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 Abstract 
 
Background 
Maternal mortality is a big problem in India today with approximately 69 000 annual 
deaths. India also has a substantial unmet need for family planning and an increased use 
of contraceptives could prevent a significant number of the maternal deaths. Earlier 
studies have established lack of knowledge and negative attitudes towards 
contraception, in the general population as well as among health care providers, as 
barriers towards the increased use. If insufficient knowledge and negative attitudes 
exist among the providers of tomorrow, medical students, this could harm the strive 
towards increased acceptance and use of contraception. 
Aim 
The aim of this study is to explore the knowledge and attitudes among medical students 
in Maharashtra, India, regarding contraception and if there are background factors 
predisposing for negative attitudes and/or lack of knowledge. 
Methods 
A questionnaire with a total of 40 questions in four different sections was, in spring 
2011, distributed to students of 27 medical colleges in the state of Maharashtra, India. 
The results were analysed using Predictive Analytic Software Statistics with a 
descriptive and analytic approach. A total of 1 997 questionnaires were handed out and 
of these were 1 958 filled in properly and included in the study. 
Results 
The respondents were nearly all between 20 and 24 years old, there were slightly more 
males than females and 87,4% were Hindus and 5% Muslims. A total of 1 406 (71,8%) of 
the medical students agreed to the statement that contraceptive pills might cause 
cancer. Also, 367 (18,7%) thought that contraceptive pills might cause infertility. A 
majority, 1 843 respondents (94,1%), thought contraceptives information should be 
both for married and unmarried couples. Traditional contraceptive methods, such as 
abstinence and withdrawal, was believed to be the best contraceptive methods by 
12,9% of the students. Sex, age and religion did not seem to affect the scores in 
knowledge and attitudes. However it seemed as the more contraceptive methods and 
reproductive health had been included in the respondents’ study programme the higher 
they scored in knowledge and attitudes. 
Conclusion 
Even though the general attitudes to and level of knowledge of contraception is good 
among the medical students of Maharashtra, India, there do exist some knowledge gaps  
which might influence their future practices when it comes to advice and information of 
contraceptive methods. It seems as the more contraceptive methods and reproductive 
health had been included in the students’ study programme the higher they scored in 
knowledge and attitude. This poses a challenge of further education on the subject. 
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 Abbreviations 
HIV Human Immunodeficiency Virus  
 
IASAS Increasing Access to Safe Abortion Services 
 
IMCH International Maternal and Child Health 
 
IUD Intra-uterine Device 
 
MMR Maternal Mortality Ratio 
 
PASW Predictive Analytic Software 
 
STD Sexually Transmitted Disease 
 
STI Sexually Transmitted Infection 
 
UN United Nations 
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Introduction 
India is one of the most populated countries in the world with approximately 1.2 billion 
inhabitants and even though the rate of population increase has somewhat slowed 
down, the population is still rising steadily. India has a crude birth rate at 25 births per 
1000 inhabitants1 from which can be calculated that the number of births is 
approximately 30 million per year. With a maternal mortality ratio (MMR) of 2302 
(numbers in deaths/100 000 live births), that equals in absolute numbers 
approximately 69 000 deaths every year. 
 
The fifth UN Millennium Development Goal is 'to improve maternal health'. Between 
1990 and 2015 the goal is to reduce maternal mortality with 75%. Even though the 
maternal mortality ratio worldwide has decreased from 400 in 1990 to 260 in 2008 
there is still a long way to go as that equals a decrease of 35%2. The trend of decrease 
can be seen also in India where the MMR has decreased from 540 the year 2000 3 to 230 
the year 2008 which equals a decrease of 54%. Recent publications indicate that the 
decrease continues and the latest number MMR in India is 2124. However this is still 
high and can for example be compared to neighbouring Sri Lanka with a MMR of 39 2. 
Thus maternal mortality is still a significant problem worldwide as well as in India. 
 
In India, even though the numbers vary between 8% and almost 18%, abortion 
complications contribute substantially to the number of maternal deaths5, 6. Only 
haemorrhage and sepsis are more common causes with 38% and 11% respectively5. 
This might be a result of the fact that only 10% of abortions are performed under safe 
conditions7 and only 47% of the births in India are attended by skilled health 
personnel2. Along with this, India has an unmet need of family planning of 12.8 %2. It has 
been estimated that, meeting this need for family planning, as many as 150 000 
maternal deaths could be prevented over five years8. 
 
