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Abstract

Background: Abortion is a legally restricted, yet common reproductive life event among women in Burkina Faso;
however, women's abortion experiences vary greatly depending on their social and economic capital, partner involve-
ment, and level of knowledge. We sought to classify women'’s abortion care-seeking experiences across the life course
and social conditions into typologies using qualitative data.

Methods: An initial quantitative survey among a nationally representative sample of women ages 15-49 years col-
lected information on women’s induced abortion experiences. Women who reported an abortion in the last 10 years
were asked if they would agree to participate in a subsequent in-depth interview (IDI) to learn more about their abor-
tion experience. Twenty-five women, identified via purposive sampling, completed an IDI. Using a process of typol-
ogy construction, we identified attributes of each woman'’s condition at the time of her abortion and aspects of her
abortion experience, created a matrix of attributes and cases, and identified emerging relationships. Three types were
identified through this process.

Results: Twenty-three IDIs were analyzed, and women's abortion experiences were grouped into three types: abor-
tion to delay childbearing in adolescence; abortion to space childbirth among women in union; abortion to avoid
childbearing among single mothers. Two cases were identified as outliers. Cases were grouped based on the context
of their pregnancy, the reason for the abortion and involved decision-makers, and their patterns of care-seeking,
including methods and sources used.

Conclusion: Structural inequities related to gender and wealth were prominent forces shaping women's abortion
experiences. Comprehensive sexuality education coupled with community-based interventions to promote gender-
equitable relationships and address social stigma related to women’s sexuality could reduce reproductive coercion
and unintended pregnancies.
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Background

In Burkina Faso, induced abortion is legally restricted and
yet a common reproductive life event, with a recent esti-
mate of 23 (95% confidence interval 16—30) abortions per
1000 women age 15—49 in 2020 [1]. The majority are per-
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these findings. The study describes a range of unsafe and
ineffective practices, from taking bitter drinks to ingest-
ing different pharmaceutical products, leading to fre-
quent complications [4]. For many, health centers were
seen as a last resort rather than an entry point of care
[4]. Cost is a major barrier to accessing these services.
In 2015 in Ouagadougou, the average cost of $89 for an
abortion [5], corresponded to 15% of the gross domestic
product per capita at the time [5]. The inability to receive
treatment for abortion complications can have severe
repercussions, as abortion complications contribute to
10-18% of maternal mortality, which at 330 per 100,000
births remains well above SDG 2030 goals [6, 7].

While the frequency of unsafe abortion is well-docu-
mented across settings with legal restrictions [8], wom-
en’s abortion experiences greatly depend on their social
and economic capital which facilitates access to medi-
cal advice and services [9-12]. Recent research in Nige-
ria and Céte d'Ivoire—two neighboring countries with
similarly restrictive abortion laws—reveals stark social
disparities in abortion safety by wealth, education, and
residence [13, 14], which are amplified by social dis-
parities in access to quality postabortion care to address
complications [15]. Qualitative research in Burkina Faso
highlights the importance of women’s social networks
as sources of information and support to navigate abor-
tion decisions and access to care [16]. Research in urban
Zambia also points to the critical role of male partners as
facilitators or barriers to safe abortion care [18]. Findings
suggest that men’s financial support and ability to mobi-
lize resources and their social networks greatly influence
women’s abortion care pathways [18]. These observations
are confirmed in a recent quantitative study in Nigeria
and Céte d’Ivoire, with 66-73% lower odds of unsafe
abortion when partners are involved [19].

The availability of misoprostol, a safe and effective
abortion drug [20, 21], outside of the healthcare sys-
tem is rapidly changing the abortion landscape, offering
women the potential to safely self-manage their abor-
tion [22]. Self-managed abortion using misoprostol has
greatly reduced abortion-related morbidity and mortality
in South America [23-25], and is gaining traction glob-
ally, although most women in West Africa are unaware of
this safe option [1, 26, 27]. Qualitative research in urban
Burkina Faso shows that some women rely on misopros-
tol to self-induce, but points to social inequities in access
as many women are not economically or socially empow-
ered to access misoprostol [4, 28].

Given the changing abortion landscape in a context
of growing social aspirations to have fewer children in
Burkina Faso, there is a need to better understand the
circumstances in which women decide to terminate a
pregnancy and how they navigate access to abortion
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care according to their socioeconomic conditions and
their partnerships. Using qualitative data collected from
women who reported a recent abortion experience, we
specifically aim to identify typologies that capture differ-
ent experiences from decision-making to care-seeking
conditions across women’s life course and social condi-
tions in Burkina Faso.

Methods

This study is part of a larger mixed-methods study con-
ducted in 2020-2021 by Performance Monitoring for
Action (PMA), a multi-country research platform moni-
toring reproductive health and family planning indicators
through annual population-based surveys. The study was
designed to estimate the incidence and safety of abortion
in Burkina Faso and to understand the intersecting social,
economic, and institutional factors influencing women’s
pathways to abortion care (ISSP 2021).

An initial quantitative survey among a nationally rep-
resentative sample of WRA (ages 15—49) collected infor-
mation on women’s induced abortion experiences. The
survey asked women if they had ever done anything to
intentionally end a pregnancy or if they had ever done
anything to bring back a late period when they were
worried about being pregnant; we categorized both as
abortion. Those who reported an abortion (any of the
previous described experiences) in the last 10 years
were asked about methods and sources of abortion care,
complications, and quality of care. They were also asked
if they agreed to participate in a subsequent qualitative
study to learn more about their experience.

This qualitative analysis focuses on a purposive sam-
ple of 25 women who reported an abortion in the quan-
titative survey, consented to be recontacted, and who
represented a diversity of experiences according to age,
socioeconomic and marital status at the time of the abor-
tion, area of residence, and abortion care trajectory.
Women were contacted via phone by a trained inter-
viewer who followed an IRB approved script to verify
prior survey participation, to confirm interest in par-
ticipating in the qualitative follow-up study and to set a
time and place of the women’s choice to conduct face-to-
face in-depth interviews (IDIs). The interviewers were 6
female research assistants with experience in qualitative
research and fluency in French and local languages. They
participated in a three-day interviewer training to ensure
comprehension of the IDI guide and the inclusion of
appropriate questions and probes.

Interviewers obtained women’s verbal informed con-
sent to participate before starting the IDI, in French or
a preferred local language, which was audio-recorded
with participant consent. The interviews lasted 60 min
on average. The full study protocol and all study
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materials were approved by the Johns Hopkins Bloomb-
erg School of Public Health Institutional Review Board
and the Comité d’Ethique pour la Recherche en Santé
of the Ministere de la Santé et de I'Hygiene Publique et
Ministére de 'Enseignement Supérieur, de la Recherche
Scientifique et de I'Innovation in Burkina Faso.

