
FACTSHEET: THE MEDICAL
TERMINATION OF PREGNANCY
(AMENDMENT) ACT, 2021

If continuation of pregnancy poses a risk to the
life of the pregnant woman or of grave injury to
her physical or mental health
Substantial risk of serious fetal anomaly 
Pregnancy up to 20 weeks due to failure of
contraception and pregnancy up to 24 weeks as a
result of rape, both considered a ‘grave injury to
mental health’ of the woman

In 2021, the Parliament of India passed the Medical
Termination of Pregnancy (MTP) Amendment Act,
amending India’s 50-year-old abortion law that
legalized abortion. The Amendment passed following
calls by advocates to make safe, quality abortion
more accessible, particularly in the context of the
Indian Penal Code, which continues to criminalise
“causing a miscarriage”[i]. The MTP Amendment Act
brought much-needed reforms to the existing abortion
law but falls short of undoing certain key barriers to
access.

THE MEDICAL TERMINATION OF PREGNANCY
ACT, 1971
The purpose of the 1971 MTP Act was to “provid[e]
for the termination of certain pregnancies by
registered medical practitioners”[ii] and was
introduced as an exception to criminal liability under
the Indian Penal Code.[iii] While the MTP Act
legalized abortion by a registered medical practitioner
(RMP), the Act stipulated the allowable grounds,
gestational limits, and procedures. For gestational
limits of 20 weeks and 24 weeks, the right to seek
abortion is determined by the RMP on the following
grounds:

Before the recent amendments, several pregnant
women sought judicial authorization for abortions
beyond the 20-week gestational limit.[iv] 

TIMELINE



GESTATIONAL LIMITS MTP ACT 1971 MTP AMENDMENT ACT, 2021

Until 12 Weeks Advice of one doctor Advice of one doctor

12 to 20 Weeks Advice of two doctors Advice of one doctor

20 to 24 Weeks
Only to save the life of the

pregnant woman

Advice of two doctors if the pregnant
woman falls under categories

prescribed below.[v]
 

After 24 Weeks
Only to save the life of the

pregnant woman
Approval of Medical Board, and only if

there is substantial foetal “abnormality” 

KEY FEATURES

Gestational limits increased.
In an important step, the MTP Amendment Act expanded access to abortion by increasing gestational
limits. 

survivors of sexual assault, rape, or incest;
minors;
women who experience a change in marital
status during pregnancy, including widows
and women who are divorced;
women with physical disabilities that qualify
as “major disability” according to the Rights
of Persons with Disabilities Act, 2016;
women living with mental illnesses;[vii]
pregnancies where “foetal malformation has
substantial risk of being incompatible with
life” or if a child, “may suffer from such
physical or mental abnormalities to be
seriously handicapped”; and
pregnant women in humanitarian settings,
disaster, or emergency situations as declared
by the Government.

Categories of women & girls to access
abortion until 24 weeks enumerated. 
Are[vi]:

1.
2.
3.

4.

5.
6.

7.

Failure of contraception as a ground for
abortion until 20 weeks now available to a
woman and “her partner”.
Under the 1971 law, failure of contraception as a
ground for abortion was available only to a
“married woman or her husband”.[viii]

In a welcome step, the MTP Amendment Act
expanded this to “any woman or her partner,”
which means that unmarried women in
relationships can now invoke failure of
contraception as a ground to seek abortion.[ix]  

Medical Boards to decide abortions beyond
24 weeks under specific circumstances.
The MTP Amendment provides for the
constitution of Medical Boards at approved
facilities, which may “allow or deny termination
of pregnancy” beyond 24 weeks.[x] The 1971
MTP Act did not have this additional layer of
third-party authorization although Medical
Boards had been set up in post 20-weeks
cases at the courts’ direction. 

Medical abortion timeline increased to nine
weeks of gestation .
The MTP Amendment Act increased
gestational limits for medical methods of
abortion (i.e., abortion using approved
pharmacological drugs, also known as
medication abortion)[xi]  from seven weeks to
nine weeks, assisted by an RMP whose
qualifications and experience have been
prescribed.[xii] 



ANALYSIS

The MTP Amendment Act perpetuates the lack of rights-based framing from the original Act.
Instead of being grounded in rights, it merely grants exemption from criminal liability. This is in
contrast with international law standards which state that restrictions on abortion infringe on
several human rights including the rights to life, privacy, freedom from gender discrimination or
gender stereotyping, and freedom from ill-treatment.[xiii] The UN Convention on the
Elimination of All Forms of Discrimination Against Women (CEDAW) Committee in its General
Recommendation No. 24 advises that States should ensure access to abortion and health
services for women and not impose any restrictions on access.[xvi] The World Health
Organization (WHO) has termed arbitrary, gestational limits.[xv] The most recent WHO
Abortion Guideline, created in 2022[xvi], recommends complete decriminalization of abortion;
removal of grounds-based abortion access; provision of abortion on demand for girls, women,
or any pregnant person; removal of gestational limits to ensure access to abortion is not
delayed; and removal of mandatory waiting periods to access abortion.