The distribution of maternal deaths indicates that the problems are worse among young 
people5. Although the legal age of marriage is 18 years in India the median age at first 
marriage for women aged 20-49 is 17.2 years and for men of the same age group 23.4 
years1.  
 
The early age of marriage among women is accompanied by early pregnancies and one 
in six Indian women in the age group 15-19 has begun childbearing (had a live birth or is 
currently pregnant). The percentage of women having begun childbearing is increasing 
with age and is 36% among 19 year olds1. Marriage prior to the legal age of 18 has also 
been shown significantly associated with the risk of no contraceptive use prior to  first 
childbirth, history of rapid repeat childbirth, multiple unwanted pregnancies and 
pregnancy termination9. Unplanned pregnancies are common with 11% unwanted 
pregnancies among women in general, also son preference is quite common 1. 
 
Among the currently married women, 48.5% use some form of modern contraceptive10. 
The use of contraceptive methods seems to be increasing with age and most common in 
35-40 year olds 10, 11 .This might reflect the fact that showing fertility within the first 
years of marriage is supported by social and religious norms and women mention “too 
soon after marriage” as a reason for not using contraceptives12. Also, the unmet need for 
family planning is greatest among the young and is decreasing with age1. Other factors 
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related to lower usage of contraceptive methods are low level of education13, low socio-
economic status14 as well as having experienced domestic violence from ones partner 15. 
 
Different barriers towards contraceptive use has been identified, among them economic 
barriers16. However women in India today have access to new, safe, affordable methods 
of contraception and the contraceptive services are freely available at public health 
centres throughout the country11. In some areas these reversible methods are available 
free of charge but the demand for them remain low17, indicating that other barriers still 
remain. Earlier studies have indicated that lack of knowledge as well as social values and 
attitudes in the local community might be such barriers17, 18.  
 
When it comes to knowledge, friends and relatives are important sources of information 
and are as such more trusted than health professionals17, 18, 19. Insufficient knowledge 
regarding contraceptives has been shown in a study by McManus et. al. where 22% of 
the respondents answered incorrectly about whether or not condoms protecting from 
STIs and 41% about oral contraceptive pill protecting from HIV and also that 32% would 
not use oral contraceptive pills thinking it's only to be used by married women20. 
 
Regarding attitudes that pose as barriers towards the use of contraceptives, worth 
mentioning is the high social value of 'self-control' (withdrawal or periodic 
abstinence)17 which through the fear of rumours in the local community becomes an 
obstacle. Also among young men, the fear of word spreading is a cause of unwillingness 
to buy or approach health personnel for condoms18. Sometimes pressure comes from 
older members of the family to continue childbearing until a son is born17 . Also pressure 
to use abstinence instead of modern contraceptive methods for child spacing do exist21. 
The attitudes are different between high and low income areas, with lower approval of 
contraceptive methods in low income areas14.  

 
Also, negative attitudes have been shown towards availability of condoms to the youth 
because it encourages them to have sex20 and premarital sex is still commonly 
considered taboo for both men and women in South Asia18. This taboo is perhaps part of 
the explanation to the interesting fact that contraceptives use is substantially lower 
among sexually active unmarried women than among married women1. However the 
traditional repressive attitudes towards pre-marital sex seem to be less prevalent 
among Indian college students22. 
 
Attitudes and lack of knowledge on the provider side is also a possible hurdle for 
increased usage of contraceptive methods. Providers seem more reluctant to provide 
advice on contraceptive methods to unmarried than to married women implying the 
existence of negative attitudes among these23. A pre- and post-evaluation of an IASAS 
Program in Uttarakhand says: 
“Although the post-intervention follow-up assessment identified substantial changes in 
service provision and quality of services offered, there was limited progress in 
knowledge and attitudes towards abortion among the providers and other healthcare 
professionals. Strategic actions are needed that will help healthcare providers change 
their current attitudes through improved knowledge about the legal aspects of abortion 
services and reproductive rights.”24 
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Aim of the study 

This study focuses on the provider side and the aim of this study is to explore the 
knowledge and attitudes among medical students in Maharashtra, India, regarding 
contraception. 
 