The IDI guide, which was pilot tested during the train-
ing, solicited women’s perspectives on a range of topics,
including the practice of abortion in their community,
their own abortion experience—from the circumstances
surrounding the decision to terminate the pregnancy to
abortion care and post-abortion complications—and their
recommendations to reduce unsafe abortion in their
community. Women were probed about the role of oth-
ers (particularly their partner) in relation to their deci-
sion to terminate and access abortion care. They were
asked to describe how they chose the sources of care
and methods used, their pathways to abortion, and their
interactions with providers and other sources of support
during their abortion trajectory. Additionally, women
were probed about their physical health and emotional
reactions during the abortion process and the quality of
care they received. Before the start of the interview, par-
ticipants provided basic sociodemographic information
about their age, level of education, employment, parity,
and marital status, as well as their age and partnership
situation at the time of the abortion.

The authors, a team of five researchers (two at ISSP and
three at JHSPH), conducted the data analyses in French.
IDIs were first transcribed verbatim if conducted in
French or directly translated and transcribed into French
if conducted in another language, with random checks by
the ISSP research team to assess the quality of the tran-
scriptions. The researchers began with a process of data
familiarization by conducting a close reading followed by
writing a structured summary of each transcript. Next,
the team undertook a more focused analytical explora-
tion to identify typologies of abortion trajectories, based
on abortion pathways and the socio-economic and famil-
ial conditions, which informed women’s abortion-related
decisions, their health, and their social safety. We organ-
ized and analyzed the data with the assistance of Micro-
soft Excel (v16.48).

Specifically, the research team followed a four-step
process for typology construction [29], first identify-
ing the relevant attributes, or dimensions, of women’s
abortion trajectories. The attributes were informed by
the interview guide, reflecting previous literature on
the role of partner involvement, social network involve-
ment, and socioeconomic status, and further refined by
the major themes emerging from analysis of the detailed
summaries of each interview, including reproductive life
course and family arrangements. In the second step, the
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team created a matrix crossing each IDI with the iden-
tified attributes that fell into two categories: woman’s
condition at the time of abortion (socioeconomic back-
ground, reason(s) for abortion, partner and family inter-
actions, social network, and social stigma) and aspects
of her abortion experience (information sources, sources
and methods of abortion, complications). The team then
grouped IDIs to identify “empirical regularities” across
all interviews based on commonalities of attributes.
This process began with two separate analysts creating
initial groupings of types based on regularities identi-
fied. This led into the third step in which groups of IDIs
were analyzed for meaningful relationships and addi-
tional attributes were explored. Any discordance between
groupings created by the analysts was discussed among
the wider research team to reach consensus. Finally, we
analyzed the three emerging types, reflecting common
combinations of attributes relating to women’s abortion
trajectories.

Results

In total, 25 women consented and completed an IDI;
however, two women who reported an incomplete abor-
tion that resulted in a birth, were dropped from this anal-
ysis. Among the remaining 23 participants 21 had their
abortion in the three years prior to the quantitative sur-
vey and 2 had their abortion within 5-10 years. At the
time of the abortion, participants were aged between 15
and 42 years, 16 were in short-term or first partnerships,
and 11 had children (Table 1). Ten women did not dis-
close their pregnancy to their partner or did not involve
them in the abortion process. Twelve women sought
care from non-clinical sources, including friends, street

Table 1 Respondents’characteristics

N=23

Age at the time of the abortion

<19 10

20-29 10

30+ 3
Relationship at the time of the abortion

First relationship/partnership 2

Casual/short-term relationship 14

Long-term relationship/married 7
Partner involvement

Informed of pregnancy 17

Involved in abortion decisions/process 13

Non-clinical source of abortion care 10°

Reported an abortion complication 8

2Two of these 10 women could not determine if their provider was a medical
professional
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vendors, and pharmacies, and eight described abortion
complications, six of whom received postabortion care.

Observing the similarities and differences in the con-
ditions underlying abortion decisions and healthcare-
seeking experiences, we identified three types of abortion
pathways, primarily informed by attributes connected to
women’s life course in terms of age and partnership sta-
tus at the time of the abortion and by their social capital
and resources. Below we describe each typology, high-
lighting the context in which the pregnancy termina-
tion occurred, the reasons for the abortion, the people
involved in the decision-making, and finally the sources
and methods used for the abortion.

First typology: Abortion to delay childbearing

in adolescence

Context of pregnancy

A total of 11 adolescents, between 15 and 19 years of age
at the time of the abortion, comprise this group of abor-
tion experiences at the start of their reproductive lives.

In this early stage of the reproductive life course, ado-
lescents had little sexual experience when they became
pregnant during their first partnership, lacking knowl-
edge and/or agency to prevent pregnancy. In particular,
many were uninformed about contraception, leading to
unprotected sex or ineffective means of protection, while
others recognized the risk of pregnancy but were unable
to negotiate protection with their partner. Lack of repro-
ductive knowledge also resulted in delayed pregnancy
recognition—often by several months—even when overt
signs were visible.

The abortion I had to have [...] at the time I was in
class 6 (middle school), I was living with my older
sister at the time. Meanwhile, my periods were not
coming, and as it was my first pregnancy, I did not
have any experience, I did not know it was a preg-
nancy; each time I would go to PE (sports), I would
feel pain in the lower part of my belly, so at home, I
would take some Ibuprofen to relieve the pain and
when going back to PE, 1 felt pain again in my lower
belly so I did not understand |[...] listen, he was my
first sexual partner, and when we did it, it was the
first time and it was a pregnancy at the same time.

(15 years old, no children, secondary level education,
living in an urban at the time of abortion).

The pregnancy happened... actually, I dont know
how it happened (laugh), that I don’t know, but I
knew I was pregnant, that’s it. I went to take the test,
and knew I was pregnant; because at the time, I can
say we were having unprotected sex, it's because we
didn’t use protection that the pregnancy came in. It's
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true that in the beginning, he would always say, “let’s
do the withdrawal method, let's do coitus interrup-
tus, but in the end, with his coitus there, the preg-
nancy came in (smile).

(17 years old, no children, secondary level education,
living in an urban area at time of abortion).

I was two months late. Two months, my periods
didn’t come and as often, they do come, they weren’t
coming so I didn’t know. I said I would wait for the
second month and see, and when it was two months,
I went to take a pregnancy test, and I saw I was

pregnant |[...]

