Not at all
62
13.9

e. Knowledge of Sexual and Reproductive Health and Rights (SRHR)

Box 2: Definition of level of knowledge on SRHR
Women with knowledge on SRHR refer to those who
Heard about “my body my right”:
If the respondents have heard about “my body my right”, the score is 1 and if not heard then
the score is 0.
Agreed with “my body my right” statement:
If the respondents agreed or completely agreed with the idea of my rights and my body then
the score is 1, and if not then the scored 0.
Known about constitutional rights on SRHR of women:
If the respondents knew about constitutional rights on sexual and reproductive health and
right of women then the scored is 1, and if she did not know then the score is 0.
Known about Safe Motherhood and Reproductive Health Rights (SMRHR) act:
If the respondents knew about SMRHR act then the score is 1, and if she did not know then
the score is 0.
High knowledge:
If the respondent responded more than 2 information correctly on my rights and my body,
agreed with my body, my rights and SRHR rights secured by the constitution, and SMRHR
act, then she is categorized as having high level of knowledge.
Low Knowledge:
If the respondent responded less than 1 information correctly mentioned above, then she is
categorized as having low level of knowledge
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More than three-fourth of the respondents had heard about the idea of “my body my right” and 65%
respondents agreed with the idea; but, on the other hand, 21% showed disagreement (Table 5). When
asked about who has been controlling the rights over women’s body and reproductive health, more than
half (52%) responded female herself is controlling over the body while 31% responded both male and
female, whereas, only 2% believed God has been controlling the rights over the body. More than half
(52%) of the respondents were aware of constitutional rights on the SRHR. More than three-fourth of
the respondents were unaware about the recently endorsed SMRHR act while only one-fourth of the
respondents responded that they were aware of this. Only 43% were highly knowledgeable on SRHR
while 57% of the respondents had a low level of knowledge on SRHR.

Table 5: Knowledge of SRHR
Variables
Frequency (n)
Heard about my body my right		
Yes
337
No
110
Agreed with the notion of my body my right 		
Disagree
93
Unsure
63
Agree
291
View towards the right of women’s body		
Female Herself
234
Male
35
Both Male and Female
138
God
8
No One
32
Constitutional rights to SRHR		
Yes
232
No
215
Heard of SMRHR Act
Yes
163
No
284
Level of Knowledge on SRHR		
Low knowledge
256
High Knowledge
191

(n=447)
Percentage (%)
75.4
24.6
20.8
14.1
65.1
52.3
7.8
30.9
1.8
7.2
51.9
48.1
36.5
63.5
57.3
42.7

f. Health service factors in relation to SAS
The study found that only 5% of the respondents were in a daily contact with FCHV, 10% once a week,
and 27% once a month but 6% were never in contact with FCHVs. 56% of the respondents responded
that the SAS at the public health facility were available nearby their residence, whereas 21% responded
that the SAS was not available nearby their residence, and 24% were unaware about the availability of
SAS nearby their residence.
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Those respondents who responded that SAS was available nearby their residence were further asked
about the distance and availability of the transportation and affordability of the transportation service to
SAS. For 55% of the respondents, the SAS site was available within 30 minutes of travel distance, while
for 45%, they had to travel for more than 30 minutes to reach the SAS site. Likewise, the respondents
were also asked if they were able to find transportation easily to reach the SAS site. Three- fourth of
the respondents responded that they had easy access to transportation available to reach the service site
(Table 6).
Since abortion is freely available at all the public health facilities, this study measured young women’s
ability to afford the cost of transportation to reach the SAS site. For majority the respondents (82%), the
cost for transportation to reach the nearby health facility was affordable but 18% responded that they
were not able to afford the cost of the transportation.

Table 6: Health service factors in relation to access to SAS
Variables
Contact with FCHVs
Daily
Once A Week
Once A Month
Never
Others
SAS available nearby residence
Yes
No
Don’t Know
Distance to SAS sites
≤ 30 minutes
≥ 30 minutes
Easy access to transportation for SAS site
Yes
No
Able to afford transportation for SAS site
Yes
No

(n=447)

Frequency (n)

Percentage (%)

21
46
121
250
9

4.7
10.3
27.1
55.9
2

249
93
105

55.7
20.8
23.5

136
113

54.6
45.4

199
50

79.9
20.1

205
44

82.3
17.7
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g. Accessibility to safe abortion services (SAS)
Accessibility to SAS has been defined as the box below

Box 3: Definition of access to SAS
Access to safe abortion has been defined as the service that is physically accessible, affordable
and within the access to information.
Physical accessibility is the availability of the safe abortion services at the government health
facility within 30 minutes travel distance from their residence and easy availability of the
transportation to reach the health facilities.
Affordability is the ability to pay the transportation expenses
Accessible information is when the respondent knows about the legalization of the abortion,
SAS site, and SAS free of cost at the government health facilities. For those indicators, the
total score is 9.
High Access: If the respondent is able to score more than 5, she is categorized as the one who
has high access to safe abortion service.
Low Access: If the respondent is able to score less than 4, she is categorized as the one who
has low access to safe abortion service.

Of the total, 54% of the respondents had high accessibility to safe abortion, while 46% of them had low
access to safe abortion service.

46%
Low acessibility

Figure 2: Access to SAS
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h. Abortion Experience
Out of the total respondents, only one woman who was married had an induced abortion at PHCC
during 12 weeks of pregnancy using medical abortion method. The major reason for the abortion was
her unintended pregnancy and low economic status. She responded that she was satisfied with the
abortion service, and with the fair behaviour of the ASP. The respondent did not have to make any
prior appointments for abortion service. Also, the health facility was within half an hour reach and the
service was free of cost. But it was not easy for the respondent to afford the implicit costs like the cost of
transportation, costs for Post-Abortion Care (PAC) service, work leave etc. Lastly, as per the respondent,
there were no barriers to accessing the SAS.

