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divisions. We also discuss changes in these measures be-
tween 1995 and 2010 while acknowledging the limitations 
of data comparability; we examine broader demographic 
changes as well, including contraceptive use and unmet 
need for contraception.

METHODS

Data Sources
This study draws on three data collection efforts: a na-
tional survey of public- and private-sector health facilities 
that provide postabortion care and MR services; a survey 
of knowledgeable key informants; and compilation of data 
obtained from nongovernmental organizations (NGOs) 
on MR and postabortion care services provided by their 
clinics. The study design and protocols for the two surveys 
were based on prior research that developed a methodol-
ogy for estimating abortion incidence (Abortion Incidence 
Complications Methodology or AICM19), and were adapt-
ed to the situation in Bangladesh. Questionnaires for both 
surveys were pretested in April 2010; the surveys were 
fielded from May to November 2010.

Other sources include Demographic and Health Survey 
(DHS) data sets for 1996–1997,20 1999–2000,21 200422 
and 2007,10 and preliminary results from the 2011 DHS.11 
These surveys provide information on contraceptive use, 
planning status of births and unmet need for contracep-
tion. The 2010 Household Income and Expenditure Sur-
vey23 provides information on poverty level.
•Health Facilities Survey (HFS). All public and private 
health facilities (excluding NGO facilities for which statis-
tics were separately compiled) considered likely to provide 
postabortion care or MR services were included in the 
sample frame. Using the most recent Ministry of Health 
lists of health facilities in Bangladesh, the 2008 Statistical 
Yearbook of Bangladesh,24 and information obtained from 
the Directorate General of Health Services and Directorate 
General of Family Planning, we identified a total of 5,301 
facilities (Table 1). The government sector includes five 

deaths per 100,000 live births in 1990 to 337 per 100,000 
in 2008.12 The two most recent maternal mortality surveys 
conducted by the government confirmed that a significant 
decline continued over the last decade.13,14 Results from a 
national survey in 2010 indicate that abortion accounted 
for about 1% of all maternal deaths.13 According to a study 
in the Matlab district, large reductions in abortion-related 
deaths occurred between 1976 and 2005; these reduc-
tions, along with investments in family planning and emer-
gency obstetric care, accounted for a significant proportion 
of the overall decline in the maternal mortality ratio.15 The 
new estimates of MR and abortion incidence from the 
present study will allow researchers to further investigate 
the role of MR in the reduction in maternal mortality in 
Bangladesh.

It is important to know if provision of MR services in 
the country has deteriorated, remained stable or improved 
since 1995, and whether the role of those services (rela-
tive to that of abortion services) has changed. A situation 
analysis conducted in 2002 highlighted important bar-
riers to obtaining MR services: distance to facility, unof-
ficial fees, lack of privacy, unfavorable provider attitudes, 
inadequate infection prevention and nonobservance of 
protocols.16 Another study documented the particularly 
poor access of rural women to MR services.17 In addition, 
the failure to train adequate numbers of MR providers to 
replace retiring cohorts may have reduced access further 
in recent years. An in-depth study in 2011 indicated that 
these barriers continue to exist, forcing poor women to 
use informal providers for health care services, including 
abortion.18

These concerns about possible declines in access to 
and quality of MR services are important reasons to collect 
new data on the incidence of MR and abortion (both safe 
and unsafe) to ensure that the reproductive health gains 
that Bangladesh has made in the past are not jeopardized. 
This study provides updated estimates of the incidence of 
MR and abortion in 2010 for Bangladesh and its six major 

Among the many developing countries where abortion is 
highly legally restricted, Bangladesh is unique in permit-
ting the provision of menstrual regulation (MR) services 
as part of the government family planning program. MR 
procedures are generally performed using manual vacuum 
aspiration, with a maximum limit of 10 weeks after a wom-
an’s last menstrual period, and without a test to confirm 
pregnancy.* The MR program is considered to contrib-
ute significantly to protecting women’s health;1 manual 
vacuum aspiration, which is recommended by the World 
Health Organization,2,3 has a very low rate of complica-
tions and mortality when performed by trained staff in hy-
gienic conditions.4–6 However, unsafe induced abortions 
are still widely performed in Bangladesh.