(16 years old, no children, secondary level education,
living in an urban area at time of abortion).

Abortion decision

When these adolescent girls became pregnant, they were
unmarried, living with their family, mostly in urban areas,
and in school. Two main reasons drove their decisions to
terminate their pregnancy: fear of family sanctions and
partner disapproval.

Social stigmatization and fear of family reprisal were
prominent reasons for secretly terminating an early
pregnancy. Pregnancy among unmarried girls still liv-
ing with their family is considered a “dishonor” for the
family, bringing shame in many communities in Burkina
Faso. Adolescents feared being banned from their homes,
thereby losing social and economic support. One girl
described her sister’s experience of becoming “a stran-
ger to the family” when she became pregnant and was
banned from the household. This experience informed
her decision to terminate her pregnancy to avoid the
same predicament. Several young respondents shared the
same fears, hiding their pregnancy to avoid sanctions.

(silence) I was scared because if my father learned
I was pregnant, he would tell me to find a place to
go and to know who the father was. But since he
[my boyfriend] said it was not his pregnancy, I got
scared. If my father told to me to find a place to go,
where would I go? That's why, I was scared.

(18 years old, no children, secondary level education,
living in an urban area at time of abortion).

Partners’ reaction to the pregnancy also strongly influ-
enced adolescent girls’ decisions. Most of their partners
were young, unwilling to give up their educational and
professional aspirations, and unable to economically
support a family at this early stage. In some cases, the
partner’s decision to terminate the pregnancy aligned
with the young woman’s desire to postpone childbearing
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to continue studying and find economic stability before
starting a family.

[...] the final decision came from both of us. The fact
that [he] convinced me as he said ‘see, your parents
are opposed to it, I like you and I want you to con-
tinue studying so we can go far and have kids; and
see my situation right now, I don’t have a job, I get
by. How can we raise this child if he were to be born?’
I could see how everything he said was true; I could
see that this child would somehow really stop my
life. That’s why I finally said yes. I said OK, let’s find
a solution, let’s do it.

(17 years old, no children, secondary level education,
living in an urban area at time of abortion).

In other cases, however, girls felt coerced by their part-
ners to continue or terminate the pregnancy. Some were
pressured to have an abortion because their partners
denied responsibility or economic support, as described
below in Sect. 2.3.

One young woman kept the pregnancy secret from her
partner out of fear of being coerced into having a child
when she was not ready to start a family.

Care-seeking

Few adolescents knew about sources and methods of
abortion, and therefore, relied on their partner or another
close confidante (friend or family member) to access care.
These actors played a critical role in informing healthcare
decisions by mobilizing their social networks and eco-
nomic resources, or sharing their personal experiences.
Their role was amplified by the need to maintain confi-
dentiality which restricted women’s ability to seek other
sources of information, often at the expense of their
physical safety if the advice they received led them to
obtain unsafe abortions.

Partners could play a key role in abortion care path-
ways, depending on their sense of responsibility. Most
partners assumed the financial cost, some were involved
in method acquisition, and a few accompanied their
partners during the procedure. In most cases, partner
involvement opened the doors to safer abortions, as they
could activate their network and mobilize economic
resources to cover expenses. This was the case for one
adolescent girl who said that she did not know how to
induce the abortion, so her partner provided her with the
tablets (misoprostol):

He [my boyfriend] said he cannot, he doesn’t want
me to keep it. So, to do everything I can to remove
this. I said I don’t know how to remove it, it’s danger-
ous, I can leave [die] with that. So, he said that no,
he will give me a medicine, that I will do it. He came
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to give me the medicine, like a pill, I took it and the
next day, I felt pain in my lower belly. So, after that,
I started to bleed. So, that’s it.

(17 years old, no children, primary level education, liv-
ing in an urban area at time of abortion).

While partners could facilitate access to recommended
pills or clinical care, they sometimes also compromised
the girl’s ability to make their own healthcare decisions,
such as in the case of one adolescent girl who was told
“to prepare [herself] that the abortion will take place next
Tuesday” and was driven to the facility by a partner who
pressured her to have the abortion.

No, he [my boyfriend] did not let me talk to the guy
[the abortion provider]; when we left, he simply told
me we would remove it, he drove me on the back of
his motorcycle, we took off, he talked with the guy
and he let me in, that’s all, when that guy was fin-
ished with his work, we left.

(16 years old, no children, primary level education, liv-
ing in an urban area at time of abortion).

In the absence of partner support, many adolescent
girls relied on their best friend or a family member for
their healthcare decisions, who made a range of recom-
mendations from traditional methods to clinical care,
involving a “doctor” in a “hospital” setting.

I explained my situation to my girlfriend, she said 1
should crush “Kossafandé’, drink and purge, and so 1
did that first, but it didn’t work, the pregnancy didn’t
come out; then, I took some pills, it didn’t work, the
pregnancy didn’t come out.

(15 years old, no children, secondary level education,
living in an urban at the time of abortion).

One young respondent went to a doctor recommended
by her close friend, as she was scared that if she discussed
her abortion decision with her partner, he would want
her to keep the pregnancy:

She [my friend] told me that to go to a doctor there
[...] that the doctor there performs abortions. That
she, she knows him, that he had performed an abor-
tion on a girl, so we left together to the doctor there.
We explained to him now, he told us that we had to
leave and then come back afterwards and he told us
the price.

(16 years old, no children, secondary level education,
living in an urban area at time of abortion).

Regardless of methods and sources, many young
women described abortion as a painful process, with
bleeding lasting several days. Half of adolescents
described complications requiring additional treatment.
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Delayed care due to late pregnancy recognition or lack of
funds, coupled with substandard or inappropriate care,
likely contribute to abortion failure and complications,
which require advanced treatment at an additional finan-
cial and social cost. This was the case for a 19-year-old
girl whose abortion nearly “cost her life”:

A lot! A lot of blood. Meanwhile, I was exhausted,
and with each drop that fell, even before the drop
falls, you cry. You cry even before the drop has
started falling, and it’s as if there were pieces of your
own flesh coming out. Each time you bleed, you cry,
you cry... it wasn’t easy.

(19 years old, no children, secondary level education,
living in an urban area at time of abortion).

She was hospitalized for dilation and evacuation and
describes complications after receiving misoprostol from
a doctor, which required a second treatment of misopros-
tol at an additional cost of 70,000 CFA (US$114), which
she paid instead of her school fees.

