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KEY POINTS
Understanding the need for and impact and cost of sexual and
reproductive health services for adolescent women in India

Need

2 million adolescent women in India have an unmet need for modern
contraception

52% of adolescents giving birth make the recommended minimum of four
antenatal care visits

78% of abortions among adolescents are unsafe and thus carry an elevated
risk for complications

190,000 adolescents do not receive needed care following an unsafe
abortion

Impact

If all adolescent women in India wanting to avoid a pregnancy were to use
modern contraceptives and were provided the full spectrum of contraceptive
options, counseling and information, and if all needs for maternal, newborn and
abortion-related health care were met, annually there would be

732,000 fewer unintended pregnancies
482,000 fewer unsafe abortions

Cost

Providing contraceptive care, maternal and newborn health care, and abortion-
related care to all adolescent women in India who need these services would
cost T11.42 (US$0.16) per capita annually. This includes both the direct costs of
providing care and the indirect costs associated with programs and systems.
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Introduction

India has made important gains in improv-
ing the sexual and reproductive health of
women and young people. These advances
include the expansion of the contracep-
tive method mix under the National Family
Planning Programme, efforts to strengthen
the contraceptive supply chain, and

the 2014 launch of the Rashtriya Kishor
Swasthya Karyakram (National Adolescent
Health Programme), which prioritizes
healthy development during adolescence.?

Critical gaps in meeting adolescent sexual
and reproductive health needs remain. As
a result of lack of accurate information,
provider bias and other barriers, many
adolescents have limited agency to protect
and foster their own sexual and reproduc-
tive health,*> and obtaining comprehensive
abortion care can be particularly challeng-
ing.*¢7 Difficulties related to obtaining
information and services are compounded
for adolescents who are marginalized on
the basis of their sexuality, gender expres-
sion or marital status.®'© Gaps in access to
comprehensive sexual and reproductive
health care must be addressed for all ado-
lescents, so they can exercise their rights to
bodily autonomy and lead healthy lives."™

The Adding It Up project estimates the
need for, impact of and costs associated
with increased investment in contraceptive
care, maternal and newborn health care,
and abortion-related care. These estimates
demonstrate the immense potential benefits
of investments to ensure that young women
can decide whether and when to have
children and can experience safe pregnancy
and delivery. The estimates presented here
pertain to adolescent women* aged 15-19 in
India in 2019.*

Unless otherwise noted, the estimates in
this report come from Sully E et al.,

Adding It Up: Investing in Sexual and
Reproductive Health 2019, New York:
Guttmacher Institute, 2020, and its ac-
companying methodology, which contains
sources and methodological details. Some
of the key data sources for this report
include the United Nations (UN) Popula-
tion Division’s World Population Prospects
2019, for population data; the UN Popula-
tion Division’s Estimates and Projections of
Family Planning Indicators 2020, for unmet

Guttmacher Institute

FIGURE 1. In India, 2.4 million adolescent women wanting to avoid
a pregnancy have an unmet need for modern contraception.
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need and current contraceptive use data;
the Indian National Family Health Survey
(NFHS-4), for data on subgroup and state-
specific service coverage and need; and the
Sample Registration System from the Office
of the Registrar General, India, for numbers
of maternal deaths. Unless otherwise noted,
the data in this report come from calcula-
tions based on these sources.

Detailed national, state- and subgroup-
level data for adolescent women in India
are available in online appendix tables.

Need for contraceptive
services

In India, many women become sexu-

ally active, marry and start childbearing
between the ages of 15 and 19. Many
adolescent women—3.4 million—want to
avoid pregnancy. This includes 3.2 million
married women and 195,000 sexually ac-
tive unmarried women.!

= Among adolescent women wanting to
avoid a pregnancy, only about one million
(29%) are using modern contraceptive
methods (Figure 1).

= About half (48%) of adolescent women and
their partners who use modern methods

rely on male condoms. Forty percent use
other short-acting methods, including 37%
who use the oral contraceptive pill and 3%
who rely on either injectables, lactational
amenorrhea or female condoms. These
methods are predominantly obtained from
the private sector.”® Eight percent of ado-
lescent women using modern methods
use permanent female sterilization, and
4% use long-acting reversible methods.

