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Abstract 
Background: There is a complex interplay between women’s preferences, 
abortion services availability and the context in which these are provided. 
Even in countries where it is legal, denial of abortion is common, especially in 
low and middle income countries, forcing women to look for the service 
elsewhere and bringing serious consequences to the health and wellbeing of 
many women and their families. This non-systematic review pretends to an-
swer the question: Which are the barriers to and facilitators for the access to 
legal abortion services in low and middle income countries? Methods: A 
non-systematic bibliographical review. Inclusion criteria: all quantitative, qua-
litative and evidence synthesis studies performed in low and middle income 
countries according to the World Bank classification for 2015 and published 
in English, Spanish and Portuguese language, between 2005 and 2017. Exclu-
sion criteria: articles evaluating the efficacy of interventions, addressing the 
knowledge about abortion procedures among health care students and per-
sonnel, as well as those that only included sex workers. Results: The database 
search yield 199 articles in MEDLINE. 24 in Scopus and 38 in Scielo. A total 
of 22 articles including 15 countries from Africa (n = 6), Asia (n = 5), Central 
and South America (n = 3) and Europe (n = 1). The legal status of abortion in 
each of these countries was studied and described. For the analysis of the in-
formation, three categories of deepening were established: Laws and policies, 
Service delivery and Women’s abortion care-seeking behavior. Conclusion: 
the determinants of access to abortion in low and middle income countries 
are convoluted as multiple delays and barriers usually overlap. Similarly, 
stigmatization has a great impact across all the steps of abortion provision. 
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Multiple facilitators were proposed in the three aspects of abortion provision, 
but they need to be adjusted depending on the context of each country. 
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1. Introduction 

Worldwide, it is estimated that 2.4 million maternal deaths occurred between 
2003 and 2009, of which 7.9% were caused by abortion complications, almost all 
of them in low and middle income countries as result of unsafe procedures [1]. 
Maternal mortality and morbidity rates have significant declined after the lega-
lization of abortion [2]. In countries like Nepal, where abortion decriminaliza-
tion in 2002 was followed by an early decline of 40% in septic abortions and later by 
a reduction of 30% in overall serious complications of unsafe abortion such as se-
rious infections, injury to the reproductive system and systemic complications [3]. 

There is a complex interplay among women’s preferences, abortion services 
availability and the context in which these are provided [4]. Even in countries 
where it is legal, denial of abortion is common, especially in low and middle in-
come countries, forcing women to look for the service elsewhere and bringing 
serious consequences to the health and wellbeing of many women and their fam-
ilies [5] [6] [7] [8] [9]. 

A recent systematic review of the barriers and facilitators to abortion services 
in high income countries found that opposition to abortion among health pro-
fessionals, direct and indirect costs of the procedure, unavailability of the service 
in rural areas, lack of training and of the proper resources were important bar-
riers for the access to the service. Harassment of providers was the only form of 
stigma found in studies from rural Canada. On the contrary, the existence of 
specialized clinics, medical abortion via telemedicine and access to medical me-
thods of abortion were identified as facilitators [4]. 

This non-systematic review was aimed to collect the existent literature about 
the barriers to and facilitators for the access to abortion in low and middle in-
come countries, as the conditions in these countries differ significantly from that 
of high income countries. 

2. Methods 

A search of peer-reviewed articles was conducted in the following databases: 
MEDLINE, Scopus (English and Portuguese language) and Scielo (Spanish lan-
guage). The search strings used were: MeSH: (Abortions, Legal OR Legal Abor-
tion OR Legal Abortions OR Abortion on Demand) AND (Availability of Health 
Services OR Health Services Availability OR Accessibility, Health Services OR 
Access to Health Care OR Accessibility of Health Services OR Health Services 
Geographic accessibility OR Program Accessibility OR Accessibility, Program) 
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and DeCS: Solicitantes de Aborto OR Aborto Legal OR Aborto. The references 
of the articles found were used to retrieve more articles of interest. 

Inclusion criteria: all quantitative, qualitative and evidence synthesis studies 
performed in low and middle income countries according to the World Bank 
classification for 2015 and published in English, Spanish and Portuguese lan-
guage, between 2005 and 2017. An article was included if the country/region in 
which it was made had the following criteria for legal abortion (2013) [10]: on 
demand or including all of the following: to save women’s life, to preserve a 
woman’s physical health and to preserve a woman’s mental health/wellbeing. 
The availability of abortion in certain socioeconomic grounds, in cases of 
rape/incest, and because of fetal impairment was considered as optional. 

Exclusion criteria: articles evaluating the efficacy of interventions, addressing 
the knowledge about abortion procedures among health care students and per-
sonnel, as well as those that only included sex workers. 

Data from the articles was collected and analyzed using thematic content 
analysis. The Framework for evaluating safe abortion programs by Benson 
(2005) was modified to create a Framework for determinants of the access to safe 
abortion programs. 

Data Analysis: the results were grouped into 3 categories for analysis: laws and 
policies, service delivery and women’s abortion care-seeking behavior (Figure 1) 
[11]. The current situation of abortion in Serbia was addressed separately as  

 

 
Adapted from the Framework for evaluating safe abortion programs by Benson (2005) [11]. 

Figure 1. Framework for determinants of the access to safe abortion programs. 
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the conditions seemed to be very different from the other countries included. 
For each of the articles, the abstract was first reviewed to check that it met the 
criteria established in the search and to verify that its aim was in accordance 
with the search strategy. Subsequently, the methodology, the main results and 
the discussion of each study were analyzed and condensed in a matrix of Excel 
software which served as a tool to summarize the main contributions of each in-
vestigation. The possible biases of each study were considered and it was verified 
that the mention of some control strategies was written in each article. 

3. Results 

A flow diagram reflecting the article screening process can be seen at Figure 2. 
The database search yield 199 articles in MEDLINE. 24 in Scopus and 38 in 
Scielo. A total of 22 articles including 15 countries from Africa (n = 6), Asia (n = 
5), Central and South America (n = 3) and Europe (n = 1) (see Table 1). The le-
gal status of abortion in each of these countries is shown in Table 2. Ten studies 
used a qualitative methodology, eight used quantitative methods, two mixed qu-
alitative and quantitative methods and one was a review of the previous evidence 
(both legal and academic) about abortion in Serbia. 