3.1.2 Factors Associated with access to SAS
After the descriptive analysis, bivariate analysis between the dependent and independent variable was
done using chi-square value at 95% CI. Afterwards, bivariate analysis between the dependent and
independent variables was done using the chi-square test; and the significance was set at 5%. After the
bivariate analysis, all the independent variables were included in the multivariate logistic analysis.

i. Bivariate Analysis
In the bivariate analysis, education, ethnicity, exposure to newspaper and media, contact with FCHV,
and knowledge of SRHR were seen to be associated with access to SAS.
a. Bivariate analysis of socio-demographic characteristics with access to SAS
Those respondents who were studying in bachelors’ level were two times more likely (UOR: 1.676,
CI: 1.149-2.444) to have low access to SAS than those who were studying in class 11 and 12 (p=0.007).
Similarly, it was found that those respondents who were from Khas Arya ethnic group were two times
(UOR: 2.234, CI: 1.116-4.473) more likely to have low access to SAS than those who were from Madhesi
ethnic group (p=0.023) (Table 7).
b. Bivariate analysis of exposure to media with access to SAS
In the bivariate analysis with the exposure to the media, exposure to newspaper and internet were found
to be associated with the access to SAS.
It was found that those respondents who never read newspaper had two times (UOR:1.935, CI:1.0713.498) higher chance to have low access to SAS than those who read newspaper at least once a week
(p=0.029). Those respondents who used internet less than once a week were two times (UOR:1.730,
CI:1.153-2.295) more likely to have low access to SAS than those who use internet at least once a
week(p=0.008) (Table 8).
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Table 7: Bivariate analysis of socio demographic characteristics with access to SAS
Variables
Age

Access to SAS
Low

High

UOR

CI

p-value

<20
132(45.4%) 159(54.6%)
1		
≥ 20
73(46.8%)
83(53.2%)
1.059
0.717-1.565
0.772
Religion					
Non Hindua
13(40.6%)
19(59.4%)
1
Hindu
130(45.9%) 153(54.1%)
1.008
0.685-1.483
0.975
Occupation					
Students
193(45.8%) 228(54.2.%)
1		
b
Working
12(46.2%)
14(53.8%)
1.013
0.457-2.241
0.975
Education					
Class 11 and 12
102(40.3%) 151(59.7%)
1		
Bachelor and above
103(53.1%) 91(46.9%)
1.676
1.149-2.444
0.007*
Ethnicity					
Madhesic
14(21.1%)
32(69.65)
1		
Janajati
104(46.2%) 121(53.8%)
1.965
0.995-3.880
0.052
Khas Arya
87(49.4%)
89(50.6%)
2.234
1.116-4.473
0.023*
Family type					
Joint
96(45.1%) 117(54.9%)
1		
Single
109(46.6%) 125(53.4%)
1.063
0.732-1.543
0.749
Marital status					
Married
4(30.8%)
9(69.2%)
1		
Unmarried
201(46.3%) 233(53.7%)
0.515
0.156-1.698
0.276
Multi income 					
>30000
51(42.5%)
69(57.5%)
1		
≤30000
115(48.9%) 120(51.1%)
1.297
0.832-2.020
0.251
Do not know
39(42.4%)
53(57.6%)
0.996
0.575-1.725
0.987
UOR: Unadjusted ratio, CI: Confidence Interval, a: Buddhist, Muslim, Kirat, Christian, b:teacher,
government office, private office, NGO, small business, agriculture, c: Madhesi, Muslim, Dalit

c. Bivariate analysis of contact with FCHV with access to SAS
The analysis suggested that those respondents who were never in contact with FCHV were 4 times
(UOR:3.638, CI: 2.006-6.599) more likely to have low access to SAS than those who were in regular
contact with FCHVs (p=0.00) (Table 9).
d. Bivariate analaysis of knowledge of SRHR with access to SAS
The respondent who had lower level of knowledge of SRHR were 3 times (UOR:2.945, CI: 1.256.941) more likely to have low access to SAS than those who had higher level of knowledge of SRHR
(p=0.014) (Table 10).
e. Bivariate analysis of level of abortion stigma with access to SAS
In the bivariate analysis, level of abortion stigma was found to be insignificant with the access to SAS
(Table 11).
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Table 8: Bivariate analysis exposure to media with acccess to SAS
Variables

Access to SAS
Low

High

UOR

CI

p-value

Newspaper
At least once a week
121(42.9%) 161(57.1%)
1		
Less than once a week 52(46.8%) 59(53.2%)
1.173
0.754-1.823
0.479
Not at all
32(59.3%) 22(40.7%)
1.935
1.071-3.498
0.029*
Radio					
At least once a week
105(48.2%) 113(51.8%)
1		
Less than once a week 67(39.6%) 102(60.4%)
0.707
0.471-1.063
0.095
Not at all
33(55%)
27(45%)
1.315
0.741-2.335
0.349
Television					
At least once a week
88(44.2%) 111(55.8%)
1		
Less than once a week
99(46%)
116(54%)
1.077
0.731-1.586
0.709
Not at all
18(54.5%) 15(45.5%)
1.514
0.722-3.173
0.272
Internet					
At least once a week
72(38.3%) 102(51.8%)
1		
Less than once a week 102(51.8%) 95(48.2%)
1.730
1.153-2.295
0.008*
Not at all
31(50%)
31(50%)
1.611
0.904-2.872
0.106
1:Reference Category, UOR: Unadjusted Odds ratio, CI: Confidence Interval

Table 9: Bivariate analysis of contact with FCHV with access to SAS
Contact with FCHV
Regulara
Sometimesb
Never

Access to SAS
Low

High

18(26.9%)
44(59.6%)
143(57.2%)

49(73.1%)
86(66.2%)
107(42.8%)

UOR

CI

1		
1.393
0.726-2.671
3.638
2.006-6.599

p-value

0.319
0.000*

1: Reference Category, UOR: Unadjusted Odds ratio, CI: Confidence Interval,
a
: Daily and once a week, b: Sometimes and once a month

Table 10: Bivariate analysis of knowledge of SRHR with access to SAS
Knowledge of SRHR
Low knowledge
High knowledge

Access to SAS
Low

High

18(69.2%)
165(43.3%)

8(30.8%)
216(56.7%)

UOR
2.945
1

CI

p-value

1.25-6.941

0.014*

1: Reference category, UOR: Unadjusted Odds ratio, CI: Confidence Interval
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Table 11: Bivariate analysis with level of abortion stigma
Abortion Stigma
Low
Moderate
High

Access to SAS
Low

High

53(46.1%)
138(44.4%)
14(66.7)

62(53.9%)
173(55.6%)
7(33.3%)

UOR

CI

1.072
0.697-1.647
1		
2.507
0.985-6.383

p-value
0.752
0.054

1: Reference category, UOR: Unadjusted Odds Ratio, CI: Confidence Interval

ii. Multivariate analysis
In the multivariate analysis, three variables i.e., exposure to the internet, contact with FCHV, abortion
stigma were seen to be associated with access to SAS. The result showed that those respondents who
never used internet had twice (AOR: 1.986, CI: 1.022-3.860) the higher odds to have low access to SAS
(p=0.043) as compared to those respondents who used internet at least once a week. Those respondents
who were never in contact with FCHV had two times (AOR: 2.198, CI: 1.21-4.311) higher odds to
have low access to SAS than those who were in regular contact with FCHV (p=0.022). Similarly, those
respondents who had high stigmatizing attitude were 3 times (AOR: 2.969, CI: 1.055-8.351) more likely
to have low access to SAS than those who had a low stigmatizing attitude (p=0.039) (Table 12).

