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their responses. The researchers found that many re-

spondents had interpreted questions differently from the 

intended meaning and that nonsampling error was much 

greater than standard sampling error. They concluded that 

using qualitative research techniques to supplement and 

complement quantitative techniques can improve data 

validity and reduce nonsampling error. 

In separate studies Anderson and coauthors (1994) 

and Huntington and coauthors (1993) reported suc-

cess in collecting abortion data with a filter question. In 

Anderson’s study, women were asked if they had ever 

had a pregnancy that did not result in a live birth. In 

Huntington’s, respondents were asked if they had ever 

had an unwanted pregnancy. Respondents who answered 

affirmatively to the filter question were then asked what 

they did when faced with the pregnancy. The filter ques-

tion in those surveys was meant to reduce the stigma 

associated with induced abortion and to make reporting 

easier for the respondent. 

In a later study, Huntington and colleagues (1996) 

recognized the difficulty of obtaining precise estimates of 

induced abortion from direct survey questions and evalu-

ated a survey technique for measuring induced abortion 

within the context of unwanted pregnancy. The technique 

was incorporated into multiple Demographic and Health 

Surveys (DHS). Results from countries in Africa, Asia 

and South America indicated that “no single, universally 

sensitive context for discussion of induced abortion may 

exist.” Huntington and coauthors concluded that methods 

to successfully estimate rates of induced abortion varied 

by setting. They recommended conducting qualitative 

background research to find a way to introduce abortion 

questions in a relatively nonthreatening, nonstigmatizing 

context. 

This chapter presents three examples of attempts 

to modify face-to-face surveys in three settings—

Bangladesh, India and Eastern Europe. These modifica-

tions to improve the reliability of face-to-face interviews in 

measuring abortion include the following:

•	 implementing a new protocol known as the Abortion 

Frequency Survey (AFS) in Matlab, Bangladesh (Part I); 

•	 using a “narrative” survey technique in Madhya 

In theory, measuring the incidence of abortion using 

women’s reports from population-based, face-to-face 

surveys offers many advantages over indirect estimation 

techniques. The use of self-reports allows direct esti-

mates of abortion levels among all subgroups of women 

(including those who seek care outside the formal health 

system); provides geographic, demographic and socioeco-

nomic characteristics of women who have had abortions 

(thus identifying subgroups with high unmet need for fam-

ily planning); simplifies analysis because both the numera-

tor and denominator of interest are readily measurable; 

and allows abortion to be examined in context with other 

sexual and reproductive health data.

In practice, however, estimates derived from pop-

ulation-based surveys on sensitive behaviors such as 

abortion are especially susceptible to a range of problems, 

including underreporting, misreporting, social courtesy 

bias and recall bias. Abortion reporting in sample surveys 

is known to be influenced by the nature of the survey, the 

wording of the questions, the legal environment and the 

broader social and religious context of public opinion about 

abortion. Women who are asked about induced abortion 

in face-to-face interviews may be reluctant to answer 

truthfully given their concerns about social disapproval, 

self-incrimination if the procedure is legally restricted and 

invasion of privacy regarding such an intimate, sensitive 

topic. Even in countries where abortion is legal and well 

documented, such as the United States, abortion is still 

significantly underreported in sample surveys (Jones and 

Forest 1992; Fu et al. 1998; Jones and Kost 2007).

Given the pros and cons to collecting abortion data 

using direct surveys, researchers have long sought ways 

to adapt and modify face-to-face surveys to improve their 

utility in estimating abortion. The importance of drawing 

on contextual data to inform the collection of informa-

tion on sensitive behaviors has long been recognized as 

one way to improve the quality of the data. For example, 

when Stone and Campbell (1984) conducted a study in 

rural Nepal to evaluate the precision of a contraceptive 

prevalence survey, they first implemented a standardized 

survey in an area where they had previously developed 

a good rapport with residents. Following the survey they 

conducted open-ended interviews with villagers about 
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Pradesh, India (Part II); and 

•	 adding a special abortion module to Reproductive 

Health Surveys (RHS) in Eastern Europe (Part III).

The AFS and “narrative” survey technique both 

incorporate qualitative methods to gather preliminary 

information on the local context and language of abortion; 

this information is then used to shape the final survey 

instrument. Both methods allow for probing to obtain key 

revelations on abortion during the interviews. All three 

modifications discussed in this chapter yielded higher 

estimates of abortion than those obtained through usual 

large-scale national surveys. The possible drawbacks of 

these modifications include the extensive training required 

for the interviewers, as well as the extra time needed to 

conduct more comprehensive face-to-face interviews. 

Part I. Application of the AFS in  
Matlab, Bangladesh 
Heidi Bart Johnston

The AFS was specifically designed to generate a realistic 

estimate of induced abortion in settings where it is a high-

ly sensitive issue and the population is mostly illiterate, 

and was applied in Matlab, Bangladesh, in 1997 (see John-

ston 1999 and Chapters 4 and 9 of this volume). Its tech-

niques are guided by findings from reproductive health 

survey research on sensitive topics. The protocol has two 

components: 1) an initial qualitative research component 

to build a contextual foundation; and 2) a semistructured 

interview that quantifies abortions and related events. 

Presurvey, Qualitative Research on Context of Abortion 
Qualitative research provides background information on 

the following: the local terminology used for the proximate 

determinants of fertility, particularly abortion; women’s 

perceptions of abortion; different abortion techniques and 

how women perceive various types of abortion provid-

ers; women’s cultural interpretation of abortion; and the 

varying degrees of social stigma associated with using 

abortion to regulate fertility in different circumstances. 

The qualitative research methods used will vary depend-

ing on the setting. 

In the application of the AFS in rural Matlab, 

Bangladesh, key informant interviews were conducted 

with 19 purposively selected married women of reproduc-

tive age and seven providers of menstrual regulations 

(MR) and induced abortions. In Bangladesh, where in-

duced abortion is legally permitted only to save a woman’s 

life, MR with vacuum aspiration is available at public-sec-

tor health facilities at all levels of care (primary, secondary 

and tertiary) and is considered to be an “interim method 

for establishing nonpregnancy.” The procedure is allowed 

up to 10 weeks since a woman’s last menstrual period, 

but in practice, it is sometimes provided beyond this limit. 

For this chapter, MR is grouped with induced abortion, 

even though no test is done to establish pregnancy before 

MR (with vacuum aspiration) is performed. 

