
Abortion in Sri Lanka: The Double Standard
In Sri Lanka, women do

not have access to legal

abortion except under life-

saving circumstances. Clan-

destine abortion services

are, however, available and

quite accessible.

Although safe specialist

services are available to

women who can afford

them, others access servi-

ces under unsafe and ex-

ploitative conditions. At the

time of this writing, a draft

bill that will legalize abor-

tion in instances of rape,

incest, and fetal abnormal-

ities awaits approval, amid

opposition.

In this article, I explore the

currentpush for legal reform

as a solution to unsafe abor-

tion. Although a welcome

effort, this amendment

alone will be insufficient

to address the public health

consequences of unsafe

abortion in Sri Lanka be-

cause most women seek

abortions for other reasons.

Much broader legal and pol-

icy reform will be required.

(Am J Public Health. 2013;

103:400–404. doi:10.2105/

AJPH.2012.301154)
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IN DECEMBER 2011, THE

abortion debate in Sri Lanka
took off once again when the
Minister of Child Development
and Women’s Affairs, Tissa
Karaliyadda, raised the need for
abortion law reform in parlia-
ment.1 The existing law, a legacy
of colonial rule, permits abortion
only to save a woman’s life. 2

This archaic piece of legislation
has not been revised since
1883.3 The proposed amend-
ment will make abortion legal in
instances of rape, incest, and fetal
abnormalities.1,4 A draft bill, pre-
pared by the Law Commission in
consultation with the Ministry of
Child Development and Women’s
Affairs and the Ministries of
Health and Justice, awaits ap-
proval at this writing.4,5 This bill,
if passed in parliament, will per-
mit abortion under those circum-
stances if recommended by a panel
of medical experts based at a
government hospital (Anony-
mous, e-mail communication, Au-
gust 28, 2012). Although the
proposed amendment will make
abortion law less restrictive and
provide some leeway to women
in Sri Lanka, much broader
legal and policy changes will be
required to address unsafe
abortion.

A SUCCESS STORY IN
MATERNAL HEALTH

Sri Lanka has been commended
internationally for achievements
in maternal health.6 Maternal
mortality has seen a steady de-
cline since the 1950s, a decline
that has been attributed to progres-
sive social policy, including univer-
sal health care and education,

and well-developed health infra-
structure.6 Between 2000 and
2010, the maternal mortality
ratio decreased from 58 to 35
deaths per 100 000 live births.7

According to the latest Demo-
graphic and Health Survey
(2006/2007) that did not include
the war-afflicted Northern Prov-
ince, about 98% of births were
attended by skilled personnel and
took place in hospitals that year.8

Although these achievements are
indeed praiseworthy, it is within
this backdrop of a functioning and
accessible system of health care
that the Ministry of Health does
little to address unsafe abortion.

There are no national-level
statistics on induced abortion.9

The only countrywide survey on
abortion, a United Nations Pop-
ulation Fund---sponsored project
undertaken in the late 1990s,
found a high prevalence of induced
abortion. On average, the abortion
rate was 45 abortions per 1000
women of reproductive age (95%
confidence interval [CI] = 38,
52); abortion rates were highest
among married women from ru-
ral provinces. It was estimated
that close to 650 abortions took
place daily that year.10

Although data on abortion-
related mortality are collected
through an effective maternal
death surveillance system,6 the
extent of morbidity caused by
unsafe abortion is largely unknown.
The Ministry of Health estimates
that about 7% to 16% of all hos-
pital admissions for women are
attributed to complications of
abortion,11 but health information
systems in place in Sri Lanka are
unable to quantify the incidence
of unsafe abortion because

clandestine services operate out-
side formalized health care. Nei-
ther can the hospital burden of
abortion be estimated accurately
because women accessing post-
abortion care do not always dis-
close their medical history.12

Studies of women seeking abor-
tion in Sri Lanka have consistently
found that most women have an
abortion either because they have
already completed their families or
because they get pregnant too soon
after the birth of their youngest
child.13---16 One of these revealed
that of a sample of 356 women,
a quarter already had one or more
abortions previously, and10% had
three or more.14 Taken together,
these studies suggest that abortion
is used as a method of family
planning. It has also been recog-
nized that abortion has made sig-
nificant contributions to fertility
decline in the country.13

CLANDESTINE ABORTION
SERVICES

There is no legal or policy
framework endorsed by the gov-
ernment to provide abortion
services to women within the re-
strictions of the law. In practice,
the recommendation of two con-
sultant obstetrician---gynecologists
is required for a legal abortion to
be performed at a government
hospital.9