3.1.3 Availability of SAS
Using the standard format specially designed to collect availability of SAS within the district at the time
of data collection, it was found that total 17 health facilities in the district have been registered officially
to provide CAC service and have been offering SAS at the time of data collection. These included 14
public health facilities, 2 non-governmental health facilities and one private health facility. Those 14
public health facilities comprise of 1 Public Hospital, all 4 PHCCS, 7 Health Post and 2 urban health
centres are listed as SAS site. Medical abortion (MA) is provided through all the listed health facilities
whereas, Manual Vacuum Aspiration (MVA) and Dilation and Evacuation (D and E) along with MA
were provided at the Public Hospital by altogether 22 trained government health ASP. It was found that
out of 14 public health facilities registered as SAS site, three of them are located in the sub-metropolitan
city, three in municipality and eight in a rural municipality.
Two Non-governmental organizations (NGOs), Family Planning Association of Nepal (FPAN) and
Marie Stopes International (MSI), have been registered as SAS site which is located at Hetauda Submetropolitan City. FPAN had been providing MA service by one trained ASP whereas MSI had been
providing MA as well as MVA services by two trained ASPs.
There was only one private health facility, Sunaulo Bhabisya Nepal, registered as SAS site which is
located at Hetauda Sub-Metropolitan City. There are two trained ASPs who provide all three methods of
abortion i.e., MA, MVA, and D and E.
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Table 12: Multivariate analysis with the independent variable
Variables

Adjusted OR(95% CI)

p-value

Age		
<20
1
≥ 20
0.637(0.352-1.151)
0.135
Religion		
Non-Hindua
1
Hindu
0.711(0.377-1.343)
0.293
Ethnicity		
Madhesib
1
Janajati
1.865(0.792)
0.154
Khas Arya
1.882(0.821-4.314)
0.135
Education		
Class 11 and 12
1
Bachelor and above
1.698(0.884-3.259)
0.112
Occupation		
Students
1
Workingc
1.037(0.404-2.663)
0.94
Family type		
Joint
1
Single
0.890(0.572-1.388)
0.608
Marital Status		
Married
1
Unmarried
1.138(0.267-4.844)
0.861
Multi income		
>NPR 30000
1
≤NPR 30000
1.284(0.760-2.168)
0.35
Do not Know
0.961(0.502-1.837)
0.904
Exposure to Media		
Newspaper		
At least once a week
1
Less than once a week
1.116(0.669-1.862)
0.674
Not at all
1.639(0.788-3.407)
0.186
Radio		
At least once a week
1
Less than once a week
0.702(0.427-1.156)
0.164
Not at all
1.023(0.508-2.061)
0.948
Television		
At least once a week
1
Less than once a week
0.896(0.552-1.455)
0.658
Not at all
1.227(0.494-3.047)
0.66
Internet		
At least once a week
1
Less than once a week
1.430(0.867-2.357)
0.161
Not at all
1.986(1.022-3.860)
0.043*
Contact with FCHV		
Regulard
1
Sometimese
0.986(0.474-2.054)
0.971
Never
2.198(1.21-4.311)
0.022*
SABAS scale for Abortion Stigma
Low
1
Moderate
1.032(0.622-1.712)
0.903
High
2.969(1.055-8.351)
0.039*
Knowledge of SRHR		
High
1
Low
1.321(0.838-2.081)
0.23
1: Reference Category Adjusted OR: Adjusted odds ratio, CI: Confidence Interval,
a
: Buddhist, Muslim, Kirat, Christian b: Madhesi, Muslim, Dalit, c: teacher, government office, private office, NGO,
small business, agriculture, d: Daily and once a week, e: Sometimes and once a month
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3.2 Qualitative Analysis
This section presents the results from the analysis of the qualitative data collected from the FGDs and
IDIs. FGDs were conducted with the young women, married as well as unmarried, aged 18-34 years
while IDIs were conducted among PAW and ASP from private as well as public health facilities. The
first section presents an overview of the demographic characteristics of FGD and IDI participants. Key
themes and sub-themes that emerged during FGD and IDI in relation to barriers to SAS are knowledge
about abortion, financing abortion services, abortion stigma, unmarried status, lack of services at rural
areas, quality of the abortion service, lack of resources and lack of training to ASP.

3.2.1 Socio-demographic characteristics
Total 3 FGDs were conducted among young women, which constituted of 26 participants altogether.
Similarly, 10 IDIs - 4 with ASP and 6 with PAW, were conducted.
In FGD, only 3 participants were below the age of 20, while, 23 of them were aged 20 and above. Most
of the participants (18) were married. More than a half (14) belonged to Janajati (Indigenous ethnic
group), whereas, 10 belonged to Khas Arya and two of them were Dalit (Table 13). 5 of them were
either illiterate or had non-formal education while other 5 participants had at least completed bachelors’
level of education. 22 participants were Hindu by religion and other 4 were Buddhist. Similarly, 4
participants were indulged in farming/agriculture whereas, 2 were working as teacher, 3 run their own
small business, 7 were house-makers, 3 were community volunteers and 2 of them were students.
In the IDI, out of the six PAWs, only one respondent was aged below 20 and all the PAW were married.
3 of them were Khas Arya and other 3 were Janajati. Likewise, 4 of them were Hindu by religion and
2 were Buddhists. 3 of the respondents were either uneducated or had non-formal education (NFE)
while one of them had completed School Leaving Certificate (SLC) and 2 had completed grade 12.
Similarly, 2 respondents were involved in faming/agriculture, 2 were house-makers, one had her own
small business and one was a student.
Likewise, among the IDI of ASP, 3 of them were from public health facilities and one was from the
private health facility and all of them belonged to the age group of 20 years and above while only one
of them was unmarried. 2 of them were Khas Arya and 2 Janajati by ethnicity. All of them were Hindu
by religion (Table 13).

3.2.2 Barriers to Safe Abortions Services (SAS)
The themes and subthemes emerged were identified as the barriers to SAS among young women.

