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to 18%). The overall pregnancy rate fell over this 15-year 
period, from 186 to 160 pregnancies per 1,000 women (a 
decline of 14%); the unintended pregnancy rate also fell, 
but at a slower pace (from 82 to 74 pregnancies per 1,000 
women, a decrease of 10%—see Table 5).

The prevalence of modern contraceptive use was al-
ready moderately high in 1996–1997 among married 
women (42%), and it increased to 52% by 2011 (Table 6). 
The proportion of married women using traditional meth-
ods, which have high failure rates, remained at 8–11% 
over this period. Method discontinuation remained com-
mon, but declined over the period 2007–2011: According 
to the 2011 DHS, 36% of married women using methods 
other than female sterilization discontinued use within 
12 months, a decrease from levels of 49% and 57% in the 
2004 and 2007 DHS data sets, respectively.10 The propor-
tion of married women with an unmet need for contracep-
tion,† which had fluctuated between 1996–1997 and 2007 
with no clear trend, fell from 17% to 12% between 2007 
and 2011.

DISCUSSION

This study presents updated information on the incidence 
of induced abortion and MR in Bangladesh. By compari-
son with the only previous national study, conducted in 
1995, the MR rate in 2010 is essentially unchanged. After 
accounting for improved measurement of abortion inci-
dence, the induced abortion rate has also likely changed 
little over the past 15 years. Combining the MR and abor-
tion rates to yield an estimate of the overall pregnancy ter-
mination rate shows that this rate in Bangladesh (37 per 
1,000 women aged 15–44) is higher than the equivalent 
rate for South-central Asia in 2008 (26 per 1,000),  but 
similar to that for Southeastern Asia (36 per 1,000).34

The unintended pregnancy rate in Bangladesh in 2010 

the large increase in the induced abortion rate is mostly 
due to better measurement in 2010. Even though the rate 
may have increased, the size of the increase is likely much 
smaller than these two figures indicate.

Morbidity Related to Abortion and MR Procedures
The overall rate of treatment for induced abortion compli-
cations was quite high in 2010: An estimated 6.5 women 
per 1,000 aged 15–44 were treated each year (see Table 2), 
a rate comparable with those in a number of other devel-
oping countries where abortion is highly legally restricted 
and MR services do not exist.33 In addition, an estimated 
2.2 women per 1,000 were treated in 2010 for complica-
tions from MR procedures that were presumably unsafe 
(see Table 5). This means that about 12% of women who 
had an MR experienced and were treated for medical 
complications (not shown). This is a minimum estimate 
because some women in this situation would not have ob-
tained treatment. This rate is much higher than that found 
when the procedure is performed by trained personnel in 
hygienic settings,*4–6 and is an indicator of the extent to 
which unsafe MR is taking place.

Change in Unintended Pregnancy and Contraceptive Behavior
The incidence of induced abortion and MR, and any 
changes in these measures over time, must be understood 
in the context of unintended pregnancy, fertility, contra-
ceptive use and unmet need for family planning. Nation-
ally, the overall pregnancy rate in 2010 was an estimated 
160 pregnancies per 1,000 women of reproductive age, 
and the unintended pregnancy rate was 74 (see Table 5).

Among all pregnancies, the proportion that was unin-
tended appears to have increased slightly between 1995 
and 2010 (from 44% to 46%). However, given the likeli-
hood that induced abortions were underestimated in 
1995, this small increase is probably spurious. In 2010, 
induced abortions and MRs each accounted for more 
than one in 10 of all pregnancies, and together constituted 
about half of all unintended pregnancies (Figure 1). The 
proportion of pregnancies resulting in unplanned births 
declined moderately between 1995 and 2010 (from 23% 

live births indicates that about two pregnancies are ended 
for every five that result in live births; this combined ratio 
for Bangladesh is higher than the estimated abortion ratio 
for South-central Asia in 2008 (26 per 100).32 Combining 
the national numbers of induced abortions and MR proce-
dures shows that induced abortions represented 50% of 
this total.

