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2b % accessing 

facility delivery 

Zimbabwe National Statistics Agency, ICF 

International. 2016. Zimbabwe Demographic and 

Health Survey 2015: Final Report. 

Age and 

subgroup* 

specific 

We use the AICM 

assumption[1] 

that facility 

delivery access is 

equivalent to 

access for 

treatment of 

second trimester 

miscarriages.  

3a National 

Multiplier 

Details on calculations and sources in Section 3 

below.  

National  The national 

multiplier for all 

age and marital 

status groups 

assumes that 

complications and 

treatment seeking 

do not differ by 

age or marital 

status. 

3b Urban or Rural 

Multiplier 

Details on calculations and sources in Section 3 

below. 

Specific to urban 

and rural 

subgroups, but 

not age specific 

The residence-

specific multiplier 

assumes that 

complications and 

treatment seeking 

do not differ by 

age within rural or 

urban subgroups. 

4 % of abortions 

performed 

outside of 

Zimbabwe 

 

Sully EA, Madziyire MG, Riley T, et al. Abortion in 

Zimbabwe: A national study of the incidence of 

induced abortion, unintended pregnancy and post-

abortion care in 2016. PLOS ONE 2018;13:e0205239. 

doi:10.1371/journal.pone.0205239 

National We assume the 

proportion of 

abortions 

performed 

outside of 

Zimbabwe does 

not differ by age 

or subgroup. 

Sources used for Unintended Pregnancy calculations 

N/A Proportion of 

births that are 

unintended  

Zimbabwe National Statistics Agency, ICF 

International. 2016. Zimbabwe Demographic and 

Health Survey 2015: Final Report. 

Age and 

subgroup* 

specific 

N/A 

N/A Pregnancies 

ending in 

miscarriage 

Leridon H. Human Fertility: The Basic Component. 

Chicago: University of Chicago Press; 1977. 

National We assume 20% 

of live births and 

10% of induced 

abortions end in 

miscarriages.[1] 

*Subgroups refer to marital status (currently married or unmarried) and residence (urban or rural).  
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II. Adjustments to align summed age groups to the national total  

 

To ensure that the age groups summed to the national total, we made adjustments at two keys points. 

We adjusted the sum of total number of induced abortions by age group to add up to the national total 

of induced abortions [2]. We also did this adjustment for unintended births, intended births, unintended 

miscarriages, and intended miscarriages to ensure the unintended pregnancy, intended pregnancy, and 

overall pregnancy totals aligned with the national numbers [2]. After adjusting the summed age groups 

to the national total, we calculated one further adjustment for the subgroups within the 15-19 year old 

age group and the 15-49 age group. We adjusted at those same two key points to ensure that, for 

instance, 15-19 unmarried women plus 15-19 married women equaled the 15-19 year old total. We only 

looked at subgroup differences among the adolescent age group (15-19) and all women of reproductive 

age (15-49).  

 

III. Calculation of the multipliers  

 

a. National 

 

We used the approach outlined in the methods section and mathematical appendix A of Sully et al. [2], 

which was used to calculate regional multipliers, in order to calculate the national multiplier for this 

analysis. We applied the national multiplier to all age groups and marital status subgroups in the 

absence of age-specific and marital status-specific multipliers 

b. Urban and rural multipliers  

 

Since complications and access to treatment likely vary based on residence or wealth status, the 

proportion of treated complications from induced abortions was estimated for four subgroups of 

women: rural poor, rural non-poor, urban poor and urban non-poor [2]. We used this subgroup data to 

construct two new multipliers, a multiplier for all women in rural areas and a multiplier for all women in 

urban areas. Using rural as an example, we calculated the proportion of rural poor women and rural 

non-poor women who received treatment for complications, and weighted these by the population 

proportion of rural women who are poor and non-poor, respectively, to estimate the rural multiplier. 

We did the same for the urban multiplier. The population of women in each residence and wealth group 

was from the Zimbabwe Demographic and Health Survey and the Zimbabwe National Statistic Agency, 

respectively.[3,4]  
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