Hmm... when this kind of situation happens to you...
when I tried the first time and it did not come out, I
was so panicked, I even said if I had to die with the
pregnancy, it didn’t matter. So, I was really deter-
mined to remove it, especially that my boyfriend
reacted as he did. I was so mad at him, and there
you go. I even said if... whatever happens. When it
happens, you don’t think of what will happen next.
It’s risky, really, but...

(19 years old, no children, secondary level education,
living in an urban area at time of abortion).

This was similar to another adolescent who received
a medical abortion in a healthcare facility and ended up
unconscious after bleeding for several days.

Second typology: Abortion to space childbirth

among women in union

Five married women, who were between the ages of 20
and 33 and had at least one young child at the time of the
abortion, comprised this second type of abortion path-
ways in this study.

Context of pregnancy

In this later stage of the reproductive life course, women
were raising a young family at the time of the abortion
and many were engaged in income-generating activities.
All became pregnant in the postpartum period while
breastfeeding. This was the case for one woman who had
a 7-month-old child when she became pregnant. She
warned her husband, who had just returned from the
gold mines, about the risk of pregnancy, but to no avail.
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Her husband coerced her into having sexual intercourse
during her “ovulation period,” leading to the pregnancy.

I made him understand that it wasn’t the right
time to have intercourse that day, but despite this,
he forced me to have intercourse with me and he
went back to the site. In the months that followed,
my periods wouldn’t come, that's when I knew I was
pregnant.

(32 years old, 2 children, primary level education, living
in a rural area at time of abortion).

Abortion decision

For all these women, social stigma related to short preg-
nancy intervals, as well as health and economic concerns,
informed their decisions to terminate their pregnancy.
They generally made this decision jointly with their part-
ners, with the one exception of a woman who was in an
undesired marriage and feared reproductive coercion
in which her husband would force her to keep the preg-
nancy if he learned she was pregnant.

Shame over “uncontrolled” fertility was a common
theme for women who became pregnant in the post-
partum period, as it constitutes a transgression from
traditional norms in Burkina Faso prescribing sexual
abstinence during this period to ensure “appropriate”
birth spacing. Such traditional practices are gradually
being abandoned as couples resume sexual activity earlier
in the postpartum period, which leaves women at greater
risk of unintended pregnancy in the absence of con-
traceptive use. Faced with the prospect of a short birth
interval, some couples agreed to terminate the pregnancy
to avoid social shaming of having children too close
together. This is reflected in one respondent’s story when
she reported that her husband seemed as sad as she was
when she informed him that she was pregnant. This sad-
ness was related to the community’s view and judgment
that they were having births too close together as she had
a baby that “was still at the breast”

Honestly, he was as sad as I was. His sadness was
more linked to people’s perceptions of him, he was
wondering what people would think of him, how
they would see him, it was a source of shame for him

(laugh).

(32 years old, 2 children, primary level education, living
in a rural area at time of abortion).

Social norms to space births are rooted in maternal
and child health concerns, improved when pregnancies
are sufficiently spaced. Some mothers caring for young
infants reported these health concerns as an additional
motivation to end their pregnancy.
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With a baby of only four months, and you are preg-
nant again, at that point if you don’t have support
or if God doesn’t help you, you could suffer twice
as much, that is, in addition to caring for the baby,
you have to take care of the pregnancy, and that’s
difficult there, you can’t be in this situation and be
in good health, it’s complicated.

(20 years old, 1 child, primary level education, living
in a rural area at time of abortion).

Beyond stigma and health, economic considera-
tions were the most prominent motivations to ter-
minate a pregnancy among young couples struggling
to make ends meet while raising a young family. This
was the case of one woman who explained that when
she became pregnant, her baby was only seven months
old, and she quickly realized that her spouse’s situation
as an intern (a trainee) would not provide sufficient
income to support an additional child so soon.

The baby is still small, there will be a feeding issue,
and with the pregnancy, one can also develop dis-
eases, and all that, that’s more expenses that add
up while he cannot even manage to provide for the
current expenses; so, we had to do it like that since
it’s really complicated.

(23 years old, 1 child, secondary level education, liv-
ing in an urban area at time of abortion).

Care-seeking

The partner’s involvement in decisions to terminate
the pregnancy meant that they also supported women'’s
access to care, serving as a primary source of informa-
tion and an economic resource to cover costs. This is
reflected in one respondent’s story (20 years old, 1
child, primary level education, living in an urban area
at time of abortion), as her husband drove her to a place
that looked like a health center to see a “retired doctor”.
She joined a line of pregnant women who also seemed
to be there for abortions. She underwent surgery fol-
lowing an injection, with no further complications after
taking pills for a few days at home. Her husband paid
10,000 CFA (US$16) for the abortion. Partners also
served as advocates for women in healthcare facilities,
as in the case of another married respondent (32 years
old, 2 children, primary level education, living in a rural
area at time of abortion), who was initially rejected
by the community health care center but ultimately
received misoprostol after her husband (absent due to
work) convinced the provider on the phone. She paid
10,000 CFA (US$16) for the pills.
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While most partners supported women’s care deci-
sions, they had little influence on the use of recom-
mended (n=3/5) or non-recommended (n=2/5)
methods to induce the abortions. Only one woman
experienced complications, suggesting safer procedures
than those obtained by the adolescents.

Third typology: Abortion to avoid childbearing

among single mothers

Five single mothers between the ages of 21 and 42, who
all had children from previous relationships but were
mostly living with their family, comprised the last type
identified in this study.

Context of pregnancy

These single mothers became pregnant in the context of a
casual or short-term relationship. While sexually experi-
enced, these women were in unstable relations described
as “one-night stands” or “dead-end” relationships, and
had not anticipated sexual relations, which were there-
fore unprotected.

Abortion decision

Similar to prior groups, social stigma and economic con-
straints were important motivations for ending the preg-
nancy, although these women also acknowledged lack of
partner support as a primary reason.

Failed relations were a common theme in this group of
single mothers. In some instances, women broke up with
their partners as men were engaged in other relations and
were unwilling to take paternity responsibility. This was
the case for one respondent (21 years old, 1 child, pri-
mary level education, living in an urban area at time of
abortion) who discovered her boyfriend was already mar-
ried at the time she became pregnant. While she would
have liked to continue the pregnancy, her partner refused
to recognize the pregnancy and asked her to abort, a
decision her mother supported to avoid family “dishonor”

The repetition of out-of-wedlock birth was a source
of additional social stigma for these single mothers who
had already “failed” previous relationships and were rais-
ing their children alone. This was the case of another
respondent (24 years old, 1 child, primary level educa-
tion, living in an urban area at time of abortion) who
was living with her siblings when she became pregnant
and eventually decided to have an abortion because she
would be ostracized by her family for repeating the same
“mistakes” A third respondent (32 years old, 4 children,
primary level education, living in an urban area at time of
abortion), who already had three children from different
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relationships, also felt she had no choice but to terminate
the pregnancy in order to save her image.

