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Abstract
Young people face social and structural barriers when accessing abortions. 
High-quality, sexual and reproductive healthcare is needed; however, 
literature on youth-informed abortion services is limited. This study assesses 
accounts of youth who obtained an abortion in Argentina, Bangladesh, 
Ethiopia, and Nigeria and provides recommendations to improve person-
centered aspects of abortion quality. We analyzed 48 semi-structured 
interviews with clients recruited from clinics, safe abortion hotlines, and 
patent and proprietary medicine vendors. We coded transcripts and 
conducted a thematic analysis. The mean age was 21 years (range 16–24), 
and the majority had a first trimester, medication abortion. Prominent 
themes included access to information; privacy; stigma associated with age 
or marital status; the decision-making process; and comfort and rapport 
with providers. Youth-centered abortion care should anticipate the distinct 
needs of younger clients. Supportive providers have an important role in 
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offering a non-judgmental service that makes young clients feel comfortable 
and prepared.
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Introduction

Youth aged 15 to 24 (United Nations, 1981) around the globe have the right 
to access comprehensive sexual and reproductive healthcare including 
abortion services (World Health Organization, 2018b). The possibility of 
unwanted pregnancies is rising worldwide as the age of first sex is declining 
and youth are aspiring for higher levels of education and postponing marriage 
(Singh et al., 2018). Each year approximately 10 million unintended preg-
nancies occur among adolescents in developing regions (World Health 
Organization, 2020) and more than half of these pregnancies end in abortion 
(Darroch et al., 2016). Induced abortion can be completed safely and effec-
tively through a range of gestational ages using medications, including a 
combination of mifepristone and misoprostol or misoprostol alone, or surgi-
cal options such as uterine aspiration or dilation and evacuation (Kapp & 
Lohr, 2020). Estimates of age-specific abortion rates for countries with avail-
able data are 21.4 per 1,000 for women aged 20 to 24, the highest abortion 
rate of any age-group (Singh et al., 2018).

Despite high rates of abortion, youth often face social and structural barri-
ers when accessing abortion services (Braeken & Rondinelli, 2012; Salam 
et al., 2016). Travel and system navigation issues (Jerman et al., 2017); finan-
cial constraints (Singh et al., 2018); and lack of knowledge of legal restric-
tions (Coast & Murray, 2016; Gelaye et al., 2014); as well as confidentiality 
concerns and fear of judgment (Rehnström Loi et al., 2015; Warenius et al., 
2006) complicate youth’s ability to receive safe abortion services and the 
impact of these barriers increase when encountered simultaneously (Jerman 
et al., 2017). These challenges assume special importance among youth as 
they may face compounding perceived or experienced stigma with providers, 
family, or community members related to the social norms of sex, pregnancy, 
and abortion (Levandowski et al., 2012; Millar, 2020; Nyblade et al., 2017; 
Woog et al., 2015). Further, adolescents are less willing to disclose abortion 
decisions to others, thus limiting opportunities for social support (Coleman-
Minahan et al., 2020). Given the barriers and stigma, young people may be 
less likely to have accurate information about safe abortion or use less-safe 
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methods that carry a higher risk of complications (Gelaye et al., 2014; Singh 
et al., 2018).

An increasing body of evidence has demonstrated a need to develop, 
implement, and evaluate youth-friendly sexual reproductive health services 
and education in order to address the unique needs and preferences among 
adolescents and young people (Chandra-Mouli et al., 2015; Gelaye et al., 
2014; Mazur et al., 2018; Salam et al., 2016). Much of this literature focuses 
primarily on reproductive health education (Brieger et al., 2001; Kim & Free, 
2008), contraceptive access (Fikree et al., 2017; Vahdat et al., 2013), and 
sexually-transmitted infection testing and prevention (Biddlecom et al., 
2007). Studies have shown that youth tend to use more sexual and reproduc-
tive health services when outreach activities occur; the services are free; and 
the professionals involved are young, nonjudgmental, and hold a positive 
attitude toward young people’s sexuality (Braeken & Rondinelli, 2012; van 
Reeuwijk & Nahar, 2013). Additionally, youth prefer services that are not 
necessarily separate from the overall health system, but where existing infra-
structure is better organized to address their needs (Barden-O’Fallon et al., 
2020; Zuurmond et al., 2012). While many of these studies indicate the need 
to expand youth-friendly sexual and reproductive health services to include 
abortion care, few draw conclusions on the characteristics of youth-informed 
abortion services. Quality abortion care will only be fully realized when 
improvement efforts are centered around the client and young people are rep-
resented in such efforts.