The specific research questions of the study are: 

 Is there lack of knowledge and/or negative attitudes among the medical students 
regarding contraception that might affect their future practices in this field?  

 Are different background factors and/or level of training related to different 
levels of knowledge and/or attitudes regarding contraceptive methods? 
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 Material and Methods 
The study was carried out in spring 2011. Medical students at 27 different universities 
in the state of Maharashtra in India were asked to fill in a questionnaire during their 
pre-service Comprehensive Abortion Care orientation program for interns, organised by 
Ipas India, a non-governmental organisation, in February 2011. Out of the 27 colleges, 8 
were governmental and 19 were private.  
 
The primary research instrument was a semi-structured questionnaire (Appendix 1) 
that included a total of 40 questions and statements in four different sections: 
background, training, perception and statements on contraceptive services and abortion 
care. The questionnaire was developed based on tools and statements already tested in 
a study by Klingberg et al25.  Participating in the study was voluntary and the 
questionnaire was filled in anonymously. 
 
If respondents marked two responses in questions 1.1-3.3 the selected response was 
altered, e.g. No 1 first time, and No 2 the second time. If there were two marked 
responses in questions with three or more options, randomisation between those two 
answers was used. In questions 2.6 and 3.4 multiple responses were allowed and the 
limit was set to three responses and if more than three responses were given, 
randomisation was used to select the three. In the open-ended question, 2.1, the 
answers were interpreted into one of twelve categories; maximum three answers were 
included and if more were than three answers were given, the first three were included. 
 
The answers in the statement section were numbered from 1 to 5 where 1 was ‘disagree 
completely’ and 5 was ‘agree completely’ and 3 was ‘neither agree nor disagree’. In this 
section, if more than one response was given, the response as far from No 3 as possible 
was selected. Single non-answered statements were interpreted as No 3.  
 
If more than four questions in the whole questionnaire were unanswered, that 
questionnaire was considered incomplete and excluded from the analysis. Out of the 
1997 questionnaires that were handed out, 39 questionnaires were excluded and 1958 
were included in the analysis. 
 
Data was entered into Microsoft Excel and analysed using PASW Statistics 18. The 
approach was descriptive as well as analytic with special interest on age, sex, religion, 
and marital status. The data was analysed in New Delhi, India, under the supervision 
from a demographics expert from Ipas India.  
 
In order to analyse categorical variables, frequencies was run and percentages 
calculated and to analyse continuous variables, means were computed. Composite mean 
scores were calculated based on the responses in five point scale. A higher mean score 
indicates a stronger level of agreement with each statement. Mean scores were 
computed to describe attitudes and knowledge about reproductive health by summing 
five-point Likert scales across items and dividing by the number of items. Two mean 
scores were computed in this way, one knowledge mean score from questions 4.1-2, 4.4-
5 and 4.21 and one perception mean score from questions 4.6, 4.8, 4.12-13, 4.17-20. The 
responses of the negative statements were reversed so that for all statements a high 
score equalled high knowledge or perception. The negative statements were 4.1, 4.2, 4.4, 
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4.6, 4.8, 4.12, 4.19 and 4.21. 
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 Results 
The total number of questionnaires included was 1958. The background factors of the 
respondents in relation to knowledge and perception on reproductive health mean 
score are presented in Table 1. There were slighter more male than female respondents, 
56.6% vs. 43.3%, nearly all the respondents were between 20 and 24 years old and most 
of them were Hindus. In table 1 we can also see that the more the students stated that 
they had had reproductive health and contraceptive methods in their studies the higher 
they seem to score in knowledge and perception. Age, sex and religion did not seem to 
have effect on the knowledge and perception mean scores. When testing for all 
background factors in relation to knowledge and perception on reproductive health 
using regression analysis, preliminary results indicated that the strongest background 
factor linked to higher score in knowledge and perception were if the student has had 
lectures in contraceptive methods (not in table). 
 
