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ABSTRACT
Introduction Access to comprehensive abortion care 
could prevent the death of between 13 865 and 38 
940 women and the associated morbidity of 5 million 
women worldwide. There have been some important 
improvements in Latin America in terms of laws 
and policies on abortion. However, the predominant 
environment is still restrictive, and many women, 
adolescents and girls still face multiple barriers to 
exercise their reproductive rights. This research will 
systematically assess comprehensive abortion policies 
in five Latin American countries (Argentina, Colombia, 
Honduras, Mexico and Uruguay). The aim is to identify 
barriers, facilitators and strategies to the implementation 
of abortion policies, looking at four key dimensions—
regulatory framework, abortion policy dynamics, abortion 
service delivery and health system and health outcomes 
indicators—to draw cross- cutting lessons learnt to 
improve current implementation and inform future safe 
abortion policy development.
Methods and analysis A mixed- method design will be 
used in the five countries to address the four dimensions 
through the Availability, Accessibility, Acceptability and 
Quality of Care model. The data collection tools include 
desk reviews and semi- structured interviews with key 
actors. Analysis will be performed using thematic analysis 
and stakeholder analysis. A regional synthesis exercise will 
be conducted to draw lessons on barriers, facilitators and 
the strategies.
Ethics and dissemination The project has been 
approved by the WHO Research Ethics Review Committee 
(ID: A66023) and by the local research ethics committees. 
Informed consent will be obtained from participants. 
Data will be treated with careful attention to protecting 
privacy and confidentiality. Findings from the study will 
be disseminated through a multipurpose strategy to 
target diverse audiences to foster the use of the study 
findings to inform the public debate agenda and policy 
implementation at national level. The strategy will include 
academic, advocacy and policy arenas and actors, 
including peer- reviewed publication and national and 
regional dissemination workshops.

INTRODUCTION
Access to comprehensive evidence- based 
abortion care could prevent the death of 

between 13 865 and 38 940 women1 and the 
associated morbidity of 5 million women 
worldwide.2 Improving access to quality 
abortion care is an essential strategy for the 
provision of universal access to reproduc-
tive health and for the achievement of the 
United Nations Sustainable Development 
Goals (SDG): good health and well- being and 
gender inequality (SDGs 3 and 5). Women’s 
access to sexual and reproductive rights can 
also contribute to reproductive empower-
ment, addressing additional SDGs such as 
quality education (SDG 4), sanitation and 
hygiene (SDG 6), decent work and economic 
growth (SDG 8), reducing inequalities (SDG 
10) and fostering peace, justice and strong 
institutions (SDG 16).3

Since the adoption of the Programme of 
Action of the International Conference on Popu-
lation and Development 28 years ago, countries 
have been called on to strengthen their commit-
ment to women’s health by addressing unsafe 
abortion and supporting a woman’s right to 
decide.4 Although some improvements in terms 
of policies on sexual and reproductive health—
including law reforms—have been achieved, 

STRENGTHS AND LIMITATIONS OF THIS STUDY
 ⇒ The study encompasses five countries with a variety 
of legal environments regarding abortion in order 
to show different contexts while looking at com-
mon patterns regarding barriers, facilitators and 
strategies.

 ⇒ From all complex social, legal, cultural and ethi-
cal factors shaping abortion care and policies, this 
research will focus on four, using the Availability, 
Accessibility, Acceptability and Quality of Care 
framework.

 ⇒ This study will focus on factors influencing 
implementation.

 ⇒ Data will be collected through standardised instru-
ments, which might not reflect the heterogeneity 
among and within participating countries.
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many women in Latin America face multiple barriers to exer-
cising their reproductive rights.5

Obstacles to quality abortion access are a matter of 
human rights and of public health: in this region, at least 
10% of all maternal deaths are a consequence of unsafe 
abortions and near 760 000 women are hospitalised per 
year due to complications related to unsafe abortion, 
which violates their rights to life and health.6 The obsta-
cles faced by women, adolescents and girls when trying 
to access quality abortion include the interpretation and 
the implementation of legal grounds (ie, legal indica-
tions under which is legal to have an abortion), the lack 
of access to information, stigma, restricted availability 
of healthcare providers and scarcity of facilities that can 
lawfully provide services, among others.7 These barriers 
can disproportionately affect specific groups, such as 
adolescents, women that are poor, Indigenous women, 
women living in small towns and other women in vulner-
able social conditions.