While the World Health Organization (WHO) recently published guide-
lines for the medical management of abortion (World Health Organization, 
2018a), no globally accepted consensus exists on how to measure abortion 
quality (Dennis et al., 2017). The Institute of Medicine’s Framework of Health 
Systems Quality defines quality as safe, effective, timely, efficient, equitable, 
and person-centered (IOM, 2001), where person-centered care (PCC) takes 
into account the preferences of the individual, the culture of the surrounding 
community, and the context of the setting (Rubashkin et al., 2018). However, 
because these contextual factors are difficult to measure, satisfaction is often 
used as a proxy for person-centered aspects of quality. While abortion clients 
typically report high satisfaction with services (Swica et al., 2011), it is unclear 
whether these measures of satisfaction are, in fact, indicative of high-quality 
care, as they may be influenced by an individual’s reluctance to report nega-
tive experiences and lack of context for assessing quality (Darney et al., 2019). 
These concerns are magnified in the youth population as young people typi-
cally have had fewer experiences and relationships, may have (or be perceived 
as having) less agency in health care interactions, and experience more social 
vulnerabilities/marginalization than their adult counterparts.
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While there is no standardized PCC framework for abortion care, explor-
atory research adapting scales and frameworks from other areas of sexual and 
reproductive health services have been tested in the abortion context. A recent 
study demonstrated the potential applicability of a PCC maternal health 
framework to abortion and post-abortion care experiences in Kenya (Cotter 
et al., 2021). The Person-Centered Care Framework for Reproductive Health 
Equity, organizes eight domains of PCC into principals for maternal and 
reproductive health: dignity, autonomy, privacy, communication, social sup-
port, supportive care, trust, and facility environment (Sudhinaraset et al., 
2017). When applied to abortion care in Kenya, the findings suggested that 
clear communication and information provision that is individualized to each 
abortion client are associated with better experiences in care and a sense of 
autonomy (Cotter et al., 2021). Additionally, Donnelly et al., (2019) adapted 
a scale measuring quality in family planning to abortion care to measure three 
key domains including decision support, interpersonal connection, and ade-
quate information (Donnelly et al., 2019).

In order to improve PCC for young people who obtain abortions and 
develop youth-friendly services, an understanding of the facets of an abortion 
experience that matter to youth in diverse settings is needed. This study 
aimed to assess young people’s reflections on their abortion experience and 
identify recommendations to improve person-centered aspects of abortion 
quality from the youth perspective.

Methods

We analyzed semi-structured in-depth interviews with youth abortion clients 
(age 15–24) in Argentina, Bangladesh, Ethiopia, and Nigeria. The data for 
this analysis are from a larger study that aimed to gain a deeper understanding 
of abortion clients’ perception and priorities in a quality abortion service, as 
well as their expectations and experiences obtaining care. The full study 
included 98 in-depth interviews and seven focus group discussions with 
women aged 15 to 41 who had an abortion in Argentina, Bangladesh, 
Ethiopia, and Nigeria. These countries were selected based on the diversity of 
service-delivery models present in each country and their varying legal 
frameworks for abortion. At the time of data collection, the law in Ethiopia 
permitted abortion up until fetal viability (28 weeks’ gestation per guide-
lines), under broad indications (Federal Ministry of Health Ethiopia, 2013), 
while in Nigeria and Argentina, abortion was highly restricted and legal only 
in cases of risk to the woman’s life (Nigeria) and health (Argentina). In 
Bangladesh, people could obtain menstrual regulation (MR) services—a 
similar procedure to abortion, without confirmation of pregnancy-, up to 
12 weeks’ gestation (Center for Reproductive Rights, 2020).
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For the full study, clients were recruited between December 2018 and 
March 2019 from a range of service-delivery models: clinic and hospital-
based services (all countries), call centers affiliated with a clinic-based site 
(Bangladesh, Ethiopia), safe abortion hotlines (Nigeria, Argentina), and com-
munity-based drug retail outlets (Nigeria). The clinic and hospital sites pro-
vided medication and surgical abortion with trained medical personnel; the 
call centers offered information and referrals to clinic sites; the safe abortion 
hotlines provided information, and accompaniment through the abortion pro-
cess; and drug retail outlets (known as “patent and proprietary medicine ven-
dors” or PPMVs) (Beyeler et al., 2015) offered information and medication. 
At each recruitment site, providers and counselors were trained in recruit-
ment strategies and invited potential participants during initial or follow up 
visits or calls. At sites in Argentina and Nigeria, some providers also con-
tacted clients who had recently obtained abortion to invite them to partici-
pate. Eligible participants were at least 15 years old; able to provide consent; 
able to speak one of the study languages (Spanish, Bengali, English, Pidgin 
English, Yoruba, Amharic, or Tigrinya); and had obtained an abortion within 
the past 3 months (Nigeria, Ethiopia, and Bangladesh) or 6 months (Argentina).