More than two million adolescent women
wanting to avoid a pregnancy (71%) do
not use a modern contraceptive method
and are therefore categorized as having
an unmet need for modern contracep-
tion. The majority of these adolescents
use no method at all, while about 10%

of them use withdrawal as their primary
form of contraception.

*We use the term “women” to match the data available

in the National Family Health Survey (NFHS-4), although
we recognize that not all people needing and using
contraceptive, maternal, newborn or abortion-related care
identify as women.

tEstimates for all women aged 15-49 in India can be found
in Guttmacher Institute, Adding It Up: Investing in the
sexual and reproductive health of women in India, Fact
Sheet, New York: Guttmacher Institute, 2020.

tWe assume all married women are sexually active and
define unmarried women as sexually active if they had sex
in the 30 days prior to the survey. Adolescents reporting
current contraceptive use, regardless of how recently they
have been sexually active, are classified as wanting to
avoid a pregnancy.



= Among women wanting to avoid a preg-
nancy, the proportion who have an unmet
need for modern methods is much higher
for adolescents (71%) than for all women
in India of reproductive age (27%).

The level of unmet need for modern
contraception varies across groups of
adolescent women wanting to avoid a
pregnancy. For instance, unmet need
affects 63% of adolescents from the rich-
est households and 77% of those from
the poorest households (Figure 2). Unmet
need is also elevated among adolescent
women in rural areas, those who have not
begun childbearing and those younger
than 18.

Of the 60 million adolescent women in
India, two million each year experience a
pregnancy. The majority of these preg-
nancies (63%) are unintended, meaning
they occur too soon or are not wanted

at all. Adolescent women with an unmet
need for modern contraception account
for nine out of every 10 unintended preg-
nancies among 15-19-year-olds.

Need for maternal and
newborn health care

Although relatively high proportions of
adolescent women giving birth do soina
health facility (85%; Figure 3—online only)
and deliver with a skilled birth attendant
(86%), there are still many adolescents
whose needs for pregnancy-related health
care are not being met, and these gaps
vary according to women’s characteristics.

= Forty-eight percent of adolescent women
who experience major medical complica-
tions related to pregnancy or delivery do
not receive necessary treatment.

= Only 52% of adolescents giving birth
receive the recommended minimum of
four antenatal care visits.® This proportion
is much lower among adolescents giving
birth who have no education (30%) than

§In 2016, the World Health Organization updated its
minimum recommended level of care from four antenatal
visits to eight contacts with the health system during
pregnancy, including through community outreach;'
however, available data from the National Family Health
Surveys are not sufficiently detailed to measure this
updated standard of care.

Guttmacher Institute

FIGURE 2. Among adolescents in India who want to avoid a
pregnancy, unmet need for modern contraception varies according
to their characteristics.
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*Includes members of the general caste. Note: OBC=0Other Backward Caste, a collective term used by
the Government of India to classify educationally or socially disadvantaged castes.



among those who have more than a sec-
ondary education (56%), and it is lower
among rural adolescent women (48%)
than among those in urban areas (64%).

= Among adolescents giving birth, the
proportion delivering in a health facility
is lower for women from the poorest
households (72%) than for those from the
wealthiest households (96%).

= Sixty percent of adolescent women giving
birth receive a postnatal checkup within 24
hours of delivery. This proportion is lower
among unmarried adolescents (44%) than
among married adolescents (60%).

Abortion-related care

= Of the two million pregnancies that occur
among adolescents in India each year,
53% of them end in abortion, resulting in
930,000 abortions annually.**

= An estimated 78% of abortions among
adolescents are unsafe (either less safe
or least safe). Abortions categorized as
least safe are those most likely to result in
complications.

= Of the 450,000 adolescent women per
year who need postabortion care for com-
plications following an unsafe abortion,
42% of them (190,000) do not receive it.