Since most of the 19 informants were interviewed 

more than once, a total of 43 interviews took place, in 

addition to the in-depth interviews with abortion providers. 

The seven providers included the following: a traditional 

healer, or kobiraj; two Family Welfare Visitors who pro-

vided MR procedures at the government health complex 

in Matlab; one village doctor, an informally trained pharma-

cist with a kiosk in a village market; one homeopath with 

a kiosk in a village market; and two Community Health 

Workers employed by ICDDR,B, a public health research 

institute that distributes contraception and conducts de-

mographic surveillance. Prior to beginning each interview, 

the interviewer explained the research and read a consent 

form to the informant assuring confidentiality. The consent 

form was signed or stamped by the informant. Interviews 

were conducted in private; if that privacy was compro-

mised in any way, the interviewer would change the topic. 

The contextual background research showed that 

women in Matlab were indeed familiar with induced abor-

tion and that the terminology used to discuss pregnancy 

and induced/spontaneous abortions was ambiguous. The 

qualitative research also documented the gamut of provid-

ers and methods of inducing abortion, how much women 

paid for an abortion and their perceptions of the pros 

and cons of using different methods or providers. These 

findings informed the development of the survey instru-

ment, which used local terms, phrases and concepts. 

The following five findings were central to developing the 

survey instrument, and thus demonstrate the utility of the 

presurvey protocol. 

•	 Regular menstruation is culturally very important. 

Key informants were much more able to talk about 

“stopping and starting menstruation” than about 

unwanted pregnancy or induced abortion. As a result, 

a menstrual history section preceded and introduced 

the survey questions on abortion. 

•	 Key informants were at times ambiguous when talking 

about the reasons behind “stopped menstruation.” 

The menstrual history section that preceded the 

induced abortion section attempted to identify the 

cause.

•	 Induced abortion was perceived as relatively 

acceptable in certain circumstances, including poverty 

and poor health. The survey question that introduced 
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es of time. We assumed that a separation lasting 20 days 

or more—and the subsequent unlikelihood of intercourse 

during the fertile period—substantially reduced a woman’s 

risk of pregnancy. While many respondents were un-

able to precisely report all separations lasting 20 days or 

more over the previous six years, the interviewer learned 

whether the respondent lived with her husband most of 

the time or only infrequently. 

The birth history section, which contained questions 

needed to generate a birth history table, was used to de-

termine fecundability. Women in Matlab tended to report 

gestation in 10 lunar months, not Bengali or Gregorian 

calendar months. These were recorded as nine months of 

pregnancy, with the 10th month being the month of the 

birth and the first month of postpartum amenorrhea. 

For the contraception section, interviewers completed 

a table of women’s modern and traditional method use 

over the past six years, using uppercase letters for highly 

effective methods with low user-failure rates and low-

ercase letters for methods that are not highly effective 

or that are subject to user failure. Interviewers probed 

for unwanted pregnancies when the respondent was 

using a method represented by a lowercase letter, but 

generally did not if she was using a method represented 

by uppercase letters. However, in the event of frequent 

back-and-forth switching (for example, between the inject-

able and the pill), interviewers were instructed to probe 

for unwanted pregnancies. They were also instructed to 

find out when the respondent used different methods and 

why she dropped a method if she did. 

The menstruation/pregnancy questions were used 

to determine whether amenorrhea was linked to preg-

nancy. Interviewers asked the dates that menstruation 

had stopped and resumed, symptoms of stopped men-

struation, respondents’ perceptions of why menstrua-

tion stopped and how menstruation started again. If the 

respondent reported a spontaneous abortion, the inter-

viewer was instructed to probe to determine if the abor-

tion was actually induced. 

At the end of the menstruation/pregnancy section, 

questions about ideal family size and unwanted pregnancy 

set the stage for the induced abortion section. This intro-

ductory question reads: 

Sometimes women have enough children, and they 
feel if they had more children they would not be 
able to feed, clothe, or educate them. Sometimes 
women become pregnant soon after giving birth. 
A woman may feel a pregnancy so soon after birth 
would endanger her own health and the health 
of her young child. Please tell me what a woman 
would do if she had a pregnancy she could not  
afford, or that threatened her health? 

the topic of induced abortion used examples that 

respondents offered as circumstances that can justify 

terminating a pregnancy. 

•	 Key informants reported five main types of providers 

of induced abortion, each of whom used distinct 

techniques. The semistructured survey incorporated 

this information by asking how often respondents 

turned to these specific providers and the outcomes 

of abortion attempts from specific providers. 

•	 Key informants reported that some locally used 

methods of terminating pregnancies were ineffective. 

Women may go to multiple providers before 

obtaining a complete abortion or finally deciding to 

keep the pregnancy. This finding resulted in a survey 

question that used the language “treating unwanted 

pregnancies” instead of inducing an abortion or 

discontinuing a pregnancy. The survey was also 

designed to document multiple attempts to terminate 

a single pregnancy. 

Survey Instrument
Results of the qualitative, presurvey research then guide 

the development of a culturally informed, semistructured 

data collection instrument for measuring the incidence 

of abortion. The instrument integrates a filter question 

similar to that promoted by Huntington (Huntington et 

al. 1993) and blends qualitative and quantitative research 

techniques. The interviewer uses a reproductive events 

calendar to probe extensively to elicit details of reported 

events. The structure and wording of the survey instru-

ment depend on the findings from the presurvey research 

on context. 

In Matlab, the semistructured survey of both open and 

closed questions was divided into sections covering the 

following reproductive events: marriage, birth, contracep-

tive use, menstruation/pregnancy and induced abortion 

(See supplementary documents at end of online version 

of this volume for the English-language instrument used). 

Interviewers used responses to the survey to complete 

a calendar representing the past six years of the respon-

dent’s reproductive events. The instrument was a mix of 

fixed specific queries and the interviewers’ own ques-

tions and probes to elicit responses. The use of a general 

framework rather than a specific set of questions was 

meant to encourage interviewers to use a conversational 

tone and put the respondent at ease.

The marriage section also included questions needed 

to construct a table on when the husband was at home, 

an important factor in the Bangladeshi context where 

domestic and international labor migration is common and 

husbands and wives often live separately for long stretch-
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trained to recognize contradictory or unlikely reproductive 

events and situations conducive to unwanted pregnancy; 

when these situations arose, interviewers were instructed 

in how to probe respondents. To maintain consistency 

over time, progress workshops were held frequently at 

the beginning of the survey’s implementation and every 

other week near the end of the survey. 