Trained qualitative researchers in each country tracked recruitment and 
conducted interviews. Participants completed the informed consent and the 
interview either in person at the recruitment site, at another private location, 
or by telephone. Consent for minors was dependent on guidance from the 
local experts and ethics committees. In Ethiopia, Argentina, and Nigeria, 
minors are not required to obtain parental consent for reproductive health 
services, therefore they were not required to obtain parental consent for this 
study (Campbell, 2004). Participants aged 18 or younger in Bangladesh were 
required to obtain consent from an accompanying adult (i.e., a family mem-
ber, friend, neighbor, etc.). Interviews were audio recorded with permission 
from participants, professionally transcribed in the language in which they 
were conducted, and then translated to English when necessary for analysis. 
Participants were given the equivalent of $3 to 10 USD as compensation for 
their time and travel; the amount and format of remuneration in each country 
was based on recommendations from local research partners. This study was 
approved by Fundación Huésped (Argentina), Bangladesh Medical Research 
Council (Bangladesh), the Government of the National Regional State of 
Tigray Bureau of Health (Ethiopia), St. Paul’s Hospital Millennium Medical 
College (Ethiopia), Federal Medical Centre (Nigeria), Marie Stopes 
International Ethics Review Committee (UK), and Allendale Institutional 
Review Board (USA).

All interviews, including those used for this analysis of young people, 
were coded together. We developed an initial codebook based on key themes 
from the interview guide and prior literature addressing reproductive health 
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quality of care indicators and frameworks (Akachi & Kruk, 2017; Dennis 
et al., 2017; Sudhinaraset et al., 2017). We randomly selected two transcripts 
from each country and two researchers independently coded both. Five mem-
bers of the research team met to discuss alignment and discrepancies before 
refining and modifying codes. The research team then revised the codebook 
and four researchers applied codes to all transcripts using MAXQDA 2018 
(VERBI Software, 2019). When new potential codes emerged during coding, 
we discussed their relevance as a team and added those that were not already 
captured and applicable to our research aims; we then applied these codes to 
the entire dataset. We coded approximately 20% of the transcripts twice to 
ensure consistency.

This analysis included 48 interviews conducted with abortion clients aged 
15 to 24 years and aimed to assess the abortion experiences among young 
people and identify aspects that contribute to youth-centered abortion ser-
vices. We conducted a thematic analysis using a general inductive approach 
wherein we drafted summaries on key codes or themes; established links 
between the study objectives and the summary findings; and developed con-
clusions from the underlying themes that were evident in the data (Thomas, 
2006). We did not recruit to reach thematic saturation in each country among 
young people specifically, therefore we conducted our analysis across the 
sample rather than compare across countries. Illustrative quotes of the themes 
are presented with the age of the participant and recruitment site model of 
care where clinic-based services included clinic referral call centers as well 
as clients recruited at hospitals and clinics directly.

Results

Among 48 youth abortion clients, the mean age was 21 years (range 16–24) 
and the majority had a medication abortion (73%) and were less than or equal 
to 12 weeks’ gestation (83%) (Table 1). Five key themes emerged from the 
interviews as young people reflected on their abortion experience: access to 
information, privacy, stigma associated with age or marital status, the deci-
sion-making process, and comfort and rapport with providers.

Access to Information

Young people in this study received information about healthcare and abor-
tion from friends and family, media sources, and health providers. Discussions 
of sources of information first emerged during the interviews when partici-
pants were asked to define good and unacceptable health care experiences 
broadly. Since many did not “have much experience in these things,” they 
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often told anecdotes of their friends and family members accessing care and 
described those interactions with the healthcare system that they witnessed. 
These stories often included negative experiences such as providers that were 
“nonchalant,” “careless,” or “very offensive;” one described a family mem-
ber who was “treated really badly in the hospital” when giving birth.

When the conversation shifted to accessing information specific to abor-
tion, clients also noted accounts of others such as friends, family members, or 
advocates that helped them make decisions about their procedure and 
informed on how to access the service. A 19-year-old client chose pills over 
a surgical procedure “because my friend told me getting abortion with the 
instruments is painful.” When reading online about abortion options, a 
20-year-old client found members of an advocacy group that “explained how 
the pills are used, and the friendly pharmacies where you could get them.” 
Another client said a friend told her, “I should not worry, that she knows 
about a hotline that can help me.” (Age 23, safe abortion hotline)

Nearly all youth clients in this analysis spoke of experiencing some 
type of fear prior to accessing an abortion service such as fear of death, 

Table 1. Client Characteristics.