Although maternity services are
accessible free of charge through
the public sector, the legal status of
abortion does not allow women to
access this service in government
hospitals.12 As in other restrictive
contexts, abortion services are
quite easily accessible in Sri Lanka
where clandestine services are
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available through the private
sector.13,14 These services, includ-
ing their quality and cost, are
unregulated because of their
clandestine nature.12,13

Relatively “safe” menstrual
regulation services could be
obtained until quite recently
through Marie Stopes Interna-
tional, a nongovernmental orga-
nization providing sexual and
reproductive health services glob-
ally.14,17 Although successive gov-
ernments had turned a blind eye
to these services, the current re-
gime shut them down, together
with other obtrusive services in
2007.17,18

Although “safe” abortion ser-
vices are still quite accessible,
especially in Colombo and other
larger towns where specialist ser-
vices may be obtained, 19 the con-
sequences of the crackdown are
likely to be felt more by poorer
women who may be compelled to
access less expensive alternatives.
Because low socioeconomic status,
low levels of education, and rural
background have been found to
be associated with a higher risk
for resorting to abortion in Sri
Lanka,10,13 it is not surprising that
the highest rates of abortion have
been recorded in poorer rural
provinces.10

Meanwhile, media reports sug-
gest that women do have access
to abortion medications. Mifepris-
tone and misoprostol, not yet ap-
proved for use by authorities in
the country, are evidently avail-
able and prescribed by medical
practitioners and pharmacists.20,21

An attempt to register misopros-
tol failed in 2010, when the re-
sponsible body was unable to
reach a decision on registration.
The decision remains pending at
this writing (Anonymous, e-mail
communication, October 5, 2012).
It has been argued that the de-
cision to stall the registration of

misoprostol was influenced by its
potential use for abortion.22

DIRE PUBLIC HEALTH
CONSEQUENCES

With a high political commit-
ment to improving maternal
health, Sri Lanka is on track to
achieving the reduction in ma-
ternal mortality stipulated by the
5th Millennium Development
Goal.23 But the Ministry’s failure
to address unsafe abortion as
a cause of maternal mortality
becomes clear in the analysis
of recent mortality data from
the Family Health Bureau of
Sri Lanka.

Between 2001 and 2008, the
leading causes of maternal mor-
tality have been postpartum hem-
orrhage, cardiovascular disease,
hypertension in pregnancy, and
unsafe abortion.24,25 The Minis-
try’s efforts are evident from the
rapid decline in maternal mor-
tality achieved over this period.
The total number of maternal
deaths fell from 167 in 2001
to 134 in 2008. This decline is
mostly attributable to a decline in
deaths from postpartum bleeding,
which fell from 41 (24%) to 17
(13%) in the period under anal-
ysis (Figure 1). Although the
number of abortion-related fa-
talities remained relatively con-
stant at about 15 to 20 deaths
annually, the proportion of
deaths from unsafe abortion
rose from 8% in 2001 to 13% in
2008 (Figure 2).24,25 Although
these data do not suggest that
mortality from unsafe abortion
increased during this period, they
do signal that unsafe abortion
remains unaddressed in Sri
Lanka. Indeed, by 2008, mortal-
ity from unsafe abortion equaled
that from postpartum hemor-
rhage,26 the number-one killer in
most poor countries.27 Clearly,

unsafe abortion will need to be
addressed for Sri Lanka to move
forward.

Criminalizing abortion results
in substandard services without

mechanisms of accountability
to protect women. The risk of
prosecution also deters women
from seeking health care.28 A
study of 56 women admitted for
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FIGURE 2—Deaths from unsafe abortion and postpartum

hemorrhage (PPH) as a percentage of maternal mortality:

Sri Lanka, 2001–2008.
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FIGURE 1—Total number of deaths from unsafe abortion and

postpartum hemorrhage (PPH): Sri Lanka, 2001–2008.
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postabortion care to five govern-
ment hospitals in Sri Lanka found
that these women delayed seek-
ing care because they feared be-
ing reported to the police. They
were also reluctant to access ser-
vices at a government hospital
because they felt they would en-
counter stigma and discrimina-
tion from health care providers.
Although most women in this
study claimed to be satisfied with
the medical care they received,
all participants complained that
they had few opportunities to ask
questions about their condition
with more than 10% experienc-
ing verbal abuse from hospital
staff.12

