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know (or know about) who have had abortion complica-

tions and their health-seeking behaviors. 

Many factors affect whether a women will develop 

abortion complications and how serious they will be, 

including the abortion method(s) used, the skill of the 

provider, the gestational age of the fetus and the woman’s 

socioeconomic characteristics. (These are proxies for 

determinants that are more difficult to measure, such as 

the safety of the abortion and the time it takes a woman 

to recognize she is having a complication and seek care.) 

Several factors can contribute to delays in seeking appropri-

ate treatment or forgoing it altogether with sometimes fatal 

consequences: These encompass social and psychological 

factors such as fear that the abortion will become publicly 

known (in societies that outlaw abortion and attach high 

value to pregnancy), lack of knowledge about the serious-

ness of the complication(s), not having control over money 

to pay for the abortion treatment, lacking transportation to 

reach a facility and cultural preference for traditional care. 

Mistreatment or fear of mistreatment by medical person-

nel further dissuades women from seeking proper medical 

assistance in a timely manner, if at all (Jagwe-Wadda et al. 

2006; Sáenz et al. 2006; Tombros et al. 2007).

In their review of abortion research methodology, 

Barreto and coauthors identify methodological challenges 

that apply equally to quantitative and qualitative studies on 

abortion (Barreto et al. 1992). The authors draw attention 

to the potential pitfall of the data misrepresenting who is 

having abortions if certain subgroups of women are less 

likely to consistently participate in a study or are differen-

tially lost to follow-up. Even when women consent to be 

interviewed, some subgroups may talk more freely about 

abortion than others. The authors point out that abortion 

morbidity will be overrepresented if, for example, women 

with serious complications are more likely than women 

with mild complications to talk about their abortion experi-

ence. Finally, the authors stress the importance of a good 

rapport between the respondent and the interviewer, as 

well as the role that the interview location plays in making 

the respondent feel at ease. 

Most studies measuring abortion incidence rely on 

facility-based samples, which are the most cost-effective 

samples to use. However, such samples cannot speak to 

Acknowledgments: Funding for this project was provided by the 
Netherlands Ministry for Development Cooperation, the World 
Bank and the UK Department for International Development. 
The authors would like to thank Diana Lara, Friday Okonofua and 
Susheela Singh for their comments on an earlier draft. They also 
thank other members of the IUSSP International Seminar on 
Measurement of Abortion Incidence, Abortion-Related Morbidity 
and Mortality (November 7–9, 2007) for their helpful comments.

Capturing the health consequences of unsafe abortion is 

vital to understanding the toll that abortion’s illegality takes 

on women’s lives. Most of the information we have about 

morbidity in settings where abortion is illegal comes from 

women who seek treatment for postabortion complica-

tions at health facilities. These studies all have limita-

tions. Namely, they miss the views and experiences of 

women who did not develop complications; those whose 

complications were too mild to require treatment; those 

with complications who do not seek care at all; those 

who receive care from informal sources; and those who 

die before they are able to seek care. To capture these 

missed experiences, we conducted a community-based 

qualitative study in two settings where abortion is highly 

restricted and is frequently unsafe.

The study aimed to understand why women with 

complications do not seek care from a modern medical 

provider;* the experiences of women who tried and failed 

to obtain modern medical care (including the amount of 

money spent and the steps they took to try to obtain 

care); the types of complications experienced by women 

who do not make it to a modern health facility; and the ef-

fects that abortion complications have on women’s home 

life and work. The study also attempted to link the type of 

abortion method used with the specific complications that 

ensued. In settings where induced abortion is highly stig-

matized and fear of legal repercussions is pervasive, we 

feared that women would be unwilling to talk about their 

own abortion experiences. To overcome this shortcom-

ing, we also asked respondents about women whom they 
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*A modern medical provider is a formally trained nurse, nurse-
midwife or doctor. We do not consider pharmacists to be medical 
providers of postabortion care since they do not physically 
examine a woman who might come to them for treatment of a 
complication.
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abortion complications that are not seen in a health facil-

ity. Several studies have attempted to capture abortion 

morbidity from community-based samples (Ganatra and 

Hirve 2002; Johnston et al. 2003; Ramachandar and Pelto 

2004; Rossier et al. 2006; Nyblade et al. 2007; Bankole 

et al. 2007). In Ouagadougou, Burkina Faso, Rossier and 

colleagues found that 60% of women who had abor-

tions experienced adverse health consequences, 14% of 

whom were treated in hospitals (Rossier et al. 2006). A 

population-based quantitative study conducted in the state 

of Madhya Pradesh, India, found that 50% of women who 

needed postabortion care did not receive it (Nyblade et 

al. 2007). Using a community-based sample in Nigeria, 

Bankole and colleagues found that 42% of women who 

obtained an abortion went to a nonprofessional provider, 

25% experienced complications but only 9% sought 

treatment for their complications (Bankole et al. 2007). 

However, a weakness of these and other studies that rely 

on self-reports is not knowing whether the self-reported 

complications fit the clinical criteria of abortion morbidity. 

This could bias the results in either direction. 

We chose a qualitative approach because qualitative 

research methods provide tools to explore experiences 

that are regularly underreported on quantitative surveys. 