Client characteristics (n = 48) n (%)

Age (years)
 Mean 21.10
 Range 16–24
Married 17 (35.42)
 ≤12 weeks’ gestation 40 (83.3)
Type of abortion
 Medication abortion 35 (72.9)
 Surgical abortion 13 (27.1)
Prior abortion 7 (14.6)
Prior birth 17 (35.4)
Country
 Argentina 3 (6.3)
 Bangladesh 13 (27.1)
 Ethiopia 16 (33.3)
 Nigeria 16 (33.3)
Recruitment site model of care
 Clinic-based servicea 33 (68.8)
 Safe abortion hotline 11 (22.9)
 Patent and proprietary medicine vendors 4 (8.3)

aIncludes clients recruited from a clinic referral call center.
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complications, infertility, and pain; these concerns were often shaped by the 
portrayals of abortion they saw in the media. Youth developed perceptions of 
abortion from “so many rumors” and images of “those sketchy places” and 
“girls dying from blood loss” they saw in media sources such as movies, 
television, or YouTube.

All I knew about having an MR is that I thought it was some hugely complicated 
and terrible thing. We belong to a new generation, you see, so everything that 
we see on YouTube, we watch. And we understand things from what we see 
there. So, I had the idea that this involved a massive risk. That it could do a lot 
of damage, and that it was very painful. So, I was immensely afraid. (Age 22, 
clinic-based service)

In addition to others’ accounts and media sources, youth received informa-
tion from health providers or hotline counselors that helped assuage fears and 
made them feel prepared for their abortion. This information tended to be 
about pain, side effects, and what to expect.

[The information] made me prepared. At least they told me that I will feel pain, 
meaning that I will see blood, so I was quite prepared, and I just prepared my 
mind for it. I just knew what I was going to see. I know what I was expecting, 
it didn’t come suddenly, I was prepared for it already. So, I was just waiting, I 
was just taking it bit by bit. I was not so afraid. (Age 20, safe abortion hotline)

Clients also appreciated that this information was presented in “quite simple 
terms” so that it was easy to understand.

Privacy

Clients were asked to speak about their perceptions of privacy, what was 
done (if anything) to protect it, and why it mattered to them. Privacy of place 
emerged as more important than confidentiality of information. This was par-
ticularly important to clients who obtained care at a clinic or hospital and 
spoke of privacy protections needed because they were often seen in busy 
locations. A 20-year-old client stated that she felt that the staff “kept my pri-
vacy because they talked to me inside alone.” There was very little mention 
during the interviews of confidentiality of information, sharing of health 
data, or medical records. Clients who accessed care from the safe abortion 
hotlines also reported that privacy was important to them and felt that the 
telephone-based nature of hotline care provision was inherently private as it 
was “only my voice.” This client remarked that the interaction with the coun-
selor felt private because it was with only one other person:
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I felt protected, I felt the whole thing was been done confidentially so just 
between me and [the counselor], no other person, no other third-party was there 
or involved. It was okay, it was a very nice experience. (Age 17, safe abortion 
hotline)

Privacy mattered to youth clients specifically because they did not want their 
family members to find out about their pregnancy or abortion and religion 
also motivated this desire for secrecy. Participants explained that pregnancy 
and childbirth as a young person would interrupt their education, limit 
employment opportunities, and damage their reputations. A 24-year-old cli-
ent thought a pregnancy and abortion “would cause problems to myself and 
my family” because she and her partner “aren’t the same religion.” A 20-year-
old client noted her mother “is very religious and doesn’t accept abortion.” 
Several other clients indicated that abortion “is a sin,” describing their abor-
tions as “not good information [to share]” and something that is “socially and 
religiously condemned,” so they “must keep this a secret.”

Stigma Due to Age or Relationship Status

Experienced and perceived stigma emerged as a theme that impacted young 
peoples’ abortion experiences. Some youth who received services through 
safe abortion hotlines had to obtain abortion pills on their own and experi-
enced challenges accessing the medications. A 17-year-old client “had to go 
to three pharmacies” to obtain the medications and perceived that these 
access challenges were related to her age, “I was a young girl. I don’t know, 
maybe they didn’t want to sell it to me or something.” Another client experi-
enced stigma when a pharmacist refused to sell her the medications because 
of her age.