1) Knowledge of abortion
Issues addressing knowledge of abortion were classified into the knowledge of the legalization of
abortion and knowledge of safe abortion sites and free SAS as described below.
i) Legalization of abortion
Most of the participants in the FGD were aware of the legalization of abortion in Nepal, however, only
a few were aware of all the legal circumstances regarding abortion. Most participants were aware that
abortion is legal up to 12 weeks of pregnancy while few knew that abortion can be done up to 18 weeks
in case of rape or incest and in case of risk to mother’s life. Due to the lack of information regarding the
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Table 13: Socio Demographic Characteristics of FGD and IDI Participants
Characteristics

FGD(n=26)

IDI(n=10)

ASP(n=4)
PAW(n=6)
Age			
<20
3
0
1
≥20
23
4
5
Current Marital Status			
Married
18
3
6
Unmarried
8
1
0
Caste/Ethnic Group			
Khas Arya
10
2
3
Janajati/Indigenous
14
2
3
Dalit
2
Education Status			
Illiterate/NFE
5
3
Primary (Grade 1-5)
5
1
Secondary (Grade 6-10)
3
SLC/Secondary Education Examination
4
1
Grade 11-12
4
2
2
Bachelor or above
5
1
Religion			
Hindu
22
4
4
Buddhist
4
2
Occupation			
Farming/Agriculture
4
2
Teacher
2
Student
6
1
Self-employed (small business)
3
1
Abortion Service Providers		
4
Social worker (community volunteers, politicians)
4
Housemaker
7
2
legal conditions, women do not have timely access to SAS. Some believed that sex-selective abortion
was illegal but they did not know about the legal punishment in such cases.
Likewise, most of the IDI participants who belonged to PAW were also not aware on the legal
circumstances of the abortion before exerting to abortion. During IDI, one of the respondents also shared
about being unaware of the SAS when she got unintentionally pregnant. She mentioned that,
“I used to use Depo-Provera as a contraceptive method. I used to have my periods in every 21
days but I got delayed at that time. After I shared this to my husband, we went to the hospital
to find out the problem. The medical test showed that I was pregnant. I felt like falling off the
cliff and thought of dying instead. I think someone looked at me with an evil eye. Only after
that, the doctor told me about the abortion service that can be done using medicine or through
the machine. Before that, I did not have any information regarding safe abortion service and
what shall be done with the unwanted pregnancy.”
-PAW - 31, Married, Hindu
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Other women also stated that,
“It is illegal to have an abortion in the 3 months of pregnancy because the baby is well
developed in the womb with hands and, legs.”
-PAW - 32, Married, Hindu
“I don’t know about the law regarding the illegal abortion, I haven’t read about this.”
-PAW - 19, Married, Buddhist
“People who are educated know about abortion and understand but those who are not
educated do not know. I also did not know”
-PAW - 31, Married, Hindu
“I know about the legalization of abortion but don’t know about the other aspects of it.”
-FGD, Hetauda
“It is legal up to 12 weeks of pregnancy and in case of the incest and rape it is 18 weeks.”
- FGD, Thaha
“It is good for the married one they can abort the child of the 3-4 months.”
- PAW - 28, Married, Hindu

ii) Knowledge of SAS and free SAS
Only a few participants of the FGD knew about the SAS. They expressed that safe abortion can be
received from the certified sites from a certified health worker. They also stated that safe abortion can be
done either through MA or through MVA by trained health workers. Most of the respondents were aware
on the availability of abortion services at public health facilities such as Hetauda Public Hospitals, at
NGOs and at private health facilities. Participants believed that SAS are also available at the pharmacies.
The respondents were asked about the unsafe abortion services which are being exercised in the
community. They believed that unsafe abortion was highly prevalent in their community in the past,
but the situation is in the changing process. One of the respondents shared that women used herbal
medicine, crushed glass to abort in the past. Most of the FGD respondents stated that unsafe abortion is
being practiced by unmarried women in the community.
Most of the respondents of FGD as well as IDI, perceived that due to the lack of awareness on safe
abortion in the community, women opt for unsafe abortion. While they also felt that the information
dissemination regarding SAS is minimal in the community which is why people are less informed
about the services. One of the PAWs shared that she was unaware about SAS being provided at health
facilities and the legalization of abortion in Nepal due to which she opted for the unsafe abortion in
pharmacy.
The participants were also asked about the provision of free of cost abortion service since 2015. Most of
the PAW and participants of FGD were unaware of the provision at public health facilities.
“I didn’t know that safe abortion is available at the health institution neither know the
government had legalized, nor that it is free. So, I went into the medical shop and took the
medicine”
- PAW - 32, Married, Buddhist
“Sister who had taken training in health education, if it is done by them it is called safe
abortion.”
-PAW - 19, Married, Buddhist
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“I heard it is free in Marie Stopes, but not in the hospital.”
“I have not heard about the free safe abortion services.”

-FGD, Hetauda
-PAW - 28, Married, Hindu

2) Financing of the abortion services
Abortion-related cost- direct as well as indirect costs, such as transportation costs were seen as one
of the major barriers to access to SAS. Most of the participants of the FGD believed that due to low
economic status, especially in the remote areas, people are deprived of getting access to safe abortion.
They are unable to bear the transportation cost and another required cost despite free abortion services
at the government facilities. The ASP of the public hospital during IDI also shared that due to economic
and other barriers women opt for the clandestine abortion and later they arrive at the hospitals with
complications. The ASP also added that due to lack of physical access to abortion service site at health
facilities in Makawanpur, mostly due to difficult geographical terrain, women need to travel a lot paying
high transportation costs and other expenses such as food and accommodation. The participants shared
that it is more difficult for young and unmarried women to seek SAS as they are financially weak.
Almost all PAWs mentioned that they did not face any financial problem, but they felt that it is costly
and everyone might not be able to afford it.
“Due to expensive transportation fare in Makawanpur, those who are economically deprived,
cannot afford safe abortion service.”
-ASP - 21, Unmarried, Hindu
“Though I could afford the abortion service, I felt it was costly as a whole. A woman from the
village cannot pay such charge. They have a problem to accumulate money for two meals a
day, so Rs 1500 is a costly charge for them”.
-PAW - 32, Married, Hindu
Whereas, few PAWs had a disagreement on financial problem as the barrier to SAS:
“Yes, everyone can afford abortion service. People manage money for the abortion if it is
health risk issues.”
-PAW - 32, Married, Hindu
“If such things happen, they can pay. Nowadays, all have money, they will manage somehow
if anything happens like that.”
-PAW - 32, Married, Buddhist

