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obtain care at a health facility, and women who had had 
a safe illegal induced abortion.† Each component is dis-
cussed below. A small number of legal, safe abortions that 
may be taking place to save a woman’s life were excluded 
from our analysis because of the lack of data.25

•Women treated for abortion complications. The total num-
ber of women treated for complications of spontaneous 
or induced abortion in 2010 was obtained from the HFS 
survey and NGO provider data—an estimated 280,500 
women (Table 2), excluding 78,100 women treated for 
complications from MRs.

Because complications of induced and spontaneous 
abortion often are similar, and because restrictive abortion 
laws may lead to unwillingness to report complications 
of induced abortion, HFS  respondents were not asked to 
provide separate estimates for each type of pregnancy loss. 
Instead, we employed an indirect estimation approach to 
estimate the number of patients with complications arising 
from each type. We used available data on the biological 
pattern of all spontaneous abortions (unrelated to hospi-
talization), established by clinical studies,27,28 to indirectly 
estimate the number of women who have miscarriages at 
13–22 weeks’ gestation; these women are assumed to re-
quire care at a health facility.‡ These miscarriages are esti-
mated to be 3.4% of all live births.

We estimated the total population of Bangladesh in 
2010 using 2007 and 2011 estimates from the Bangladesh 

Estimating the Incidence of Menstrual Regulation
According to data from the HFS survey and NGO provid-
ers, an estimated 500,800 MR procedures were reported in 
2010. However, adjustments are needed for the following 
sources of undercount: Providers in public- and private-
sector facilities are assumed to underreport MR services*25 
that do not follow regulations (e.g., those they provide out-
side of facilities, those in which the number of weeks past 
the last menstrual period is more than allowed or—in the 
case of public facilities—those for which they charge unof-
ficial fees). UH&FWCs are expected to have substantially 
higher levels of underreporting than higher-level public-
sector facilities, where supervision of staff is usually closer, 
leaving less opportunity to charge fees or provide off-the-
record services.

A 2004 study suggested that underreporting among all 
facilities was as high as 70%.16 A recent small-scale inquiry 
in a district of seven upazilas and a population of two mil-
lion—and that had a high level of assurance of confidenti-
ality and long-standing relationships between interviewers 
and providers—also found that providers performed 70% 
more MRs than they reported to the governmental health 
system.26 We expect that underreporting in the HFS was 
likely lower than that found in these studies (given that the 
HFS was not a government survey and respondents were 
assured that their information was confidential). Consid-
ering the high levels of underreporting documented by 
these two studies and the expected differentials in under-
reporting, we made the following conservative corrections 
for underreporting: 40% for UH&FWCs, 25% for private 
clinics and 15% for public clinics. After correcting for un-
derreporting, we arrived at an adjusted total estimate of 
the number of MR procedures performed in Bangladesh in 
2010 (23% of which were derived from these adjustments).

Estimating the Incidence of Induced Abortion
The incidence of induced abortion was estimated by us-
ing the AICM, adapted to the context in Bangladesh. The 
estimate comprised three components—women treated for 
induced abortion complications, women who had had an 
unsafe induced abortion and needed treatment but did not 

and multiplied by 12 to produce an estimate for the cal-
endar year. In addition, informants were asked to estimate 
how many of these cases were a result of complications 
from MR procedures: In the analysis, these cases were sub-
tracted from the total number of abortion complications 
to avoid double counting. A similar method was used to 
gather data on the number of MR procedures. In the case 
of public medical college and district hospitals, which of-
ten have an NGO clinic on the premises providing MR ser- 
vices, data were collected only for services performed by 
the facility itself to ensure that NGO provision of these 
services was not double-counted. For most UH&FWCs, 
one family welfare visitor was interviewed and asked to 
estimate the number of MR procedures performed by all 
FWVs and paramedics working at that facility, as well as 
the number that these personnel performed outside the fa-
cility (typically at their home or clients’ homes). The sum of 
procedures performed inside and outside of each center by 
all staff yielded the total number of MRs provided by each 
facility.† Respondents at all facilities were also asked the 
number of women seeking an MR who had not been ap-
proved for the procedure for any reason in the past month.

The survey data were weighted to produce national 
estimates, taking into account a facility’s probability of 
selection and facility response rates, by division and type. 
The weighting factor for a given category of facility is the 
inverse of the product of its sampling fraction and the re-
sponse rate for its type and division. (For greater accuracy, 
weights were calculated on the basis of the proportion of 
beds rather than the proportion of facilities.)
•NGO provision of MR and postabortion services. We com-
piled data from the central offices of all the major NGOs 
providing MRs or postabortion care in Bangladesh‡ on the 
number of MR procedures performed and the number 
of women treated for abortion complications in 2010, for 
each division, at all of their facilities.
•Health Professionals Survey (HPS). Using information 
gathered from program planners and other stakeholders, 
we prepared a list of health professionals who were known 
to be familiar with postabortion care and MR services, 
from all sectors and a wide range of professions, includ-
ing clinicians, policymakers, researchers and reproductive 
health advocates. A purposive sample of 160 professionals 
was selected, and 151 were successfully interviewed. These 
professionals were drawn from all six divisions of Bangla-
desh, and from 33 of the 64 districts. The majority worked 
in urban areas, but we included professionals who were 
familiar with conditions in rural areas as well: Of the entire 
group, 41% had worked in rural areas for six months or 
longer in the five years prior to being interviewed.