3.1. Laws and Policies 
3.1.1. Abortion Laws and Justice System 
Perceptions about the abortion law varied among the general population of Trini-
dad and Tobago, where 71% of the surveyed were in favor of the decriminalization 
of the current law in different degrees, while 29% favored a more restrictive law.  

 

 
Figure 2. Flow diagram reflecting the article screening process. 
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Table 1. Characteristics of the studies included in the review. 

Reference. Country. Focus of study. Type of study. Sample. Population. 

Qualitative. 

Smith SS. The Challenges Procuring of Safe 
Abortion Care in Botswana. African journal of 
reproductive health. 2013; 17(4). 

Botswana. Factors that make 
terminating an unwanted 
pregnancy difficult. 

Semi 
structured 
interviews. 

n = 21 Women and 4 men from 
the community, 1 human 
rights lawyer and 1 
gynecologist. 

Ouédraogo R, Sundby J. Social determinants 
and access to induced abortion in Burkina 
Faso: from two case studies. Obstetrics and 
gynecology international. 2014; 2014. 

Burkina Faso. Social determinants of the 
type of clandestine abortion 
women are likely to access 
and the time taken to 
effective abortion. 

Review of 
cases from 
in-depth 
interviews. 

n = 2 Women in post-abortion 
care. 

Hung SL. Access to safe and legal abortion for 
teenage women from deprived backgrounds in 
Hong Kong. Reprod Health Matter. 2010; 
18(36): 102-10. 

Hong Kong, 
China* 

Experience of teenage 
women from deprived 
backgrounds who looks for 
an abortion. 

In depth 
interviews and 
focus groups. 

n = 29 Young women from 
deprived backgrounds 
seeking abortion. 

Schwandt HM, Creanga 
AA, Adanu RM, Danso KA, Agbenyega T, 
Hindin MJ. Pathways to unsafe abortion in 
Ghana: the role of male partners, women and 
health care providers. Contraception. 
2013; 88(4): 509-17. 

Ghana. Pathways to unsafe 
abortion and the role male 
partners and health care 
providers. 

In-depth 
interviews and 
3 focus 
groups. 

n = 58 Female post-abortion 
patients with complications 
of unsafe abortion, male 
partners, family planning 
nurses and 
obstetricians/gynecologists. 

Aniteye P, Mayhew SH. Shaping legal abortion 
provision in Ghana: using policy theory to 
understand provider-related obstacles to policy 
implementation. Health Research Policy and 
Systems. 2013; 11(1):23. 

Ghana. Reasons for poor 
implementation of the 
abortion policy. 

In depth 
Interviews. 

n = 76 Health professionals 
(Ob/gyn, midwives, 
pharmacists and other) 

Potdar P, Barua A, Dalvie S, Pawar A. “If a 
woman has even one daughter, I refuse to 
perform the abortion”: Sex determination and 
safe abortion in India. Reprod Health Matter. 
2015; 23(45): 114-25. 

India. Interactions of private 
medical practitioners with 
the regulatory machinery 
and reasons for refusal to 
provide abortion services. 

In depth 
interviews. 

n = 19 Gynecologists. 

Tong WT, Low WY, Wong YL, Choong SP, 
Jegasothy R. Exploring pregnancy termination 
experiences and needs among Malaysian 
women: A qualitative study. BMC public 
health. 2012; 12(1): 743. 

Malaysia. Experiences of women and 
needs with regard to 
abortion. 

Semi 
structured 
interviews. 

n = 31 Women who had previous 
abortions. 

Puri M, Lamichhane P, Harken T, Blum M, 
Harper CC, Darney PD, et al. “Sometimes they 
used to whisper in our ears”: health care workers’ 
perceptions of the effects of abortion legalization 
in Nepal. BMC public health. 2012; 12(1): 297. 

Nepal. Health care workers’ views 
of abortion legalization. 

In depth 
interviews. 

n = 35 Health care workers. 

Harries J, Stinson K, Orner P. Health care 
providers' attitudes towards termination of 
pregnancy: A qualitative study in South Africa. 
BMC public health. 2009; 9(1): 296. 

South Africa Knowledge, attitudes and 
opinions of health service 
providers. 

In depth 
interviews and 
focus groups. 

n = 34 Health care workers 
related to abortion 
provision. 

Gallo MF, Nghia NC. Real life is different: a 
qualitative study of why women delay abortion 
until the second trimester in Vietnam. Soc Sci 
Med. 2007; 64(9): 1812-22. 

Vietnam. Determinants of delaying 
obtaining abortion until the 
second trimester. 

Semi 
structured 
interviews. 

n = 66 Women looking for 
second-trimester abortion 
and abortion providers. 
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Continued 

Quantitative. 

Amado ED, García MCC, Cristancho KR, Salas 
EP, Hauzeur EB. Obstacles and challenges 
following the partial decriminalisation of 
abortion in Colombia. Reprod Health Matter. 
2010; 18(36): 118-26. 

Colombia. Barriers in looking for a 
legal termination of 
pregnancy. 

Case series. n = 46 Woman looking for 
abortion. 

Banerjee SK, Andersen KL, Buchanan RM, 
Warvadekar J. Woman-centered research on 
access to safe abortion services and 
implications for behavioral change 
communication interventions: a 
cross-sectional study of women in Bihar and 
Jharkhand, India. BMC public health. 2012; 
12(1): 175. 

India. Accessibility of safe 
abortion services from the 
perspective of rural Indian 
women. 

Survey. n = 1411 Married women in 
reproductive age. 

Gerdts C, DePiñeres T, Hajri S, Harries J, 
Hossain A, Puri M, et al. Denial of abortion in 
legal settings. J Fam Plan Reprod H. 2014: 
jfprhc-2014-100999. 

Katmandu, 
Nepal; Cape 
Town, South 
Africa; Tunis, 
Tunisia; and 
Bogota, 
Colombia. 

Socio-demographic 
characteristics of legal 
abortion seekers and 
reasons for denied abortion 
care. 

Surveys and 
data from 
medical 
records. 

n = 681 Women looking for legal 
abortion services. 

Clyde J, Bain J, Castagnaro K, Rueda M, Tatum 
C, Watson K. Evolving capacity and decision- 
making in practice: adolescents’ access to legal 
abortion services in Mexico City. Reprod 
Health Matter. 2013; 21(41): 167-75. 