= Full provision of both safe abortion care
and postabortion care should include coun-
seling on and provision of contraceptives.®

Impact

= Adolescent women who want to avoid
pregnancy need contraceptive services
that allow them to make informed choices
about their bodies, protect their health
and avoid unintended pregnancies, unsafe
abortions and maternal death. These
services must include nonjudgmental

TABLE 1. Impacts of expanding and improving services for adolescent
women in India

0 0 0 d % change if
3 all need all needs
of care eeds are me are me are met
Unintended 11 million 369,000 732,000 -66%
pregnancies
Unsafe abortions 725,000 243,000 482,000 -66%
Maternal deaths 1,400 600 700 -54%

**Abortion rates among adolescents are estimated using
subregional age-specific data, and abortion safety is
estimated using data from all women of reproductive age
in India. This report uses the revised 2017 WHO definition
of abortion safety.” Safe abortions are those that use a
WHO-recommended method appropriate to the pregnancy
duration and are done by a trained provider. Less-safe
abortions meet only one of these criteria, and least-safe
abortions meet neither criterion. We use “unsafe abortion”
to refer to the sum of less-safe and least-safe abortions.
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Notes: Numbers may not add to totals due to rounding. Unintended pregnancies and unsafe abortions still occur
even with full access to contraceptive care because of contraceptive failure. Maternal deaths may be underreported,
given the stigma attached to adolescent pregnancy. Data on maternal deaths among adolescents are from the
Sample Registration System from the Office of the Registrar General and causes of adolescent maternal deaths are
from the Institute for Health Metrics and Evaluation. For additional information on data and sources, see Adding It
Up: Investing in Sexual and Reproductive Health 2019-Methodology Report.

FIGURE 4. Expanding modern contraceptive services would help
offset the cost of improved maternal, newborn and abortion-
related health care for adolescents in India.
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contraceptive counseling, provision of the
full spectrum of contraceptive options, and
full information about correct method use,
potential side effects and management of
side effects.

= |f all adolescent women in India who want
to avoid a pregnancy were using modern
contraceptives and all pregnant adoles-
cents were to receive care at the stan-
dards recommended by the World Health
Organization (WHO), the impacts would
be dramatic: Unintended pregnancies and
unsafe abortions would decline by 66%
(Table 1, page 4).

= Further, if all abortions that are currently
unsafe were provided safely, and if all
needs for contraceptive and postabortion
care were met, abortion-related deaths
would decline by 97%.

Costs

= The annual combined cost of providing
current levels of contraceptive, maternal,
newborn and abortion-related care for
adolescent women in India is estimated at
¥1,073 crore, or US$147 milliontt (Figure 4,
page 4).

= This total includes 267 crore (US$9 mil-
lion) for contraceptive services, 3654
crore (US$89 million) for maternal and
newborn health care, and ¥353 crore
(US$48 million) for abortion-related
care. Annual direct costs* are ¥553 crore
(US$75 million) and annual programs and
systems (i.e., indirect) costs are ¥521 crore
(US$71 million).

A comprehensive package of sexual and
reproductive health care that would meet
all adolescent women’s needs for modern
contraceptive services (including contra-
ceptive counseling), maternal and new-
born health care, and abortion-related
care, would cost 21,561 crore (US$213
million) annually.

ttAs of February 2021, there were 73.19 rupees per U.S.
dollar.

11The sum of personnel time (including provision of
information and counseling), contraceptive commodities,
medications, diagnostic tests, consumable supplies and
food costs during hospital stays. Most of the sources

we use to estimate direct costs for contraceptive
commodities, drugs and supplies reflect public-sector
prices and may therefore underestimate actual costs.
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= This comprehensive package would actu-
ally cost less than increased investment in
maternal and newborn health care alone.
Because investing in contraception averts
unintended pregnancies, every additional
Z100 spent on contraceptive services
above the current level would save ¥252
(or US$2.52 saved for every US$1 spent)
in the cost of maternal, newborn and
abortion-related care.

In addition, providing full access to com-
prehensive safe abortion care would
reduce the incidence of abortion-related
complications and, therefore, the cost of
postabortion care. The overall costs asso-
ciated with abortion-related care would
decrease by 2297 crore (US$41 million) to
Z56 crore (US$8 million) annually.