This is certainly the case with abortion, which is cultur-

ally sensitive, socially stigmatized and legally punishable 

(Jones and Kost 2007). Qualitative methods are also 

able to elucidate processes that are difficult to capture in 

structured questionnaires, such as decision making about 

seeking abortion and postabortion care. Because women’s 

reasons for not seeking or obtaining modern care are fre-

quently complex, an open-ended instrument allowed for 

respondents’ more complete elaboration of their experi-

ence. Our hope was that a qualitative approach would al-

low us to probe the respondent in ways that might reveal 

a better understanding of the situation.  

Estimating Abortion Morbidity Among  
Women Who Do Not Receive Care:  
Uganda and Guatemala
Understanding the causes of delaying care is important, 

because the timing of care has an impact on the resourc-

es expended by the public health care system. If women 

delay seeking care for a serious injury, they will likely 

require more intensive interventions, which require more 

skilled personnel and consequently raises costs. Thus, to 

design appropriate interventions to both save money and 

improve women’s health, we need to more accurately 

establish the elements that affect the likelihood of timely 

care—namely, the causes and severity of complications, 

women’s reasons for not seeking care, the steps they 

take to treat complications and the barriers they face in 

seeking care. The Community Abortion Morbidity Study 

(CAMS) sought to capture these heretofore unknown fac-

tors in two disparate settings. 

The Case Studies
In Guatemala and Uganda, abortion is illegal except to save 

the life of the pregnant woman. Very few legal abortions 

are performed in either country. Yet the abortion rates es-

timated for each country are relatively high—24 per 1,000 

women aged 15–49 in Guatemala and 54 per 1,000 in 

Uganda (Singh et al. 2005; Singh et al. 2006). Before 2003, 

information about the health consequences of abortion in 

Uganda and Guatemala came from women who were hos-

pitalized for postabortion care. Studies conducted at dif-

ferent points in time and in different parts of the countries 

yielded very similar postabortion complications—heavy 

bleeding, hemorrhage, sepsis, genital trauma, uterine per-

foration and cervical injury (Bazira 1992; Kinoti et al.1995; 

Grajeda et al. 1995; Mirembe 1996; WHO 2004; Prada et 

al. 2005). To assess abortion morbidity at the community 

level, the Guttmacher Institute, in collaboration with its 

regional partners, undertook a community-level study in 

2003 in Uganda (with the Faculty of Medicine, Obstetrics-

Gynecology Department, Makerere University) and in 

2004 in Guatemala (with the Federación de Salud Infantil y 

Reproductiva de Guatemala, or FESIRGUA). 

Study Methods and Design
In both study settings, data were gathered from commu-

nity members and from formal and informal health care 

providers on the health complications of unsafe abor-

tion—both among women who are treated in a facility 

and among those who do not make it to a formal health 

facility. The studies were conducted in an urban and a 

rural area of each country. The ethnic groups interviewed 

in Uganda included Lugandans and the Banyankole. The 

ethnic groups interviewed in Guatemala were Ladinos and 

the Kaqchikel; the latter is the second largest group of  

Mayan descent in Guatemala.

We employed a mixed-method qualitative approach 

that used focus group discussions (FGDs) and in-depth 

interviews (IDIs). While the IDIs were designed to elicit 

detailed information about respondents’ personal abor-

tion experiences and those of their acquaintances, the 

FGDs attempted to explore perceptions about abortion 

morbidity within the community as a whole (see Table 1; 

all tables are at the end of the chapter). The approach al-

lowed us not only to test each instrument for its ability to 

capture the target behavior, but also to compare the data 

generated by each method. 

We interviewed women of reproductive age because 

they are currently at risk for unwanted pregnancy and 

thus may have had an abortion relatively recently and 
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experienced health complications or know about the 

abortion experiences of their peer group. We restricted 

the reproductive age-group to 18–49-year-old women. 

Although women younger than 18 likely obtain abortions 

too, we excluded minors because the sensitive nature 

of the questions made it too difficult to obtain informed 

consent from parents or guardians. Due to cultural barriers 

that inhibit women or their partners from speaking about 

their own abortions, we also relied on women’s percep-

tions of what takes place in the community. (More is said 

about this below.) Older women (50–60 years old) were 

also interviewed about their experiences when they were 

younger to provide perspective on how conditions may 

have changed over time (data not analyzed); these older 

women could also refer to women who may have had 

more recent abortion experiences, such as their daugh-

ters, other relatives or women in their community. 

Men were included in the study because in traditional 

societies men play an important role in controlling women’s 

access to reproductive health care, especially in Africa 

(Varga 2002; Kyomuhendo 2003; Nyanzi et al. 2005; Becker 

et al. 2006). When women are economically dependent 

on men, men are likely the ones who decide whether 

and when to provide money for postabortion treatment 

and its affiliated costs, including transportation and medi-

cal supplies and food to bring to the facility. And because 

men exert social control within their communities, we also 

needed to understand how their attitudes toward women 

who have abortions affect access to care. Table 2 presents 

the demographic characteristics of the IDI respondents.

We interviewed community-based health care provid-

ers who worked in the formal and informal health sec-

tors to get their opinions, perceptions and views about 

abortion morbidity in the community, as well as to gauge 

the extent of stigma toward women who have abortions. 