Results from the statements testing knowledge regarding contraception are presented 
in Table 2. Nearly a fifth of the respondents agreed to the statement that contraceptive 
pill can cause infertility and 71.8% agreed that contraceptive pill might cause cancer. 
Almost all agreed that condoms protect against STD/HIV but more than one out of eight 
agreed that emergency contraceptive pill can be used several times a month. 
 
Attitudes regarding contraceptive methods are presented in Table 3. A vast majority 
disagreed to the statement that contraceptive information should be only for married 
couples. However, 12.9% agreed to the statement that traditional contraceptive 
methods (safe periods, withdrawal) are the best methods. Doctors were by most of the 
respondents viewed as most suitable to give information on contraceptive methods. 
 
The result from question 2.1, asking the respondents what they think are special 
problems in reproductive health in India, is presented in Table 4. The most frequent 
answer here, given by 51.8% of the respondents, were education/awareness. Other 
problems often mentioned were lack of health care resources and socio -economic 
factors. 
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Table 1. Background factors in relation to knowledge and perception on 
contraception and abortion care mean score among medical students of 
Maharashtra, India, 2011. (n=1958) 

 n % Knowledge 
mean score 
(range 1-5) 

Perception 
mean score 
(range 1-5) 

Age     

20-22 795 40,6 3,7 4,1 

23-24 1058 54 3,7 4,1 

25 & above 94 4,8 3,6 3,9 

Missing 11 0,6     

Sex     

Female 848 43,3 3,8 4,1 

Male 1109 56,6 3,7 4,1 

Missing 1 0,1   

Religion     

Hindu 1711 87,4 3,7 4,1 

Muslim 97 5 3,7 4,0 

Other 149 7,6 3,7 4,2 

Missing 1 0,1   

Area of upbringing     

Rural 508 25,9 3,7 4,0 

Urban 1444 73,7 3,7 4,1 

Missing 6 0,3   

Reproductive health included 
in study programme 

    

Not at all 27 1,4 3,6 3,5 

Somewhat 461 23,5 3,7 4,0 

Sufficiently 1451 74,1 3,7 4,1 

Missing 19 1   

Contraceptive methods 
included in study programme 

    

Not at all 15 0,8 3,3 3,0 

Somewhat 191 9,8 3,6 3,8 

Sufficiently 1743 89 3,7 4,1 

Missing 9 0,5   

Self-assessment of knowledge 
in reproductive health 

    

Poor 30 1,5 3,6 3,7 

Good 1656 84,6 3,7 4,1 

Very good 253 12,9 3,8 4,1 

No opinion 19 1 3,6 4,0 
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Table 2. Knowledge regarding contraceptive methods among 
medical students of Maharashtra, India, 2011. (n=1958)* 

 
Contraceptive pill might cause cancer 

n % 

Agree 1406 71,8 

Disagree 380 19,4 

Neither agree nor  
disagree 

172 8,8 

Contraceptive pill can cause infertility   

Agree 367 18,7 

Disagree 1365 69,7 

Neither agree nor  
disagree 

226 11,5 

Condoms protect against STD/HIV   

Agree 1887 96,4 

Disagree 48 2,5 

Neither agree nor disagree 23 1,2 

Emergency contraceptive pill can be used several 
times a month 

  

Agree 258 13,2 

Disagree 1580 80,7 

Neither agree nor disagree 120 6,1 

 
 

  

* In the presentation of results from statements the respondents marking ‘agree’ and ‘agree completely’ have been put 
together under ‘agree’ and the respondents marking ‘disagree’ and ‘disagree completely’ have been put together 
under ‘disagree’. 

 



12 
 

 
Table 3. Attitudes regarding contraceptive methods among  
medical students of Maharashtra, India, 2011. (n=1958)* 

 
Contraceptive information should 
be only for married couples 

n % 

Agree 59 3 
Disagree 1843 94,1 
Neither agree nor  
disagree 

56 2,9 

Traditional contraceptive 
methods (safe periods, 
withdrawal) are the best methods 

  

Agree 253 12,9 
Disagree 1540 78,7 
Neither agree nor  
disagree 

165 8,4 

Who do you think is most suitable 
to give information on 
contraceptive methods? 