EXPLOITING WOMEN

Debates on abortion often
overlook the context in which
women seek and access abortion
services. There is little discus-
sion of the lucrative services on
offer from physicians and others
because abortion is criminalized.
Neither is there concern about the
ways in which women are humil-
iated and made vulnerable in
the hands of providers. A survey
of 665 women who had had an
abortion found that about 70%
identified their providers to be
medical practitioners. In this
study, the abortion procedure
was explained only to a little
more than a quarter of the sam-
ple and most providers cautioned
their clients to keep the abortion
a secret. A qualitative arm of this
study was able to capture the
inhumane treatment women
received in the hands of their
providers. For instance, three
participants alluded to sexual
advances being made by pro-
viders, and a participant from
the war-ravaged Eastern prov-
ince was able to obtain the ser-
vice on the condition that she

had sexual intercourse with the
provider.13

Where abortion is criminalized,
women are more likely to be
exploited, both financially and
otherwise. They are first trauma-
tized by the experience of access-
ing an abortion in a criminalized
context. Then they are likely to
encounter abortion-related stigma
in postabortion care. And let us
not forgot those women who lose
their lives because they get to
a hospital too late.

GOVERNMENT RESPONSE

Perhaps the government has
been able to maintain its deafen-
ing silence on the need for legal
reform because of its much eulo-
gized commitment to maternal
health. The strategy of the Min-
istry of Health has been, so far, to
work toward preventing deaths
from unsafe abortion by provid-
ing postabortion care.24,26 Be-
cause health care is accessible
to most women in Sri Lanka,
abortion-related deaths have
been few.

Apart from acknowledging that
unsafe abortion is a problem, the
Ministry of Health provides little
substantive guidance on address-
ing unsafe abortion. For instance,
the National Strategic Plan on
Maternal and Newborn Health
(2012---2016) lists the reduction
of abortion-specific mortality from
4.5 to 3 deaths per 100 000 live
births as an objective of the Na-
tional Maternal and Newborn
Health Program. Beyond its man-
tra on improving access to con-
traceptive services and postabor-
tion care, the Ministry does not
offer any novel ideas for achieving
this objective.26

The Ministry emphasizes the
need to improve access to con-
traceptive services in its policy
documents.24,26 Although the

contraceptive prevalence rate is
relatively high at about 68% (with
52% using a modern method),8

contraceptive services at grass-
roots level continue to target
married women.6 Research high-
lights the low levels of contra-
ceptive awareness in Sri Lanka.29

For instance, a Colombo-based
study found low levels of aware-
ness of the risk of pregnancy during
the postpartum period among
women and men. Men were less
knowledgeable than women,
perhaps because they were not
targeted for health education
during the antenatal period.30

A recent United Nations Chil-
dren’s Fund---sponsored study on
adolescent issues found shock-
ingly low levels of awareness
on reproductive health including
contraception.31

The high rate of unintended
pregnancy has been attributed to
the limited contraceptive infor-
mation imparted through formal
health education programs in
schools and in the community.29

But these analyses overlook that
contraceptives can never elimi-
nate the need for abortion ser-
vices owing to their relatively
high failure rates with typical use
as well as the fact that they are
unlikely to be used when sexual
intercourse is forced.32

RESISTANCE TO LEGAL
REFORM

Although nongovernmental
organizations such as the Family
Planning Association of Sri Lanka
have been supportive of legal re-
form,33 public statements of sup-
port from civil society have been
few. With less than 10% of Sri
Lanka’s population being Catholic,
the current push for reform faces
formidable opposition from the
Catholic Church. The Catholic
Bishops Conference released

a statement expressing its col-
lective opposition to any kind
of reform earlier this year.34

The Archbishop of Colombo,
Cardinal Malcolm Ranjith, even
linked the move to Western con-
spiracies.34 Groups of Catholic
professionals, including physi-
cians, have expressed antiabor-
tion sentiments in the media.35,36

Most recently, the Catholic
Bishops Conference declared
November 11, 2012, “The Sunday
of the Unborn Child.”37 An official
at the Ministry of Child Devel-
opment and Women’s Affairs
claimed that these attempts to
obstruct legal reform have caused
some delays in the process.5 Al-
though a number of Buddhist
monks have expressed their in-
dividual opinions against reform
in media interviews,4,38 official
statements opposing the amend-
ment are yet to come from other
religious quarters.

Abortion is a contentious issue
locally and internationally with
opposition coming from diverse
groups and stakeholders. It could
be argued that law reform is un-
necessary because Sri Lanka has
done well in maternal health with
the restrictive abortion laws that
are in place. Or one could argue
that providing safe abortion ser-
vices need not be prioritized at
present because abortion-related
mortality is low. Others may
worry that expanding abortion
law could result in increasing
rates of “promiscuity” and indis-
criminate use of abortion services.
Perhaps for these reasons, poli-
ticians and policymakers in
Sri Lanka have been determined
to restrict the push for reform to
legalize abortion under circum-
stances in which women are
perceived to be “blameless.”
Admittedly, such an approach is
more likely to garner support,
but it fails to recognize that most
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women resort to abortion for
other reasons.