Mexico city, 
Mexico* 

Obstacles to abortion care 
reported by women. 

Survey. n = 398 Adult women who 
obtained first-trimester 
abortion services at 
public facilities. 

Adinma E, Adinma J, Ugboaja J, Iwuoha C, 
Akiode A, Oji E, et al. Knowledge and 
perception of the Nigerian Abortion Law by 
abortion seekers in south-eastern Nigeria. J 
Obstet Gynaecol. 
2011; 31(8): 763-6. 

Nigeria. To determine their 
knowledge and perceptions 
on the Nigerian Abortion 
Law. Information derived 
from the study may 
constitute major 
considerations in the future 
development of policies 
related to abortion 
management. 

Survey. n = 100 Abortion seekers. 

Okonta PI, Ebeigbe PN, Sunday-Adeoye I. 
Liberalization of abortion and reduction of 
abortion related morbidity and mortality in 
Nigeria. Acta Obstet Gyn Scan. 2010; 89(8): 
1087-90. 

Nigeria. Knowledge and perception 
of physicians on 
abortion-related deaths, 
liberalization of abortion 
and its impact on the 
reduction of maternal 
deaths. 

Survey. n = 131 Physicians. 

Thapa S, Sharma SK, Khatiwada N. Women’s 
knowledge of abortion law and availability of 
services in Nepal. J Biosoc Sci. 2014; 46(02): 
266-77. 

Nepal. Women’s awareness of the 
legal status of abortion and 
availability of abortion 
services. 

Survey. n = 11727 Women aged 15 - 45 
years. 

Martin CJ, Hyacenth G, Suite LS. Knowledge 
and Perception of Abortion and the Abortion 
Law in Trinidad and Tobago. Reprod Health 
Matter. 2007; 15(29): 97-107. 

Trinidad and 
Tobago. 

People’s knowledge and 
views on the abortion law. 

Survey. n = 918 Men and women over 15 
years of age from the 
community. 
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Continued 

Mixed. 

Holcombe SJ, Berhe A, Cherie A. Personal 
Beliefs and Professional Responsibilities: 
Ethiopian Midwives’ Attitudes Toward 
Providing Abortion Services after Legal 
Reform. Stud Family Plann. 2015; 46(1): 73-95. 

Ethiopia. Factors associated with the 
willingness of mid-level 
providers to provide 
abortion services. 

Survey and 
interviews. 

n = 188 
(surveys) 
and n = 12 
(interviews) 

Survey: Midwives 
attending to a national 
meeting, Interviews: 
Midwifery students. 

Clyde J, Bain J, Castagnaro K, Rueda M, Tatum 
C, Watson K. Evolving capacity and decision- 
making in practice: adolescents’ access to legal 
abortion services in Mexico City. Reprod 
Health Matter. 2013; 21(41): 167-75. 

Mexico city, 
Mexico* 

The effect of regulations 
and clinical attitudes and 
practice in the access of 
adolescent girls to 
information regarding 
termination of pregnancy 
and to abortion. 

In-depth 
interviews, 
focus 
groups and 
surveys. 

n = 61 
adolescent
s, n = 4 
mystery 
clients, n 
= 47 
surveys. 

1-Mystery client visits to 
access information 
about legal abortion 
services, 2-Surveys of 
abortion clinic directors 
and staff, 3-Survey of 
adolescents looking for a 
legal abortion. 

Review. 

Raševic M, Sedlecky K. The abortion issue in 
Serbia. Eur J Contracept Reprod Health Care. 
2009;14(6):385-90. 

Serbia. To identify the causal 
factors involved in the high 
prevalence of induced 
abortion in Serbia. 

Review. - - 

*City is specified because legal status of abortion is different across the country. 
 
Table 2. Legality status of abortion in the countries of the included studies. 

Country. 
To save a 

woman’s life. 

To preserve a 
woman’s physical 

health. 

To preserve a 
woman’s mental 

health. 

In cases of 
rape or incest. 

Because of fetal 
impairment. 

For economic or 
social reasons. 

On 
request. 

Africa. 

Botswana X X X X X   

Burkina Faso X X X X X   

Ethiopia X X X X X   

Ghana X X X X X   

Nigeria X X X     

Tunisia X X X X X X X 

Asia. 

China X X X X X X X 

India X X X X X X  

Malaysia X X X     

Nepal X X X X X X X 

Vietnam X X X X X X X 

Central and South America. 

Trinidad and 
Tobago 

X X X     

Colombia X X X X X   

Mexico X X X X X X X 

Europe. 

Serbia X X X X X X X 

Obtained from: World Abortion Policies 2013, United Nations - Department of Economic and Social Affairs - Population Division [10]. 
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Women were more leaned to be pro-choice than men (62% vs 38%), in contrast 
to Botswana, where women seemed to be more punitive than men, while in both 
cases negative attitudes towards abortion laws increased with age [12] [13]. 

On the other perspective, 17% of Nigerian women thought that the law was 
too restrictive and only 2% thought it was “alright” [14], while physicians from 
the same country considered that if complete legalization occurs, the access to 
the service would be hindered by social determinants and that quackery and 
promiscuity would increase. The latter was also perceived as a concern—together 
with HIV spread—in Botswana [13] [15], as a women mentioned: 

“You can’t make it legal for people to abort, because one, you compromise a 
lot of, you know, a lot of education that goes into trying to stop teenage preg-
nancies and trying to stop a lot of uh, extra-marital affairs. In the country we are 
trying to fight HIV and AIDS [...] you know people have to change their ways 
[…] sexual patterns and so on” [13]. 

In India, medical doctors raised their concern about the infringement of the 
Medical Termination of Pregnancy Act (MTP Act), which states to keep confi-
dentiality of all the medical records of abortion. This was expressed because 
government authorities demand the access to abortion records during their 
monitoring visits to control sex selection under the Pre-Conception and 
Pre-Natal Diagnostic Techniques (PCPNDT) Act (2003). Moreover, doctors 
stated that sex selection was still occurring, but the fear to persecution and ex-
tortion for themselves and patients, especially after second-trimester abortions, 
was creating an environment of fear in which they preferred to deny abortions to 
women [16]. 