The AFS was fielded in Matlab, Bangladesh, from July 

through September of 1997. It used a stratified random 

sample design with proportional allocation; strata were 

designated at the village level. The total sample size for 

the survey was 972, of whom 909 were successfully 

interviewed for a response rate of 94%. (Twenty-one 

women declined to be interviewed, 12 were absent for all 

three interview attempts, 18 had moved out of the area 

and 12 were away for the entire duration of the survey.) 

Interviews required 45–90 minutes. On average, each 

interviewer conducted about two interviews per day. As 

with the qualitative component, prior to beginning each 

interview the interviewer explained the research and the 

respondent signed or stamped a consent form assuring 

confidentiality. Interviews were conducted in private; if 

that privacy was compromised in any way, the interviewer 

would change the topic. 

Results using semistructured questionnaires will vary 

according to individual interviewers’ ability to recognize 

inconsistencies in women’s reproductive histories as 

recorded in the calendar. To reduce variation by inter-

viewer, we implemented a system of consistency checks 

and validations. Daily, interviewers submitted completed 

surveys to a quality control supervisor who examined the 

survey and calendar for inconsistencies (e.g., a repro-

ductive event being noted in the calendar and not in the 

survey; incompatible reproductive events noted in a single 

month in the calendar; signs of having had an induced 

abortion without an abortion having been noted or an ex-

planation from probing, etc.). When an inconsistency was 

found, the supervisor discussed it with the interviewer. If 

necessary, a supervisor would return to the respondent 

and conduct the interview a second time. Surveys were 

also randomly selected for validation. Validation interviews 

were compared with the original interview and differences 

were discussed with the interviewer. In total, 33 consis-

tency checks and 17 validations were conducted (account-

ing for 5% of the total sample).  

Quantitative Findings from an Application of the AFS 
The 909 respondents who were successfully interviewed 

reported a total of 64 completed induced abortions, which 

is equivalent to an annual abortion rate of 11.7 abortions 

per 1,000 women, or a total abortion rate of 0.4 abortions 

per woman over her reproductive lifetime. The questions 

A filter question about unwanted pregnancies fol-

lowed. If a respondent reported having had an unwanted 

pregnancy, the interviewer asked what she did in that 

situation and took notes. If the respondent reported abort-

ing the unwanted pregnancy, the interviewer asked for 

the date her menstruation stopped; the first (or second or 

third, if applicable) treatment or provider she sought; the 

date bleeding started again; and whether any postabortion 

complications occurred. This information was recorded in 

the MR/abortion table. The interviewer then asked about 

other unwanted pregnancies. 

If the respondent never had an unwanted pregnancy 

or reported that she did nothing when she had one, the 

interviewer probed for more information.* When the inter-

viewer felt confident that the respondent reported truth-

fully or was unwilling or uncomfortable sharing additional 

information, the interviewer continued to the calendar for 

a final review. 

The reproductive events calendar is a longitudinal 

record of reproductive events that is similar to the one 

used in DHS surveys. The calendar is a tool to aid recall 

by encouraging respondents to link events chronologically 

and guiding interviewer probing by revealing gaps and 

inconsistencies in reported reproductive histories. In the 

Matlab application of the protocol, the calendar allowed 

for the chronology of events to be recorded in either the 

Bengali or Gregorian calendar. When unexplained periods 

of infertility appeared in the calendar, interviewers probed 

to discover which of the four proximate determinants of 

fertility was causing it—contraceptive use, postpartum 

infecundability, lack of exposure to sexual intercourse or 

induced abortion. During the final calendar review, inter-

viewers made corrections and entered explanations in the 

margins. 

Survey Implementation
The survey staff included a manager, a quality control 

team of three supervisors and 12 interviewers. Prior to the 

fielding of the household survey, interviewers and supervi-

sors received seven days of training, which included the 

following: the background of the study; its objectives; 

an introduction to the survey instrument; training in the 

proximate determinants of fertility and in conducting 

semistructured interviews; role playing with the survey 

instrument; and survey guidelines. Interviewers were also 

*The probes were specific to each respondent, and were meant 
to be asked in a conversational manner. Depending on the situ-
ation, the interviewer might use probes such as: “Sometimes a 
woman cannot take her pills every day, and as a result, she may 
have delayed menstruation. Has this ever happened to you?” or 
“When you had an unwanted pregnancy, did you talk with the 
community health worker about it? If yes, what did you discuss?”
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Results from the MDHS show annual rates increasing 

from 0.3 to 2.1 abortions per 1,000 women. AFS-derived 

rates were not significantly different from DSS-derived 

rates until 1996, when the AFS rate increased to 14.4 

abortions per 1,000 women. The rate derived from the 

protocol continued to increase, reaching 23.6 abortions 

per 1,000 women in the year the survey took place, 

1997.* The sharp increase in abortions reported at the 

beginning of 1997 suggests recall and/or reporting bias in 

the prior years. 

In sum, both the longitudinal DSS and the cross-sec-

tional AFS yielded higher abortion rates than the cross-

sectional MDHS. However, even though rates derived 

from the DSS and the AFS were similar for 3–6-years prior 

to the AFS, the most recent AFS abortion rates—those for 

the two years immediately preceding the 1997 AFS—are 

significantly higher than the DSS rates. 

One can speculate that none of the three surveys re-

flects the true rates and trends of abortion in Matlab. The 

high rates of induced abortion found in 1997 through the 

protocol are thought to be closest to reflecting true rates 

for several reasons. First, the protocol has an abortion-

specific focus and was developed and implemented based 

on lessons learned from previous abortion survey research 

methodologies and from qualitative research findings on 

abortion in the Matlab area. In contrast, in the DSS and 

MDHS, abortion is one of many demographic and health 

topics covered. Second, respondents are unlikely to over-

report stigmatized events such as abortion; support for 

this point comes from informants (who were also DSS 

respondents) who reported concealing MR and abortions 

in their responses to the DSS. Third, the most recent 

rates of abortion from the AFS (1997) would have been 

less affected by recall bias than would the earlier AFS 

estimates. And finally, though the protocol’s rates appear 

high compared with rates generated by the other direct 

surveys implemented in Matlab, an annual rate of 23.6 

abortions per 1,000 women is just below the estimate of 

26–30 provided for Bangladesh by Singh et al. in 1997. 

The AFS rate is within the range of rates in other countries 

with reputable provider registration systems (e.g., it is vir-

tually identical to the 1990 rates in the United States and 

Singapore, to name just two) (United Nations 1995). 