EXAMPLES FROM THE
REGION

The only other country in the
South Asian region that has as
restrictive an abortion law is
Afghanistan. Despite restrictive
legislation in Bangladesh, a policy
that allows for menstrual regula-
tion up to the 10th week of
pregnancy provides significant
leeway to women there. Both in
Pakistan and the Maldives abor-
tion is permitted to preserve
physical health—laws less restric-
tive than in Sri Lanka. In Bhutan,
abortion is permitted to save
a woman’s life as well as in in-
stances of rape and incest. In addi-
tion, this law considers grounds
relating to factors such as a wom-
an’s age and capacity to care for
a child. In India, the law permits
abortion for socioeconomic rea-
sons, to preserve health, when
there are fetal abnormalities, and
also after rape. The most pro-
gressive abortion law comes from
Nepal where abortion is permitted
in the first trimester without re-
striction except for a prohibition
on sex-selective abortion.39,40

Admittedly these are legal
frameworks that say nothing
about their implementation or
their effectiveness. For instance,
one might take the examples of
India and Nepal to argue against
reform because abortion-related
mortality remains quite high in
these contexts despite legal re-
form. However, a host of factors
including lacking resources to
deliver primary health care have
deterred these laws being put
into practice in India.28 In
a similar way, providing accessi-
ble and affordable abortion ser-
vices in remote areas of Nepal has
remained challenging because

of deficient infrastructure and
health resources.41,42 Given
Sri Lanka’s achievements in pro-
viding safe maternity services
across the country, it would seem
unwise to predict the effective-
ness of reform in Sri Lanka by
the experiences of India and
Nepal.

A CALL TO ACTION

The current push for reform
in Sri Lanka is indeed important.
If this bill is passed, specific groups
of women, albeit small, will have
access to legal abortion. But sig-
nificant reductions in maternal
morbidity and mortality will not
be achieved because the majority
of women accessing abortion
services in Sri Lanka do so for
other reasons. Moreover, it has
been established from the expe-
riences of other countries that
broader legal reform is essential
to address unsafe abortion in a
comprehensive way.43 It is pos-
sible that advocacy for broader
reform is held in restraint by
conservative anti-abortion forces
operating in the country, but how
do we account for the progress
achieved in other countries where
the very same forces exist? Is it
perhaps our silence that strengthens
the campaign against abortion
in Sri Lanka? As the authorities
consider abortion law reform for
instances of rape, incest, and
fetal abnormalities, the time is
critical for those of us who rec-
ognize the need for broader
reform to come together in
Sri Lanka. j
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Unintended Consequences: Abortion Training in the
Years After Roe v Wade

The US Supreme Court’s

1973 Roe v Wade decision

had clear implications for

American women’s repro-

ductive rights and physician

ability to carry out patient

choices. Its effect on physi-

cian abortion training was

less apparent.

In an effort to increase

patient access to abortions

after Roe, provision shifted

from hospitals to nonhos-

pitalclinics.However, these

procedures and patients

were taken out of the med-

icaleducationrealm,andphy-

sicians became vulnerable

to intimidation. The conse-

quent provider shortage

created an unexpected bar-

rier to abortion access.

Medical Students for

Choice was founded in 1993

to increase abortion-training

opportunities for medical

students and residents. Its

mission ensures that mo-

tivated medical students

will learn and a growing

number of physicians will

commit to comprehensive

abortion provision. (Am J

Public Health. 2013;103:404–

407. doi:10.2105/AJPH.2012.

301152)
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THE 1973 US SUPREME COURT

decision on Roe v Wade had far-
reaching implications for the
training and acceptability of abor-
tion practice among physicians in
the United States. Almost over-
night, there was a shift in abortion
provision from hospital centers
to nonhospital clinics. Following
Roe, the percentage of abortions
performed in nonhospital clinics
rose from 51% in early 1974 to
61% in 19761 and reached 95%

in 2008.2 Although the shift of
abortion provision out of hospitals
increased the number of sites
where women could access
abortion and other critical family
planning services, it unintention-
ally took the procedure, relevant
reproductive health care topics,
and the patients out of the realm of
hospital-based medical education
accessible to medical students
and residents. Training in family
planning became uncommon in

SAFEGUARDING ABORTION GLOBALLY

404 | Safeguarding Abortion Globally | Peer Reviewed | Aksel et al. American Journal of Public Health | March 2013, Vol 103, No. 3