3) Abortion Stigma
Abortion Stigma is one of the major factors that contribute in limiting access to SAS. Most of the
respondent shared that abortion is negatively viewed by the community, especially when women have
an abortion without the permission of the husband or the family.
During IDI among ASP, most of them shared that generally, family members do not support abortion if
someone had an unintended pregnancy. Due to the lack of support from the family and fear of getting
disparaged from family members and community, women tend to come for abortion secretly. In addition
to that, most of the women are economically weak, and are the ones who choose abortion secretly. Those
women, who have an abortion without the permission of the husband, are believed to be characterless
and having an extra-marital affair.
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“They get stigmatized within the family, they say - she is a sinner and does not follow the
family rituals.”
-FGD, Manahari
“Society doubt that PAW was pregnant with another man’s baby other than her husband but
the husband should use the family planning devices so that they do not have to go through the
abortion.”
-FGD, Hetauda
“It depends upon the family. Some family do support them, some use foul language to them,
and those, who understand their problem, support them and do not scold them.”
-FGD, Thaha
“Mainly they do not go to the health service because they are unaware of the service, or they
do not get support from their family and society.”
-FGD, Thaha
“I was worried and had feared that someone will recognize me having an abortion. I went to
the health facility on Saturday for my abortion, knowing that there will be no outsiders at the
site on a public holiday. I was really tensed and afraid of society.”
-PAW - 33, Married, Hindu
“The follow-up visit is not mandatory after abortion. Normally we don’t call them at their
home. One case had happened that the wife had not said anything to her husband. But when
I called her for follow-up and said about abortion, he scolded her in anger a lot. I raised this
issue in our staff meeting and as a lesson we decided not to call them, instead advise them
to call us. Now, they call us and do the follow-up. If the bleeding occur or if they face any
trouble, we advise them to come immediately.”
-ASP- 30, Married, Hindu
Almost all of the participants in FGD and IDI perceived abortion as a sin. Though PAW felt abortion is
a necessary service for all women, they also perceived abortion as an immoral act. Even few ASPs felt
that abortion is a type of killing.
“To do abortion means ‘Sin’. If I have done abortion, there is a punishment for my sin. People
will say “sinner” to those who have done abortion.”
-PAW - 32, Married, Buddhist
“In one hand we are solving the problem but on the other, it is a sin. Abortion is like killing.
In small it is like ‘jhilli’ so nothing feels like that but it is a sin.”
-ASP - 48, Married, Hindu
“It mentally affects those who seek the service who are already in pain and they add more to
that. Abortion service providers use foul words, and doctors perceive them as criminals and
misbehave with the service users.”
-FGD, Hetauda
PAWs were most stigmatized in the community when they do not seek consent from the family and
husband. However, there was no such provision which required getting consent from the husband or
family at the abortion facilities as per ASP.
“They need the consent of family man even though women do it for themselves. They may fear
what the society will say. Also, they don’t know about the service.”
-PAW - 31, Married, Hindu
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“It is women’s right to decide the number of children, so it is not necessary to take the
husband’s consent.”
-ASP - 21, Unmarried, Hindu
Despite the agreement by most of the ASP regarding abortion as a right of the women and is one of
the essential health services, one ASP showed his dissatisfaction towards the free SAS at the public
health facilities. While most of the participants of FGD and PAW believed that free safe abortion is
one of the proactive steps taken by the government that would increase the access to safe abortion,
especially to those who are economically deprived, very few participants of FGD expressed this step as
an encouragement for women to have multiple abortions.
“In my view, providing abortion services free of cost is not good. The free services have
developed a bad trend.. Since the service is free people come repeatedly for 2-3 times. We
provide them with counselling and they return home. But they come again for the service
after 3-6 months. Opting for abortion has become like using contraceptives in emergencies
for family planning.”
-ASP - 46, Married, Hindu
“I think by making abortion services free of cost has contributed to increasing the malpractices.
There is the probability of misuse of the cost-free services.”
-FGD, Hetauda
There is a belief that even though abortion is safely done, it has some kind of consequences on the
health, which is seen to be one of the hindering factors to seek an abortion.
“It might also cause cancer.”
-FGD, Hetauda
“I think abortion is a bad thing. It results health hazards and I was afraid too, to have an
abortion as this was my first experience. But I am fine now. They did it easily.”
-PAW - 28, Married, Hindu

4) Lack of availability of the services in the rural areas
Most of the participants during FGD and IDI expressed unavailability of the services within the reach
of women, especially at the remote areas which is one of the barriers to SAS. Due to the difficult
geographical terrain of Makawanpur districts, health facilities are not within the physical access to all.
Only a few of them were within the reach. The ASPs shared that the women travel for 30 minutes to 4
hours in the vehicle for service, and it is more difficult to travel during the monsoon season.
“In Makawanpur, only Hetauda is the urban area. There are places such as Khogata,
Sasisang, Khairan, Raksirang which are very remote parts of Makawanpur. They even don’t
get to eat food. In some places, it takes 2-7 days to reach health facilities by walking. Though
the government is saying to provide health facilities within 30 minutes, it is not possible.”
-ASP - 46, Married, Hindu
“In the inner area of this district, there is an off-road so it is quite difficult to reach from one
part to another, while it is easy in the urban area where there is easy access to transportation.”
-FGD, Thaha
“It is very difficult to travel and get the transportation in the monsoon season.”
-FGD, Manahari
“Yes, there are local buses to reach our health facilities. But it is at the distance of 4 hours
journey by vehicles from most of the remote areas.”
-ASP - 21, Unmarried, Hindu
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The ASPs were further asked if they had organized any mobile camps to provide services to reach the
unreached population. However, none of the health facilities had conducted mobile health camps due
to the issues of privacy and confidentiality, as well as the criteria SAS sites. Few ASPs suggested they
conducted health education session with community volunteers such as FCHV and mother’s group to
disseminate information on SAS.
“On every 28th day of the month, there is a FCHV meeting and we tell them to conduct at least
one session on the safe abortion during mothers’ group meetings. We disseminate information
through radio as well.”
-ASP - 21, Unmarried, Hindu
“We don’t have free time. We cannot finish our work load in the hospital. But if any public
health institution or organization, and municipality call us, as an expert we visit there.”
-ASP - 46, Married, Hindu