In addition to immediate cost savings and
improvements in health, increased invest-
ment in sexual and reproductive health
would also achieve far-reaching long-
term benefits to households and society
at large. For example, the Population
Foundation of India estimated that 15
years’ worth of appropriate public invest-
ment in modern contraceptive care could
save households one-fifth of their out-of-
pocket expenditures on child health care
costs, and cause India’s per capita gross
domestic product to rise by 13%.

Recommendations

Targeted investment in the sexual and
reproductive health of adolescents in India
is vital to reducing unintended pregnan-
cies, unsafe abortions, unplanned births
and maternal deaths, as well as to ensuring
the bodily autonomy and well-being of the
country’s young people. In addition to full
investment, a rights-based policy framework
is needed to prevent reproductive coercion
and ensure equity in access to services. The
following shifts in policies, programs and
practices will be required in order to meet
health goals set at state and global levels.

Help adolescents make informed
decisions by providing them with high-
quality, inclusive, accessible and nonjudg-
mental contraceptive counseling services.

= Health workers must provide adolescents
with accurate, nonbiased information.

= All health workers must be trained in how
to provide adolescent-friendly services,
including how to provide respectful,
nonjudgmental care for young people,
regardless of their marital status or gen-
der. Value clarification exercises that
expose underlying judgments and beliefs
around adolescent sexual health may help
health workers provide adolescents with
the same quality of care they offer older
women.

Information on contraception needs to be
provided to unmarried adolescent women
and men through multiple channels, so
that their first point of contact with the
health system is not for maternity care.

Contraceptive counseling for adolescents
must include: information about a range
of contraceptive methods, as well as each
method’s effectiveness, potential side
effects and cost; assistance in choosing

a method that matches their childbear-
ing goals (including information about
the use of temporary methods for pre-
venting, delaying or spacing births); STI
prevention strategies; and information on
emergency contraception and abortion
services for adolescents whose primary
method has failed.

Diversify efforts to disseminate
information and provide sexual and
reproductive health care.

= Private-sector channels must be strength-
ened to ensure high-quality and compre-
hensive care, particularly for contraceptive
services focused on spacing births, as
adolescents tend to seek this care from
providers outside of the public sector.”®

Social marketing and digital solutions,
including social media campaigns, must
be leveraged to reach young people
unable to obtain care through traditional
channels.

Adolescent women must be provided
with information, commodities and sup-
port according to WHO guidance for self-
care in sexual and reproductive health.
Sexual and reproductive health services
must reach adolescents who desire to
self-administer methods of contraception,
such as oral contraceptives and inject-
ables, as well as medication abortion.



Strengthen national laws and policies to
protect the rights of adolescents to sexual
and reproductive health care.

= Comprehensive, stigma-free contracep-
tive and abortion services must be acces-
sible for all adolescents.

= Age-appropriate comprehensive sexuality
education that affirms young people’s
rights, including their right to pleasure,
must be offered through community- and
school-based programs. These programs
should provide information on fertility
awareness, pregnancy and contraceptive
options.

Government family planning programs,
such as Mission Parivaar Vikaas, should
broaden their language so that messages
about preventing unintended pregnancy
apply to all people, regardless of their
marital status.

The high rates of child marriage found in
some states must be addressed through
increased education about the harmful
social norms and practices that perpetu-
ate early marriage, and by enforcing the
legal age of marriage. This type of multi-
pronged approach is necessary to ensure
girls’ physical safety and reproductive
autonomy.

Young people must be meaningfully
engaged in conceptualizing, designing,
implementing, monitoring and evaluating
programs and policies that affect them,
in accordance with guidance from WHOQO's
Global Accelerated Action for the Health
of Adolescents (AA-HA!).

Lastly, adolescent sexual and reproduc-
tive health must be prioritized amidst the
spread of COVID-19 to avoid disruption
of awareness efforts and service delivery,
which could widen existing gaps in health
outcomes and access to care.
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