These providers did not necessarily perform abortions or 

treat abortion complications. In Uganda, seven types of 

health care providers were interviewed: traditional healers, 

traditional birth attendants, drug shop employees/phar-

macists, dispensary personnel, registered nurses/enrolled 

nurses (equivalent to a licensed practical nurse), midwives 

and doctors. In Guatemala, the providers were randomly 

selected based on a list prepared by the director of the 

partner organization, with the collaboration of health care 

promoters who worked in the study area. Four types of 

health care providers were interviewed there: midwives, 

drug shop employees, nurses and doctors (see Table 3). 

In Uganda, only women participated in the FGDs, 

while in Guatemala, participants included women, men 

and health care providers. In Uganda, one focus group 

session in each study area, rural and urban, was conduct-

ed with women in each of the following four age-groups: 

18–25, 26–35, 36–49 and 50–60, for a total of eight FGDs. 

In Guatemala, two FGDs in both the rural and urban study 

location were carried out with women aged 18–49 and 

50–60 as well as one focus group with men and one with 

health care providers in each study location to yield a total 

in that country of 12 (see Table 4).

In both countries, efforts were made to recruit 

participants from areas that had large but widely dis-

persed populations to assuage participants’ fears of being 

identified and preserve their anonymity. The samples 

were nonpurposive. In Uganda, permission to recruit 

participants was first obtained from the parish chief or the 

local parish council chairperson, who then recommended 

female counselors to work with the research team as field 

guides. With assistance from these counselors who were 

familiar with local residents, the study coordinator arbitrari-

ly identified potential respondents.

In Guatemala, permission was obtained from the 

Secretary of Health at the municipal level, but their addi-

tional help was not needed since health workers from one 

of the affiliates of the partner organization knew the area 

very well. Every fifth household was selected. After iden-

tifying the potential participants, the coordinator used the 

screener to determine eligibility (see example of screen-

ing questionnaire, albeit the English-language one used in 

Uganda, Appendix A). 

Methodological Challenges 
Sociocultural obstacles  
Researchers who conduct abortion research in settings 

where the procedure is highly restricted must contend 

with two primary barriers that constrain data collection. 

The first is fear of legal sanction among both women who 

have had an abortion and providers who have performed 

one. The second is the social stigma attached to abortion, 

which constrains women’s willingness to talk about their 

own abortions as well as the probability that they would 

know about other women’s abortions. The stigma stems 

from religious beliefs and cultural values, and the related 

pronatalism. Our FGD participants, men in particular, 

provided ample evidence of the stigma that women 

who have had abortions must endure. Such women are 

gossiped about and socially ostracized; chased away from 

home by their husband; and can even experience physical 

violence from a male family member. It is understandable 

that women who have had an abortion are desperate to 

keep it a secret.

Not surprisingly, very few participants in either country 

acknowledged having had or performed an abortion. 

Almost all participants who experienced an unwanted 

pregnancy themselves, or whose partner had, stated that 

the pregnancy was carried to term. However, in Uganda, 
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knows if the midwife [did something].

—Guatemala, interview with 26-year-old woman, 
rural area

One has to wonder if the respondents knew more 

than they were letting on. Despite the field teams’ best 

efforts to explain who they were and the purpose of their 

inquiry, suspicion of the researchers came from unantici-

pated sources. In both Uganda and Guatemala, women 

were leery of the tape recorders used to tape the inter-

views. In Guatemala, women believed that their recorded 

voices would be recognized. In Uganda, women believed 

that the recording device was a machine to detect 

whether they had had an abortion. (In both cases, the re-

corders were conventional cassette recorders as opposed 

to newer, digital recorders.)

Such suspicion led women to withhold their consent 

to be interviewed. In Uganda, the field team addressed 

these suspicions by demonstrating how the tape record-

ers worked and by interviewers’ assurances that the 

recorders did not have any other powers. In Guatemala, 

women’s interviews were played back to them to dem-

onstrate that their recorded voices sounded different 

than their real-life voices. Yet there is no way to know if 

women in either country were fully dissuaded of their 

suspicions. Such unallayed suspicions, in fact, may have 

biased the sample of women who agreed to participate 

and influenced the answers women chose to give. 

Certain segments of the study population appeared to 

be better equipped than others to answer the study ques-

tions. Women were more able than men or providers to 

speak about unsuccessful abortion attempts, an unsur-

prising finding given that anyone other than the woman 

herself is unlikely to know about unsuccessful abortion at-

tempts. Thus, it is likely unadvisable to attempt to gather 

accurate information on steps women take to interrupt a 

pregnancy (or to treat abortion complications) from any 

individuals other than women themselves. 

We also learned that men in these traditional pronatal-

ist societies may just not have much information on the 

topic. None of the Guatemalan men acknowledged that 

their partners had had an induced abortion, a finding that 

was validated by women seldom discussing intending 

to interrupt a pregnancy with their partner: If a partner 

knew about a pregnancy loss, women related attempting 

to pass it off as a miscarriage. Yet if women did develop 

complications from an induced abortion, they were some-

times forced to tell their partner because they needed 

his financial support to pay for treatment. Thus, it is not 

surprising that men appear to have incomplete information 

on their partners’ abortion experiences. 