5) Unmarried Status
Unmarried status of women was also identified as the major hindering factor that limits the access
to SAS. Most of the participants shared that it was comparatively easier for married women to have
access to safe abortion than for those who are unmarried. Unmarried women were stigmatized in the
community, as well as by the ASPs. They also fear of breaching confidentiality in comparison to the
married women. ASPs shared only few unmarried cases visit health facilities for safe abortion.
“Confidentiality is highly maintained at this health institution. However, we usually don’t
perform an abortion if they are unmarried.”
-ASP - 46, Married, Hindu
“Married women visit health institutions for safe abortions accompanied by their husbands,
and unmarried women seek unsafe abortions services.”
-FGD, Hetauda
“Unmarried women go to the private clinics due to fear of getting recognized at the government
health facilities. They are in a panic that their privacy may be breached.”
-FGD, Manahari
“Access to safe abortion service depends upon whether she is married or unmarried. If she is
married and has an abortion in consultation with her family, then the woman has easy access
without any stigmatization. But it is not the same with unmarried ones. Society perceives them
negatively.”
-FGD, Thaha
“Unmarried women are doing more abortion than the married ones. It’s not because of the
lack of knowledge but due to more knowledge.”
-FGD-Thaha
“It is good for the married one. They can abort the child of the 3-4 months.”
-PAW - 28, Married, Hindu

6) Quality of the services
Most of the PAWs were satisfied with the services provided to them while a few of the participants
in the FGD were not satisfied with government health facilities. ASP also shared that the clients who
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received SAS were satisfied with the services provided by them. There was a mixed reaction regarding
the behaviour of ASP towards PAW among participants of FGD.
“They did not share any information regarding the methods and process of abortion to me.”
-PAW - 28, Married, Hindu
“I took my sister-in-law for abortion. At first, they behaved positively, They checked her blood
pressure and later their behaviour towards her was negative.”
-FGD, Hetauda
“They provide proper counselling and maintain confidentiality. They have a separate room as
well to provide the services.”
-FGD, Manahari
ASP of public health facilities shared confidently that they maintain the confidentiality and privacy
of the women. However, it was evident that women doubt the confidentiality and privacy provided
at the public health facilities. Participants of FGD had more confidence in private health facilities in
terms of maintaining privacy and confidentiality. Because of the lack of confidentiality, women who are
economically deprived are compelled towards unsafe abortion practices.
“The health abortion service provider did not tell anything about maintaining privacy but I
fear of confidentiality getting breached. I went to the health facility on Saturday as there will
be no outsiders in the health facility.”
-PAW - 33, Married, Hindu
It is good that the government is providing abortion service free of cost for those who are
unable to pay. However, one case revealed that a woman was unwilling to go to government
facilities. She said there were no health workers at the health facility when she visited and
could not get the service on time. However, in private, they can get service at all the time even
on the public holidays.”
-FGD, Manahari
“It is very good for the poor people that government has provided abortion service free of
cost. However, not all believe that they are getting good service in the government facilities”
-FGD, Thaha
“We don’t show record to anyone. Here people come for all the services they need, such as
ANC, family planning. So, people do not know if anyone has come for abortion service. Also,
there is no symbol or sign marked outside it to indicate the room as abortion place. It is a
separate room maintaining the confidentiality.”
-ASP - 30, Married, Hindu

7) Lack of resources and lack of training
The ASPs were asked if they had enough resources while providing SAS. The ASPs indicated that there
were lack of equipments and shortage of medicines while providing services. However, PAWs shared
that there was the availability of medicines for MA but no equipment for MVA at the health facilities. So
they had to commute to bigger cities such as Hetauda, Bharatpur or Kathmandu if they required MVA
services. ASPs at the remote area were only trained on MA. MVA was available only at public or private
health facilities in Hetauda. Due to lack of training and availability of resources at those remote areas,
women were compelled to travel to Hetauda to get the MVA service if they cross the gestational limit
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of 9 weeks and want to terminate the pregnancy. The ASPs also shared that there was the lack of regular
training for getting updated on new techniques and methods of abortion services.
“I have not faced such challenges. Sometimes instrument is needed. In government health
institution, all instruments are not available as per the need.”
-ASP - 46, Married, Hindu
“One time I had to ask for the medicine from the polyclinic as there was a shortage of medicine
here.”
-ASP - 21, Unmarried, Hindu
“If refresher training was given it would be better. It is good to acquire updated knowledge.”
- ASP- 46, Married, Hindu
“There are two types of abortion service MA and MVA. But only the MA service is available
here.”
-ASP - 21, Unmarried, Hindu

3.2.3 Efforts to increase access to SAS
i) Awareness and Education
Most of the participants of FGD as well as IDI, shared that awareness regarding SAS is the key to improve
the accessibility of SAS. Most of them perceived that information on SAS should be disseminated
mobilizing the community volunteers, mother’s groups, health service providers through the door to
door campaigns, mobile camp and through different media. A few of them also suggested disseminating
the information on free SAS, especially to those women who are economically deprived. Others also
suggested using the missed opportunity to share the information.
“Awareness should be raised through various media like radio, television and social media.”
-FGD, Thaha
“Hoarding boards/ bill boards should be kept in different places with information on safe
abortion services”
-ASP -30, Married, Hindu
“Abortion service should be provided at many places and awareness should be raised among
the people regarding free abortion services at public health facilities”
-PAW - 31, Married, Buddhist
“Information should be provided to the women regarding conception, safe abortion service
site, legal provisions of abortion and regarding the privacy and confidentiality at SAS site.”
-ASP -30, Married. Hindu
“When the teens come for TT vaccine, we should also educate them about safe abortion.”
-FGD, Manahari
Few participants of FGDs shared that women as well as men, should also be well-informed regarding
abortion and made aware about women’s health and their rights.
“Information should be provided to female as well as male regarding safe abortion”
-FGD, Thaha
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“Men should be made aware about women’s health, pregnancy and their rights.”
-FGD, Manahari
A few ASPs also shared that they should provide proper counselling and information to the women who
seek SAS.
“Proper counselling should be given to the one who seeks an abortion. If the clients seek an
abortion, a proper explanation should be given, and all the concerns should be clarified.”
-ASP -30, Married, Hindu

