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tributable to the characteristics of women who seek such 
abortions.

In addition to the remarkable declines in the fatality 
rates for each type of termination, we found that MR ac-
counted for an increasing proportion of terminations— 
79% in 2000–2008 versus 55% in 1989–1999. Our 
simulation showed that the vast majority (85%) of the de-
crease in mortality associated with pregnancy termination 
was due to declines in method-specific case-fatality rates, 
rather than to the increased share of MR. Our analyses 
provide some suggestive evidence about the reasons for 
the declines in method-specific case-fatality rates: MR and 
abortion are now performed earlier in pregnancy than in 
the 1990s, and abortions are now done using less harm-
ful methods than in the past (fewer are done by internal 
manipulation of the genitalia, and more by use of drugs).

The various findings just mentioned—the reductions 
in case-fatality rates, the increasing share of terminations 
done by MR, the growing use of safer methods of abortion 
and the earlier gestational age at time of termination—pro-
vide some clues to why maternal mortality continues to 
decline in Bangladesh in spite of the increase in the preg-
nancy termination rate. However, the case-fatality rate asso-
ciated with MR in the comparison area in 2000–2008 was 
not as low as might be expected given that, if performed 
correctly, MR and D&C should have lower case-fatality 
rates than live births have. The reasons for this should be 
investigated. An investigation of MR in the MCH-FP area, 
where there were no deaths associated with the procedure 
in the more recent period, might yield some useful lessons 
for the comparison area. Furthermore, despite consider-
able declines, we still find unacceptably high mortality 
among women who obtain abortions. Systematic evalu-
ation should be done to find ways of reducing this risk. 
More information is also needed on why and under what 
conditions women seek abortion as an alternative to MR— 
a topic addressed by the next article in this issue.

lower in the MCH-FP area than in the comparison area dur-
ing both periods considered here, supporting our hypoth-
esis that women in the former area are less likely than those 
in the comparison area to terminate their pregnancies.

We found no differences between the two areas in case-
fatality rates for live births, despite the superior maternal 
health services in the MCH-FP area. Previous research4 
also found that the level of maternal mortality associated 
with live births was similar in the two areas of Matlab and 
attributed the lack of difference to the fact that the homes 
in both areas were, on average, equally accessible to the 
Chandpur District Hospital, which provides comprehen-
sive emergency obstetric care.15,25

The case-fatality rate for MRs in Matlab as a whole in 
1989–1999 was high—511 maternal deaths per 100,000. 
This is more than four times the rate associated with live 
birth, and more than twice the 220 per 100,000 mortal-
ity rate for unsafe terminations observed worldwide in 
2008.27 We conjectured that the risk associated with MR 
would be similar to, or even lower than, that for live birth, 
since MR is supposed to be a relatively safe method; ap-
parently, the method was not performed in a safe way in 
Matlab during the 1990s. It is encouraging that by 2000–
2008, the case-fatality rate had declined remarkably, to a 
level quite close to that of live birth—a solid indication of 
improvement in safety, and a tremendous achievement in 
reproductive health care in Bangladesh.

We also found, as hypothesized, that the mortality risk 
associated with abortion was higher than that associated 
with MR. In 1989–1999, the case-fatality rate for abortion 
was 1,480 maternal deaths per 100,000 abortions, more 
than six times that from unsafe abortions worldwide27 and 
12 times that for live birth in Matlab. The mortality risk for 
abortion declined dramatically, but in 2000–2008 it was 
still nearly five times that for live birth. This association 
was no longer apparent in the adjusted analysis, however, 
suggesting that the elevated mortality risk was largely at-

APPENDIX TABLE 1. Case-fatality rates and percentage decline for live births and pregnancy terminations, by time period and 
area

Pregnancy 
outcome

1989–1999 2000–2008† % decline

All Comparison 
area

MCH- 
FP area

All Comparison 
area

MCH- 
FP area

All Comparison 
area

MCH- 
FP area

Live birth 125 123 127 108 113 104 14 8 18
(78/62,528) (41/33,317) (37/29,211) (46/42,413) (24/21,281) (22/21,132)

All pregnancy 953 909 1,055 186‡ 230§ 105†† 81 75 90
terminations (24/2,518) (16/1,760) (8/758) (5/2,693) (4/1,738) (1/955)

Menstrual 511 638 233 94§§ 147 0 82 77 100
regulations‡‡ (7/1,369) (6/940) (1/429) (2/2,120) (2/1,362) (0/758)

Abortion 1,480†‡ 1,220 2,128†§ 524‡§ 532 508 65 56 76
(17/1,149) (10/820) (7/329) (3/573) (2/376) (1/197)

†Data not available for 2001. ‡Different from value for all pregnancy terminations in 1989–1999 at p<.05. §Different from value for all pregnancy terminations 
in comparison area in 1989–1999 at p<.05. ††Different from value for all pregnancy terminations in MCH-FP area in 1989–1999 at p<.05. ‡‡Includes pregnan-
cy terminations performed by dilation and curettage, which accounted for 2% of terminations in this category. §§Different from value for menstrual regula-
tions in comparison area in 1989–1999 at p<.05. †‡Different from value for menstrual regulations in comparison area in 1989–1999 at p<.05. †§Different from 
value for menstrual regulations in MCH-FP area in 1989–1999 at p<.05. ‡§Different from value for menstrual regulations in both areas in 2000–2008 at p<.05. 
Note: Case-fatality rates are per 100,000 cases.