Just as men had incomplete information, so did the 

some study participants provided detailed information on 

others’ abortions, which led the study team to suspect 

that these individuals were possibly describing their own 

abortion experience. Acknowledging an unsuccessful 

abortion, which would likely result in complications, ap-

peared to be less stigmatized than admitting to a success-

ful one and also seemed to occur more frequently. 

Women who have had an abortion may be unable or 

unwilling to specify how they or someone else attempted 

to induce one. They may just not know what was done or 

be too scared to admit to intentionally trying to end a preg-

nancy. Furthermore, women likely cannot know the extent 

of damage they may have internally sustained (e.g., cervi-

cal trauma) and only describe vague, nonspecific com-

plications such as weakness, inability to bend over, etc. 

Another problem is that women may have interpreted any 

medical information or diagnosis they received through 

the filter of traditional biological concepts. All these issues 

complicate collecting reliable data from women on abor-

tion methods and complications.

Since so few women in either country spoke about 

their own abortion attempts and not all abortions result in 

complications, first-hand accounts of complications were 

few and far between. To attempt to address this weak-

ness, we also asked about respondents’ friends’ experi-

ences with abortion. Even gathering data about the experi-

ences of friends proved to be difficult because women 

were so secretive about all abortions. We even asked 

about abortion in the general community, but respondents 

were unable to answer much and spoke only, if at all, of 

their friends’ experience with abortion.

Since it was very difficult for respondents to speak 

about what women do in their community, we had to 

draw primarily on what respondents heard rumored to 

have happened and many were still unable to describe the 

steps that women take to treat abortion complications. 

The following exchange illustrates the difficulty in eliciting 

detailed information:

Interviewer (I): So, you only heard about the  
injection? 

 Respondent (R): Yes, that’s what they say. There 
was a girl who was pregnant and she had a shot 
and aborted but who knows how she did it. They 
say [the fetus] just came out and she hemorrhaged 
severely for a week.

I: What did she do to stop the hemorrhage?

R: Who knows!

I: Didn’t anyone say what medicine she took?

 R: No, they just say she was given herbs, but who 
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aware of the following examples: In Kaqchikel culture, 

where maternity is highly valued and childbearing is the 

essence of stable marriages, unwanted pregnancy is an 

unknown concept in social discourse. Unsurprisingly, 

Kaqchikel respondents did not speak about “abortion” 

per se. However, when probed about other women’s 

experiences of menstrual delays, Kaqchikel respondents 

indicated that women use traditional methods to bring 

back their periods. Similarly, Spanish-speaking Guatemalan 

respondents spoke about pregnancy losses that occurred 

because they took herbs, drank tea or “hizo fuerzas” 

[made efforts] (such as lifting heavy things), but losses 

were not labeled as abortions. If researchers are unfamil-

iar with local terms, large portions of abortion experiences 

could be missed altogether.

Cultural context is also relevant to understanding how 

women refer to abortion complications, which may reflect 

a local body construct and thus be incompatible with how 

the body is viewed in the Western medical model. For 

example, the term nabaana avunze, which means “rotting 

uterus” in Luganda, came up frequently in the interviews 

in Uganda. In discussions with the local study team, 

the researchers learned that a rotting uterus in Luganda 

means a uterus that has been damaged or is necrotiz-

ing as a result of injury. In the short term, it can cause 

infection. If untreated, it can lead to long-term complica-

tions, including permanent damage to the uterus and its 

removal, damage to other organs and even death from 

sepsis. Thus, the lack of specificity of the term impeded 

analysis of which type of abortion complications respon-

dents were referring to.

Implementing the CAMS Methodology
Implementing the methodology from inception (instru-

ment design, sample design and finding an in-country 

research partner) to completion (analysis and write-up) is 

a lengthy process that can last anywhere from one (on an 

expedited schedule) to three years. Fieldwork may take 

longer if willing participants are hard to find—e.g., modern 

health care providers may be hard to recruit for a study on 

an illegal practice if there have been recent prosecutions.

Both data collection techniques employed in the CAMS 

methodology—focus groups and IDIs—yielded different 

kinds of information. Focus groups proved to be useful 

for shedding light on the following: stigma and its role in 

explaining delays in seeking treatment for abortion com-

plications; health beliefs that can cause further delay; and 

traditional ways to treat abortion complications. Not surpris-

ingly, respondents had less trouble talking about the least 

socially sanctioned abortions—those among young unmar-

ried women who are not yet supposed to be having chil-

dren. Respondents were less likely to talk about personal 

providers, from whom getting information about abor-

tion complication treatment proved very difficult. Almost 

all said that they refer women who are suffering from 

abortion complications to other providers because women 

often delay seeking care until they are extremely ill and 

need a higher level of care than most providers in our 

samples stated that they were able to give. 

Both traditional and modern providers in our samples 

were unlikely to know about the full series of steps wom-

en take in their attempts to treat abortion complications, 

since providers generally encounter women at only one 

point in the chain of such steps. Modern medical provid-

ers likely see women only when they show up at the clinic 

or hospital. Because many women delay seeking care 

and also experience obstacles that create delays, some 

are in such poor health by the time they arrive that they 

are unable to provide any specifics about their abortion 

or symptoms, so providers need to get whatever limited 

information they can from whomever accompanied the 

woman to the hospital.