  

Doctor 1325 68,1 
Health worker 617 31,7 
Nurse 74 3,8 
Pharmacist 9 0,5 
Other 48 2,5 

 
 
* In the presentation of results from statements the respondents marking ‘agree’ and ‘agree completely’ have been put 
together under ‘agree’ and the respondents marking ‘disagree’ and ‘disagree completely’ have been put together 

under ‘disagree’. 
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Table 4. Perception of what the special problems in reproductive 
health are in India today among medical students of Maharashtra, 
India, 2011. (n=3032) 

 
What do you think are the special problems 
within reproductive health today in India? 

n  % * 

Education/awareness 869 51,8 

Health care resources 525 31,3 

Family  
planning/contraceptives  
use 
 

387 23,1 

Abortion care 323 19,2 

Social/traditional/religious  
Barriers 
 

191 11,4 

STDs 
 

153 9,1 

Poverty 146 8,7 

Diseases other than STDs 133 7,9 

Illiteracy 111 6,6 

Sex selection 83 4,9 

Early marriages/early  
Pregnancies 
 

78 4,6 

Increasing population 33 2 

 
* Percentage exceeds 100 due to multiple responses. 
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 Discussion 

Results 

The results of this study show that as many as 71.8% agreed with the statement that 
contraceptive pills might cause cancer. Almost one out of five thought that contraceptive 
pills might cause infertility.  However, nearly all disagreed to the statement that 
contraceptive information should be for married couples only.   
 
This positive finding in attitude is interesting as in an earlier study only 31% of the 
responding providers agreed to the statement ‘All young people (married and unmarried) 
should receive information on contraception if they want it’23. However the level of 
education among the responding providers in that study seemed to vary quite a lot.  
 
The high social value of traditional contraceptive methods (safe periods, withdrawal), as 
shown among women in earlier studies17, is present also among medical students with 
12.9% considering them the best methods even though it should be mentioned that the 
vast majority, 78.7% disagreed to this. In general, the findings in the attitudes section 
were positive and not able to reveal any serious negative attitudes among the medical 
students. 
 
When it comes to knowledge, in studies of the potential link between oral contraceptive 
pills and cancer, no causality has been shown26, 27, 28. On the other hand it has been 
shown that oral contraceptive pills actually helps preventing both endometrial cancer as 
well as ovarian cancer27, 28, 29. Also contraceptive pills have no causal linkage to 
infertility30. This reveals a knowledge gap among the medical students. This is opposed 
to findings of an earlier study of Indian medical students which reports satisfactory 
knowledge of contraception31 even though the level of detail of that study is unclear.  
 
However, a majority showed correct knowledge in all questions except for the one with 
oral contraceptive pills and cancer. Thus it seems that the general knowledge is good but 
that there do exist some gaps when it comes to side effects of contraceptives. Fear of 
side effects is a common cause of reluctance towards using temporary contraceptive 
methods. The onset of physical weakness, exacerbation of menstrual problems and 
infertility seems to be common perceptions related to oral contraceptive pills and 
intrauterine devices (IUDs)11. Discontinued use of reversible contraceptive methods and 
discouraging others to use them after having encountered a side effect has been 
reported17, 32.  
 
In India today, the most commonly used method of contraception is female sterilisation, 
used by 37.4% of currently married women aged 15-49 and, among these, accounting 
for 66% of total contraceptive methods used and the domination of female sterilisation 
as the method used is even greater among sexually active unmarried women where it 
accounts for 88% of total contraceptive methods used1. Modern reversible methods are 
used in a low rate with for example only 4% using oral contraceptive pills33 . Male 
sterilisation is far less common and used only by 1% 1. Going through sterilisation men 
get paid 1500 Rupees and women 500 Rupees but even with that difference in mind 
most women believe female sterilization is a better option for their family mainly due to 
fear of that the vasectomy will handicap the man and thereby losing the main income for 
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the family17. The skewedness towards female sterilisation as the contraception of choice 
might also be explained by promotion of this method in earlier  governmental family 
planning efforts34.  We can see that there clearly exists confusion regarding side effects 
of contraceptives from the side of the users. This is a barrier towards an increased use of 
modern reversible contraceptive methods and knowledge gaps also on the provider’s 
side, such as the ones shown in this study, only adds to the problem. This poses a 
challenge for the universities to meet this gap in knowledge. 
 