Yes, they refused, they said no. . . that they will not sell it to me, that it’s not for 
people like me that are my age. That they will not sell unless I bring them a 
doctor’s report. They will not sell and said ‘I should go.’ (Age 18, safe abortion 
hotline)

While medication access emerged as a specific challenge that some youth 
encountered, most clients did not perceive that their age played a role in how 
providers treated them stating, “I think they wouldn’t treat people differently 
based on their age. I think they treat everyone in the same way” (Age 19, 
clinic-based service). Instead, youth clients perceived that marital status 
influenced provider behavior and that this was because of “how our social 
system operates. In our society, having a relationship before you are married 
is viewed a little negatively” (Age 24, clinic-based service). A 19-year-old 
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married client perceived that providers may not treat unmarried clients as 
well as married clients.

From what I know, it is the case that there are many girls who perhaps before 
they get married, they sometimes get pregnant. So when they then go to the 
doctor, perhaps the doctor realizes this about them, and perhaps then the doctor 
might, you know, see them in a bad light when they are dealing with them. Yes, 
so that means that there is a bad opinion developed about them by the doctor. 
Perhaps because of that, the doctors might behave badly with them. Since I am 
married, therefore in my case, this was not an issue. (Age 19, clinic-based 
service)

Another client who was not married mirrored this sentiment; she thought that 
a married client would be perceived by the provider as more knowledgeable 
and would receive better treatment as a result.

I think such a person will be better treated for the sake of being a married 
person. In addition, as the person will be more knowledgeable than me, there 
will be a better understanding between the person and the service provider. 
(Age 21, PPMV)

Additionally, several clients discussed stigmatizing interactions where pro-
viders judged, condemned or “advised to keep the child.” A 19-year-old cli-
ent felt judged by the hospital staff when she was asked the reason for her 
abortion stating, “they don’t act nicely when you say you want abortion and 
you also have to go through so many investigations.” Another client said:

They don’t talk to you like a friend. If they are older providers, they will 
condemn you. They will say ’you are very young. What were you thinking? 
Why did you do it?’ We try to convince them and tell them why we did it. They 
tell us ‘Don’t do it again, please take care.’ (Age 20, clinic-based service)

Clients also internalized the stigma of pregnancy and abortion and feared it 
would bring “shame and discord” upon their families. A 23-year-old client 
believed that if her family found out, they would see her as “a disgrace.” A 
19-year-old client noted “If you know the tradition in the rural families, they 
don’t understand you even if you try to convince them. So, it was a must for 
me to have abortion.” When she recalled discussing her pregnancy with a 
counselor, a 17-year-old client said “I told her. . .that ‘I want to abort it. I 
can’t go through this, you know, this disgrace because of my age, I won’t 
carry a baby. I won’t carry a baby.’ And I was scared of course because of my 
parents.” Further, a 16-year-old client told an anecdote of her cousin who 
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obtained an abortion after her church learned of the pregnancy, citing the 
shame a youth pregnancy would bring on her family and the church commu-
nity as the reason.

My cousin was pregnant, the major reason why they aborted it was because of 
Catholic church. They were going to remove the mother from [the church]. She 
was the leader, and they found out her daughter was pregnant and they were 
going to remove her as leader. And her daughter was a leader of the choir too. 
So, I don’t think they accept it like that. So that’s why she aborted it because of 
those fears or stigma. (Age 16, safe abortion hotline)

Decision-Making Process

Among clients who felt they were involved in the decision-making process, 
they described having their preferences honored and getting enough informa-
tion to weigh the pros and cons of different choices. This was observed pri-
marily during post-abortion contraceptive consultation and when clients 
spoke of setting up the room for the procedure. A 21-year-old client spoke of 
how surprised she was that the providers let her listen to music during the 
procedure. By offering this innovative choice to make her comfortable, she 
perceived that the providers were invested in her experience.

She told me something that really surprised me, she said, “Put on music if 
you’d like,” which I was pleasantly surprised by the level they’re at. I don’t 
know how to say it, like thinking about comfort so the patient can have as good 
an experience like that as possible. At the time it was like, I was thinking 
‘Wow.’ (Age 21, clinic-based service)

While the majority of clients were not offered a choice in the method of abor-
tion they received, a few were. This client shared how the provider explained 
the types of abortion procedures, what to expect, and what to do if she experi-
ences a complication.