In this context, reforming abortion laws has proven 
to be challenging. Most Latin American countries have 
restrictive abortion laws, allowing legal termination of 
pregnancy only under certain grounds such as rape, 
severe fetal impairment or when the woman’s life or 
health is at risk.8 Abortion is legal without restriction as 
to reason in the first trimester of pregnancy in Argentina, 
Cuba, Uruguay and nine states of Mexico (Mexico City, 
Oaxaca, Hidalgo, Veracruz, Baja California, Baja Cali-
fornia Sur, Sinaloa, Guerrero and Colima). Moreover, in 
February 2022, the Colombian Constitutional Court ruled 
to decriminalise abortion up to 24 weeks of pregnancy.

Despite a restrictive environment, some countries 
have managed to enhance the availability, accessibility, 
acceptability and quality of abortion services and care 
by resorting to alternative strategies. Court judgements 
and public health guidelines have been used to expand 
the interpretation of the circumstances under which 
abortion is allowed. In settings with very restrictive legal 
environments, like Honduras, guidelines to manage post- 
abortion care have also been issued.9

Taking this regional context into consideration, we will 
systematically look at comprehensive abortion policies 
in five Latin American countries—Argentina, Colombia, 
Honduras, Mexico and Uruguay—to understand how 
context, content, actors and processes affect the imple-
mentation of comprehensive abortion policies. The 
aim is to assess abortion regulations (by regulations we 
mean rules or guidelines established and enforced by an 
authority, such as constitutional clauses, laws, decrees and 
other sort of administrative regulations) and their use in 
practice, the policy dynamics, the service delivery arrange-
ments and the abortion- related health indicators and how 
they are monitored and evaluated, to identify barriers 
and facilitators to the implementation of comprehensive 
abortion policy and the strategies used to address them 
in each country. Finally, we will identify similarities and 
differences among barriers, facilitators and strategies of 
policy implementation across countries, and draw lessons 

learnt from these implementation processes and the strat-
egies to improve access to evidence- based abortion care.

METHODS AND ANALYSIS
Design and framework
In this research study we will look at the context, content, 
actors and processes affecting the implementation 
and monitoring of comprehensive abortion policies 
and comprises five country- case studies and a regional 
synthesis of findings. We will use a mixed- method design 
applying diverse data gathering techniques and analysis 
strategies to assess four key dimensions of abortion policy 
(by policy we mean a system of laws, regulatory measures, 
courses of action and funding priorities concerning a 
given topic promulgated, in this case, abortion.):

 ► The regulatory framework (dimension 1).
 ► The policy dynamics (dimension 2).
 ► The service delivery arrangements (dimension 3).
 ► The health system and health outcomes indicators 

(dimension 4).
In dimension 1 (regulatory framework) we will assess 

how and to what extent regulations—both written and 
in practice—pose as barriers and facilitators to quality 
abortion access, and the strategies to deal with them. We 
will address the traits and use of existing abortion- related 
regulations. This dimension encompasses laws, resolu-
tions, decrees, health standards and health guidelines, 
technical guidelines and other official documents with or 
without legal status. First, we will perform a descriptive 
analysis of the regulatory framework, and then an exami-
nation of the practice.

In dimension 2 (policy dynamics) we will assess how 
aspects such as agenda setting, design and implementa-
tion processes and governance and actors’ involvement, 
pose as barriers and facilitators of abortion policy and 
how they are addressed through different strategies. We 
will assess the agenda setting looking at the political and 
social conditions that place abortion policy on the public 
agenda. For design and implementation aspects we will 
focus on the shaping of content in policy formulation and 
on the main challenges of implementation. Governance 
issues include the capacity of health authorities to rule, 
reinforce and have control of the implementation of abor-
tion policy for the provision and access to comprehensive 
abortion care. We will address the policy dynamics from 
the perspective of policymakers, health services managers 
and women’s organisations.

In dimension 3 (service delivery arrangements) we will 
assess how health services are organised to ensure access 
to quality abortion care, and how barriers and facilitators 
are addressed by different strategies.3 10–13

In dimension 4 (health system and health outcomes 
indicators) we will assess what information on health 
system and health outcomes indicators related to abor-
tion care are monitored and evaluated. We will address 
the process of generating, collecting, reporting, moni-
toring and evaluating health system and health outcomes 
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indicators, and how this evaluation accounts for policy 
implementation progress and quality of care oversight.