The background factors sex, age and religion did not seem to have any effect on the 
perception or knowledge scores. However, the more the respondents stated that 
reproductive health and contraceptive methods had been included in their study 
programme, the higher they scored in knowledge and perception. This is interesting as it 
may point to the fact that more education and information on the topic reproductive 
health doesn’t only affect knowledge but also have the ability to change attitudes.  These 
findings are in line with earlier studies that have shown that higher level of education 
among women is related to higher use of contraceptives13 and that attitudes towards 
contraceptives use varies with socio-economic status14. It has also been shown that, in 
India, the usage of modern reversible contraceptive methods is increasing with 
increasing level of wealth index3. 
 
In this context it is also interesting that education, socio-economic factors and health 
care resources were frequent answers to the question of special problems within 
reproductive health in India today (Table 4). These opinions of the students are in line 
with the concept of Comprehensive Abortion Care and the point of view that various 
factors have to be taken into account when addressing problems within reproductive 
health instead of looking at different areas separately. This is also interesting in the light 
of the millennium development goal of reducing maternal mortality by 75 %, pointing to 
the fact that to reach the goal, work can be done in a wide array of areas.  
 

Methodology 

A strength of this questionnaire study is the large number of respondents analysed in 
combination with a fixed set of questions which allows for the results to be generalised. 
The results are naturally specific to medical students of Maharashtra but it should be 
possible to generalise them to other medical students in India as the requirements to 
enter the medical colleges are about the same throughout the nation. There is nothing in 
the socio-economic key indicators of Maharashtra that differs that much from India in 
general even though Maharashtra seems to be slightly above the national average in 
socio-economic status35, 36.  
 
Also it is a strength that the questionnaire is filled in anonymously, allowing for 
respondents to more freely express opinions that might be controversial or thought to 
be against the norm. This might be particularly useful in a subject such as reproductive 
health which could be considered a sensitive subject.  
 
A limitation of the study is the arbitrary way of dealing with double answers using 
randomisation where it might have been better to exclude the questionnaires with 
double answers. However it is the view of the author that only a few, around thirty 
questionnaires had double answers so the impact from this should not be very big. 
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Other limitations of the study are that the answers are very limited in depth revealing 
little of the thoughts behind the responses and it is also impossible to know if the 
respondent’s interpretation of the question is the same as the researcher’s.  It would 
have been interesting to combine the questionnaire with interviewing some 
respondents as well to get some depth and to get to know what the thoughts behind the 
answers might be. A mixed methodology study would be a good development of the 
study. 
 
Further studies of knowledge and attitudes as well as practices among the providers of 
contraceptives and family planning advice would be useful. Also more in-depth studies 
of attitudes among providers would be interesting. Another future study of interest 
would be to investigate if other background factors, for example caste, income of 
parents, current situation of living influence the attitudes. It would also be interesting to 
investigate if negative attitudes among providers, towards contraception, could be 
changed with further education and increased knowledge of the subject. 
 
 

 Conclusion 
Even though the general attitudes to and level of knowledge of contraception is good 
among the medical students of Maharashtra, India, there do exist some knowledge gaps 
which might influence their future practices when it comes to advice and information of 
contraceptive methods. It seems as the more contraceptive methods and reproductive 
health had been included in the students’ study programme the higher they scored in 
knowledge and attitude. This poses a challenge of further education on the subject. 
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 Appendix 1. Questionnaire 
 

Knowledge, Attitude & Perception 
On 

Contraceptive Services & Abortion Care 
 
 
In order to increase our knowledge about what you think is needed in your education and 
for your future work we have designed this questionnaire as part of the co-operation 
between the pre service Comprehensive Abortion Care orientation program for interns in 
INDIA and Uppsala University, Sweden.  
 