ii) Expand safe abortion service at the rural areas
Most of the respondents of IDI as well as FGD suggested expanding the services in the remote areas to
increase the access to SAS.
“If the service is available at the local level, they would not have to go to Kathmandu or
Hetauda.”
-FGD, Thaha
“Establish the health institution within 30 minutes distance, with the trained abortion service
provider. Firstly, awareness regarding family planning should be raised and in case of failure,
the doctors should be consulted.”
-ASP -46, Married, Hindu
“If the trained doctors are available at the ward and rural municipality level, it would be
much better for women.”
- FGD, Hetauda
“If health institutions were to be expanded at different places for abortion services, it would
be better if it is placed within a distance where people do not have to travel a lot. People of
remote places should not have to travel to other places.”
-PAW - 31, Married, Hindu
“Government should increase the number of staffs and retain those staffs in health facilities.
The required equipment should also be made available.”
-ASP - 21, Unmarried, Hindu
A few participants also shared to conduct mobile camps to provide services to the unreached population.
“Mobile Camps are very essential so that they can get services easily, safely and economically.
Here, women can get abortion easily than other places.”
-FGD, Hetauda
“Various programs should be launched among village people because they are deprived of
the services.”
- FGD, Hetauda
Additionally, one of the respondents also stressed on the need of providing transportation cost to the
economically deprived population who are unable to afford it.
“Some are going through poor economic conditions and cannot afford to pay, so the
government should provide the transportation fare.”
-FGD, Thaha
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Discussion
This study was conducted through a mixed method to identify the barriers to the accessibility and
availability of SAS in Makawanpur district for young women. A self-administered questionnaire was
used to collect the quantitative data, while FGD and IDI were used to collect the qualitative data.
The Government of Nepal legalized abortion in 2002. However, the accessibility of SAS to women,
especially young and married ones is still a major challenge40. The quantitative findings of this study
showed that only 54% of the respondents reported having higher access to SAS. The study conducted in
2016 on the abortion incidence indicated that more than half of the induced abortions were clandestine27.
The community- based maternal, perinatal death and surveillance review verbal autopsy among 31
mothers demonstrated that 13% of the maternal mortality in Nepal is the result of unsafe abortion22.
Different studies, undertaken nationally and internationally, indicated that unsafe abortion is one of the
contributing factors to maternal mortality and morbidity in Nepal. It indicates poor accessibility of SAS
to rural women2, 41, 42, 43.
It is evident from this study that lack of knowledge on abortion service is one of the critical barriers to
safe abortion. Studies conducted in Nepal as well as in other countries have also indicated that lack of
correct and complete knowledge on abortion legalization is a barrier to use SAS27, 30, 40, 44, 45. Though,
in this study, it was found that majority of the respondents were aware about legalization of abortion,
which is found to have improved in comparison to NDHS (2016), and a survey conducted in Rupandehi
district of Nepal in 2015. There was still quite a high number of respondents, especially the participants
of FGD and IDI, who knew very little that abortion is legal now. It is remarkably important that the
respondents of the quantitative survey had a higher level of awareness. It might be the outcome of their
higher educational status and exposure to media as the survey results showed that those who are exposed
to the internet and other mass media are more knowledgeable on SAS and are more likely to opt for safe
abortion and also have a positive attitude toward abortion46.
Most of the respondents in the survey were aware of the SAS free of cost from the government health
facilities. However, in contrast to this, only a few participants of FGD and PAWs of IDI were found aware
of the free SAS provided by the public health facilities. Low awareness among the participants may be
due to their poor knowledge on using modern information technology and social media or insufficient
government action to disseminate the message appropriately to target the uneducated rural population.
In contrast, the younger generation who are exposed to new information technology and social media
are in a much better position. This might be driven by the perception among the government officials
that spreading information on free abortion would increase the misuse of abortion services by the young
people and use it as a contraceptive method. Most of the participants were supportive of free SAS, while
a few had expressed objection.
The rural women are deprived of SAS due to lack of availability of SAS. The quantitative result indicated
that geography plays a vital role in the accessibility of abortion services for them. The young women who
reside near the city had easier access to SAS than those who had to travel from a distance. Unfortunately,
women who require travelling from distant places to obtain services are also from lower economic
status47. When analysing the accessibility of SAS in the government health facility, more than half of
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the health facilities are at travel distance of more than 30 minutes, which limits their access to SAS9, 24.
In addition, the anecdotal evidence also suggests that there is the lack of availability of certified ASPs
at most of the enlisted SAS sites, including denial of the abortion services that has been evident due to
lack of medication and skilled ASP in the primary level health centres. It hinders the timely access of
SAS to needy women, which has been termed as ‘the denial of the abortion service’ by a recent study33.
This study also indicates that indirect as well as direct costs have an implication on the accessibility of
SAS to the women of lower economic status in Nepal. This has been corroborated with another studies
and findings 9, 44, 48. Though the direct cost to abortion has been addressed through the implementation
of free of cost safe abortion, indirect cost still is of a concern and should be regarded as a serious barrier
to SAS, especially for young women, who are not self-sufficient and economically dependent on others.
The study shows that abortion stigma was one of the major barriers in accessing SAS, corroborating
with other various studies conducted both in high and middle-income countries2, 9, 27, 48, 49, 50. Both the
quantitative and qualitative results showed that those who fear more of being stigmatized have used less
SAS services than those who fear less of being stigmatized. Due to the fear of stigma, many women do
not go the safe abortion facilities even though they are close to their residence, fearing that they will be
recognized by someone. However, they prefer to travel to a distant place where they feel safe from being
recognized by others. Therefore, it is imperative to address stigma, as it hinders women from accessing
services even when services are available at their home town. It is evident from the qualitative data
that women have three choices regarding unintended pregnancy: opt for safe abortion secretly; endure
unsafe abortion; or continue their unintended pregnancy fearing from stigma. Some ASPs reported that
though they believe abortion as an important reproductive health service, they also believed it is an
immorality. Therfore, abortion is looked down as a wrong practice. This finding is consistent with the
previous study conducted by Beyond Beijing Committee in 2015 in Makawanpur32. The attitude of the
services providers has an impact on the accessibility and quality of services; the prejudice they hold on
safe abortion implicates how they provide information and treat the patients.
Marital status of women has a huge implication on the decision on whether to have a safe or unsafe
abortion. Married women feel more comfortable to opt for abortion than the unmarried ones, especially
because of the social taboo on premarital sex. The majority of the FGD and IDI participants reported that
unmarried PAWs are more stigmatized than the married women if they choose for abortion. In some cases,
unmarried women had been denied from getting abortion service and had to face discriminatory attitude
and behaviours of the ASP51. Young unmarried women lack a supportive environment that provides
guidance on correct and complete information on how to prevent unwanted pregnancy and where to get
help. Though, ICPD program of action, as well as all other human rights treaties, recognizes the right to
non-discrimination and equality to attain the highest standard level of health services, the social stigma
attached to abortion violates this right, which is claimed to be protected by the government52, 53, 54. Value
clarification and attitudinal transformation (VCAT) training to ASP should be delivered so that they do
not become a stereotype and judgemental towards unmarried women who seek abortion55.
Confidentiality and privacy of the young PAWs are major determining factors of quality of abortion
service provision and utilization. The WHO’s technical and policy guidance of safe abortion for health
systems has also addressed privacy and confidentiality as one of the components for the national
standards and guidelines facilitating access to and provision of safe abortion care52. Constitutionally, the
government of Nepal also addresses the right to privacy and confidentiality as one of the human rights
of women’s sexual and reproductive health. The respondents believed that confidentiality and privacy
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are better ensured at the private SAS sites in comparison to the public SAS sites. Due to abortion stigma,
privacy and confidentiality have been one of the important factors for young women that determine the
quality of SAS for them. The confidentiality issue is even more imperative when abortion service users
are unmarried and young women. Young people may also choose not to seek abortion services or choose
delayed service due to concerns over violations of privacy or confidentiality by health professionals or
their staff. The study conducted in India also reported that privacy and confidentiality of the safe abortion
care was one of the major concerns which persist with the quality of care experience by the women56.
The contribution of FCHVs in Nepal cannot be ignored in improving maternal health57. FCHVs are the
first point of contact for maternal service in the community. The major role of FCHV is to advocate for
healthy behaviour of community people, including raising awareness regarding SAS in the community22.
The quantitative findings showed that lack of contact with FCHV increases the odds to low accessibility
to SAS among young women. Similarly, the majority of participants in the qualitative study reported
FCHVs as their source of information regarding safe abortion for all women irrespective of marital status
and age. It was also seen that FCHVs were successfully disseminating information on safe abortion and
refer to the SAS site57, 58. It is essential to enable FCHVs by providing rigorous training to disseminate
correct and complete information on safe abortion to increase the accessibility to SAS.
The participants also believed awareness and involvement of the male partners on abortion -related
issue is one of the major efforts that need to be done to increase access to SAS. The study conducted in
Nepal in 2010 also showed that women without a supportive male partner are at higher risk of unsafe
abortion44. Due to inequality in decision making, men have more of a say than women in making sole
decisions about their own health care. The study in Nepal as well as worldwide, reflects that involvement
of men has a positive impact on women’s reproductive health59, 60, 61.
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Conclusion and Recommendation
5.1 Conclusion
There has been a significant progress on SAS in Nepal and recognition of the contribution of safe
abortion in reducing maternal mortality cannot be evaded. It is acknowledged as the SRHR of women.
However, equitable access by young women seeking abortion service under the legal provision is yet
a significant challenge. It was found that there is low access to SAS for young women. The qualitative
findings of this study showed that lack of knowledge on abortion, cost involved in getting abortion
services, abortion stigma, lack of availability of services in rural areas, unmarried status of the service
seekers, quality of the services, lack of equipment and resources, and the shortage of trained ASP are
significant barriers of SAS. Whereas, the quantitative findings showed that abortion stigma, exposure to
internet and contact with FCHV were associated with the accessibility to SAS among the young women.
Adequate information dissemination on SAS through different sources of information such as social
media where the young men and women are more exposed should be done to raise awareness among
female as well as male, and expansion of services within the reach of the young women were suggested
by research participants to increase accessibility to SAS.