We will assess these dimensions through availability, 
accessibility, acceptability and quality of care as framed 
in the Availability, Accessibility, Acceptability and Quality 
of Care (AAAQ) model. We will use this framework to 
gather and systematise the data coming from the two data 
collection instruments: semi- structured interviews and 
document review. Availability refers to the need of having 
enough functioning public health and healthcare facili-
ties, goods and services. Accessibility refers to the need of 
making all those facilities, goods and services physically 
accessible and affordable to everyone within the jurisdic-
tion of the state party without discrimination. Acceptability 
refers to the need of the health system responses to be 
respectful of the law, medical ethics and to be culturally 
appropriate and sensitive to gender and age. Quality of 
Care refers to the need for health goods and services to be 
scientifically and medically approved and of good quality 
following WHO standards.14 Specifically, quality of abor-
tion care refers to the fact that the provision of abortion 
services should be effective, efficient, accessible, accept-
able (patient centred), equitable and safe.1

As a result of the appraisal of the four dimensions, we 
will identify the barriers and facilitators to availability, 
accessibility, acceptability and quality of care regarding 
abortion related to abortion policy implementation.

Finally, we will synthesise findings from the case studies to 
draw lessons learnt on cross- cutting barriers and facilitators, 
as well as the similarities and differences on how comprehen-
sive abortion policies are implemented in the participant 
countries. These lessons learnt can be used to inform future 
decision- making across the region and other sociocultural 
and geopolitical contexts (see figure 1).

For this study, comprehensive abortion care includes 
the elements of induced abortion under legal indications 
as well as all the elements of post- abortion care: infor-
mation, counselling, treatment, contraceptive services, 

reproductive health services, community and service 
providers’ partnerships.

Settings
We will conduct case studies in five selected countries: 
Argentina, Colombia, Honduras, Mexico and Uruguay. 
The selection of settings addresses diversity in abortion 
regulations as well as diversity in countries’ institutional 
political organisation across a continuum of abortion- 
related legal access. We aim to include countries going 
from an absolute legal restrictive environment with only 
post- abortion care provision to countries with less restric-
tive legal status of abortion, availability of abortion guide-
lines or registration and availability of mifepristone and 
misoprostol, two medicines used in the medical abortion 
process. The selection also considers common issues on 
abortion policy implementation and indicators among 
countries. Country profiles are summarised in table 1.

Data collection and tools
We will use two data collection methods: desk review (for 
dimensions 1 and 4) and semi- structured interviews (for 
dimensions 1, 2, 3 and 4). The data collection process is 
summarised in table 2. We will use the quantitative data not 
only to inform the qualitative process, but to integrate it into 
the analysis to better elucidate different aspects of the dimen-
sions, thereby allowing for a robust process of triangulation.

Desk review
For dimension 1, we will review the texts of regulations 
to identify and categorise abortion- related regulations 
and we will structure a data extraction matrix into two 
domains:

 ► The abortion regulatory framework, which refers 
to the specific regulations and practices- related to 
abortion.

 ► The legal environment, which includes regulations 
that are not specifically about abortion but have a 

Figure 1 Research framework: dimensions and methods. AAAQ, Availability, Accessibility, Acceptability and Quality of Care.
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direct impact on access to abortion health services 
(eg, laws regarding patient confidentiality, norms 
regarding minors’ consent, norms on mental or intel-
lectual disabilities, laws related to sexual violence).

For dimension 4, we will conduct a systematic search 
for country- specific statistics, reports and documents. 
National official reports and databases containing 
processes, outputs or outcome indicators relevant to 
abortion care at national level will be reviewed and gaps 
in indicator reporting, monitoring and evaluation will be 
identified.

We will base the data extraction matrix for dimension 1, 
on the topics included in the WHO Global Abortion Poli-
cies Database9 15 and in the report ‘Barreras en el acceso 
a los abortos legales: una mirada a las regulaciones sani-
tarias que incluyen el uso del misoprostol’.16 For dimen-
sion 4, we will use a data extraction matrix structured with 
the AAAQ domains to identify and categorise abortion- 
related indicators. From each reported indicator, we will 
collect data on indicator definition, method of measure-
ment, data collection methodology and frequency, date 
of publication, source of information and indicator value. 
If data are stratified (eg, race, gender, age, urban/rural), 
this information will also be collected.