In Hong Kong, sexual intercourse with minors under 16 years is illegal and 
consequently, adolescent pregnant women looking for legal abortion fear the 
prosecution of their partners [17]. Seemingly, non-married Indian women can 
only obtain abortion due to impairment of mental health, whereas in Botswana 
there is a general perception that law is not accessible to any women, which is 
aggravated by the requirement of the signature of two doctors to perform an 
abortion on medical grounds or a conviction by the court in the case of rape, 
considering that most rapes go unreported [13]. 

3.1.2. Health System Norms and Standards 
In different instances, abortion providers demand requirements outside the law 
that result in delays [9] [17] [18] [19] [20]. Parental or husband’s consent/presence 
for adolescent/married women was required to perform the procedure in Mex-
ico, Vietnam and Hong Kong [17] [18] [19]. In Colombia, authorizations by a 
judge or other types of documents (such as signatures and stamps) were de-
manded by doctors as a means to protect themselves from further legal pro-
ceeding, while in other case, the abortion was denied to a women due to institu-
tional conscientious objection (which is illegal in Colombia] [20]. Indeed, six ar-
ticles reflected that requirements for the procedure varied across facilities of the 
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same county [17]-[22]. 
Quality of legal abortion services was an issue raised by interviewees in three 

studies. Teenage women from Hong Kong and abortion providers from South 
Africa said that women preferred to go to private clinics and pay higher fees to 
receive a personalized service with more privacy, less stigmatization, shorter 
waiting times and better pre and post-abortion counselling [17] [21]. 

Four women from Vietnam sought for second-trimester termination of preg-
nancy (TOPs) because they went to health services in the first trimester, but 
their pregnancy was not detected, while other two women received manual va-
cuum aspiration (MVA) during early pregnancy at a hospital, but the procedure 
was not effective and they had to appeal for a second-trimester TOP. In addition, 
second-trimester abortions have been traditionally performed using the Kovac’s 
method1 in this country, which is not recommended by the World Health Or-
ganization due to the increase of serious complications and is restricted by the 
law to a gestational age between 16 and 22 weeks, meaning that women between 
12 and 16 weeks of gestation have to wait until they reach the proper time of 
pregnancy [19] [23]. 

A different situation was exposed by abortion providers from Nepal, as they 
were concerned about the increasing number of women presenting from com-
plications of ineffective medical abortion whom had obtained the pills from pri-
vate pharmacists and other uncertified health personnel. Women used this ser-
vice because it was more geographically accessible and advantages were similar 
to that mentioned for private services [24]. 

3.2. Service Delivery 
3.2.1. Providers’ Attitudes 
In 10 out of 15 countries, judgmental attitudes from health care workers (in-
cluding midwives, general practitioners, gynecologist/obstetrician, nurses and 
other health staff) towards women looking for abortion services were described, 
frequently based on personal and/or religious beliefs. Health workers questioned 
the reasons to obtain abortions –even in cases of rape and fetal malformations-, 
created unjustified delays, put pressure in women to continue the pregnancy, 
called them killers, and put fetus’ rights over women’s rights [15] [16] [18] [20] 
[21] [24]-[29]. Some providers that showed negative attitudes towards abortion 
said that they would help women for monetary compensation or in their private 
clinics [16] [21]. 

Adolescents and unmarried women were particularly vulnerable to providers’ 
negative attitudes, which seemed to be increased by the negative perceptions 
about premarital sex and use of abortion as an anticonception method [17] [18] 
[19] [21] [24] [27] [28]. A study from Mexico also showed that only half of the 
adolescents were offered to talk alone with doctors, and the amount and quality 

 

 

1Kovac’s method: a condom-covered catheter with saline solution is introduced into the cavity of the 
uterus in order to create strong pressure on the uterine cavity and induce labor. 
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of information that was given to them during counselling was higher when they 
were accompanied by an adult [18]. 

Counselling practices varied significantly across countries and type of provid-
ers. Some midwifes used counselling to dissuade women from obtaining an 
abortion, which was done through delivering incorrect information, warning 
women about “the dangers of abortion”, hiding information about providers and 
advising them to deliver the baby. General practitioners and gynecolo-
gist/obstetricians appeared to be more objective than midwives when delivering 
information to patients [18] [27]. Conversely, women who had received abortion 
in a private clinic in Malaysia (the only one willing to participate in the research) 
felt that the counselling they had received was clear, complete and given in a 
non-judgmental way, but they also said that in government hospitals abortion 
was considered to be illegal [29]. 

Some health providers refused to get involved in any step of the provision of 
abortion based in religious and conscientious objection [15] [21] [27] [29] and 
65% of Ethiopian midwives believed that providers had the right to do so (26). 
Nevertheless, other providers expressed that they were facing contradictions 
between their personal beliefs and their professional duty, which was especially 
notorious when pregnancy was a result of rape or incest, to save a woman’s life 
or in cases of fetal malformations [21] [27]: 

“Personally, I don’t want to do abortion, but if a woman came to me to have 
an abortion, according to the legal exceptions that make abortion legal, I would 
do it. Even if it is killing the baby, but she came being pregnant from her father 
or brother, it is hard to live with that. Even having a baby from a father or 
brother is not legal. So, this is a sin, and performing an abortion is also a sin. I 
think that when I weigh it, performing an abortion for her is much better than 
letting her live with that baby. Even if I say I will not perform an abortion, I 
know that this will not stop this lady from aborting. She will go to other places 
that are not safe” [26]. 

In the same way, colleagues seemed to have an important impact in the wil-
lingness of health care workers to provide the service. For instance, 37% of 
Ethiopian midwives felt that colleagues would not respect them if they offered 
abortion services [26], while Colombian and South African abortion providers 
expressed that that their colleagues referred to them as “murderers” or “baby 
killers”, making them feel stigmatized and burned out [20] [21], as a provider 
recounted: 

“They make it difficult for you. They spread the word in the community...and 
also isolate you. Where you’re supposed to be peers and working hand in hand 
and you can become extremely unhappy. You’d often find midwifes not provid-
ing abortions because they fear the victimization, being stigmatized, being iso-
lated from their peers, and also within the community itself” [21]. 