[The provider] wanted to know what I wanted to do. What action, or which 
method, would be the best? What would be a bad decision? What might happen. 
What might not happen. It goes just fine for many people, but there are 
problems for many others. And if there were problems, then I was told to return 
there immediately. (Age 23, clinic-based service)

Another client indicated that she chose a medication abortion but would have 
liked more guidance from her provider to understand the differences between 
the methods.
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My friend had told me that the treatment she got with the machine was more 
painful, despite the pain I preferred to get the machine treatment. But the doctor 
told me both treatments are the same. I wish he had described the differences, 
the advantages and disadvantages properly. Because I know they can’t be the 
same. One option should be a better. So finally, I chose to take the pill. (Age 24, 
clinic-based service)

In addition to aspects of the abortion process, some clients sought choices 
during post-abortion contraceptive consultations. For some youth clients, 
choosing a method and having the birth control options explained to them 
was important as they often lacked information and wanted guidance on 
which type would be the best for them and how to access it. For example, this 
client explained:

It was really important because like lots of the methods [the counselor] was 
calling out for me, I hadn’t heard of them. I never knew there were things like 
that, it was actually my first time of hearing of such methods. Wow, I never 
knew things like that existed. I was quite happy to hear about such a method. 
(Age 17, safe abortion hotline)

However, several youth clients were not interested in, or did not inquire 
about, contraceptive options because they had the perception that they were 
not available or intended for those who are not married. A 21-year-old client 
stated, “I felt family planning was only meant for people who are married” 
and a 20-year-old did not inquire about contraception because “it was not the 
right time to think about it since I am not a married woman. So, I didn’t ask 
them.” Additionally, several clients noted that contraceptive counseling was 
not offered after their abortion stating that “[the provider] didn’t mention it at 
all.”

Two women shared coercive experiences with post-abortion contraceptive 
provision. One client described that she was not consulted on contraceptive 
choices and that a provider “inserted an implant” and “wasn’t informed” 
about any other methods. When asked whose choice it was to receive the 
implanted contraception she stated:

It was their choice. I didn’t have much knowledge about any of the contraceptives 
because I only knew about the “choice” tablets which I used to take. Therefore, 
I didn’t choose anything, they chose it for me. (Age 25, clinic-based service)

Another client had a similar experience where she “didn’t understand what 
[the provider] was doing when she implanted the device in my arm.” This 
client was not involved in the decision-making stating, “I wanted to get some 
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form of contraception, but [the provider] didn’t even talk to me about it.” 
(Age 22, clinic-based service)

Comfort and Rapport with Providers

Finally, comfort and rapport with providers mattered to youth clients because 
it improved their experiences and validated their decisions. Youth described 
this as supportive, respectful, or encouraging interactions that were “like a 
friend.” This theme was evident across the countries and models of care, both 
during their experiences with abortion services and other healthcare interac-
tions. This client recalled the comfort and rapport she felt with a doctor when 
she consulted about a possible pregnancy and called it “the most satisfying 
service” that she received.

She advised me like a friend. She didn’t act like an older person. She showed 
me it was beyond getting medical treatment. I don’t have a brother or a 
sister. She was like a sibling for me. Her treatment and her advice was very 
good. . .. I still send her holiday wish texts, when I send everyone in my 
contact list. She remembers me and asks me how life is. (Age 20, clinic-based 
service)

Comfort and rapport was important to youth because it put the client’s “mind 
at ease,” and made them feel relaxed.

I felt very comfortable because they were just treating me like, talking to me as 
a sister. So I was relaxed. So I was even saying things I couldn’t say if it was 
normal pal. (Age 18, safe abortion hotline)

The rapport that youth built with providers was evident in playfulness and 
friendly interactions.

She was very helpful, it was one nurse that I met there. So she was jovial, she 
attend to me well, even play with me by telling me she loves my bras. (Age 24, 
clinic-based service)

This client felt that her interactions with the providers validated her choice to 
end her pregnancy.

[The providers] made you feel, I don’t know, not special but that it mattered 
what you were feeling, and that your decision was right, no matter what. That 
your reasons for not wanting to have the baby mattered, and like it was 
important for them, and for me too (Age 20, clinic-based service)
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Discussion

This study provides first-hand accounts of young people’s experiences 
obtaining abortion services in Argentina, Bangladesh, Ethiopia, and Nigeria 
across a range of models of care and amidst varying abortion laws. We con-
tribute perspectives of youth from low and-middle income countries who 
have obtained abortions, a group that is under-represented in abortion litera-
ture. Young people in this study discussed their experience of interpersonal 
care during their abortion including privacy, comfort and rapport with pro-
viders, and decision-making. These themes highlighted how specific domains 
in the Person-Centered Care Framework for Reproductive Health Equity 
Framework such as privacy, supportive care, communication, dignity, and 
autonomy (Sudhinaraset et al., 2017) can be applied to youth-centered abor-
tion care.