Semi-structured interviews
We will conduct semi- structured interviews17 to explore:

 ► How legal and regulatory instruments are used, how 
they pose as barriers and facilitators to abortion 
service provision and access and how regulations are 
translated into practice (dimension 1).

 ► The policy dynamics related to agenda setting, govern-
ance issues, financing schemes and actors’ involve-
ment (dimension 2).

 ► Which are the service arrangements adopted 
according to the different settings, human resources 
and the technologies available and which were the 
triggers for the model/different models currently 
used (dimension 3).

 ► Which approaches each country uses for moni-
toring abortion- related care and for the oversight 

of maternal mortality, near miss and quality of care 
and how monitoring and evaluation of process—and 
outcomes—indicators related to abortion are opera-
tionalised (dimension 4).

An experienced interviewer with social science or 
public health background with legal or programmatic 
knowledge will conduct the interviews. The interviewers 
will obtain informed consent, conduct the interviews in 
person or through digital technology and record and 
transcribe the interviews.

Participants
For the interviews, we will use a purposive sample of 20 
key informants for dimensions 1–3 and 10 key infor-
mants for dimension 4 in each country. We seek to obtain 
a broad range of perspectives on the subject.18 The 
selected subjects will be key informants in the abortion 
policy domain, encompassing different categories: health 
providers, sexual and reproductive health policy decision- 
makers, researchers, leaders of women’s organisations, 
judicial agents, politicians, opinion leaders, etc.

The sample size is a target overall number, which 
we will adjust during the data collection process. We 
consider that 20 key informants for dimension 1–3 and 
10 key informants for dimension 4 in each country is a 
feasible sample size that should allow for variability along 
the different categories (see table 2).

The identification of participants is expected to be 
different depending on how broad or narrow the cate-
gories or levels from where they are identified are. The 
criteria of variability of forums or levels aims at obtaining 
diversity and having those that yield the most plentiful 
data in the matter.

We will identify the key informants through a mapping 
of actors. A first round of mapping will be based on teams’ 
expertise and networks. We expect to easily identify 
narrow- level participants such as decision- makers (who 
are few in each national abortion domain). For broad 
categories, such as health providers and activists (who 
are many and disperse in different settings), we will ulti-
mately define the selection strategy with each country’s 

Table 2 Data collection

Dimension 1 Dimension 2 Dimension 3 Dimension 4 Total

Argentina Desk review
20 interviews

20 interviews 20 interviews Desk review
10 interviews

2 desk reviews
70 interviews

Colombia Desk review
20 interviews

20 interviews 20 interviews Desk review
10 interviews

2 desk reviews
70 interviews

Honduras Desk review
20 interviews

20 interviews 20 interviews Desk review
10 interviews

2 desk reviews
70 interviews

Mexico Desk review
20 interviews

20 interviews 20 interviews Desk review
10 interviews

2 desk reviews
70 interviews

Uruguay Desk review
20 interviews

20 interviews 20 interviews Desk review
10 interviews

2 desk reviews
70 interviews

Total (five countries) 5 desk reviews
100 interviews

100 interviews 100 interviews 5 desk reviews
50 interviews

10 desk reviews
350 interviews
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principal investigator to achieve a convenience sample 
that accounts for variability. There may be a second round 
of mapping to select knowledgeable stakeholders identi-
fied by the interviewees from the first round.

Analysis
Document review data analysis (each country study)
For dimension 1, we will chart and narratively synthesise 
data from the document review based on the explicit 
wording and content of the text, following the categories 
of the WHO Global Abortion Policies Database.9 15 This 
WHO database contains information related to authori-
sation and service- delivery requirements, conscientious 
objection, penalties, national sexual and reproductive 
health (SRH) indicators and UN Treaty Monitoring Body 
concluding observations among other documents.

The written words of the documents, however, take 
their meaning from their purpose and context and often 
require interpretation. Therefore, for the interpretation 
of competing or inconsistent legal primary sources, legal 
secondary sources will be used. Additionally, we will carry 
out a preliminary classification as barrier or facilitator for 
each topic for the purpose to assess them in the interviews.

For dimension 4, we will synthesise data from the docu-
ment review and further collect indicators for abortion 
care; we will classify and analyse this data according to 
the AAAQ domains. The data extraction matrix will also 
be based on indicators for abortion care as identified 
as part of the WHO 2022 indicators for abortion,1 the 
Danish Institute for Human Rights reports on sexual and 
reproductive health and rights and the systematic review 
by Dennis et al.19–22 We will identify gaps between the 
extraction matrix and the available indicators.