5.2 Recommendations
Based on the study findings, the following recommendations to public policy and decision makers,
CSOs and UN bodies are made to increase the access to SAS among young women.

1) Public Policy and Decision Makers
• Remove abortion from the criminal code and mention it in the civil code to ensure the right to
safe abortion fully;
• Provide the services early and closer to women’s home by expanding the number of SAS sites
and ASPs especially at the remote area to reduce the indirect costs;
• Make provision of the transportation cost to those abortion service clients who are economically
deprived;
• Design and administer regular refresher training on safe abortion for ASP at all levels of health
care system to ensure the quality abortion care;
• Include the VCAT training in the curriculum of the abortion service training and provide VCAT
to trained ASPs to reduce the stigmatizing attitude toward young and unmarried PAW or who
seek an abortion;
• Ensure the availability of the medicines or equipment to guarantee the timely and quality SAS
round the year;
• Ensure the wide reach of correct and pragmatic information on SAS through various traditional
as well as modern methods of communication using non-stigmatizing language to normalize
abortion in the community;
• Provide age- appropriate comprehensive sexuality education (CSE) mandatorily to all school
students or out-of-school boys and girls to adequately educate them on SRHR and increase
their ability to negotiate safe sex and empower for informed decision;
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•

•

•
•

•
•

Strategize multi-sectoral approach to increase the access of SAS to young women. Sectors
such as health, human rights, population, education, religion and media should be integrated
together to leverage knowledge, expertise, reach and resources, and benefiting from their
combined and varied strengths for the better access to SRHR;
Ensure the services are provided in a private, confidential, and non-judgmental manner toward
married as well as unmarried women, without any discrimination irrespective of marital status,
especially at the public health facilities;
Establish youth -friendly cost-effective services to enable young people to exercise SAS
irrespective of their marital status;
Ensure proper counselling on all aspects of SAS to help abortion service seekers deal with their
emotions and other practical issues such as methods of abortion, its procedure, confidentiality,
post abortion contraceptive and so on;
Implement the policy and enforce the law to stop and discourage the illegal distribution of the
abortion drugs over the counter to control the clandestine abortion;
Strengthen the generation of the evidence on abortion and implement evidence- based practices
to increase access to SAS.

2) Civil Society Organizations
• Advocate to incorporate the accurate, complete and pragmatic information on SAS into the
educational curriculum in a comprehensive manner;
• Advocate to policy planners and decision- makers to remove the abortion from the criminal
code and include it in the civil code;
• Advocate government to promptly develop the SAS guideline as per the SMRHR act;
• Sensitize local as well as provincial government to ensure that the policies and guidelines
developed as of now are all implemented in the country in the same spirit;
• Advocate abortion as a right based issues as guided by different international human rights
mechanisms such as Universal Periodic Review, CEDAW, ICPD, BPFA and others.
• Sensitize young men and women of the community regarding the issues of abortion and
empower them to lobby with the government to address this issue appropriately;
• Sensitize the religious leaders, elder population to avoid the traditional and religious notion on
abortion;
• Build a network of stakeholders from multiple sectors to increase the access to SAS;
• Generate strong evidence in regards to abortion to influence the decision of duty bearers or
policy makers in order to increase the access of safe abortion to all women irrespective of age
and marital status;
• Create enabling environment for sharing of abortion stories where community people will
commonly discuss and address this issue.
3) United Nations Bodies
• Create more space for young people to raise their issues with regard to abortion in different
international platforms;
• Lobby and put pressure on the government to implement the program of action of different
international platforms in which government is a signatory to, such as ICPD, BPFA, SDGs,
CEDAW to ensure the rights of women to safe abortion;
• Support government as well as CSOs financially or technically to increase access of SAS to
young women and rural women;
• Launch global event on right to abortion to increase the access to SAS and to normalize abortion
among young women in the community.
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