While trust was rarely discussed explicitly by clients as a key priority, ele-
ments of a trusting relationship were implied in many of the findings. Trust is 
a critical element of person-centered health care (Carlström et al., 2017; 
Morgan & Yoder, 2012) and assumes special importance for youth 
(Munakampe et al., 2018). This study highlighted specific opportunities to 
develop a trusting relationship with youth clients such as fostering a personal 
connection, assuring privacy, involving clients in decision-making, and hon-
oring preferences where possible. It has been established in the abortion lit-
erature that satisfaction is an incomplete proxy for patient experience (Darney 
et al., 2019; Dunsch et al., 2018; McLemore et al., 2014) and that perhaps 
confidence, trust, and measures of user preferences may be more useful alter-
natives to satisfaction (Kruk et al., 2018). Other studies have shown that 
experiences that occur during profound health events such as childbirth are 
known to have a lasting impression on a women’s future health-seeking 
behavior (Simkin, 1996) and that a patient’s experience can impact adherence 
to health recommendations (Anhang Price et al., 2014). While abortion is not 
a profound experience for all clients, it has the potential to impact future 
health-related behaviors, especially if it is one of the first reproductive health-
care experiences for a young person. Implementing non-judgmental, youth-
friendly services with reliable sources of information, privacy, and comfort 
and rapport with providers may increase confidence in the health system and 
have a lasting impact on youth health outcomes.

The sources of information described in this study were important because 
they had the power to assuage or perpetuate fear, as well as to help young 
people feel assured and prepared. In a study by van Reeuwijk and Nahar 
(2013), interventions to improve sexual and reproductive health services in 
Bangladesh often focused on physical issues, but the young people in their 
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study were more concerned with the social and mental aspects of care (van 
Reeuwijk & Nahar, 2013). Our findings mirror this sentiment and shed light 
on the need to understand how and with what sources of information youth 
are developing their fears and perceptions of abortion. For example, YouTube 
or social media platforms may be a youth-friendly medium through which to 
deliver evidence-based information on what to expect and how to access ser-
vices, and to dispel abortion myths and misinformation since these platforms 
are already a trusted source of healthcare and abortion content. However, the 
quality of content on YouTube and other social media platforms is difficult to 
standardize, and clients may need guidance identifying evidence-based 
sources given the substantial amount of untrustworthy and biased abortion 
information also available (Han et al., 2020); therefore, caution should be 
applied when promoting patient education materials through these channels 
(Gabarron et al., 2013). More research is needed to investigate how young 
people determine which sources are trustworthy. Additionally, because 
youth had fewer experiences with the health system, and often developed 
impressions based on others’ accounts, service-delivery providers could 
consider addressing client fears by asking if they have heard anything wor-
risome from people they know who have sought abortions services. This 
insight could help providers better understand their patient’s baseline per-
ceptions of abortion care and may be useful for all health providers who 
serve youth populations. Further, broadening peer support models to include 
youth abortion services may expand the scope of trusted information sources 
for youth seeking an abortion. Examples of these programs include peers 
who conducted intake and follow-up conversations to elicit sensitive infor-
mation related to HIV testing and treatment as well as general sexual repro-
ductive health care in Kenya and the United States (Brindis et al., 2005; 
Ndwiga et al., 2014).

Some youth perceived abortion stigma related to their age when interact-
ing with providers in clinic-based services as well as when obtaining medi-
cations from pharmacies. Provider bias, which stems from broader social 
norms and judgments toward youth sexuality (Solo & Festin, 2019), may 
have contributed to these unsupportive interactions. A recent systematic 
review showed that pharmacy personnel can serve as an important sexual 
and reproductive resource to young people (Gonsalves & Hindin, 2017); 
however, standardization of quality measures and more research is needed to 
determine how these vendors can best serve young people. Including phar-
macies as services providers is important to understand the quality of contra-
ceptive services that adolescents receive (Darney & Saavedra-Avendaño, 
2018), and the experiences of youth accessing abortion medications in our 
study suggest that pharmacies should be considered when addressing youth 
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abortion barriers as well. In the clinic, age-associated abortion stigma may 
be mitigated by youth-friendly services providers who employ a positive 
approach toward sexuality. While empirical research around sex-positivity 
is only just beginning (Ivanski & Kohut, 2017), innovative, rights-based, 
provider trainings may be an avenue to dispel stigma and increase recogni-
tion of sexuality as a positive aspect of life (Braeken & Castellanos-Usigli, 
2018). However, progress in this area may be limited by context specific 
social norms and public discourse on youth sexuality. Additionally, how 
marriage shapes sexual and social experience varies by cultural context and 
is an important consideration when delivering youth-centered sexual and 
reproductive health services. Sully et al., (2018) found unmarried women 
were more likely to experience severe complications from unsafe abortions 
suggesting that being unmarried, rather than age, is associated with unsafe 
methods (Sully et al., 2018). We add that youth perceive marriage, more so 
than age, to be a factor in how they are treated by providers and echo prior 
work in Kenya and India that suggests unmarried women are particularly 
susceptible to abortion stigma (Makleff et al., 2019). Perhaps this fear of 
judgment and associated stigma leads unmarried women to seek less-safe 
abortion methods. Understanding how marital status may influence provider 
bias should be considered when developing youth-friendly abortion services 
that improve quality of care.