Unsafe abortion and the resulting high burden of maternal deaths were strong 
reasons for providing the service or referring the patient to a practitioner that 
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would do it, even when health care workers were against abortion. Consequent-
ly, practitioners were aware that denying the provision of the service would not 
prevent women from having an abortion, but rather it would force them to look 
for it elsewhere [14] [19] [21] [24] [26] [27]. In contrast, Ethiopian midwives 
considered that this rationale could not be used to maintain or expand the access 
to abortion as the rates of maternal mortality declined [26] and 48.5% of Nige-
rian physicians considered that abortion legalization would not reduce them at 
all [14]. Some health care workers expressed that more attention was being given 
to abortion services than to comprehensive contraception services in the nation-
al health agenda [21] [24]. 

3.2.2. Provider Training and Support 
Training about abortion varied between countries and health providers. In Mex-
ico 79% of the staff working in abortion facilities received training about it [18], 
while 49% of Ethiopian midwives said to have been trained and 78% were inter-
ested in receiving further training [26]. All the gynecologists interviewed in In-
dia had been taught about the MTP Act, but some of them had mistaken ideas 
about it [16]. On the other hand, South African abortion providers said that al-
though training was easily accessible, the sessions were often canceled due to 
lack of assistance, which was justified by shortage of staff in health facilities and 
stigmatization of those attending [21]. Ghanaian health workers recounted that 
the managers of the health facilities—often senior doctors—discouraged the 
provision of abortion, the availability of medical equipment and the training of 
the staff [27]. 

Only 37% of Ethiopian midwives knew the instances for legal abortion [26], 
while lack of knowledge about the local law was described as the reason for the 
denial of abortion to a woman in Colombia [20] and was related to unsupportive 
attitudes towards abortion in South Africa [21]. In addition, providers in Nepal 
confounded the legislation about abortion with the social standards related to it 
for conditions such as the marital status of the women, and requirement of hus-
band’s consent, as a health care administrator expressed [24]: 

“It’s illegal for unmarried women to my knowledge... because, you know; the 
culture does not allow it” [24]. 

3.2.3. Availability 
Unavailability of the abortion services occurred in different levels; scarcity of 
provider facilities, shortage of staff to perform the procedure, overcrowded ser-
vices, unwillingness of health staff to provide the service and lack of adequate 
pre- and post-abortion counselling were all described [9] [15] [16] [20] [21] [24] 
[29]. This barriers lead women to explore other options, for instance, seven of 
the interviewees in Botswana mentioned crossing the national border to South 
Africa as a common option to access safe abortion services [13]. 

Delays in getting appointments were mentioned in Colombia and Mexico. In 
the first one, average waiting time for the procedure was 16 days (range 2 to 44 
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days) [20] while in the second, both medical and surgical abortion require two 
appointments, which are available only on week-days, with a waiting time be-
tween hours and 15 days depending on the client load. Interestingly, 16% of 
women said that getting appointments had been difficult, but the only variable 
associated with this barrier was education; women with a primary or lower level 
of education had 4.1 (CI95% 1.8 - 9.5) times more risk of reporting this difficulty 
than women with a high school education [30]. 

An important aspect for availability in India was the time spent by doctors to 
fill an extensive form manually and then submit the information online, as there 
were frequent problems with the internet connection and the platform perfor-
mance and the whole process was considered time consuming in an already 
overcrowded service [16]. Another study also made in India found that the per-
ceived availability of the abortion services was greater in women who knew an 
abortion method and smaller in women who correctly knew a facility that pro-
vided abortion, the latter probably related with the cost of the service [31]. 

3.2.4. Distribution 
Facilities providing abortion were less frequent in rural than in urban areas [20] 
[24] [30] [31] and in Botswana, women considered that people in distant areas 
were less comprehensive regarding abortion termination [13]. Additionally, 
women from rural areas may travel to obtain abortion, but this increases the 
costs and entails other difficulties [19] [20]. For instance, women living outside 
Mexico City are prioritized to get appointments, but they were found to have a 
2.8 times higher risk of difficulty arranging transportation, and they may have to 
find a place to stay in the city overnight [30]. 

3.2.5. Affordability 
The direct and indirect costs of abortion are an important determinant for the 
access to it in low and middle income countries, as shown in nine of the articles 
[22]. Cost was seen as a barrier for the access to abortion for women with low 
resources in two studies [9] [12], while in other four, women delayed the proce-
dure in order to get the money [17] [24] [25] [29], considering that sometimes 
providers increase the cost as the pregnancy progresses [13] [19] [25]. However, 
physicians from Vietnam justified the high fees as a way to discourage women 
from using abortion as a contraception method [19]. 

In a study performed in the area of Bihar and Jharkhand, India, the perceived 
affordability was a general concern and it was higher in women from the general 
caste (compared to scheduled tribe, p = 0.004), other religions (compared to 
Hindu, p = 0.04) and null gravid women (p = 0.048) [31]. In contrast, an abor-
tion provider from another study performed in Western Maharashtra said: 

“This area is very much developed and many people have money in hand, so 
they are ready to pay any-thing; they are not bothered about the fees. So the 
abortion rates are also high in this area. And they openly ask us for sex selection” 
[16]. 
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3.3. Women’s Abortion Care-Seeking Behavior 
3.3.1. Delays and Obstacles to Search for Abortion Services 
Women described multiple—and overlapping—factors influencing the occur-
rence of delays for the receipt of abortion services. Delays finding out pregnancy, 
deciding to have an abortion, obtaining the money to cover the costs, finding a 
provider and completing requirements—such as reporting rape—were all de-
scribed in different studies [9] [13] [16] [19] [20] [29]. As a consequence, a mul-
ticenter study found that advanced gestational age was the cause for denial of 
abortion in 20% of women in South Africa, 7% in Tunisia, 26% in Nepal and 2% 
in Colombia [9]. 

A study exploring the reasons for second-trimester abortions in Vietnam 
found that 80% of these women detected the pregnancy after 12 weeks and 20% 
of women required more than 1 month to make the decision [19], frequently 
because they wanted to continue the pregnancy but the situation was unfavora-
ble, they had to persuade their partners, the partner denied responsibility for the 
pregnancy or pregnancy was used as an unsuccessful mean to force marriage 
[16] [19] [27] [29]. 