The national rate of MRs and induced abortions com-
bined was 28 per 1,000 women aged 15–44 in 1995 
(based on indirect estimation techniques),7 the same rate 
as in South-central Asia in that year.†8 According to another 
study using a model-based approach, the combined MR 
and abortion rate in Bangladesh was in the range of 26–30 
per 1,000 in the mid-1990s.9

No national study on the incidence of MR and abor-
tion has been conducted since the 1995 analysis.7 Yet in 
the past 15 years, notable changes have occurred in Ban-
gladesh that may have affected access to MR services and 
women’s and couples’ motivation to resort to MR or abor-
tion. Unmet need for contraception remained substantial 
at 12% in 2011, after declining from 17% in 2007.10,11 In 
addition, contraceptive use increased relatively slowly 
from the mid-1990s until 2011: The percentage of cur-
rently married women aged 15–49 using any method 
increased from 49% to 61%—an average annual increase 
of 0.8 percentage points. Although a majority of Bangla-
deshi couples who use contraceptives relied on modern 
methods in the past and continued to do so in 2011 (52% 
of married women), most used the pill, the injectable or 
condoms (44%), and only a small proportion used meth-
ods with very low failure rates, such as sterilization, the 
IUD and the implant (8%).11 Clearly, unmet need for con-
traception, use of traditional methods (9% in 2011), and 
reliance on short-term, reversible methods with relatively 
high risks of contraceptive failure and discontinuation are 
important factors contributing to unintended pregnancy.

Bangladesh has made significant progress in reducing 
maternal mortality over the last two decades: The mater-
nal mortality ratio is estimated to have fallen from 871 

CONTEXT: Bangladesh is unique in including menstrual regulation (MR) services as part of the government family 
planning program, despite having a highly restrictive abortion law. The only national estimates of MR and abortion 
incidence are from a 1995 study, and updated information is needed to inform policies and programs regarding the 
provision of MR and related reproductive health services.

METHODS: Surveys of a nationally representative sample of 670 health facilities that provide MR and postabortion 
care services and of 151 knowledgeable professionals were conducted in 2010, and MR service statistics of nongov-
ernmental organizations were compiled. Indirect estimation techniques were applied to calculate the incidence 
and rates of MR and induced abortion.

RESULTS: In 2010, an estimated 647,000 induced abortions were performed in Bangladesh, and 231,400 women 
were treated for complications of such abortions. Furthermore, an estimated 653,000 MR procedures were per-
formed at facilities nationwide. However, an estimated 26% of all women seeking an MR at facilities were turned 
away, and about one in 10 of those who had an MR were treated for complications. Nationally, the annual abortion 
rate was 18.2 per 1,000 women aged 15–44, and the MR rate was 18.3 per 1,000 women.

CONCLUSIONS: The incidence of induced abortion is the same as that of MR, which suggests considerable unsatis-
fied demand for the latter service. Furthermore, the high rates of complications from MRs highlight the need to 
improve the quality of clinical services. Increased access to contraceptives and MR services would help reduce rates 
of unplanned pregnancy and unsafe abortion.
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*Family welfare visitors and paramedics may perform MR procedures up 
to eight weeks after the last menstrual period, and physicians may do so 
up to 10 weeks.

†This regional estimate includes MRs and both legal and illegal abortions.

TABLE 1. Description of the facilities sample, by sector and type, Health Facilities Survey, Bangladesh, 2010

Sector and facility type No. of facilities 
in country

No. of facilities in 
sample districts

Sampling fraction 
within sample  
districts (%)

No. of facilities 
selected

No. of facilities 
interviewed 

Response rate 
(%)

Total 5,301 1,945 37 729 670 92

Public-sector facilities
Public medical college hospitals 19 19* 100 19 15 79
Private medical college hospitals† 42 42* 100 42 39 93
District hospitals 60 15 100 15 15 100
Upazila health complexes 421 98 100 98 97 99
Mother and child welfare centers 100 28 100 28 26 93
Union health and family welfare

centers 3,127 1,131 24 273 246 90

Private-sector clinics
Small (0–19 beds) 1,235 419 33 138 134 97
Medium (20–49 beds) 228 132 55 72 59 82
Large (≥50 beds) 69 61 72 44 39 89

*All  public and private medical college hospitals in the country were included. †Private medical college hospitals were grouped with public-sector facilities 
because they are similar to public medical college hospitals in terms of service provision. 