Even when women are able to respond to questions, 

they may be reluctant to admit to having had an abortion 

out of fear of being mistreated or turned in to the police. 

Whether women are unable to provide information or 

prefer to withhold it from medical doctors, the end result 

is the same—the failure to receive the most appropriate 

medical care. If providers offer treatment, they most likely 

do not know if the woman goes on to recuperate fully, un-

less they work in a clinic or hospital where they can follow 

up the woman until her discharge. However, traditional 

healers and pharmacists who treat complications with 

herbs or drugs are not in a position to know their patients’ 

outcomes. Providers who refer their patients elsewhere 

have even less information about how their patients fare.

Language obstacles
Conducting research in languages other than the language 

of analysis creates a host of potential problems. For both 

countries, once the interview guides were finalized in 

English, the guides were translated—into Spanish and 

Kaqchikel in Guatemala, and Luganda and Runyankole in 

Uganda. Translation is especially problematic when the lo-

cal language is not commonly written, as is the case with 

the local languages in our study. Thus, for parts of the in-

terviews, interviewers who were fluent in these local lan-

guages had to simultaneously translate as they conducted 

the interviews. When they transcribed the interviews, 

they had to simultaneously transcribe and translate the 

interview content into the language of analysis.

Inaccuracies in the data may also result from language-

specific concepts that do not lend themselves to transla-

tion or might be misunderstood by the translator. We are 
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motivate women to keep such experiences secret. Even 

if a participant were to know that a friend, relative or com-

munity member had had an abortion, she may not be privy 

to details about that woman’s abortion complications. 

Moreover, the frequency with which women end up see-

ing a modern provider may be overestimated if partici-

pants are more likely to know about successful attempts 

at obtaining modern care, which would falsely inflate the 

rate of facility-based care. Respondents may simply not 

know about unsuccessful attempts to seek care, which 

would underestimate the number of steps that women 

take. Since the number of women who were willing to 

speak about their own abortions in these samples was so 

low, a snowball sample might be a more effective way to 

recruit community members into a study assessing how 

often women develop complications but fail to obtain 

modern treatment.

Problems Analyzing Data on the Consequences of  
Unsafe Abortion 
The following fundamental problems compromised the 

quality of the data we had hoped to capture on women 

with untreated complications: 1) the sample of providers 

was too small to analyze separately; 2) participants were 

unable to specify the abortion methods used and the com-

plications that ensued; 3) participants could not specify the 

multiple steps, and the time frame between each step that 

women took in seeking treatment for complications; and 4) 

the period of time that women were prevented from per-

forming their regular duties varied tremendously or was un-

known (mainly because we lacked information about what 

constituted women’s regular duties and information about 

women’s pain thresholds and specific complications). 

Difficulty analyzing providers separately
The IDIs captured a great deal of diversity among provider 

types, but the sample sizes were too small to allow us to 

distinguish between types of providers. For purposes of 

analysis, we separated providers into three categories: 

traditional providers (which include traditional birth atten-

dants and traditional healers); drug shop/pharmacists/dis-

pensary personnel; and modern medical providers (which 

include midwives, nurses, enrolled nurses and doctors). 

Therefore, rather than being able to draw finer-grained dis-

tinctions between the groups, we were left with rougher 

categorizations. 

Difficulty linking abortion methods and complications
Knowing the cause of a woman’s abortion complication 

can greatly assist doctors in treating the woman. Abortion 

complications result from the specific abortion method 

used, but many common complications (e.g., fever, pain 

and bleeding) can result from a variety of methods. Re-

reasons that may lead women overall to decide to have an 

abortion. FGDs appeared to be the most appropriate meth-

odology to uncover traditional explanations for miscarriages 

(e.g., an unfulfilled wish or a terrible scare or shock) as well 

as to elicit a long list of traditional abortifacients. 

Ethical questions might arise from the need to seek 

Institutional Review Board approval from the relevant 

entities. For example, the data collection might reveal a 

woman in need of health care for a chronic or acute condi-

tion related to an unsafe abortion. Although no immediate 

health need emerged in our research, individual study 

teams will have to decide what to do if it does. 

Although it is best to find highly qualified fieldworkers 

to ensure the quality of the results, the need to con-

duct the interviews and focus groups in local languages 

greatly reduces the pool of applicants who can be hired. 

Fieldworkers’ level of personal discomfort with and beliefs 

about abortion should be taken into account when select-

ing and training them. In settings where abortion is highly 

stigmatized, the majority of the population may be highly 

religious and pronatalist. Yet in these settings, the draw 

of working on the project may be enough to attract even 

a fieldworker who believes that abortion is wrong. Such 

attitudes need to be addressed head-on, so fieldworkers’ 

possible antiabortion feelings do not discourage women 

from sharing their experiences or distort their representa-

tion of them. 