Getting time out of work was the most frequent obstacle to obtaining abortion 
in México, reported 26% of all participants. Single (OR 2.5, 95%CI 1.4 - 4.3) as 
well as separated or divorced women (OR 2.9, 95%CI 1.0 - 8.3) were more likely 
to report this obstacle than married women, while on the contrary, women with 
a middle school education were less likely to report it (OR 0.4, 95%CI 0.2 - 0.8). 
Opposition to abortion by the partner or other family member (19%) was the 
second most frequent obstacle, and was only related to being separated or di-
vorced (compared to married women, OR 3.5, 95%CI 1.3 - 9.6) [30]. 

On the whole, women from Mexico with a primary or lower level of education 
(OR 2.1, 95%CI 1.1 - 4.0) were more likely to report a higher number of ob-
stacles, as well as both single (OR 2.1, 95%CI 1.4 - 3.2) and separated/divorced 
(OR 3.4, 95%CI 1.4 - 8.6) women, compared to married women [30]. 

Partners’ role in the abortion decision-making process was reported in three 
articles. The final decision to have an abortion by Indian married women was 
made both by themselves (70%) and their husbands (74%) [31]. In Ghana, part-
ners—when they were aware of the pregnancy—where the ones who suggested 
or demanded women to get an abortion, according to providers and 
post-abortion patients, but not male partners. In cases when women did not 
want the pregnancy, they would tell their partners about expecting him to take 
the decision to have an abortion. Another option was to hide the both the preg-
nancy and the abortion, since in Ghanaian culture, a women who wants to get an 
abortion is suspected to have been adulteress [28]. 

3.3.2. Knowledge of Services 
Sources of information and exposure to mass media may influence the degree 
and quality of knowledge about abortion and therefore have an impact in the 
decision-making process, as showed by four studies. Firstly, most of women 
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from Malaysia obtained information about the abortion procedure and provid-
ers from friends or colleagues, but the information they got was frequently su-
perficial and inadequate. They also said that the information from media was 
rare and that difficulties finding assertive information caused anxiety to them 
[29]. Secondly, cultural barriers have blocked the dissemination of information 
about abortion in Botswana, while the pro-life argument has been widely spread 
through anti-abortion campaigns [13]. 

Likewise, the majority of women (87.3%) in Bihar and Jharkhand, India had 
no information about abortion, which was probably related to the fact that most 
of them never used to watch television (84.8%), listen to the radio (86.1%) or 
read newspapers (93.5%). The exposure to other sources of information like at a 
women’s club or community meetings and the market was also infrequent. De-
spite this, the most important source for those who had received any informa-
tion was on the community level (14.2%), followed by family and friends (4.6%), 
health providers (4.4%) and lastly, mass media (4.3%). The majority of women 
(83.1%) in this study had a low living standard [31], which was also said in Nep-
al and India to be the population that most often comes looking for the service 
during the second trimester due to lack of information [16] [24]. 

Knowledge about the local abortion law, locations that provide abortion, 
abortion methods, possible risks of the procedure and post abortion care were all 
mentioned in eight articles as important aspects of in order to guarantee the 
access to safe abortion services [12] [13] [14] [16] [21] [24] [29] [31]. Further-
more, women who had obtained abortion in Malaysia said that dissemination of 
information from a valid source would increase public awareness and know-
ledge about this issue [29]. Consequently, providers from Nepal also recog-
nized that after legalization, confidence in the abortion services had increased, 
which is reflected in an increasing proportion of women looking for abortion 
services in legal facilities and consulting earlier for abortion-related complica-
tions [24]. 

Lack of awareness about the abortion law was reported as a cause for 
second-trimester abortions by physicians in Nepal [24], while the legal status of 
abortion was known by 32% to 44% of the participants in studies performed in 
Nigeria, India, Nepal and Trinidad and Tobago, as shown in Table 3. Despite 
the fact that only 10.7% of women have heard about medical abortion and only 
0.8% knew about surgical abortion, knowing an abortion method was signifi-
cantly associated with favorable attitudes toward abortion in Indian women [31]. 

Only 46.2% of women in India knew about a source of abortion services, while 
89% of women who had an abortion within the past 3 years, consulted a doctor 
on how to obtain it. Most of the latter women were informed about providers by 
their husbands (61%) or other close relatives (50%) [31]. Since Malaysian wom-
en had the perception that governmental hospitals do not provide the service as 
it was illegal and they did not know any providers, situations such as going to a 
few clinics before finding a provider and resorting to use a traditional method 
for inducing abortion were mentioned [29]. 
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Table 3. Knowledge about the abortion law by general populations of four low and middle income countries. 

Country. Population. Knowledge about the law. 

India [31] 
Married women 
in reproductive 
age. 

35.8% of women knew that abortion was legal, 4.7% thought that if was legal if the woman was married, 47.9% 
thought that it was illegal and 11.6% did not know. 71.1% of women had incorrect knowledge about the 
gestational limits for MTP, 1.9% had correct knowledge and 27.0% knew no information about it. 

Trinidad 
and Tobago 
[12] 

General 
population. 

44% correctly said that abortion was legal under certain circumstances, 38% thought it was completely illegal, 5% 
did not know about the existence of the law and 13% had no idea. 57.7% of Hindus knew about the law, while 
44.3% did and other religions felt in between those two. 

Nigeria [14] 
Women looking 
for abortion. 

32% of women knew about the existence of the law. 
Knowledge about the legality of abortion was not statistically related neither with the number of previous 
pregnancy terminations nor the education status (p > 0.05). 

Nepal [36]  
Women in 
reproductive age. 

In total, 38.7% (95% CI: 37.8, 39.6) of women were aware of the legal status of abortion. 
Awareness was significantly higher in urban than in rural areas (47.9% vs 37.1%, OR 0.8, 95% CI 0.6 - 0.9). 
Knowledge increased from 22.3% in the first wealth quintile to 54.7% in the fifth wealth quintile (OR 2.5, 95%CI 
2.0 - 3.3) 
Knowledge about the law increased significantly with the level of education compared to women with no 
education. More than two thirds (69.4%) of women with a high school or higher education knew about the 
abortion law, compared with 20.4% in women with no education (OR 8.6, 95%CI 6.8 - 10.9) 
Comparison between the results (2011) and a survey from 2006: Awareness about the existence of an abortion law 
increased significantly in nine of ten country sub-regions. The increase was similar in rural and urban areas and 
varied across ages. 
The increase of awareness was higher in women with higher levels of education and in the higher economic strata, 
while among women with lower educational levels or lower economic strata there was modest or no increase. 