We will use data from the desk reviews to gain a compre-
hensive understanding of the subject matter and identify 
key themes or gaps in knowledge. We will also use country 
specific statistics and documents to inform the interviews.

Interview data analysis (country studies)
We will use an inductive thematic coding approach with 
the data from the interviews for each dimension and orga-
nise a matrix round central aspects of the corresponding 
dimension. A content analysis will follow the coding to 
identify emerged themes and patterns among them.23 We 
will identify barriers and facilitators of policy implemen-
tation in relation to the AAAQ framework in a data reduc-
tion matrix. The first step will be to extract the data from 
the interviews and place it within the topics of the data 
extraction matrix. Then, a second reading of the data in 
the matrix will take place, guided by specific questions 
for each dimension. Finally, the analysis of barriers, facil-
itators and strategies will be organised under the AAAQ 
matrix.

We will conduct a stakeholder analysis to map the actors 
who have had an interest and have affected or influ-
enced the implementation of abortion policy (dimen-
sion 2), to better understand their role in the continuum 

supporters- blockers, following the questions suggested by 
Schmeer 24 :

 ► Who are the most important abortion stakeholders 
(from a power and leadership perspective)?

 ► What are the different stakeholders’ positions on 
abortion policies?

 ► What do the different stakeholders see as possible 
advantages or disadvantages of abortion policies?

 ► Which stakeholders form alliances? Is there potential 
for new alliances to form?

Identification and synthesis of barriers, facilitators and 
strategies of comprehensive abortion policy implementation 
(country studies)
We will then apply the findings from dimensions 1–4 to a 
data grid organised with the AAAQ framework to better 
illustrate the barriers, facilitators and strategies to deal 
with them. This aims to group the information from the 
four dimensions in one single document, which will shed 
light on strategies used towards comprehensive abortion 
policy implementation (figure 1).

We will analyse this information using substantive 
themes (or codes or clusters of codes). The rearrange-
ments and recombination may be facilitated by depicting 
the data graphically or by arranging them in lists, for 
example.

The collection of quantitative data will provide a quan-
tifiable framework to evaluate barriers and facilitators in 
abortion care access and quality. We will obtain a holistic 
view by integrating quantitative and qualitative data, 
addressing both the qualitative depth of policy experi-
ences and the quantitative breadth of their impact on 
abortion care policy.

Lessons learnt from the five country studies (regional 
synthesis)
At this final stage of the study, we will conduct a regional 
synthesis exercise to draw lessons on barriers, facilitators 
and the strategies provided by the five country studies. 
Once the first version of this synthesis exercise is ready, we 
will conduct a validation process involving members of all 
five national teams to reach consensus on the synthesis. 
For this validation, we will apply an adjusted nominal 
group technique.25

Summary of study process
We expect to start the study in February 2024 and finish it 
in May 2025. The study process is summarised in table 3.

Positionality statement
We are researchers working in the field of abortion policy 
implementation, sexual and reproductive rights and 
evidence- based practices, most living in Argentina. We 
will work on making sure that any biases or assumptions 
we have or we may bring are documented.

Patient and public involvement
None.
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Ethics and dissemination
The project has been approved by the WHO Research 
Ethics Review Committee (ID: A66023). Moreover, it has 
been approved by the local Research Ethics Committee in 
the five participating countries: Centro Rosarino de Estu-
dios Perinatales (Argentina), Profamilia CEIP (Colombia), 
Universidad Autónoma de Honduras CEIB (Honduras), 
Instituto Nacional de Salud Pública (Mexico) and Centro 
Hospitalario Pereira Rossell (Uruguay).

The study will respect the ethical safeguards necessary 
to obtain informed and voluntary consent and preserve 
the anonymity of the key informants interviewed. Names 
of individuals and organisations will not be used in any 
final or publicly available product resulting from this 
research. Interviewers will be professionals with proven 
experience to guarantee ethical principles in conducting 
the interviews, date and time will be based on the partici-
pant’s availability.

Data collected in this study will be managed, stored, 
analysed and results will be disseminated with careful 
attention to protecting human subjects’ rights to privacy 
and confidentiality. Specifically, data will be treated in 
compliance with and approved by the WHO’s Research 
Ethics Review Committee and Centro Rosarino de Estu-
dios Perinatales Independent Ethics Committee.