The project costs include those to develop the field-

work instruments and conduct the fieldwork—for ex-

ample, money needed to identify and hire field staff; train 

interviewers and support their transportation and lodging 

costs in the field; and pay the stipends of interviewers and 

participants. The budget should take into account the loca-

tion of the fieldwork (urban or rural) and allow for higher 

time-related costs in rural areas where the population is 

more spread out. The data processing costs include those 

for transcription, transcript cleaning, qualitative software, 

creating a coding structure, and coding and analyzing the 

data. Because of the large quantity of data that qualitative 

work produces, analysis is time-consuming and should be 

budgeted accordingly. 

Another consideration in determining the feasibility 

of a CAMS study is participants’ likely high level of fear 

and discomfort when speaking about induced abortion. 

Participants may be unwilling to speak about their own or 

others’ abortions if the country has recently prosecuted 

providers or women. Similarly, where abortion is highly 

stigmatized, participants are unlikely to know about other 

women’s abortions. 

Community-based abortion morbidity research likely 

underestimates how often women experience untreated 

complications because stigma and fear of prosecution 
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herbs and drugs that are sold to both induce abortion and 

treat any resulting complications. To address fear that 

respondents might have about revealing what they them-

selves did or what someone else did to attempt to induce 

an abortion, trust must be built between the respondent 

and the interviewer, which could be time-consuming. 

Another approach would be direct observation—that 

is, having the researcher accompany a woman seeking an 

abortion and/or treatment after one. However, researchers 

might need to spend a long time in the community to be 

able to get this kind of access. Yet another strategy would 

be the “mystery client” technique where a fieldworker 

poses as a woman seeking an abortion or treatment for 

complications to see what kind of herbs/drugs are given to 

her. Depending on the study setting and project timeline 

and budget, a combination of several of these approaches 

could be used. 

Difficulty learning the steps women take to both obtain an 
abortion and treat complications
Many women who are not seen in the formal sector 

attempt to obtain an abortion and treat their abortion 

complications on their own or seek care in the informal 

health sector. Some of these women eventually go to a 

modern medical provider, but some do not: No common 

set of steps to obtain an abortion or treat complications 

emerged. The steps’ indistinctness and lack of definition 

in respondents’ minds further complicated the data collec-

tion. Attempts at obtaining an abortion or treating abortion 

complications frequently began at home and included 

using the same drug(s) in increasing amounts or resorting 

to ever stronger concoctions over time, such as taking 

herbs in combination with other medicines or with bitter 

liquids. Additionally, many of the measures were used 

simultaneously. The few women who spoke about having 

an abortion and experiencing subsequent complications 

said it was hard to clearly recall what was done first and 

the steps that followed. One of the reasons for this lack 

of specificity may be that women may be trying to forget 

an unpleasant and likely scary experience, or be unwilling 

to varying degrees to discuss what took place. In addi-

tion, women may simply have been in crisis mode while 

trying to resolve the enormous problem of an unwanted 

pregnancy and, unsurprisingly, had a difficult time specify-

ing details about a traumatic event, such as the amount of 

money they spent with one specific provider to obtain or 

treat an abortion. 

Difficulty determining how long women are unable to 
perform regular duties 
Distinguishing between abortion complications that have 

short- and long-term health consequences may help as-

spondents were unable to distinguish between incomplete 

abortions and more serious complications, such as a perfo-

rated uterus. Women’s lack of specificity regarding abortion 

methods stymied our attempts to link abortion methods 

with specific complications experienced—pointing to one of 

the great challenges providers are faced with in their efforts 

to treat women presenting with complications. 

Women frequently use multiple methods of varying 

effectiveness in their attempts to induce an abortion. 

Many of the methods described were used in combina-

tion or sequentially as women become more desperate 

and sought out increasingly more effective (and frequently 

more dangerous) methods. (For a discussion of the spe-

cific methods named in these two studies, see Sáenz de 

Tejada et al. 2006 and Jagwe-Wadda et al. 2006.) As the 

following exchanges show, traditional methods, typically 

herbal concoctions, were considered to be the main cause 

of both short-term health complications (e.g., vomiting, 

diarrhea, heavy bleeding) and long-term consequences 

(e.g., uterine cancer,* death):

Participant 1: I have heard many cases of women 
who die in the process of stopping pregnancies, 
especially those who use herbs.

Participant 2: There is a girl I saw when I was 
young. She was given herbs by the traditional 
healer but she died.
—Uganda, urban focus group, women aged 20–35

Moderator: What methods of abortion do you think 
cause the most serious complications?

Participant: Using traditional herbs may cause big-
ger problems because the fetus comes out in parts. 
Some parts are retained and they rot in the uterus. 
There is a person who I know, it happened to her, 
and she was taken to the hospital for evacuation. 
Since then she has never gotten pregnant again.

—Uganda, rural focus group, women aged 20–35

Complications were perceived to result from the incor-

rect or overdose of herbs, but participants were unable to 

specify the kinds of herbs used and what constituted an 

overdose. One of the reasons for this may be the power 

and respect that traditional healers wield in rural commu-

nities. Healers usually keep their treatments secret, and 

women may not be allowed to ask questions about the 

drug or herbs or feel uncomfortable doing so. Therefore, 

future research efforts may need to use a different ap-

proach to capture more accurate information on the use 

of traditional methods to induce abortion as well as treat 

abortion complications. For example, women and provid-

ers could be asked to show the interviewer the specific 

*This was a perceived consequence of abortion in Uganda.