Discussion
This comparison of results from three direct surveys 

conducted in the same geographical area and time period 

on attempts to abort unwanted pregnancies allowed us 

to quantify multiple attempts: Of the total of 108 women 

who made an abortion attempt, 41 had a complete abor-

tion on their first attempt but 67 failed. Of these 67 wom-

en whose first attempt failed, 37 underwent a second 

attempt, which resulted in 18 completed abortions and 19 

still incomplete abortions. Nine of these 19 women made 

a third attempt to abort their pregnancy; five succeeded 

and four did not. Thus, for the 108 unwanted pregnancies 

that women tried to abort in the past six years, they made 

a total of 154 attempts to induce an abortion; 64 pregnan-

cies (59%) were successfully aborted and 44 (41%) were 

not. 

On their first abortion attempt, women most common-

ly tried to self-induce using oral contraceptive pills and the 

iron tablets that serve as placebo pills in the contraceptive 

pill packets distributed in Matlab. Treatment from a ho-

meopath or Family Welfare Visitor was almost as common 

for first attempts. On their second attempt, women most 

commonly requested MR from a Family Welfare Visitor 

(12 of 13 of these procedures succeeded); other second 

attempts involved going to a village doctor who is known 

to give intramuscular injections in the upper arm or pills to 

“start” menstruation (only two of 12 of these succeeded). 

On their third attempt, women most commonly requested 

MR from a Family Welfare Visitor (all four of these at-

tempts were successful). 

The survey also elicited information on cultural percep-

tions of abortion. When asked what a pregnant woman 

should do if her health was not good enough to carry the 

pregnancy to term or is unable to feed, clothe or educate 

a child, 44% of respondents volunteered that the woman 

should abort the pregnancy; 32% said she should keep 

the pregnancy; 17% responded that abortion is a sin, but 

did not propose an action; 3% said the woman should 

have used family planning to prevent the pregnancy; and 

2% said the husband or the doctor should decide the 

course of action. 

Assessment of the AFS: Comparison with Other Abortion Data
The AFS was implemented in an area where other direct 

estimates of abortion are available to compare the proto-

col’s results against. The research institution ICDDR,B has 

been collecting data through its Demographic Surveillance 

System (DSS) since 1966, and the Matlab DHS (MDHS) 

was conducted in 1994 to validate results of the 1993–

1994 Bangladesh DHS. The AFS generated substantially 

different annual rates of abortion per 1,000 women than 

the DSS and the MDHS (Figure 1, see figures at the end 

of the chapter). Data from the longitudinal Matlab DSS for 

the period 1989–1996 show a steady rate of just under 

five abortions per 1,000 women for the eight-year period. 

*To generate an estimate for the entire year, the seven abortions 
reported as taking place between July and December 1996 were 
added to the 16 abortions reported between January and June of 
1997, resulting in an estimated 23 induced abortions among the 
sample of 909 women in 1997. 
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Pradesh, India, to gather information on abortion and other 

reproductive events. In addition to improving the reporting 

of abortion incidence, the study sought to capture more 

detailed and nuanced information about the contextual 

factors surrounding pregnancy and pregnancy termina-

tion. A sample of 2,444 married women aged 15–39 with 

at least one child were interviewed, meaning that the 

sample was broadly representative of women in their 

prime childbearing years who had childbearing experience.

Restricting the sample to this age-range addressed 

concerns about potential recall bias among older women 

(as these women would be describing events that took 

place well in the past). Including only women who had 

already had a child ensured a sufficient number of preg-

nancies; women without children would likely have both 

fewer pregnancies to report and a much lower likelihood 

of having attempted an abortion. The resulting cross-

sectional data set captures each event in the reproduc-

tive lives of the 2,444 respondents, encompassing 9,127 

pregnancies with a known outcome and 11,341 pregnancy 

intervals. (See Edmeades et al. 2010 for more detailed 

information on the study, sampling and results.)

Development of the final “narrative” survey instru-

ment included multiple steps. The first step was entirely 

qualitative, involving the use of focus groups; key infor-

mant interviews; and in-depth interviews with women, 

their family members, community members and service 

providers. In addition to establishing the specific topic 

areas to include in the survey, this first step confirmed the 

utility of using a narrative approach in which women are 

encouraged to provide abortion information as part of a 

larger “story” of their life. 

The second step involved developing and pilot-testing 

the actual survey instrument (ICRW, 2002). While broadly 

similar to most survey instruments, the narrative-approach 

instrument was explicitly designed to mimic the pattern 

of the narratives women used to describe their reproduc-

tive lives. This was done by structuring the questionnaire 

and response matrices to collect information in a natural 

conversational flow rather than through closed-ended 

questions (see Edmeades et al. 2010 for an example of 

the flow of the questions). As was the case in the qualita-

tive phase, allowing women to “tell their story” in the 

quantitative portion helped overcome some of the barriers 

associated with asking questions on abortion. To further 

facilitate this process, the instrument was administered 

in two separate sessions, so the interviewer had time 

to establish rapport before approaching sensitive topics. 

Dividing the interview into two sessions also allowed 

the respondent to select the time that would be most 

convenient for the second session. Having the respon-

dent schedule the second interview allowed her to take 

demonstrates again the difficulties in ascertaining ac-

curate rates and trends of induced abortion from survey 

research. The different rates and trends are likely related 

to the distinct data collection techniques employed. Each 

technique is differentially affected by recall bias, respon-

dent and interviewer courtesy bias, sensitivity to cultural 

norms, and the scope and purpose of the survey. 

Despite the protocol’s apparent inability to accurately 

measure trends, it yielded the highest rates of induced 

abortion for the two most recent years covered by the sur-

vey. Despite the well-known advantages of DSS and DHS 

surveys for collecting general reproductive health data, 

alternative research strategies are necessary to investi-

gate highly sensitive topics. The specific abortion focus of 

the AFS; the presurvey, qualitative research component; 

the relatively unstructured format of the instrument; and 

the extensive probing that use of the calendar allowed all 

yielded higher rates of induced abortion than the more 

general DSS and MDHS surveys. 

With the protocol of merging quantitative and quali-

tative research, investigators can collect a wide range 

of data from large samples at a reasonable cost. The 

AFS yielded qualitative information about the “process” 

of abortion, including cultural perceptions of abortion, 

household decision making on pregnancy termination, and 

information about abortion procedures—including MRs—

and providers and their effectiveness. It also appears to be 

an improvement over standard sample surveys in generat-

ing realistic, quantitative measures of induced abortion, at 

least in the two years immediately before the year of the 

interview.