I waited for a week and my periods were not coming,
so I told him my periods were not coming although I
was not married yet [...] but I already had SX [child
initials] without being married and it wasn'’t going
very well because I was always home. So, if I was
again going to have a baby right away with SX, peo-
ple were going to talk, and my girlfriend told me she
would help me and she went to buy the product (...)

(24 years old, 1 child, primary level education, living in
an urban area at time of abortion).

What led me to get an abortion, my first daughter
has a different father, my second son has a different
father, my two children they have the same father.
What would you do if you were in my shoes?

(32 years old, 4 children, primary level education, living
in an urban area at time of abortion).

(long silence) In fact, I did not want to remove the
pregnancy but when my mom learned I was preg-
nant, she told me to get an abortion, especially that
the author [her partner] of the pregnancy refused to
take responsibility, so she told me to get an abortion
or to get my things and leave her house, which is why
I called the author of the pregnancy and we went to
the clinic to remove it.

(21 years old, 1 child, primary level education, living in
an urban area at time of abortion).

Overall, the women in this typology had some auton-
omy in their abortion decision-making, particularly
because they were more likely to make the decision inde-
pendently from a partner, but still were subject to social
and familial pressures.

Care-seeking

Given the conflicting relationships with partners, these
single mothers mostly sought support from friends,
sometimes relying on their partner’s financial resources
to pay the cost. One respondent was an exception, as she
was accompanied by her partner to the “clinic” where the
“doctor” prescribed misoprostol after having given her an
injection. She was five months pregnant at the time and
started bleeding the same day, but she had no complica-
tions after the expulsion of the fetus.

All other women relied on their personal network,
either friends or family, who recommended a diversity of
sources including informal providers. For example, one
respondent (29 years old, 3 children, primary level edu-
cation, living in an urban area at time of abortion) could
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not reach her partner, so she turned to her friend to ask
for help. Her friend recommended a traditional practi-
tioner who had successfully provided an abortion for an
acquaintance. She was given two black balls to insert in
the vagina, and she paid 5000 CFA (US$8). She experi-
enced heavy bleeding and excruciating pain for several
days, which led her to the hospital for curettage. On the
other hand, another respondent (42 years old, 5 children,
secondary level education, living in an urban area at time
of abortion) contacted her sister who had had an abor-
tion and set up a home visit with the “nurse” who had
performed her abortion. She got an initial injection with
no effect, followed by misoprostol. She bled for 3 days
and expelled the fetus one month later. She paid the pro-
vider a total of 20,000 CFA (US$32), including 5000 CFA
(US$8) paid by her partner.

Two women were considered outliers who did not fit
within one of the three types: one woman was coerced
into having an abortion by her employer with whom she
lived, and the other woman terminated her pregnancy
without knowing when her husband gave her abortion
pills, without her consent, under the guise that the pills
were headache medication.

Discussion

This research draws attention to the social, economic,
and legal vulnerabilities of women shaping their path-
ways to abortion care in Burkina Faso. Specifically, nor-
mative expectations about childbearing and gender
dynamics shape women’s pregnancy and abortion care
decisions that revolve around secrecy and social capital
in a restrained social and legal environment.

In all cases, women became pregnant following unpro-
tected intercourse, often because they lacked information
about pregnancy risk and protection. Lack of knowledge
was particularly prevalent among girls starting their sex-
ual careers, in line with 2020 survey results showing that
only half of adolescents and young women ages 20-24
had satisfied demand for contraception, and 15% of ado-
lescents and 33% of young women ages 20—24 years had
discussed family planning with a health care worker or a
provider in a facility in the last year [30]. These results call
for sustained investment in adolescent and youth sexual
and reproductive health (AYSRH) in Burkina Faso, which
has, with the support of UNPFA, introduced compre-
hensive sexual education in its national teacher training
curriculum in 2019 [31], but had not fully implemented
the program in schools, due to social norms about ado-
lescent sexuality and competing educational priorities. In
addition, sexual education efforts need to expand beyond
schools to address widespread AYSRH inequities by edu-
cation in the region [32].
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Strong cultural norms about sexuality and child-
bearing determined normative expectations about
sex, marriage, and childbearing across the life course
[33]. These social norms condemn sexual relations and
childbearing before marriage but strongly tie women’s
social status to having children as soon as they get mar-
ried. These norms resonate in young unmarried wom-
en’s decisions to terminate a pregnancy, out of fear of
social rejection by their families. These findings are
also reported in a qualitative study in Kenya and India
[34], but extend to older single mothers who are seen
as repeatedly “breaking the rules” by giving birth out
of wedlock. Within the context of marriage, traditional
norms prescribe sexual abstinence in the postpartum
period to ensure child spacing although these practices
have relaxed in recent years, with earlier resumption
of sexual activity leading to shorter pregnancy inter-
vals that challenge normative values. These normative
values weighed in married couples’ decisions to termi-
nate a pregnancy that was too soon after a recent birth,
although economic constraints also informed their
decisions.

Beyond stigma, partnership dynamics were prominent
forces shaping women’s abortion experiences. Reproduc-
tive coercion was a common experience, with some male
partners forcing women to terminate their pregnancy
because they refused to take on paternity responsibilities,
while others expected women to continue an unwanted
pregnancy which led to covert pregnancy terminations.
On the other hand, partners were a major source of sup-
port for abortion care, providing financial resources
and activating their social network to facilitate access to
care. These results are in line with findings from quali-
tative studies in urban Zambia and Kenya, highlighting
the positive and negative influences of male partners on
abortion trajectories [18, 35]. In our study, the support-
ive role of married partners seemed to open the doors to
facility-based abortions that were associated with fewer
complications, while the limited social support of unmar-
ried partners, who were either non-involved or only
financially implicated, led to more diverse trajectories
and more frequent complications.

In the absence of partner support, women relied on
their friends for advice, and often turned to non-rec-
ommended abortion means due to financial constraints.
Friends’ recommendations were often born out of their
or their acquaintances’ experiences, rather than evi-
dence-based information. Many were directed towards
clandestine providers, including traditional healers, or
were advised to take pills with no further instructions,
failing to meet the World Health Organization’s (WHO’s)
standards for safe self-managed abortion [22]. These
results echo Osur and colleagues’ qualitative study in
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Kenya highlighting the important role of social networks
in informing pathways to clandestine unsafe abortion
in Kenya [36]. The lack of partner support also resulted
in financial constraints, leaving women with no other
affordable option than seeking help from traditional heal-
ers or from clandestine drug vendors, even if they per-
ceived them as potentially dangerous. These results are
on par with population-based studies in the region show-
ing poor women are more likely to seek abortion care
from non-clinical sources providing non-recommended
methods [13, 14], associated with potentially higher mor-
bidity and mortality.