182 Guttmacher Institute/IUSSP

Some promising qualitative methods are prohibitively 

expensive and time-consuming to carry out. A method 

that works well in a particular setting at one point in time 

may not succeed at a later date if the political situation 

and social attitudes surrounding abortion have changed. 

The sampling approach is ideally dependent on the 

research question that the study is trying to answer. For 

example, if the study is attempting to describe abortion 

complications within a community, then relying on women 

who succeed in obtaining care at a hospital underesti-

mates the true extent of abortion-related morbidity. Yet 

due to the sensitive nature of the topic, finding the ideal 

sample may be unfeasible, so we may have to make do 

with a sampling frame that is as appropriate as possible 

given realistic constraints.

This study is suitable to carry out with men and 

women of reproductive age (including minors) in settings 

where unsafe abortion occurs. The greater the gender 

inequity in a given setting, the more important that men 

are included in the sample: In such settings, men’s at-

titudes toward abortion and abortion complications will 

have a relatively greater effect on women’s ability to get 

needed health care than in settings where the sexes have 

more equality (i.e., where women have their own financial 

resources and can travel alone). Health care providers are 

able to provide more specific medical information than 

study participants about abortion methods and types of 

abortion complications—and they can potentially even 

link the type of abortion a woman had to her specific 

complications. Providers may also be better able than 

community participants to speak to short- and long-term 

health consequences of unsafe abortion, since community 

members’ responses are filtered through their perceptions 

of the relationship between abortion and other health 

problems that are not clinically linked to abortion. 

Capturing abortion complications at the community 

level is most important in settings where abortion is il-

legal, the majority of abortions are unsafe and the national 

abortion rate is high. Yet fear surrounding speaking openly 

about abortion can undermine the ability to generate 

meaningful results. This research effort did not yield high 

quality data on the specific abortion methods that women 

use that result in complications; the steps women take 

in seeking treatment for complications; and the time that 

women with complications are prevented from performing 

their regular responsibilities (with its concomitant social 

and economic costs to the family). While we certainly 

know more than we did before about unsafe abortion in 

both locations where the CAMS was conducted, many 

holes remain in our understanding of women who suffer 

complications from unsafe abortion and who never are 

seen at a health facility. 

sess how long women are prevented from performing 

their regular responsibilities. The reason we attempted to 

gather this information was to be able to estimate Disabili-

ty Adjusted Life Years (DALYs) to provide another measure 

of the costs of unsafe abortion. Yet there are problems 

with collecting this type of information. First, women who 

are asked to recall an experience that might have occurred 

a long time ago might not remember how long they could 

not perform specific tasks. Second, women who are relat-

ing the experiences of others may be unaware of exactly 

how long other women were laid up by abortion complica-

tions and exactly which tasks were impacted. 

Many abortion complications, such as bleeding, fever 

and abdominal pain, can vary in severity. Furthermore, 

complications do not affect women equally: While abdom-

inal pain may prevent one woman from carrying water, for 

example, the same pain may not affect another woman’s 

ability to do so. Some women in Uganda spoke about 

being unable to have sexual intercourse for an extended 

period of time following an abortion complication, which 

led them to fear that their husband would seek sex else-

where. This fear may have led women to resume sexual 

relations sooner than they felt physically comfortable do-

ing, which complicated our gathering standard information 

on the experience. In future research, a list of household 

responsibilities might be used to prompt the respondent 

to specify how long a woman would be prevented from 

doing each chore. Yet even with these prompts, it may 

prove impossible to generate DALYs from postabortion 

complications through third-person data.

Conclusion 
This chapter presented and analyzed the problems that 

arose when attempting to capture women’s experiences 

of abortion morbidity in two settings with similar restric-

tions on abortion. Many of the methodological challenges 

we encountered may also apply to research efforts in 

other countries that have similarly restrictive abortion laws 

and strong stigma against abortion. 

Qualitative results in particular are a product of a 

specific time and place. Their correct interpretation always 

requires understanding as much as possible about the 

methodology used to generate a given set of results. 

The various methodologies that have been tried to date 

to capture abortion complications and how women go 

about treating them all have strengths and weaknesses. 

Since doctors, especially foreign doctors, have access to 

both abortion patients and providers but may not have the 

same culturally constructed fear of dealing openly with 

abortion, they may be best-positioned to capture data 

about abortion experiences in settings where it is highly 

legally restricted. 
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TABLE 1. Number of IDIs by study area and participants’ sex and age-group, CAMS, Uganda and 
Guatemala, 2003–2004

TABLE 1. Number of IDIs by study area and participants’ sex and age-group, CAMS, 
Uganda and Guatemala, 2003–2004

Participants Urban area Rural area Total

Uganda

Health care providers 17 16 33

Women

18–24 7 6 13

25–49 14 15 29

50–60 9 10 19

Men

20–50 10 11 21

Guatemala

Health care providers 8 8 16

Women

18–30 7 7 14

31–45 7 7 14

45–60 7 7 14

Men

18–60 7 7 14

Total 93 94 187
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TABLE 2. Numbers of women and men participating in IDIs by characteristic, CAMS, Uganda and 
Guatemala, 2003–2004