Part II. The Narrative Survey Approach:  
An Experiment in Madhya Pradesh, India
Jeffrey Edmeades, Laura Nyblade and Erin Pearson

This section reports on a novel project carried out by 

researchers at the International Center for Research on 

Women (ICRW)* who developed and fielded a survey 

measuring abortion and reproductive behavior based on 

a “narrative” approach. Like the AFS, this methodology 

uses a mixed approach to strengthen overall data qual-

ity; however, the “narrative” survey technique combines 

in one instrument the strengths of both quantitative and 

qualitative methods. 

Application of the Narrative Approach
The methodology was developed and implemented 

as part of a study that was fielded in 2002 in Madhya 

*This research was conducted in collaboration with the 
International Institute for Population Studies, Mumbai and the 
Government Medical College, Nagpur.
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complete understanding of the subject and related issues, 

and that they had the tools to conduct interviews of this 

type. Training on rapport-building techniques was key to 

enabling interviewers to broach the highly sensitive behav-

iors asked about. Familiarity with such techniques allowed 

interviewers to gather full information on the woman’s 

families, explain the purpose of the study, and emphasize 

the importance of having the woman’s “gatekeepers” 

(e.g., husbands or mother-in-laws) support her participation.

The training involved an intensive two-week course 

that was conducted by the principal investigators. The 

course was structured around participatory principles 

that allowed interviewers to suggest modifications to the 

instrument. A detailed training manual was also developed 

by the research team to provide an ongoing resource for 

the interviewers.

Assessment of the Narrative Approach
The narrative approach is designed to both reduce the 

underreporting of abortions and collect detailed contex-

tual data on the circumstances of abortion attempts. The 

approach generates abortion prevalence (the proportion 

of women who have ever had an abortion over their 

reproductive life course) rather than annual rates (number 

of abortions each year per 1,000 women of reproductive 

age), so comparing its results against official abortions 

rates is problematic.* Comparing the more readily avail-

able abortion ratios (abortions per 100 births) shows that 

the narrative technique applied in Madhya Pradesh con-

sistently captured more abortions than did the traditional, 

face-to-face National Family Health Survey (NFHS-2) con-

ducted at roughly the same time. For example, the ratios 

derived from the narrative approach are roughly five times 

those derived from the NFHS-2 across both urban and 

rural areas (i.e., the NFHS-2 ratios were 2.8, 0.7 and 1.2 

among urban, rural and all women respectively, compared 

with ratios generated by the narrative approach of 10.0, 

4.4. and 5.5 respectively) (Malhotra et al. 2003).†

A further benefit of the narrative approach is the depth 

of contextual data that can be gathered using this approach 

relative to traditional surveys. The narrative approach en-

courages women to contextualize their pregnancy experi-

ences in terms of other life experiences, including their re-

lationships with family members and household situations. 

into account when privacy could be assured during her 

daily activities. Interviewers were instructed to interview 

women only when privacy could be reasonably assured. 

The instrument was piloted to test the transferability of 

the narrative approach to a survey structure, the reliability 

of the instrument and the logistical feasibility of the two-

day interview approach.  

The instrument was designed to collect basic back-

ground information on women and their individual 

pregnancies and life experiences. To accomplish all this 

without breaking the intimate connection established by 

the narrative method or exhausting the patience of the re-

spondent, the first-day session took a traditional interview-

ing approach and focused largely on the characteristics of 

the woman and her household. General questions about 

abortion knowledge, opinions and practice were asked in 

this session, which concluded with a preliminary pregnan-

cy history. In taking that history, interviewers first asked 

about the births of two successive children to serve as an 

anchor for probing about any additional pregnancies be-

tween births. With this line of questioning, the complete 

pregnancy history of the respondent could be mapped out 

before the second session.

The complete pregnancy history from the first ses-

sion served as the basis for the second session, which 

collected detailed information on each pregnancy. As part 

of the narrative approach, women were asked a range of 

questions about their family, social situation and actions 

during each pregnancy “interval,” or context time frame, 

beginning with the interval between marriage and the 

first pregnancy. Once a pregnancy is recorded, follow-up 

questions address the full experience of the pregnancy 

and its outcome (live birth/stillbirth, miscarriage or induced 

abortion). For example, for each pregnancy, women were 

probed about whether they had wanted to terminate it 

and whether they had acted on that desire. If a woman re-

ported such feelings or actions, follow-up questions were 

asked about the full situation and resolution (live birth/still-

birth, miscarriage, unsuccessful abortion attempt and suc-

cessful abortion attempt). If an abortion was attempted, a 

series of questions were asked that were specific to each 

attempt (see Edmeades et al. 2010). On average, the first 

interview session took 30 minutes and the second one 

took 90 minutes. 

The training of field interviewers was essential to the 

successful implementation of this methodology, particu-

larly given the use of a nontraditional instrument and ap-

proach. One of the most important objectives of the train-

ing was to give interviewers the confidence to implement 

the survey effectively, since doing so required flexibility 

along with consistency and rigor in recording responses. 

The training involved both ensuring that interviewers had a 

*Currently, no standard widely accepted approach exists for con-
verting prevalence into rates. In this manual, however, researchers 
have proposed an approach for doing so; see Chapters 8 and 9.

†In order to ensure comparable samples, the NFHS-2 data for 
Madhya Pradesh were first restricted to the equivalent group of 
women (married women aged 15–39 with at least one child) and 
the data from this subgroup were then used to calculate abortion 
ratios.
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rative technique also enabled complex statistical analyses 

of the determinants of both abortion and abortion-related 

morbidity. In sum, the collection of data using this ap-

proach allowed for a much deeper contextualization of 

abortion behavior and experiences than is typical with 

quantitative surveys, and provided a sound basis for em-

pirical research. 

Part III. The Detailed Abortion Module:  
The Example of Eastern Europe
Florina Serbanescu and Paul Stupp

Official statistics on induced abortion are kept for all 

countries in Eastern Europe,* where abortion has long 

been legal, readily available and widely used. Abortion 

rates (and ratios) in many of these countries have been 

among the highest in the world, often surpassing fertility 

rates (Henshaw et al. 1999; Sedgh et al. 2007). Since the 

1990s, abortion is legal without restrictions as to reason 

during the first 12–14 weeks of gestation in all countries 

but Poland (Rahman et al. 1998). Although the procedure 

is affordable and relatively accessible in most countries, 

some women still seek abortions outside designated 

health services. Lengthy waiting times, unsanitary condi-

tions, a lack of privacy and confidentiality, extra fees, 

mandatory notifications to employers or primary care 

physicians, parental consent requirements and advanced 

gestational age (beyond 12–14 weeks) all have been cited 

as common deterrents to obtaining safe, legal abortions 

(Serbanescu and Morris 2003). 