Findings from the study will be disseminated through a 
multipurpose strategy to target diverse audiences so as to 
foster the use of the study findings to inform the public 
debate agenda and policy implementation at national 
level. The dissemination strategy will include:

 ► Peer- reviewed publication: Academic article(s) will 
be submitted to international journals to disseminate 
main findings of the comparative analysis of barriers 

and facilitators of quality abortion policy implementa-
tion in the selected countries.

 ► National dissemination workshop: This workshop will 
gather diverse political, academic and policy actors to 
discuss main findings and discuss barriers and facilita-
tors of quality abortion policy implementation.

 ► Regional dissemination workshop: This workshop will 
gather diverse political, academic and policy actors 
to discuss main findings of the comparative analysis 
of barriers and facilitators of quality abortion policy 
implementation in Latin America.

DISCUSSION
Latin American countries have several legal and other 
restrictive conditions regarding abortion. However, some 
countries of this region also have legal norms that could 
allow a better access to quality abortion care but are not 
implemented or are ill- implemented. Interestingly, in the 
last years, several strategies have been adopted, which 
have led to improved access to abortion care, such as 
broad interpretation of existing regulatory frameworks 
and of policy governance reinforcement, as well as social 
pressures exerted on decision- makers and politicians by 
women’s organisations.

The WHO Global Abortion Policies Database provides 
a comprehensive compilation of country- specific docu-
ments regarding policies and laws.9 15 Existing litera-
ture has explored abortion policy implementation in 
various contexts, including a comparative case study that 
investigated health sector strategies that were useful in 
expanding or establishing abortion services in six coun-
tries around the world.26 Context and actors involved in 
abortion reform in some Latin- American countries have 

Table 3 Study process

Data collection Data analysis Final product

Argentina D1–D4
2 desk reviews
70 interviews

D1–D4
Barriers and facilitators
Model AAAQ

One country report

Colombia D1–D4
2 desk reviews
70 interviews

D1–D4
Barriers and facilitators
Model AAAQ

One country report

Honduras D1–D4
2 desk reviews
70 interviews

D1–D4
Barriers and facilitators
Model AAAQ

One country report

Mexico D1–D4
2 desk reviews
70 interviews

D1–D4
Barriers and facilitators
Model AAAQ

One country report

Uruguay D1–D4
2 desk reviews
70 interviews

D1–D4
Barriers and facilitators
Model AAAQ

One country report

Total (five countries) 10 desk reviews and 
350 interviews

Barriers and facilitators per dimension in the five countries
Model AAAQ

Five country reports

Regional level - Synthesis exercise of the five country reports One regional report 
on lessons learnt

AAAQ, Availability, Accessibility, Acceptability and Quality of Care.
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also been described,27 28 with a recent cross- sectional study 
characterising abortion- related complications, manage-
ment of these complications and women’s experiences 
with abortion in six countries.29 A strength of this study 
is the assessment of different dimensions and actors of 
abortion policy implementation, which should provide a 
comprehensive and more precise understanding of the 
factors that influence the implementation of these types 
of health policies. Nevertheless, from all complex social, 
legal, cultural and ethical factors shaping abortion care 
and policies, this research will focus on only four to iden-
tify relevant barriers and facilitators to abortion policies, 
using the AAAQ framework.

Another strength of this project is that, as a multi-
country study, it encompasses five countries from restric-
tive to more liberalised environments. This will show 
different contexts while looking at common patterns 
regarding barriers, facilitators and strategies. This data 
will be collected through standardised instruments and 
validated by the teams involved in the project. However, 
there are challenges in providing a systematic compar-
ison of heterogeneous countries. Moreover, the samples 
in this study may not reflect the heterogeneity of insti-
tutions and the proportionality of the population. To 
capture this complex scenario in each of the five country- 
case studies, local interview guides will be adjusted and 
expanded based on contextual factors.

This study will focus on factors influencing imple-
mentation and will not analyse how these factors might 
correspond to other aspects, such as the evaluation of 
abortion policies, the estimation of satisfaction with the 
care provided or the magnitude and severity of abortion- 
related complications in relation to policy implementa-
tion. Future research may consider including these and 
other aspects.

Finally, principal and country investigators will commit 
to include junior researchers in the development of the 
study. By conducting this research project, the coordi-
nating team and the local teams will strengthen their 
skills, including those of junior researchers, to provide 
more responsive and sustainable policies that address 
women’s needs and rights.
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