This analysis also reveals some concerning findings around lack of 
consultation or choice for contraceptive options among young clients. 
Professional guidance for health providers states the importance of identify-
ing contraceptive methods for everyone, including adolescents and abortion 
clients, that is in line with their preferences (WHO/RHR & CCP, 2018). 
However, previous work has shown that the time of abortion is not always the 
client’s preferred time for contraceptive counseling (Matulich et al., 2014). 
More research is needed to understand the ideal timing and range of desires 
of family planning counseling among young people to address their unique 
needs. This will likely improve reproductive health outcomes for youth and 
enhance their experience of care (Dehlendorf et al., 2016).

Informed consent is a vital aspect of all health service delivery and special 
care must be taken when serving youth population’s sexual and reproductive 
health needs. Abortion clients often perceive a form of coercion during con-
traceptive counseling (Brandi et al., 2018). Contraceptive coercion, including 
lack of options offered; lack of time to deliberate choices; and pressure to 
choose a specific method can be subtle or overt and can impede client trust, 
a critical element of person-centered healthcare delivery (Brandi et al., 
2018; Carlström et al., 2017; Senderowicz, 2019). Contraceptive coercion 
is a particularly important challenge to abortion quality improvement as 
recent public health efforts designed to decrease unintended pregnancy are 
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measured by rates of contraceptive uptake (Birgisson et al., 2015), which 
may center efforts around contraceptive placement rather than client prefer-
ences (Holt et al., 2020). Person-centered contraceptive consultation, as an 
element of abortion services, should be held to high standards of quality of 
care. To aid in measurement of these PCC quality standards, Holt et al., 
(2020) developed the Person-centered Contraceptive Framework to ground 
providers in person-centeredness and health equity and implore them to con-
sider structural and social contexts that shape the client experience. This 
framework also emphasizes the importance of shared-decision making to 
respond to patients’ needs and values, rather than provider priorities (Holt 
et al., 2020). In both their abortion decision-making and post-abortion contra-
ceptive choices, adolescents can and should be trusted with agency and 
guided through a shared decision-making process that integrates information 
and support (Coleman-Minahan et al., 2020).

This study has limitations to acknowledge. First, as a secondary analysis 
of a larger research study, the instruments used were not designed specifically 
with a youth population as the focus. It is possible that other elements of an 
abortion experience that matter to youth may have emerged with a priori 
questions designed to elicit factors specific to this population. Additionally, 
we were unable to address patterns within countries or compare across coun-
tries because we did not recruit to reach thematic saturation in any country 
among young people specifically. Even without thematic saturations, we 
were able to identify themes that were unique to the youth populations that 
identify areas for future reasearch. Further, thirty-three clients (69%) obtained 
clinic-based services, so the majority of perspectives came from this care 
provision. Only three clients from Argentina were eligible for this sub-analy-
sis based on age, so this country is underrepresented in the analysis. Also, 
clients were recruited by study staff affiliated with the organizations where 
most women obtained their abortion. Therefore, youth clients may have lim-
ited their negative feelings, and this may have disproportionally impacted the 
younger clients in the sample due to their vulnerable status. Despite these 
limitations, this study adds an underrepresented perspective from youth abor-
tion clients, in their own words, and offers recommendations to improve 
youth-centered aspects of abortion quality and adds to the ongoing conversa-
tion of abortion care as a human right.

Conclusions

Adolescents’ right to reproductive healthcare is grounded in guarantees of 
life and health (World Health Organization, 2014). Realizing these rights 
require youth-centered health services that contribute to gender equity and 
increase educational, economic, and empowerment activities (Bernstein & 
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Jones, 2019; Center for Reproductive Rights and UNFPA, 2010), as well as a 
recognition that youth can and should be at the center of their own reproduc-
tive choices (United Nations, 2003). Specifically, there is an urgent need for 
high-quality abortion services that recognize the values, attitudes, and prefer-
ences of youth. Ensuring access to accurate and useful information, privacy, 
shared decision-making and comfort with nonjudgmental providers is essen-
tial to improve the quality of abortion care for young people.
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