When these countries were controlled by the Soviet 

Union, health and population data were unreliably re-

ported: “Unfavorable statistics,” which could trigger 

disciplinary actions, were underreported and “positive” 

results, which could bring rewards, were overreported. 

The profound health-system changes that occurred dur-

ing the post-Soviet economic transition led to other data 

problems, such as those caused by the failure to record 

or report abortions in underfunded state-run health facili-

ties; the expansion of the private health sector, whose 

activities are usually not included in official statistics; and 

an overall decline in monitoring and evaluation of health 

activities (Serbanescu and Morris 2003). Further, the con-

tinued practice of performing abortions beyond the legally 

permitted gestation (usually 12–14 weeks), usually outside 

The exceptionally wide range of experiences encompassed 

by the questions provides considerably more information 

on the factors influencing abortion than would be possible 

using surveys that are less focused on abortion.

For example, the narrative approach collected wom-

en’s reasons for attempting an abortion; whether they 

consulted anyone about it and, if so, whom and what 

advice they received; what they eventually decided to do; 

and the gestational age of the pregnancy at the time of 

the decision. If a woman attempted to terminate a preg-

nancy herself, she was asked what she did, where the 

attempt was made and whether she was helped in any 

way. Women whose attempts involved a provider were 

asked a series of questions about the type of provider, the 

advice/service received (including information on actual 

procedures and requirements for service), the cost of the 

procedure/medication, and how much family support the 

woman had for her decision. Finally, the approach also 

contained a series of questions that measured side ef-

fects from abortion attempts in terms of medical symp-

toms (excessive bleeding, infection, etc.) and in terms of 

limitations on daily activities (days of bed rest required).

Discussion
Collecting accurate data on abortion incidence is extreme-

ly difficult, particularly in settings where women have 

relatively little control over their reproductive behavior and 

where cultural norms strongly discourage abortion. The 

narrative approach described here provides a further tool 

that researchers can use to explore this issue. However, 

the approach does require significant investments: Among 

the approach’s limitations are the time and expense need-

ed for the special training of interviewers and for close 

field supervision. A narrative survey may also take more 

time to administer in the field than standard DHS-type 

surveys because of the two-visit approach and the time 

needed for rapport-building at community and household 

levels. (Overall, however, the time required was compa-

rable to that needed for other surveys.). Finally, the wide 

range of sensitive data collected, which includes women’s 

experience of domestic violence and their perceptions of 

the quality of their relationships, means that special care 

must be taken to ensure the confidentiality of women’s 

responses.

Despite the limitations to this approach, the results 

suggest that it has a number of advantages over standard 

direct surveys. The mixed-method approach allowed for 

in-depth information to be collected while still applying a 

rigorous sampling strategy (Edmeades et al. 2010). That 

strategy resulted in a more representative sample than 

is typically the case in surveys that ask about abortion, 

which often rely on provider-based populations. The nar-

*The region of “Eastern Europe” has many definitions; most are 
based on geographic and political considerations. Generally, coun-
tries located between Central Europe and the Ural Mountains 
that have postcommunist regimes and similar socioeconomic 
systems are considered part of Eastern Europe. Reproductive 
Health Surveys (with assistance from the CDC) that have detailed 
abortion histories were conduted in Albania, Azerbaijan, the 
Czech Republic, Georgia, Moldova, Romania, Russia and Ukraine.
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(i.e., live birth, stillbirth, miscarriage or abortion) in reverse 

chronological order. For abortions, each respondent is 

asked the date of the pregnancy termination; for live 

births, she is asked about the sex and survivorship of each 

child. Information on the intendedness of each pregnancy 

at the time of conception is collected for all pregnan-

cies completed in the five years immediately before the 

survey. For each induced abortion in the those five years, 

the following additional data are collected: reasons for the 

abortion, partner’s attitudes toward it, use of contracep-

tives at the time of conception, details related to the abor-

tion procedure and care received, experience of early and 

late postabortion complications, and receipt of postabor-

tion counseling and contraceptive methods. 

In developing the abortion module, the following eight 

basic parameters were applied:

1) Sequencing—a balance of just enough questions 

preceding the abortion questions to build rapport and 

increase the likelihood of disclosure, but not too many to 

cause interview fatigue.

2) Phrasing—short questions use unequivocal and lo-

cal terminology and lay equivalents of medical terms, and 

the instrument is pilot-tested prior to finalizing the survey 

questionnaire.

3) Multiple topics—questions are asked on numer-

ous reproductive health and women’s health aspects to 

reduce the sensitivity surrounding one particular issue.

4). Complete lifetime pregnancy histories—needed 

to improve respondents’ recall and to ensure as com-

plete reporting of all pregnancy outcomes as possible. 

Outcome details are collected in reverse chronological 

order, starting with the most recent pregnancy and asking 

about the next-to-last, second-to-last and so on. To avoid 

any initial underreporting of the total number of abortions, 

and women deliberately omitting pregnancies to conform 

to that number, respondents are never asked to report an 

aggregate number of pregnancies that ended in a specific 

outcome (Jones and Forrest 1992).

5) Direct questioning on all abortion events in the past 

five years—this captures data on every pregnancy, starting 

with the type of outcome and duration of gestation, and 

ending with pregnancy intendedness (for recent pregnan-

cies). Information is collected on induced abortions and 

“mini-abortions,” which refer to abortions by vacuum aspi-

ration during the first six weeks of pregnancy. These types 

of abortion are fairly common in the successor countries 

of the former USSR (David 1999).

6) Repetition—abortion-related questions are asked 

more than once to give women more opportunities to 

disclose their experiences. Although complete pregnancy 

histories are taken, respondents are prompted to report 

clinical settings, adds to the underreporting of abortions. 

In some settings, such as the South Caucasus region, 

decreases in population through conflict, territory loss, 

and internal and external migration means that obsolete 

population projections are far higher than reality; such in-

accurately inflated denominators will yield underestimates 

of population-based health measures, including general 

abortion rates (Serbanescu and Morris 2003). 

