
in both countries, al-
though it is somewhat
higher in the Philippines
(26%) than in Bang-
ladesh (19%). Yet contra-
ceptive use has greatly
increased over the past
10–15 years, especially
in Bangladesh, where

about 45% of currently
married women were
practicing contraception
in the early 1990s. In the
Philippines, this propor-
tion was slightly lower
(40%), but reliance on
less effective, traditional
methods was much
higher. Moreover, re-
search in the Philippines
points to an additional
barrier—the frequent ob-
jection of the male part-

ner to contraceptive practice.37

Considering that contraceptive use is
somewhat lower in the Philippines, that
traditional methods with high failure rates
are more commonly used and that societal
support for family planning is less strong
than in Bangladesh, we would expect to
find a higher level of abortion there than
in Bangladesh. However, estimated levels
of abortion for the two countries are sim-
ilar: according to the medium-level esti-
mates (a multiplier of five), annual rates
of 25 abortions per 1,000 women of repro-
ductive age in the Philippines and 28 per
1,000 in Bangladesh. Such factors as greater
social conservatism, ambivalence about so-
cial values and about attitudes concerning
family planning services (and fertility con-
trol in general), strong public opposition
to abortion and poorer access to safe abor-
tion services in the Philippines may ac-
count for this seeming discrepancy.

Because of the high level of reliance on
menstrual regulation in Bangladesh, hos-
pitalization of women with complications
of abortion is much lower there than in the
Philippines. The number of women hos-
pitalized each year for treatment of com-
plications of induced abortion is somewhat
higher in the Philippines—about 80,000,
compared with 72,000 in Bangladesh.
Given that the Filipino population is ap-
proximately 60% that of Bangladesh, the
rate of hospitalization due to unsafe abor-
tion is much higher in the Philippines than
in Bangladesh: 5.0 hospitalizations per
1,000 women per year vs. 2.7 per 1,000.

Government provision of family plan-
ning services is emphasized in both coun-
tries. However, one commonly accepted

safe induced abortions, and the remainder
are estimated to result from menstrual reg-
ulation. The annual estimated number of
complications requiring hospitalization
that result from menstrual regulation
(19,300) represents about 4% of the ap-
proximately 468,000 menstrual regulation
procedures performed annually. This is a
very low level of hospitalization, consid-
ering that it reflects care by some providers
who are informally trained. In comparison,
induced abortions other than menstrual
regulations are estimated to have a com-
plication rate of about 40% and a hospi-
talization rate of about 20%.35

Discussion
Recent national fertility surveys reveal
that unplanned births are still common in
both Bangladesh and the Philippines.36 In
Bangladesh, about one-third of all recent
births were reported as unplanned—13%
unwanted and 20% mistimed. In the
Philippines, the equivalent proportions
were 44%—16% unwanted and 28% mis-
timed. When the annual number of abor-
tions estimated here is added to the annual
number of live births, we conclude that
each year, 45% of pregnancies in
Bangladesh and 53% in the Philippines are
unplanned. (An estimated 18% of preg-
nancies in Bangladesh and 16% in the
Philippines are resolved as abortions.)

These high levels of unplanned preg-
nancy are probably a result of the strong
motivation of women and couples in both
countries to control their family size and to
space their births, combined with still high
levels of nonuse or poor use of contracep-
tives. Table 5 shows that unmet need is high

summary index suggests that family plan-
ning program strength is greater in
Bangladesh than in the Philippines.38 Since
the 1970s, the family planning program
has been a priority for the Bangladeshi
government, and service delivery has
taken a multisectoral, broad-based ap-
proach, with activities including the ex-
tensive training of fieldworkers (empha-
sizing the use of female staff to meet the
cultural need for women to be served by
women), the establishment of information
and education services, the use of mobile
sterilization teams, the setting up of local-
level clinics, a focus on the extension of
services into rural areas and an attempt to
increase limited maternal and child health
services. Nevertheless, to maintain its mo-
mentum and effectiveness, critics say that
the program must address many contin-
uing challenges.39

The Philippine family planning pro-
gram has been in place since the 1970s, but
it suffered a setback during the Aquino ad-
ministration (1986–1992), when political
and financial support was weakened as a
result of the strong influence of the
Catholic Church. In addition, as a result
of the devolution of health services to local
government bodies in 1993, local govern-
ment now assumes the primary respon-
sibility for the provision of family plan-
ning services. Thus, the national program
now focuses mainly on technical assis-
tance and policy issues. Although devo-
lution does not yet seem to have had a
negative impact on numbers of contra-
ceptive users (as contraceptive use among
married women aged 15–44 increased
from 42% in 1993 to 48% in 1996), com-
munity influence is likely to become
greater, and in some areas, opposition to
the provision of family planning services
may be stronger than when policy was
more centrally established and directed.40

Bangladesh and the Philippines face
somewhat different policy options to ad-
dress their induced abortion problems. In
Bangladesh, where menstrual regulation
is legally allowed, improved menstrual reg-
ulation services (increased availability in
rural areas, better access for all women—
including the unmarried and those having
a first pregnancy—and intensive efforts to
educate women about the legality of men-
strual regulation, where to obtain services
and gestational limits) could substantial-
ly reduce resort to unsafe abortion. In the
Philippines, where abortion is legally re-
stricted, and in Bangladesh as well, con-
traceptive counseling and referrals for
women being treated for complications of
abortion are both greatly needed.
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Table 5. Fertility-related measures that may contribute to levels
of induced abortion, the Phillippines and Bangladesh, mid-1990s

Measure Philippines Bangladesh
(1993) (1993–1994)

Annual abortion rate* 25 28
Total fertility rate† 4.1 3.4
% of pregnancies that are unplanned 53 46
% of recent births that are unwanted 16 13
% of recent births that are mistimed 28 20
% who ever used any method‡ 61 66
% who currently use any method‡ 40 45

Sterilization 12 9
IUD 3 2
Pill 9 22
Other modern methods§ 1 3
Traditional methods** 15 9

% who discontinued using pill
due to health-related side effects†† 31 52

First-year discontinuation rate for pill‡‡ 33 38
% with unmet need§§ 26 19

*Medium estimate. †Derived from respective Demographic and Health Surveys (DHS) for the
three-year period preceding the survey date. ‡Among currently married women aged 15–49.
§Condom, diaphragm, foam and jelly. **Periodic abstinence and withdrawal. ††Among all dis-
continuations during the past five years. ‡‡Excluding those who stopped to become pregnant.
§§DHS definition. Sources: Bangladesh—see S.N. Mitra et al., 1994, reference 36; Philip-
pines—see reference 17.