Many women in our study described abortion compli-
cations, some leading to hospitalization. While younger
women (mainly undergoing clandestine abortions)
seemed particularly affected, complications were wide-
spread, even when women sought care from a clinical
source. In addition, many women who self-managed their
abortion with medication were provided little informa-
tion about how to manage their symptoms or what to
expect, leaving them with many uncertainties surround-
ing the process. In our study, complications resulted
from the intersection of pregnancy conditions and qual-
ity of care. Many women described late pregnancy ter-
minations, as they did not recognize the initial signs
of pregnancy and/or experienced delays in accessing
effective care, either because of provider refusal to pro-
vide safe abortions or because they initiated care with
non-recommended methods. The frequency of abortion
complications following clinical care also raises con-
cerns about the training of providers, especially those
offering this service clandestinely. With the expansion
of medication abortion, within and outside of the health-
care sector, there is an urgent need to expand provider
training and diffuse evidence-based information to not
only allow mid-level providers to deliver care in primary
care settings but also support community health work-
ers in delivering information about postabortion care to
improve women’s health.

While this study complements our understanding
of abortion care experiences in the context of Burkina
Faso’s commitment to expand family planning services
and reduce unsafe abortion mortality and morbidity, our
findings need to be interpreted with several limitations
in mind. First, the selection of women in the study was
conditioned on their willingness to report and share their
abortion experiences. Other findings from this study sug-
gest substantial respondent underreporting, with one
year induced abortion incidence estimates from direct
reports being one sixth as high as indirect estimates [37].
This may affect our qualitative results if underreporting
of abortion is related to abortion care decisions, though
we observed similar abortion experiences including
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methods, sources of care, and safety, through direct and
indirect approaches limiting our concerns [37]. Second,
some participants felt uncomfortable when sharing their
abortion experience. To build trust, interviewers were
trained to conduct interviews on sensitive topics and
underwent a values clarification training to acknowl-
edge their own feelings about abortion. In addition, most
interviewers had built rapport with participants prior
to the qualitative study when conducting a quantitative
PMA survey interview. Nevertheless, the sensitivity of
the topic may have limited women’s willingness to share
their whole experience to reduce stigma-related anxiety.

Despite these limitations, this study provides new
insights on abortion experiences in Burkina Faso, show-
ing how abortion care is conditioned on social norms,
gender power dynamics, and economic resources, con-
tributing to the growing body of literature on women’s
abortion trajectories in the country [3, 4, 10, 16, 17, 28].
In this patriarchal society, partners are instrumental in
women’s abortion experiences, from coercing decisions
to supporting healthcare access [17]. Beyond partner
implication, social stigma and lack of economic resources
amplify barriers to evidence-based information and care
in this legally restricted abortion environment.

Conclusion

This research suggests that legal restrictions on abor-
tion fuel an informal system of care where non-clinical
sources and non-recommended methods predominate.
When information is scarce and highly stigmatized,
women turn to their social network, including partners
and friends for advice, with significant implications for
their care.

As Burkina Faso formalizes its framework for AYSRH
education for youth and adolescents, comprehensive
sexual education coupled with community-based inter-
ventions to promote gender equitable relationships and
address social stigma related to women’s sexuality could
reduce reproductive coercion and unintended pregnan-
cies. To reduce complications of unintended pregnan-
cies, legal and health systems reforms are also needed
to expand the legal conditions for abortion and improve
quality services for contraception, abortion, and post-
abortion care through task-shifting in primary care.
Policies also need to adapt to the reality of self-managed
abortion.

Abbreviations

AYSRH: Adolescent and youth sexual and reproductive health; BSPH: Bloomb-
erg School of Public Health; IDI: In-depth interview; ISSP: Institut Supérieur
des Sciences de la Population; PMA: Performance monitoring for action; WRA:
Women of reproductive age.

Page 10 of 11

Acknowledgements

The authors would like to acknowledge the PMA Burkina Faso central staff
and interviewers for their invaluable contribution to this work, as well as the
respondents for their participation in this study.

Author contributions

FB, SOB, CM, and MEB contributed to the conceptualization and design of
the study. FB and BK oversaw field data collection for the study, including
recruitment, data collection, transcription, translation, and adherence to study
protocols. FB led the primary analysis with support from BK, CM, HLT, and
MEB. FB, CM, HLT, MEB, and SOB drafted the paper. All authors contributed to
the critical review of this manuscript. All authors read and approved the final
manuscript.

Funding

This study was funded by an anonymous donor. The funder had no role in the
design of the study, in the collection, analysis, and interpretation of data, or in
writing the manuscript.

Availability of data and materials

The datasets generated and/or analyzed during the current study are not
publicly available due to the qualitative nature of the data and identifying
personal and geographic information but are available from the correspond-
ing author on reasonable request.

Declarations

Ethics approval and consent to participate

The Institutional Review Board at the Johns Hopkins Bloomberg School of
Public Health and the Comité d'Ethique pour la Recherche en Santé/Ministere
de la Santé et de I'Hygiene Publique et Ministére de 'Enseignement Supérieur,
de la Recherche Scientifique et de I'lnnovation in Burkina Faso provided ethi-
cal approval for the study. All participants provided verbal informed consent
before interviews.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details

YInstitut Supérieur des Sciences de la Population (ISSP), Université Joseph
Ki-Zerbo, Ouagadougou, Burkina Faso. 2Department of Population, Family
and Reproductive Health, Johns Hopkins Bloomberg School of Public Health,
Baltimore, MD, USA. 3Soins Primaires et Prévention, CESP Centre for Research
in Epidemiology and Population Health, U1018, Inserm, 94800 Villejuif, France.

Received: 8 July 2022 Accepted: 10 November 2022
Published online: 28 November 2022

References

1. Institut Supérieur des Sciences de la Population; The Bill & Melinda Gates
Institute for Population and Reproductive Health at The Johns Hopkins
Bloomberg School of Public Health; & Jhpiego. PMA Abortion Survey
Results: Burkina Faso. Ouagadougou, Burkina Faso and Baltimore, Mary-
land, USA: Performance Monitoring for Action/Burkina Faso; 2021. https://
www.pmadata.org/sites/default/files/data_product_results/BF_Abort
ion%20Brief_EN_Rev_Dec16_FINAL.pdf. Accessed 30 Jun 2022.