Provisions under laws such as the mandatory reporting requirement under the Protection of
Children from Sexual Offences Act (POCSO Act)[xvii] create additional barriers to
accessing safe and legal abortions. Without a holistic review of laws that impact abortion
access, therefore, including relevant provisions of the Indian Penal Code and the POCSO Act
[xviii]Current law protects access to abortion only for pregnant women and does not recognize
the diverse experiences of all persons including transgender and nonbinary people. This
restrictive application of the MTP Act is not aligned with legislation such as the Transgender
Persons Protections and Rights Act, 2019, which recognizes transgender persons’ right to
non-discriminatory access to medical facilities and care. [xix]

The inclusion of a diagnosis of “severe foetal abnormalities” for accessing abortions after 24
weeks is rooted in eugenics. This stigmatizes persons with disabilities and instead of a
framework based on bodily autonomy and self-determination, continues to advance an ableist
framework.[xx]

The addition of third-party authorizations like that of Medical Boards could act as a
significant barrier to accessing safe abortion, especially for pregnant women and girls
living in rural and tribal areas, and those coming from marginalized socio-economic
backgrounds. Studies have highlighted the shortfall of qualified medical practitioners within the
public health system[xxi] which is often the only accessible healthcare system in least-served
areas. Even where accessible, the additional authorization requirement is likely to cause
delays in receiving urgent abortion care. Several international bodies and institutions have
echoed that requiring women to secure permission and/or authorization from a third party—
including medical boards, courts, panels of doctors, or a spouse—infringes women’s equality
and constitutes discrimination.[xxii] Further, it manifests as a huge barrier for women to access
other reproductive health services.

While the MTP Amendment Act did progressively increase gestational limits, it continues to restrict
abortion access and creates additional barriers:

·



IN STATISTICS

Limited recognition of medical methods of abortion, including the ability to self-manage,
continues to restrict access to safe and legal abortion in India. While the expansion of
abortion access using medical methods of abortion (medical abortion) until 9 weeks is a step
in the right direction, there are opportunities for further liberalization in accordance with
international human rights and public health standards. The 2022 WHO Abortion Care
Guideline, for example, recognizes various regimens of supported and self-managed medical
abortion, in whole or in part, and across different gestational periods.[xxiii] Most importantly,
the Guideline underscores that “[i]t is the individual (i.e. the “self”) who drives the process of
deciding which aspects of abortion care will be self-managed and which aspects will be
supported or provided by trained health workers or in a health-care facility.”[xxiv]

Not providing for abortion on demand leads to forced pregnancies, which is a denial of a
pregnant person’s human rights. The UN CEDAW Committee interprets Article 16 of CEDAW to
include the right to not experience forced pregnancy.  Article 16 guarantees women the right to
decide on the number and spacing of their children.[xxv] The UN Committee on Economic, Social
and Cultural Rights, in its General Comment 22, has reiterated that forcing women to carry
pregnancies violates their human rights.[xxvi] 

Laws and policies regarding abortion must respect the pregnant person’s bodily and
reproductive choices. The rights to health; freedom from torture and cruel, inhuman, and
degrading treatment; and the right to privacy have been understood to include women’s right to
bodily autonomy.[xxvii]  

44% of the 48.5 million pregnancies that occur annually in India are unintended.[xxviii]
Approximately 16 million (77%) of these unintended pregnancies result in abortion[xxix]
800,000 unsafe abortions occur in India every year.[xxx] 10% of unsafe abortions in India
result in maternal mortality.[xxxi]

Between January to June 2020 during the COVID-19 pandemic in India, an estimated 1
million additional unsafe abortions, 650,000 additional unintended pregnancies, and 2,600
maternal deaths were likely to have occurred.[xxxii] 

Girls and women who are poor and illiterate, from marginalized castes and religions, and
from rural regions have more severe access barriers and are at a higher risk of
criminalization.[xxxiii]

Restrictive abortions do not decrease abortion rates. Instead, they increase maternal
mortality and morbidity.[xxxiv]
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