3.3.3. Socio-Cultural Determinants 
Abortion-related stigma on social and religious grounds was reported in seven 
(32%) of the articles (Table 4). Abortion was seen as a shameful act both for 
women and providers, while stigmatization due to irresponsible sexual behavior 
was mentioned both as a cause of abortion and as a reason for searching abor-
tion services secretly. 

The study performed in the general population of Trinidad and Tobago 
showed that 15.4% were in favor of abortion no matter the circumstances, 49.0% 
opposed completely and 35.6% accepted it depending on the circumstances. 
Abortion was often accepted for cases of rape, incest, and risk to the woman’s 
life, even among those that were anti-choice [12]. 

The study performed in Botswana found that the role of women and the signi-
ficance of children in the society were important aspects for the acceptance of 
abortion. First, children were seen as a reason for pride and respect that confer 
social standing in African cultures, nourished by the fact that they can be used 
for labor and financial support later in life. Secondly, the country still preserved 
an oppressive patriarchal structure, where it was mandatory for women to bear 
children and having as many children as possible is seen as a way to overcome 
the inferior position of women in society. Additionally, abortion was considered 
unnecessary because in the case of an unwanted pregnancy, it is common to 
transfer the child between family members or from one family to another. How-
ever, this tradition appears to have been stablished as a result of an anti-abortion 
sentiment in the community and it does not take into account than the women’s 
physical and mental health [13]. 
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Table 4. Social and religious stigma related to abortion in low and middle income countries. 

Country. Perspective. Social stigma. Religious stigma. 

Nepal [24] AP. 

Stigma and secrecy regarding abortion remain after legalization. 
Women fear to disclose previous abortions during medical visits, 
especially if it was an illegal abortion or an abortion outside the 
gestational age limits. Unmarried women hide the history about 
previous abortion due to fear to judgment from providers. 

 

Malaysia 
[29] 

W. 
Requesting abortion (information and procedure) to providers is 
difficult for women due to stigma related to abortion.  

Women consider abortion as a “sin” and fear people 
talking behind their backs. 

Colombia 
[20] 

W. 
The society does not understand the abortion law and has unrecognized 
and unresolved ethical, medical and legal issues regarding abortion. 

 

Vietnam 
[19] 

W. 
Women resort to have an abortion due to social consequences of 
keeping it. In Vietnamese society, premarital intercourse is 
considered a shame for both the family and the entire clan. 

 

Ghana 
[27] 

AP. 
Social pressure and labelling on doctors who provide abortion 
leads them to denying or misclassifying it. 

Religious beliefs are a barrier both coming from the 
health personnel and from the community. Churches 
spread the conception that abortion is bad to the 
community. 

Botswana 
[13] 

W. 
The stigma about abortion is related to the association of 
unwanted pregnancies with irresponsible sexual intercourse and 
unacceptable promiscuity. 

Religiosity influenced the perceptions of women 
about abortion. The Catholics believe that the soul 
enters the body after conception, which makes 
abortion unacceptable at any gestational age. 
However, women face an ambivalence between their 
religious and personal beliefs 

India [31] W. 
Societal norms and individual attitudes were bot not seen as 
favorable towards abortion. 

Women from other religions were statistically more 
likely to have a favorable perception towards abortion 
than Hindu women (p = 0.01). 

AP: Abortion providers, W: Women. 

3.4. Abortion in Serbia 

Abortion in Serbia has been legal since 1969 and it is requested directly to gyne-
cologists, who have the legal obligation to perform it. The cost of abortion is 
higher than the yearly cost of effective contraception and the price is the same in 
private and public facilities, but the physician is only paid to perform it in pri-
vate clinics. However, abortion in Serbia is widely used and socially accepted 
nowadays; 24.3% of adolescents are taught by their parents about induced abor-
tions and nearly half (46.3%) knew that their mothers have used abortion as a 
birth control method. The reason for this behavior is that women thought that 
abortion was less harmful to health and less complicated to use than any contra-
ceptive method, as shown in one study that found that 38.7% of health staff had 
never used contraception, whereas 59.0% of them or their partners had had an 
induced abortion (1.3 abortions on average) [22]. 

3.5. Strategies and Facilitators 

The strategies and facilitators proposed to address abortion barriers, either 
stated in the results or the discussion of the studies are shown in Table 5. 
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Table 5. Strategies and facilitators to increase the access to safe abortion services. 

Category Subcategory Strategies and facilitators Ref. 

Law and 
health 
system 

Abortion laws 
and justice 

system. 

Political will regarding abortion. 
Equality of the access to the laws to all women. 
Creation of laws to improve social barriers for the access to abortion and gender inequality. 
Laws to facilitate the access to abortion (transportation of women, reduction of the number of 
visits required). Legislation for increasing the availability of abortion services and supplies. 
Approval of abortion medication (misoprostol and mifepristone). Adolescents’ autonomy for 
decision making. 

[27] 
[16] 
[16] 

[13] [30] 
[16] [29] 

[29] 
[18] 

Health system 
norms and 
standards 

Consultation of women and general population about their acceptance of abortion. Supervision 
of the quality of abortion services. 
Creation of national abortion provision standards and protocols. Ensure privacy and 
confidentiality of women during all steps of abortion care. 
Strengthen pre and post abortion counselling. 

[12] 
[20] [27] 

[18] [24] [27] 
[18] 

[21] [24] [29] 

Access to 
safe 

abortion 
services. 

Providers’ 
attitudes. 

Task shifting from specialized to mid-level providers (also increases availability). [16] [21] 

Normalizing abortion as a health service. [24] [27] 

Values clarification workshops. [21] [24] [27] 

Provider 
training and 

support. 

Education about the abortion legislation for health managers. [27] 

Greater advocacy of legal abortion in the health system and to the society. [27] 

Education of health personnel including: legislation, requirements to access to abortion, 
surgical and medical abortion procedures. 

[13] [20] [21] [24] 
[26] [27] [28] [29] 

Expose providers to the international abortion standards and declarations. [27] 

Training about pre and post abortion counselling. [24] [30] 

Training of pharmacists on how to deal with women looking for abortion services. [24] 

Abortion-specialized centers. [21] 

Availability. 