Thus, in countries where abortion is legal but reliable 

official health statistics are lacking, measuring incidence 

based on retrospective self-reports in surveys is often a 

more accurate alternative. Despite some inherent limita-

tions and a certain degree of sampling error, survey-based 

measurements in Eastern Europe generally provide a 

better estimate of abortion incidence than do official 

reports. Survey data also have the added benefit of plac-

ing abortion research within a broader context of social 

and reproductive health behaviors, such as fertility and 

union dynamics, demand for contraceptive methods and 

unmet need for family planning. Although social stigma 

normally associated with self-reports of abortion is less 

strong in these countries than elsewhere, cross-sectional 

surveys still suffer from other biases, such as omissions, 

misclassification of abortions that are obtained outside the 

legal system, and poor recall of events that occurred long 

before the survey date. 

Development of the Abortion Module
One way to improve the collection of abortion data in 

settings where the procedure is legal but official underre-

porting is extensive, is to incorporate an abortion module 

into a DHS-like survey. The Reproductive Health Surveys 

(RHS), which were launched in the mid-1970s, were 

developed by the Division of Reproductive Health of the 

U.S. Centers for Disease Control and Prevention (CDC) 

to collect detailed country-specific reproductive, maternal 

and child health data (Morris 2000). The RHS surveys are 

nationally representative, probability-sample household 

surveys that collect information on a wide range of health-

related topics from women of reproductive age.

The surveys are organized around a set of standard 

core modules that offer the consistency needed for inter-

national comparisons of health indicators. These modules 

can be expanded to meet local needs and additional 

modules can be added to accommodate country-specific 

objectives. The abortion module, which was specifically 

designed to capture details on unintended pregnancy 

and pregnancy termination in Eastern Europe, explores 

women’s lifetime and recent abortion experiences.

The module contains questions that prompt each re-

spondent to report a complete lifetime pregnancy history, 

which includes information on each pregnancy outcome 
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able. The RHS surveys in Eastern Europe have estimated 

abortion rates that exceed the official figures, sometimes 

by a considerable margin (Figure 2; note the data for  

Armenia in 2000 comes from a DHS). Without reliable na-

tional data, there are few other options for estimating the 

level of completeness of abortion reporting in population-

based surveys. 

The most conclusive validation of women’s self-

reports—comparing them with their individual medical 

records—requires expensive special studies that are 

often small-scale. Few studies of this type have been 

conducted worldwide. U.S. studies have shown that the 

extent of women’s underreporting varies with age, race 

and socioeconomic status (Udry et al. 1996; Jagannathan 

2001). The only such study conducted in Eastern Europe 

used a sample of women who obtained abortions in a ma-

ternity hospital in Tallinn, Estonia, during 1991 (Anderson 

et al. 1994). For these women, who were followed-up by 

a household interview the following year, the numbers of 

lifetime abortions reported in the face-to-face interview 

agreed with their medical records in 88% of cases. The 

study also found that Estonian women of Russian ethnic 

descent, married women, those with higher educational 

attainment and those younger than 40 were more likely 

than others to self-report an abortion. 

When conventional data sources for comparisons 

are unavailable or inadequate and resources are limited, 

external validation can be done using other health surveys 

based on the same population. An alternative source of 

nationally representative, population-based data on abor-

tion in Eastern Europe is provided by the DHS surveys 

conducted in the region.* There are important differences 

between the RHS and the DHS surveys in both content 

and sampling. While the RHS surveys use the methodol-

ogy described in detail above, the DHS surveys use a 

series of filters—asking respondents to provide the total 

number of pregnancies that ended in live births, abortions, 

stillbirths or miscarriages. Only respondents with one or 

more completed pregnancies are asked to recall details 

about their pregnancy histories. Further, in DHS surveys, 

neither the filters nor the pregnancy history questions are 

designed to prompt women to report on their experience 

of “mini-abortions.” The pregnancy events in the DHS 

questionnaire are entered in the five-year calendar of preg-

nancy and contraceptive use at the time of completing the 

pregnancy history; any recent contraceptive use is added 

later in the calendar in the intervals between months 

again on their most recent pregnancy outcomes.

7) Use of month-by-month calendar histories—used 

to ask about contraception, pregnancy status and other 

events during a fixed period (usually five years) prior to 

the survey, proceeding backward from the time of the 

interview. Coded information is recorded for each month 

in the reference period. The approach of recording preg-

nancy and contraceptive histories in one place increases 

the recall of reproductive health events and their timing, 

allows for internal checks of consistency and provides a vi-

sual tool to help clarify inconsistencies (Wingo et al. 1988; 

Becker and Sosa 1992; Magnani et al. 1996).

8) High-quality interviewers—careful selection and ex-

tensive training of female interviewers to assure that they 

understand the subject matter and the conceptual issues 

of survey research. 

The face-to-face interviews conducted in the RHS 

surveys are anonymous, confidential and voluntary. No 

direct individual identifiers are recorded on the question-

naire, and information on the address of the household is 

dropped prior to data entry. Informed consent is obtained 

by providing the potential respondent with a detailed 

description of the purpose of the study and its protocol, 

including the measures to ensure anonymity and confiden-

tiality. The woman is told the duration of the interview and 

that her participation is voluntary and can be discontinued 

at any time. Barriers to answering questions on socially 

sensitive topics are addressed through assurances of 

confidentiality, reassurances that all answers are accept-

able, and encouragement to disclose personal views and 

experiences.

Because survey activities on health topics are relative-

ly new in Eastern Europe, most respondents welcome the 

opportunity to participate. Overall response rates are very 

high, ranging from 85% in Ukraine (generally considered 

a threshold for an acceptable nonresponse bias) to over 

98% in Georgia. The level of specific item nonresponse 

(i.e., refusals and “do not know/do not remember”) is also 

remarkably low. For most of the health variables and indica-

tors, including answers related to experience and attitudes 

toward induced abortion, nonresponse is below 2%. 

Assessment of the Abortion Module
Calculating the incidence of induced abortion through self-

reports is hampered by uncertainties that are difficult to 

overcome and often impossible to measure. The best way 

to determine completeness of self-reports is to use exter-

nal sources to validate these responses. However, valida-

tion of survey-based abortion levels through comparisons 

with national, official statistics has proved unworkable in 

Eastern Europe, since the official records are so unreli-

*Between 1993 and 2005, DHS surveys were conducted in 
Armenia, Azerbaijan, Moldova, Turkey and Ukraine; thus, compa-
rable DHS data are available for the RHS countries of Azerbaijan, 
Moldova and Ukraine.