 
 
Name of the institution: ________________________________________________________  
 
 
 
 
 

Background  
                                

1.1 What is your sex?                          

 
Female                                                                                    1                                            
 
Male                                                                                         2 
                                                           

1.2 How old are you?     Years old ……. 
 

1.3 What is your religion? Hindu                                                                                       1                                                                                       
 
Muslim                                                                                    2                                                                                           
 
Christian                                                                                 3                                                                                     
 
Other……………………………                                                  4                                                 
(Specify) 

1.4 What is your marital status?  
Single                                                                                       1                                                                                                                                                                                           
 
Married                                                                                   3                                                                                      
 
Other…………………….                                                           4                                                                                           
 

1.5 Where were you born?  
Rural area                                                                              1                                                                                 
 
Urban area                                                                             2 
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 Training   
2.1 What do you think are the special problems 
within sexual & reproductive health today in 
India? 
 
 
 
 

Please write in your own words      

2.2 Has the topic sexual & reproductive health 
been included in your study programme? 

Not at all                                                                         1    ( ) 
 
Somewhat                                                                      2    ( ) 
 
Sufficiently                                                                     3   ( ) 
 

2.3 How do you assess your theoretical 
knowledge in sexual & reproductive health to be? 

Poor                                                                                 1    ( ) 
 
Fair                                                                                  2    ( ) 
 
Good                                                                                3    ( ) 
 
Very good                                                                      4    ( ) 
                                                                                                      

2.4 Have you had clinical practice in abortion care 
services during your training? 

Yes                                                                                    1   ( ) 
 
No                                                                                     2    ( ) 

  
 

2.5 Do you think counselling should be given to 
the woman in group or individually? 

In group                                                                          1   ( ) 
 
Individually                                                                   2    ( ) 
 

2.6 Who is most suitable to give information 
about contraceptive methods? 

Doctor                                                                             1    ( ) 
 
Nurses                                                                            2    ( ) 
 
Pharmacist                                                                    3    ( ) 
 
Health worker                                                             4     ( ) 
 
Others ------------------------- 
 

2.7 As a future doctor, would you like to have 
responsibility for contraceptive information?  

Yes                                                                                    1   ( ) 
 
No                                                                                     2    ( ) 

 
 



24 
 

 

Perception on contraceptive       
methods 

 

  

3.1 Has the topic contraceptive methods been 
included in your study programme? 
 

Not at all                                                                                    1 
 
Somewhat                                                                                 2 
 
Sufficiently                                                                                3 
 

3.2 When should oral contraceptive pill be taken? After intercourse                                                                     1 
 
Once a month                                                                           2 
 
Every day                                                                                   3 
 

3.4 Which contraceptive method do you think is 
most suitable for women? 
 
CIRCLE ONE ANSWER 

Pill                                                                                                1 
 
Condom                                                                                      2 
 
Emergency Pill                                                                         3 
 
IUD                                                                                              4 
 
Withdrawal                                                                               5 
 
Safe periods                                                                              6 
 
Female sterilization                                                               7                                                                                      
 

 Statements 
Please place a tick in the circle which you feel 
most appropriate answer. 
 

 
Disagree     Disagree   Neither     Agree       Agree 
completely                     disagree                   completely 
                                                 nor  
                                               agree 
  (1)                  (2)                (3)              (4)             (5) 
 

4.1 Contraceptive pill might cause cancer    (  )                   (  )                (  )               (  )              (  ) 
  

4.2 Contraceptive pill can cause infertility    (  )                   (  )                (  )               (  )              (  ) 
  

4.3 Contraceptive pill is inconvenient to use    (  )                   (  )                (  )               (  )              (  ) 
  

4.4 Emergency contraceptive pill can be used 
several times a month 

   (  )                   (  )                (  )               (  )              (  ) 
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4.5 Condoms protect against STD/HIV    (  )                   (  )                (  )               (  )              (  ) 

4.6 Contraceptive information should be only for 
married couples  

   (  )                   (  )                (  )               (  )              (  ) 

4.7 Traditional values are barriers for sexual 
education in India 

   (  )                   (  )                (  )               (  )              (  ) 

4.8 Sexual education encourage unmarried to 
have sex 

   (  )                   (  )                (  )               (  )              (  ) 

4.9 Doctors working in abortion service have 
friendly attitude towards unmarried women 

   (  )                   (  )                (  )               (  )              (  ) 

4.10 Married couples are shy to talk about 
contraception with each other 

   (  )                   (  )                (  )               (  )              (  ) 