Change in Morbidity, MRs and Induced Abortions
Comparison of results from the 1995 study with the es-
timates for 2010 yields insights into change in the safety 
of MR and induced abortion services, as well as the inci-
dence of these procedures. However, given differences 
in both sample coverage and methodology, care must be 
taken in making comparisons. Because the 2010 sample 
design included comprehensive coverage of the private 
sector, while the 1995 study did not, we limit comparisons 
to public-sector treatment rates for complications resulting 
from MRs and induced abortions. The treatment rate for 
MR complications was 53% higher in 2010 than in 1995 
(1.1 vs. 0.7 women per 1,000), while that for abortion com-
plications rose by 59% (4.3 vs. 2.7—Table 5, page 127). It 
is possible that most, if not all, of this increase is due to im-
provements in access to health services, reflecting existing 
demand for pregnancy-related care. For example, the pro-
portion of women delivering in health facilities increased 
manyfold during this period—from 4% in 1996 -199720 to 
15% in 200710 and to 29% in 2011 (not shown).11

While the absolute number of MRs increased by 39% 
over this 15-year period,7 the MR rate increased only slight-
ly, by an estimated 3% (from 17.8 to 18.3 MRs per 1,000 
women —Table 5), indicating that much of the absolute 
increase reflects the growing population of women aged 
15–44 (which increased by 35% during this period). Fur-
thermore, the earlier study used a different approach in es-
timating the number of MRs in 1995: It projected forward 
from a 1987 study that had estimated MRs based on aver-
age caseloads reported by MR providers. The current study 
used a more robust approach; however, because of the 
widely recognized and extensive underreporting by both 
public and private providers, adjustments were made, and 
this introduced a further element of uncertainty. Overall, 
given differences in methodology, we cannot determine 
whether there has been a true change in the MR rate be-
tween 1995 and 2010.

Over this same period, the induced abortion rate ap-
pears to have increased by 82% (from 10.0 to 18.2 abor-
tions per 1,000 women). It is likely that much of this in-
crease is spurious. In comparison with the 2010 rate, the 
1995 rate is likely to be underestimated, for two reasons: 
First, unlike the 1995 HFS, the 2010 HFS had nationally 
representative coverage of postabortion care provision in 
the private sector; and second, the 1995 multiplier likely 
overestimated access to postabortion services—health 
professionals estimated that 54% of women with compli-
cations obtained facility-based care, but at the time only 
4% of women delivered in facilities.20 We conclude that 

low rate in Barisal may reflect an undercount of women 
receiving treatment for postabortion complications in the 
HFS or a lower propensity to obtain abortion services in 
this division.

Bangladesh is unusual in having the private and public 
sectors play equal roles in the provision of postabortion 
care: Data from the HFS show that each sector accounted 
for about half of all women treated for abortion-related 
complications in 2010. Notably, small private clinics with 
fewer than 20 beds accounted for two-thirds of private-
sector postabortion care (not shown).

The ratio of induced abortions to live births was 18 
per 100 nationally; Khulna and Rajshahi had the highest 
abortion ratios (34 and 25, respectively), while Barisal, 
Chittagong and Sylhet had the lowest (6–14). This mea-
sure is an indicator of the likelihood that, once pregnant, a 
woman will have an induced abortion: The national ratio 
of 18 per 100 births means that approximately one woman 
has an induced abortion for every five who give birth. It is 
also useful to calculate a combined ratio of MR procedures 
and induced abortions. The combined ratio of 37 per 100 

FIGURE 1. Percentage distribution of pregnancies, by  
outcome and intention, Bangladesh, 1995 and 2010
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TABLE 6. Percentage of currently married women aged 15–49 using a modern or traditional contraceptive method, or having 
unmet need for family planning, by division, 1996–2011

Division Modern method Traditional method Unmet need

1996–
1997

1999–
2000

2004 2007 2011 1996– 
1997

1999–
2000

2004 2007 2011 1996–
1997

1999–
2000

2004 2007 2011

Bangladesh 42 43 47 48 52 8 10 11 8 9 16 15 11 17 12

Barisal 41 46 43 47 55 8 14 12 9 10 18 15 13 20 10
Chittagong 31 35 37 38 45 6 9 10 6 7 21 20 17 23 19
Dhaka 42 42 49 48 51 8 12 11 9 10 17 16 11 18 11
Khulna 51 51 51 53 56 11 13 13 10 11 11 11 8 12 8
Rajshahi* 51 51 58 57 58 8 8 11 9 9 11 13 7 12 9
Sylhet 16 25 22 25 35 4 9 10 7 10 21 22 21 26 16

*In early 2010, a new division (Rangpur) was created in Rajshahi. Contraceptive use and unmet need in Rangpur are not included here, but proportions  
were similar to those shown for Rajshahi. Sources: 1996–1997—reference 20. 1999–2000—reference 21. 2004—reference 22. 2007—reference 10.  2011— 
reference 11.

*In a randomized controlled equivalence trial of first-trimester manual 
vacuum aspirations performed by midlevel providers and doctors, com-
plication rates were 0–1.4% in South Africa and 1.2–1.4% in Vietnam.5

†Women are considered to have an unmet need for contraception if 
they are fecund and married, are not using any contraceptive method, 
and do not want a child in the next two years or ever.