2. Bearak JM, Popinchalk A, Beavin C, Ganatra B, Moller A-B, Tuncalp O,
et al. Country-specific estimates of unintended pregnancy and abortion
incidence: a global comparative analysis of levels in 2015-2019. BMJ Glob
Health. 2022;7(3).e007151.

3. Bankole A Hussain R, Sedgh G, Rossier C, Kaboré |, Guiella G. Unintended
pregnancy and induced abortion in Burkina Faso: causes and conse-
quences. New York: Guttmacher Institute; 2013.

4. Baxerres C, Boko |, Konkobo A, Ouattara F, Guillaume A. Abortion in
two francophone African countries: a study of whether women have


https://www.pmadata.org/sites/default/files/data_product_results/BF_Abortion%20Brief_EN_Rev_Dec16_FINAL.pdf
https://www.pmadata.org/sites/default/files/data_product_results/BF_Abortion%20Brief_EN_Rev_Dec16_FINAL.pdf
https://www.pmadata.org/sites/default/files/data_product_results/BF_Abortion%20Brief_EN_Rev_Dec16_FINAL.pdf

Bazié et al. Reproductive Health

20.

21.

22.

23.

24.

25.

26.

(2022) 19:212

begun to use misoprostol in Benin and Burkina Faso. Contraception.
2018;97(2):130-6.

lIboudo PGC, et al. Costs and consequences of abortions to women and
their households: a cross-sectional study in Ouagadougou, Burkina Faso.
Health Policy Plan. 2015;30(4):500-7.

Say L, Chou D, Gemmill A, Tuncalp O, Moller AB, Daniels J, et al. Global
causes of maternal death: a WHO systematic analysis. Lancet Glob Health.
2014,2(6):.e323-33.

Kassebaum NJ, Bertozzi-Villa A, Coggeshall MS, Shackelford KA, Steiner
C, Heuton KR, et al. Global, regional, and national levels and causes of
maternal mortality during 1990-2013: a systematic analysis for the Global
Burden of Disease Study 2013. Lancet. 2014,384(9947):980-1004.
Ganatra B, Gerdts C, Rossier C, Johnson BR, Tuncalp O, Assifi A, et al.
Global, regional, and subregional classification of abortions by safety,
2010-14: estimates from a Bayesian hierarchical model. Lancet.
2017,390(10110):2372-81.

Singh S, Wulf D, Hussain R, Bankole A, Sedgh G. Abortion worldwide: a
decade of uneven progress. New York: Guttmacher Institute; 2009.
Ouédraogo R, Sundby J. Social determinants and access to induced
abortion in Burkina Faso: from two case studies. Obstet Gynecol Int.
2014;2014:402456.

. lzugbara CO, Egesa C, Okelo R.'High profile health facilities can add to

your trouble: women, stigma and un/safe abortion in Kenya. Soc Sci
Med. 2015;141:9-18.

Yegon EK, Mwaniki PK, Echoka E, Osur J. Abortion-related stigma

and unsafe abortions: perspectives of women seeking abortion

care in Machakos and Trans-Nzoia Counties, Kenya. East Afr Med J.
2016;93(4):105-10.

Bell SO, Omoluabi E, OlaOlorun F, Shankar M, Moreau C. Inequities

in the incidence and safety of abortion in Nigeria. BMJ Glob Health.
2020;5(1):e001814.

Bell SO, Sheehy G, Hyacinthe AK, Guiella G, Moreau C. Induced abortion
incidence and safety in Cote d'lvoire. PLoS ONE. 2020;15(5):0232364.
Bell SO, Shankar M, Ahmed S, OlaOlorun F, Omoluabi E, Guiella G, et al.
Postabortion care availability, facility readiness and accessibility in Nigeria
and Céte d'lvoire. Health Policy Plan. 2021;36(7):1077-89.

Rossier C, Abortion. An open secret? abortion and social network involve-
ment in Burkina Faso. Reprod Health Matters. 2007;15(30):230-8.
Ouédraogo R, Senderowicz L, Ngbichi C. "l wasn't ready”: abortion
decision-making pathways in Ouagadougou, Burkina Faso. Int J Public
Health. 2020,65(4):477-86.

Freeman E, Coast E, Murray SF. Men’s roles in women's abortion trajecto-
ries in urban Zambia. Int Perspect Sex Reprod Health. 2017;43(2):89-98.
Anjur-Dietrich SP, Omoluabi E, OlaOlorun F, Mosso R, Wood S, Moreau C,
et al. Does partner involvement affect abortion trajectories and safety in
Nigeria and Céte d'Ilvoire?. Poster presented at: Population Association of
America 2022 Annual Meeting; 2022 Apr 6-9; Atlanta, GA, USA.

Erdman JN, Jelinska K, Yanow S. Understandings of self-managed abor-
tion as health inequity, harm reduction and social change. Reprod Health
Matters. 2018;26(54):13-9.

Moseson H, Jayaweera R, Egwuatu |, Grosso B, Kristianingrum IA, Nmezi S,
et al. Effectiveness of self-managed medication abortion with accompa-
niment support in Argentina and Nigeria (SAFE): a prospective, observa-
tional cohort study and non-inferiority analysis with historical controls.
Lancet Glob Health. 2022;10(1):e105-13.

World Health Organization (WHO). Abortion care guideline. Geneva:
World Health Organization; 2022.

Juarez F, Singh S, Garcia SG, Olavarrieta CD. Estimates of induced abor-
tion in Mexico: what's changed between 1990 and 20067 Int Fam Plan
Perspect. 2008:158-68.

Miller S, Lehman T, Campbell M, Hemmerling A, Brito Anderson S,
Rodriguez H, et al. Misoprostol and declining abortion-related morbidity
in Santo Domingo, Dominican Republic: a temporal association. BJOG.
2005;112(9):1291-6.

Fatdindes A, Santos L, Carvalho M, Gras C. Post-abortion complications
after interruption of pregnancy with misoprostol. Adv Contracept.
1996;12(1):1-9.

Performance Monitoring for Action (PMA). Deaths and injuries from
unsafe abortion in Nigeria entirely preventable: timely action needed
from government stakeholdersand advocates. Ife-Ife, Nigeria and Balti-
more, Maryland, USA: Performance Monitoring for Action/Nigeria; 2020.

28.

29.

30.

31

32.

33.

34.

35.

36.

37.