45Guttmacher Institute/IUSSP

Reproductive health household surveys with represen-

tative samples remain essential tools in documenting a va-

riety of behaviors that can be inferred with a measurable 

level of certainty to apply to the population as a whole. 

While there are limits to the reliability of self-reported 

abortions in certain settings, the module used in the RHS 

surveys in Eastern Europe provides a quick and affordable 

way to obtain more complete data on induced abortion 

than routine health information systems provide. The 

module’s findings have been instrumental to the study of 

induced abortion in Eastern Europe. They helped project 

the need for family planning services; served as sources 

for reproductive health indicators used in program design, 

monitoring and evaluation; shed light on correlates be-

tween these indicators and contextual factors; increased 

public awareness of abortion; fostered collaborations 

between stakeholders to improve reproductive health; and 

promoted relevant policy changes.

Chapter Conclusions
The three approaches to face-to-face interviews presented 

in this chapter represent modifications to traditional 

survey instruments to better reflect the special require-

ments of documenting the incidence of abortion. The 

AFS, which involves first conducting qualitative research 

to understand the local context and language used to 

describe abortion, uses a quantitative, comprehensive 

reproductive events calendar. Reproductive histories are 

obtained through a face-to-face interview that allows the 

interviewer to probe when inconsistencies arise. 

The “narrative” survey technique also includes qualita-

tive and quantitative components, albeit in one data collec-

tion instrument, as a way to overcome women’s reluc-

tance to share sensitive information about abortion. The 

interviews span two days. The first day is used to build 

rapport, and obtain general household information and a 

clear understanding of the cultural context of abortion. The 

interview on the second day includes having the woman 

narrate her reproductive life “story” anchored by preg-

nancies. When a pregnancy is recorded, the interviewer 

follows up with further questions. 

The final modification to face-to-face surveys pre-

sented in this chapter is the inclusion of a detailed abor-

tion module, which has been used in the RHS surveys 

conducted by the CDC. The module asks respondents de-

tailed questions about pregnancies that ended in induced 

abortion and has elicited high response rates, perhaps be-

cause there is little social stigma associated with abortion 

in the region where it was implemented, Eastern Europe. 

The AFS and “narrative” technique documented 

higher rates of abortion than those reported in large-scale, 

population-based surveys, and the module added to the 

spent pregnant.

The surveys also differ by sampling approach. In the 

RHS sampling design, only one respondent is selected per 

household—using a randomization table included in the 

household questionnaire—while in the DHS, all women 

of reproductive age in the household are interviewed. The 

confidentiality of the topics addressed in the question-

naire, and women’s willingness to answer sensitive abor-

tion questions, are likely to be lower in households where 

all eligible respondents are interviewed. 

Although the true abortion rates in many countries in 

Eastern Europe are not known, the DHS approach may 

have contributed to underreporting in recent DHS surveys 

conducted in Moldova, Azerbaijan and Ukraine. These 

DHS surveys followed RHS surveys that were conducted 

5–8 years earlier. For example, the DHS-derived, more re-

cent total abortion rates among woman aged 15–44 are all 

lower than the RHS-derived ones, without corresponding 

increases in contraception or fertility to justify the decline. 

Specifically, the total abortion rates from the earlier RHS 

and later DHS in these three countries are 1.6 lifetime 

abortions vs. 0.4 in Ukraine (Ukrainian Center for Social 

Reforms 2008); 3.2 vs. 2.3 in Azerbaijan (Azerbaijan State 

Statistical Committee 2008); and 1.3 (Moldovan Ministry 

of Health 1998) vs. 1.1 in Moldova (Moldovan National 

Scientific and Applied Center for Preventive Medicine 

2006).

Even though independent comparable studies are 

scarce, consistency of reporting on abortion may be exam-

ined by comparing abortion rates for the same cohorts of 

women in successive surveys. In Romania and Georgia, 

for example, where two RHS surveys were conducted 

five years apart, the abortion rate for a given cohort in the 

period 5–9 years before the most recent cycle of the sur-

vey was within confidence intervals of that cohort’s abor-

tion rate in the period 0–4 years before the earlier cycle. 

Discussion
Alternative strategies to accurately measure abortion are 

needed in the absence of a functional health information 

system, as is the case throughout Eastern Europe. The 

abortion module added to RHS surveys in the region has 

greatly increased our understanding of abortion levels, 

context, determinants and provision. However, more 

research is still needed in questionnaire development to 

further improve the validity and reliability of responses. 

Several questionnaire-design approaches seem promising 

and worth trying, such as incorporating multiple, related 

questions on the practice of abortion in several sections of 

the questionnaire, and adding qualitative components with 

a focus on exploring key decision-making processes in a 

woman’s abortion history. 
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RHS surveys in Eastern Europe revealed higher abor-

tion rates than those reported in the countries’ national 

health statistics. These overall findings suggest that the 

three modifications provide estimates that are closer to 

the true incidence of abortion. Possible drawbacks of 

these approaches are that both the AFS and the “narra-

tive” methods require extensive training of interviewers 

to ensure that they are able to implement the survey 

correctly and recognize when a woman is talking about an 

induced abortion. The interview process can also be time-

consuming, especially with the “narrative” survey, which 

includes two days of interviews for each participant. Even 

though the abortion module used in RHS surveys mea-

sured the incidence of abortion more reliably than other 

similar sample surveys and official statistics, its success 

was likely greatly influenced by the special conditions in 

Eastern Europe that are favorable to abortion reporting.

In sum, despite the possible disadvantages, these 

modifications to face-to-face surveys that are tailored to 

extract abortion histories appear to provide a more ac-

curate portrait of the incidence of abortion. The AFS and 

“narrative” techniques should be considered as options in 

settings where sensitivity surrounding the topic of abor-

tion is high and abortion services are accessed outside the 

formal health care sector. The abortion module appears to 

be especially useful in settings where stigma surround-

ing abortion is weak and health information systems are 

unreliable.
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Figure 1. Direct estimates of annual rates of induced abortion per 1,000 women 
according to survey, Matlab, Bangladesh, 1989–1997
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Figure 2. General abortion rates (per 1,000 women) in Eastern Europe, Survey estimates 
and governmental sources
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FIGURE 1. Direct estimates of annual rates of induced abortion per 1,000 women 
accroding to survey, Matlab, Bangladesh, 1989–1997 
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