TABLE 2. Numbers of women and men participating in IDIs by characteristic, CAMS, 
Uganda and Guatemala, 2003–2004

Uganda Guatemala
Characteristic Women Men Women Men

Total 61 21 42 14

Age
18–24 13 3 5 1

25–39 19 11 21 8

≥ 40 29 7 16 5

Residence
Urban 31 10 21 7

Rural 30 11 21 7

Education*

Illiterate 4 0 2 0

< secondary 35 8 36 13

≥  secondary 22 12 4 1

Marital status
Married/ in union 34 17 37† 13

Not married/ not in union 27 4 4 1

Religion
Muslim 18 9 0 0

Christian 21 3 0 0

Catholic 20 7 20 9

Evangelical Protestant 2 1 21 5

Other 0 1 0 0

None 0 0 1 0

*Data on educational level missing (question not asked) for one male Ugandan respondent. †Data on marital status missing 
(question not asked) for one respondent.
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TABLE 3. Numbers of health care providers participating in IDIs by characteristic, CAMS, Uganda  
and Guatemala, 2003–2004

TABLE 3. Numbers of health care providers participating in IDIs by characteristic, CAMS, 
Uganda and Guatemala, 2003–2004

Characteristic Uganda Guatemala
Total 33 16

Sex
Female 25 10
Male 8 6

Type of provider
Medical doctor 4 6
Nurse/enrolled nurse 7 2
Midwife 6 6
Dispensary personnel 4 0
Drug shop employee/pharmacist 4 2
Traditional birth attendant 4 0
Traditional healer 4 0

Works in health facility
Yes 21 8
No 12 8

No. of years of experience
<10 17 4
≥ 10 16 12

Type of care provided
OB/GYN 24 13
General health care 27 3

Age
18–24 5 0
25–39 15 4
≥ 40 13 12

Residence
Urban 17 8
Rural 16 8

Education
< secondary 7 6
≥  secondary 26 10

Marital status
Married/ in union 20 9
Not married/ not in union 13 7

Religion
Muslim 5 0
Christian 22 0
Catholic 0 12
Evangelical Protestant 0 3

Other 6 0

None 0 1
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TABLE 4. Number of fGDs by area of residence and participants’ sex and age-group, CAMS, Uganda  
and Guatemala, 2003–2004

TABLE 4. Number of FGDs by area of residence and participants’ sex and age-group, 
CAMS, Uganda and Guatemala, 2003–2004

Participants Urban area Rural area Total

Uganda

Women 

18–25 1 1 2

26–35 1 1 2

36–48 1 1 2

50–60 1 1 2

Guatemala

Women

18–49 2 2 4

50–60 2 2 4

Men

18–60 1 1 2

Health care providers 1 1 2

Total 10 10 20



188 Guttmacher Institute/IUSSP

APPENDIX A.Appendix A.

UGANDA SCREENING QUESTIONNAIRE FOR WOMEN 18–49, WOMEN 50–60 AND MEN 20–50
(FGDs AND IDIs) 

 
1. Date of elaboration of list: ___ (Month) ____ (Day) _____ (Year) 
 
2. Name of district: ___________________________ 
 
3. Name of sub-county: ________________________ 
 
4. Name of village: ____________________________ 
 
5. Household number: _____  
 
6. First name (for the purpose of this study) _________________ 
 
7. Sex (interviewer tick accordingly):  

• Male ____  
• Female ____ 

 
8. What is your age? (interviewer tick accordingly). If age is unknown, estimate based on historical event 
at birth event. 

• 18–25 ____ 
• 26–35 ____ 
• 36–49 ____ 
• 50–60 ____ 

 
9. FOR WOMEN AGED 18–25: Are you currently enrolled in a school? Yes__ No__ 
 
10.  Have you ever had/ever fathered a child?   

• Yes: ___   
• No: ___ 

 
11. FOR WOMEN ONLY. Have you ever had a miscarriage?   

• Yes: ___   
• No: ___ 

 
12. FOR MEN ONLY. Have you ever been involved in a pregnancy situation?  

• Yes: ___   
• No: ___ 

 
13. Person willing to participate:  

• Yes: ___  
• No: __ 

 
14. Person selected for: 

• FGD ____ 
• IDI ___ 

 
15. Person not selected for the study: 

• Did not meet the criteria ___ 
• Did not want to participate ____ 
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SELECTED PERSON FROM THE SCREENER PAGE 
 
 
 
Household number: ______________ 
 
 
First name: ________________________ 
 
 
Address: ____________________________________________________________________________ 
 
 
___________________________________________________________________________________ 
 
 
___________________________________________________________________________________ 
 
 
Selection Criteria 
 
For FGDs with 18–49-year-old women: selection criteria will be age and residence. That means, it doesn’t 
matter if women ever had a child and/or ever had a miscarriage.  
 
For IDIs with 18–60-year-old women: selection criteria will be age, residence and abortion experience. 
That means women who ever had a child and/or ever had a miscarriage (YES in either one or both Q. 10 
and Q. 11 of screening questionnaire). 
 
For IDIs with 20–50-year-old men: selection criteria will be age, residence and ever fathered a child or 
ever been in a pregnancy situation (YES in either one or both Q. 10 and Q. 12 of screening 
questionnaire). 
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