Page 11 of 11

https://www.pmadata.org/sites/default/files/data_product_results/Niger
ia%20Unsafe%20Abortion%20Disparities.pdf. Accessed 6 Jul 2022.

. Performance Monitoring for Action (PMA). Restrictions on safe abortion

in Cote d'lvoire don't reduce abortion frequency, but increase disparities
in maternal Health: timely action needed from government & stakehold-
ers. Abidjan, Cote d'Ivoire and Baltimore, Maryland, USA: Performance
Monitoring for Action/Céte d'lvoire; 2021. https://www.pmadata.org/
sites/default/files/data_product_results/Cl%20Factsheet%201%20Abo
rtion9%_20Restrictions%20English-12May21_Final.pdf. Accessed 6 Jul 2022.
Drabo S. A pill in the lifeworld of women in Burkina Faso: can misopros-
tol reframe the meaning of abortion. Int J Environ Res Public Health.
2019;16(22):4425.

Kluge S. Empirically grounded construction of types and typologies in
qualitative social research. Forum Qual Soc Res. 2000;1(1):14. https://doi.
org/10.17169/fgs-1.1.1124.

Institut Supérieur des Sciences de la Population (ISSP), Université Joseph
Ki-Zerbo & The Bill & Melinda Gates Institute for Population and Repro-
ductive Health at The Johns Hopkins Bloomberg School of Public Health.
Performance Monitoring for Action (PMA) Survey Phase 1 Snapshot of
Indicators, PMA/Burkina Faso-P1 SOls. Ouagadougou, Burkina Faso and
Baltimore, Maryland, USA: Institut Supérieur des Sciences de la Popula-
tion & The Bill & Melinda Gates Institute for Population and Reproductive
Health; 2020. https://www.pmadata.org/sites/default/files/data_produ
ct_indicators/BFP1_SOI_compiled_v1.1_24Sep2020_1.pdf. Accessed 1
Jul 2022.

United Nations Population Fund (UNFPA). Léducation compléte a la
sexualité enseignée dans les centres de formation professionnelle au
Burkina Faso: une clé de plus pour préparer I'avenir. [Internet]. UNFPA;
2020. https://burkinafaso.unfpa.org/fr/news/I1%C3%A9ducation-compl%
C39%A8te-%C3%A0-la-sexualit9%C3%A9-enseign%C3%A9e-dans-les-centr
es-de-formation-professionnelle%C2%A0au. Accessed 1 Jul 2022.
Melesse DY, Mutua MK, Choudhury A, Wado YD, Faye CM, Neal S, et al.
Adolescent sexual and reproductive health in sub-Saharan Africa: who is
left behind? BMJ Glob Health. 2020;5(1):2002231.

Beaujoin C, Bila A, Bicaba F, Plouffe V, Bicaba A, Druetz T. Women's deci-
sion-making power in a context of free reproductive healthcare and fam-
ily planning in rural Burkina Faso. BMC Womens Health. 2021;21(1):272.
https://doi.org/10.1186/512905-021-01411-4.

Makleff S, Wilkins R, Wachsmann H, Gupta D, Wachira M, Bunde W,

et al. Exploring stigma and social norms in women's abortion experi-
ences and their expectations of care. Sex Reprod Health Matters.
2019,27(3):1661753.

Rehnstrém Loi U, Lindgren M, Faxelid E, Oguttu M, Klingberg-Allvin M.
Decision-making preceding induced abortion: a qualitative study of
women'’s experiences in Kisumu, Kenya. Reprod Health. 2018;15(1):166.
Osur J, Orago A, Mwanzo |, Bukusi E. Social networks and decision mak-
ing for clandestine unsafe abortions: evidence from Kenya. Afr J Reprod
Health. 2015;19(1):34-43.

Bell SO, Guiella G, Byrne ME, Bazié F, Onadja Y, Thomas HL, et al. Induced
abortion incidence and safety in Burkina Faso in 2020: results from a
population-based survey using direct and social network-based estima-
tion approaches. Poster presented at: Population Association of America
2022 Annual Meeting; 2022 Apr 6-9; Atlanta, GA, USA.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.


https://www.pmadata.org/sites/default/files/data_product_results/Nigeria%20Unsafe%20Abortion%20Disparities.pdf
https://www.pmadata.org/sites/default/files/data_product_results/Nigeria%20Unsafe%20Abortion%20Disparities.pdf
https://www.pmadata.org/sites/default/files/data_product_results/CI%20Factsheet%201%20Abortion%20Restrictions%20English-12May21_Final.pdf
https://www.pmadata.org/sites/default/files/data_product_results/CI%20Factsheet%201%20Abortion%20Restrictions%20English-12May21_Final.pdf
https://www.pmadata.org/sites/default/files/data_product_results/CI%20Factsheet%201%20Abortion%20Restrictions%20English-12May21_Final.pdf
https://doi.org/10.17169/fqs-1.1.1124
https://doi.org/10.17169/fqs-1.1.1124
https://www.pmadata.org/sites/default/files/data_product_indicators/BFP1_SOI_compiled_v1.1_24Sep2020_1.pdf
https://www.pmadata.org/sites/default/files/data_product_indicators/BFP1_SOI_compiled_v1.1_24Sep2020_1.pdf
https://burkinafaso.unfpa.org/fr/news/l%C3%A9ducation-compl%C3%A8te-%C3%A0-la-sexualit%C3%A9-enseign%C3%A9e-dans-les-centres-de-formation-professionnelle%C2%A0au
https://burkinafaso.unfpa.org/fr/news/l%C3%A9ducation-compl%C3%A8te-%C3%A0-la-sexualit%C3%A9-enseign%C3%A9e-dans-les-centres-de-formation-professionnelle%C2%A0au
https://burkinafaso.unfpa.org/fr/news/l%C3%A9ducation-compl%C3%A8te-%C3%A0-la-sexualit%C3%A9-enseign%C3%A9e-dans-les-centres-de-formation-professionnelle%C2%A0au
https://doi.org/10.1186/s12905-021-01411-4

	Typologies of women’s abortion trajectories in Burkina Faso: findings from a qualitative study
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusion: 

	Background
	Methods
	Results
	First typology: Abortion to delay childbearing in adolescence
	Context of pregnancy
	Abortion decision
	Care-seeking

	Second typology: Abortion to space childbirth among women in union
	Context of pregnancy
	Abortion decision
	Care-seeking

	Third typology: Abortion to avoid childbearing among single mothers
	Context of pregnancy
	Abortion decision
	Care-seeking


	Discussion
	Conclusion
	Acknowledgements
	References