4.11 Women feel confident discussing 
contraception with doctors 

   (  )                   (  )                (  )               (  )              (  ) 

4.12 Traditional contraceptive methods (safe 
periods, withdrawal) are the best methods 

   (  )                   (  )                (  )               (  )              (  ) 

 Abortion statements 
Please place a tick in the circle below the right 
answer 
 

 
Disagree     Disagree   Neither     Agree       Agree 
completely                     disagree                   completely 
                                                 nor  
                                               agree 
  (1)                  (2)                (3)              (4)             (5) 
 

4.13 Unsafe abortion is a serious health problem 
in India 

   (  )                   (  )                (  )               (  )              (  ) 

4.14 Abortion among unmarried are rising in 
India 

   (  )                   (  )                (  )               (  )              (  ) 

4.15 Unmarried women have more complications 
from abortion than married 

   (  )                   (  )                (  )               (  )              (  ) 

4.16 Unmarried women prefer to have abortion 
outside of public health clinics 

   (  )                   (  )                (  )               (  )              (  ) 

4.17 Abortion at unregistered clinics are more 
harmful than at registered clinics 

   (  )                   (  )                (  )               (  )              (  ) 

4.18 Abortion among unmarried is acceptable in 
case of an unplanned pregnancy 

   (  )                   (  )                (  )               (  )              (  ) 

4.19 Abortion is morally wrong    (  )                   (  )                (  )               (  )              (  ) 

4.20 A woman should always have the right to 
have an abortion in case of an unwanted 
pregnancy 

   (  )                   (  )                (  )               (  )              (  ) 

4.21 A woman need to have her partner/spouse 
approval to have an abortion 

   (  )                   (  )                (  )               (  )              (  ) 

4.22 Abortion clients are treated in privacy in 
India 

   (  )                   (  )                (  )               (  )              (  ) 
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4.23 Women prefer to have surgical abortion 
rather than medical abortion 

   (  )                   (  )                (  )               (  )              (  ) 

4.24 Surgical abortion is more harmful than 
medical abortion 

   (  )                   (  )                (  )               (  )              (  ) 

4.25 Specially trained General Nurse midwives 
have a potential to provide abortions in India 

   (  )                   (  )                (  )               (  )              (  ) 

                              
 
Thank you for your participation! 
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 Appendix 2. Participating Medical Colleges 
1. Krishna Institute of Medical Sciences, Tal. Karad, Dist. Satara 
2. B.J. Medical College, Pune 
3. Rajiv Gandhi Medical College, Thane, Mumbai 

4. Govt. Medical College, Akola 
5. DY Patil Society Medical College, Kasba Bawada, Kolhapur 

6. Mahatma Gandhi Missions Medical College, Mumbai 
7. T.N. Medical College & B.Y.L.CH. Hospital, Mumbai 
8. KJ Somaiya Medical College 

9. Lokmanya Tilak Municipal Medical College & General Hospital, Sion, Mumbai 
10. R.C.S.M. Govt. Medical College, Kolhapur 
11. Maharashtra institute of medical education and research medical college, Pune 

12. Rural Medical College, Loni, Tal. Srirampur, Dist. Ahmednagar 
13. Indira Gandhi Medical College, Nagpur 

14. Dr V.M. Government Medical College, Salapur 
15. Seth G.S. Medical College and KEM hospital, Parel, Mumbai 
16. Govt. Medical College, Nagpur 

17. Dr Panjabrao Deshmukh Memorial Medical College, Amravati 
18. Bharti Vidhyapeeth Medical College, Pune 

19. Terna Medical College, Nerul 
20. Swami Ramanand Teerth Rural Medical College, Ambaijogai 
21. Mahatma Gandhi Institute of Medical Science, Sewagram, Wardha 

22. Dr. Shankarrao Chavan, Govt. Medical College, Nanded 
23. Janaharlal Nehru Medical College, Sawangi, Warma 

24. SBH, Govt. Medical College, Dhule 
25. Govt. Medical College, Aurangabad 
26. MVP Medical College, Nashik 

27. Govt. Medical College, Latur 
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Appendix 3. Map of India and Maharashtra 

 