The HPS was designed to elicit professionals’ percep-
tions of various aspects of induced abortion and MR provi-
sion in Bangladesh. The survey provided the information 
necessary to calculate the multiplier, a factor used to esti-
mate the total number of women who had induced abor-
tions from the number of women who were treated for 
abortion complications.

main types of health facilities: medical college hospitals,* 
district hospitals, upazila health complexes, mother and 
child welfare centers, and union health and family wel-
fare centers (UH&FWCs). The last facility type is staffed 
by family welfare visitors (FWVs) and paramedics and 
provides MR services but not postabortion care. Private-
sector clinics—which account for 29% of all facilities—were 
divided into three categories based on bed count to ensure 
adequate representation of facilities of all sizes.

A stratified multistage sample design was used. Be-
cause of their large role in the treatment of postabortion 
care and MR cases, all public and private medical college 
hospitals were selected. For other categories of facilities, 
the sample was drawn from 16 districts randomly selected 
out of the 64 districts in Bangladesh. The master list of 
all facilities was organized by type and by district within 
each type. A proportion of each type was selected: Sample 
fractions were determined by the degree of importance of 
each facility type in providing postabortion care and MR 
services and on the absolute number of facilities of each 
type. Because district hospitals, upazila health complexes, 
and mother and child welfare centers are critical sources 
of treatment for abortion complications and the numbers 
of these facilities are relatively small, 100% of each of 
these types in the 16 sample districts were included in the 
HFS sample. The sample fractions for the remaining facil-
ity types were 24% of UH&FWCs, 33% of small private 
clinics, 55% of medium private clinics and 72% of large 
private clinics. Overall, 729 facilities were selected for the 
sample, representing 37% of the 1,945 facilities in the 16 
sample districts. We successfully interviewed individuals 
at 670 facilities, for a response rate of 92%.

At each selected facility, a senior staff member who was 
knowledgeable about the facility’s provision of postabor-
tion care and MR services was interviewed; in hospitals, the 
respondent was typically the chief of obstetrics and gyne-
cology, while in smaller facilities it was typically the direc-
tor or another senior staff member. Informants were asked 
whether their facilities provided treatment of abortion com-
plications in an outpatient or inpatient setting; if treatment 
was provided, they were asked the number of outpatients 
and inpatients treated for complications of abortion (spon-
taneous and induced combined), in the average month 
and in the past month. Specifying these two time frames 
increases the likelihood of accurate recall and of capturing 
month-to-month variation. These numbers were averaged 

TABLE 2. Measures related to estimating the number of women treated in health facilities for complications of abortions, by type of abortion, all  
according to division

Division No. of women 
aged 15–44 

No. of live 
births

All abortion-  
related 
complications

 
 
Spontaneous 
abortions

 
 
Induced  
abortions 
   

No. treated for 
induced abortion 
complications 
per 1,000 women 
    

No. of safe  
illegal 
abortions*
    

Low

 
 
Medium

 
 
High

Bangladesh 35,601,229 3,551,682 280,453 49,086 231,367 6.5 74,615 1.9 2.5 3.0

Barisal 2,136,760 222,385 8,924 3,982 4,942 2.3 4,973 1.5 1.9 2.3
Chittagong 6,576,957 782,764 40,789 11,561 29,228 4.4 11,759 1.8 2.3 2.8
Dhaka 11,112,599 1,135,043 74,107 13,239 60,868 5.5 25,788 2.3 2.9 3.6
Khulna 4,503,456 327,902 59,851 5,871 53,980 12.0 7,428 1.5 1.9 2.3
Rajshahi 8,979,999 775,913 75,738 9,889 65,849 7.3 21,165 2.1 2.7 3.2
Sylhet 2,291,458 307,675 21,044 4,544 16,500 7.2 3,502 1.9 2.3 2.8

*Calculated as 14.9% of the reported (unadjusted) number of menstrual regulation procedures in public and private sectors (excluding nongovernmental organizations); see text for  
explanation. Note: Regions are as defined in early 2010; a new division (Rangpur) was subsequently created in Rajshahi. 

No. of women treated for Range of multipliers 

*For the purposes of sampling and analysis, we grouped private- and 
public-sector medical college hospitals together, as they offer similar 
services.

†In a small number of UH&FWCs where more than one family welfare 
visitor or paramedic was interviewed, we assessed the data to determine 
whether they were answering individually or for the facility as a whole. 
In most cases, however, the additional person interviewed had not pro-
vided MR services.

‡These NGOs included the Reproductive Health Services Training and 
Education Programme, the Association for Prevention of Septic Abor-
tion, Bangladesh, the Bangladesh Women’s Health Coalition, the Fam-
ily Planning Association of Bangladesh, the Urban Primary Health Care  
Project, Marie Stopes International and BRAC Bangladesh.

*A 2010 study found substantial underreporting in records on MR ser-
vices: Eleven percent of respondents believed that their own facility had 
inaccurate records and 20% said that MR records in general are inaccu-
rate.25 Although the HFS did not use the MR records or statistics kept 
by facilities, our results support findings from other studies that survey-
based data on MR numbers (including those from the HFS) are likely to 
be underreported.

†We use the term “safe illegal abortion,” but acknowledge that it would 
be more accurate to describe these as “low risk,” as all clandestine illegal 
abortions necessarily carry some risk.

‡Women who miscarried in the first trimester are unlikely to have sought 
medical care from the surveyed facilities (i.e., hospitals and health cen-
ters), and more likely to have sought care from lower-level facilities or 
from trained or untrained providers who do not work at a facility. In ad-
dition, given that the World Health Organization classifies spontaneous 
losses at 22 or more weeks’ gestation as fetal deaths, spontaneous abor-
tion patients of this gestational age are excluded from the calculations.