Promotion of facilities that provide abortion (e.g. abortion logo for facilities in 
Vietnam). 

[27] 

Increase the involvement of the public sector in provision of the service. [31] 

Abortion provision on weekends and after work hours. [30] 

Reduce waiting times. [30] 

Distribution. Increasing the number of abortion providers, especially in rural areas. [16] [24] 

Affordability. 

Reduction and standardization of costs. [13] 

Lower cost for poor women. [13] [16] 

Promote the use of medical abortion. [31] 

Reimburse for unused medication on follow up. [29] 

No charge for follow up visits. [29] 

Women’s 
abortion 

care seeking 
behavior. 

Attitudes 
towards looking 

for services. 

Empowerment of women (increase economic and decision independence). [13] [31] 

Increase awareness about unsafe abortion. [31] 

Knowledge of 
services. 

Education of general population about: abortion legislation, providers, methods and risks. 
[14] [19] [20] [29] 

[31] 

Clarification of misconceptions about abortion to the general population. [19] [24] 

Design of educational material that is understandable for all population (including illiterate 
women). 

[31] 
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Continued 

 

 

Pro-choice information divulgated trough massive media must be greater than anti-choice 
propaganda. 

[12] 

Use providers of public health services (such as vaccination and antenatal care) as 
educational channels. 

[31] 

In-depth education of women looking for abortion. [20] 

Social 
determinants. 

Use community channels to deliver information about abortion and increase awareness. [29] [31] 

Main findings and conclusions of the literature: The database search yield 199 articles in MEDLINE. 24 in Scopus and 38 in Scielo. A total of 22 articles 
including 15 countries from Africa (n = 6), Asia (n = 5), Central and South America (n = 3) and Europe (n = 1). The legal status of abortion in each of these 
countries was studied and described. For the analysis of the information, three categories of deepening were established: Laws and policies, Service delivery 
and Women’s abortion care-seeking behavior. Conclusion: the determinants of access to abortion in low and middle income countries are convoluted as 
multiple delays and barriers usually overlap. Similarly, stigmatization has a great impact across all the steps of abortion provision. Multiple facilitators were 
proposed in the three aspects of abortion provision, but they need to be adjusted depending on the context of each country. 

4. Discussion. 

This review shows that socio-cultural and health-care-related barriers occurred 
in all countries included, regardless of the degree of decriminalization of abor-
tion. All the religions mentioned in the studies seemed to have the same effect 
on abortion, considering it a “sin” and making it a punishable act that caused 
stigmatization of women who used it. 

In contrast, the normalization of abortion as a birth control method in Serbia 
also shows that when abortion is widely accessible but it is not the complement 
of effective family planning services, it can become overused, although the im-
pact of this issue on maternal health has not been studied in the country [22]. 

Stigmatization coming from both colleagues and the society is a reason why 
abortion providers remain clandestine—even when it is performed under legal 
instances—similarly to the situation reported in rural Canada [32] [33]. There-
fore, it is important to constantly implement strategies such as values clarifica-
tions workshops to decrease negative attitudes about abortion among health staff 
[21]. The Nepali the Safe Abortion Logo could be another strategy to overcome 
the stigma over abortion providers by normalizing abortion as a medical service. 
Besides, the thoughtful implementation of this logo outside the abortion-provider 
facilities has made it widely recognized, even for vulnerable populations like illi-
terate women [34]. 

Women’s expected submission to male partners and to their role in society as 
child bearers continue to occur in traditionally patriarchal societies [13] [24] 
[28]. Therefore, abortion policy makers need to take into account the realistic 
freedom with which women decide over their reproduction and make adjust-
ments to current laws to decrease gender inequality [13] [27] [35]. However, the 
effect of the disadvantageous position of women as a barrier to the access to 
abortion can be underestimated, since it is part of the status quo of these societies. 
Also, women in this position may not look for abortion services in the first place. 

The results of this review are somewhat similar to the systematic review per-
formed in high income countries when it comes to the barriers related to the 
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health system and the strong influence that the providers’ attitudes have in them. 
In both reviews, judgmental attitudes of providers had a negative effect in the 
women’s experience with abortion services and physicians struggled with ambi-
valent feelings about the provision of abortion [4]. 

Conversely, social determinants of access to abortion were markedly different 
in this review compared with the systematic review including high income 
countries. First, stigma was found in this review as problem that goes across all 
the aspects of abortion provision rather being limited to the discrimination of 
providers. Secondly, in the review by Dorian and Nancarrow, delays to timely 
access to abortion were mostly related to the availability of appointments and 
the choice of providers, while in this review, there were multiple delays occur-
ring before the woman reaches the facility, while afterwards, the delays were 
mostly related to the willingness of the health workers to provide the service [4]. 
On the whole, findings show that the determinants of the access to abortion ser-
vices are markedly different in low and middle income countries compared with 
high income countries, as well as among countries in each of these groups. 

This finding suggest that liberal abortion laws need to be implemented alto-
gether with political initiatives to guarantee the access to the service, which 
should include strategies to increase awareness and knowledge about safe abor-
tion, which would help decrease the stigma surrounding the issue [31]. 

Education programs must be comprehensive and include the legislation, me-
thods, providers and possible consequences of abortion. However, this program 
also need to take into consideration that women in the most vulnerable popula-
tions may not be exposed to mass media, as shown in India, which makes com-
munity channels the best disseminators of information in rural and/or segre-
gated areas. 

This review included articles from diverse countries, with a mixture between 
qualitative and quantitative studies, which gives a broad perspective on the situ-
ation of access to abortion in low and middle countries. However, each of the 
countries included has a very particular situation regarding abortion according 
to its own socio-cultural background, hence the results are quite heterogeneous. 
Other limitations are that most of the articles covered a particular area of a 
country or only the perspective of either women or providers. 

5. Conclusion 

In conclusion, the determinants of access to abortion in low and middle income 
countries are convoluted as multiple delays and barriers usually overlap. Simi-
larly, stigmatization has a great impact across all the steps of abortion provision. 
Multiple facilitators were proposed in the three aspects of abortion provision, 
but they need to be adjusted depending on the context of each country. 
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