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ABSTRACT: Although abortion is now legal in Kenya under expanded circumstances, access is limited and
many providers and individuals still believe it is illegal. This study aimed to characterise Kenyan women’s
perceptions and experiences with abortion and post-abortion care (PAC) services in Nairobi regarding barriers
to care, beliefs about abortion, and perceived stigma. We conducted 15 semi-structured in-depth interviews
with Kenyan women aged 18–24 years who recently received abortion and PAC services at four Marie Stopes
Kenya clinic sites in Nairobi. The most signiﬁcant psychosocial barrier respondents faced in promptly seeking
abortion and PAC was perceived stigma. In response to stigma, participants developed a sense of agency and
self-reliance, which allowed them to prioritise their own healthcare needs over the concerns of others. To
adequately address perceived stigma as a barrier to abortion- and PAC-seeking, signiﬁcant cultural norm
shifting is required. DOI: 10.1080/09688080.2018.1492285
Keywords: abortion, Kenya, women, stigma, agency, Marie Stopes

Background
Until 2010, Kenya’s abortion law was highly restrictive and abortion was only permitted to save the
life of the woman.1 In 2010, the new constitution
was signed into effect, which added the clause
“and to protect the woman’s health.”1 As a result,
abortion is now considered permissible under
four key circumstances: if the life of the mother
is in danger, if the health of the mother is in
danger, if providing emergency care, and if
allowed by any other law.1,2 This clause is interpreted by some to mean that abortion is now
legal under the Kenyan constitution. However,
many providers are still extremely wary of whether
or not they would receive legal protection under
this new constitutional provision if they were to
begin providing safe abortion services.3,4 Since
the enactment of the new constitution, no new
legislation has been put forth to clarify or provide
guidance on the issue; therefore, the ambiguity
remains and the ﬁerce national debate on abortion
rages on.1,2 This ambiguity and debate translate
into confusion about the circumstances under
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which women can now seek and legally receive
abortions.
Furthermore, in the Kenyan context, traditional
sociocultural norms and religious beliefs continue
to stigmatise and condemn abortion, such that
even if it were more legally accessible, use would
be limited.1 Abortion in Kenya, as in many cultures, is seen as a transgression of gender-based
archetypes for how a woman should ideally
behave, including the idea that female sexuality
is for procreation purposes only and that women
are born with an innate desire to be a mother.5
For this reason, abortion stigma is produced and
reproduced in two major ways.6 First, felt or perceived stigma is the result of other people’s abortion attitudes and cultural expectations regarding
how a woman should respond to news about her
pregnancy.7 Second, internalised stigma is the
result of a woman’s acceptance of negative cultural
attitudes about abortion.7 Evidence of both types
of abortion stigma in Kenya include studies from
focus group discussions with men and women
from central Kenya, which found that the most
common male perception of abortion was that it
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was “women’s strategy for concealing their waywardness, unfaithfulness and promiscuity,” so
women “can do all their evil and [just] abort
when they become pregnant.”8,9 Female study participants responded that because of severely felt
stigma “women seeking to terminate an unintended pregnancy enjoyed no respect, sympathy,
or support.”10 Furthermore, they internalised this
belief and repeatedly stated that abortion was
“the worst thing you could do as a woman … if it
is found out, you will lose every respect you
have” and people will immediately shun you.10
Consequently, the stigma of abortion plays a signiﬁcant role in women’s decision to access safe
or unsafe abortion services.11
Unsafe abortion persists in Kenya, in part as a
result of widespread abortion stigma.12 Kenya’s
maternal mortality ratio due to unsafe abortion
remains one of the highest in East Africa at
266 deaths/ 100,000 live births.13 Similarly,
unsafe abortion is predicted to account for nearly
35% of maternal deaths in Kenya, compared to
13% globally and 18% in East Africa.14,15 Further
evidence of the growing abortion problem in
Kenya is provided by a 2015 mixed methods
study. Mohamed et al. found that the number
of induced abortions in Kenya in 2012 was
approximately 464,700.1 Of the 464,700 women
who had abortions, more than 116,000 (25%)
were treated for abortion-related complications.
Nearly 87,000 (75%) of those complications
were moderate to severe, and nearly 40,000
(45%) of those complications occurred in
women aged 19 years and younger.1 In addition,
the age-speciﬁc abortion rate showed that the
highest incidence of unsafe abortion occurred
amongst Kenyan women less than 25 years of
age. This is in line with other similar research
conducted amongst Kenyan women seeking
induced and post-abortion care services. Yegon
et al. established in 2016 that age, marital status,
type of abortion service (i.e. induced abortion or
post-abortion care), and socioeconomic status of
respondents are all signiﬁcantly associated with
higher levels of abortion stigma.11 Young, unmarried women, especially those from lower socioeconomic strata, are much more likely to bear
the brunt of abortion stigma in Kenya.16
Survival from abortion-related complications is
most closely associated with prompt post-abortion
care- (PAC) seeking.17,18 PAC is deﬁned as the treatment of obstetric complications from unsafe abortion and incomplete spontaneous abortion.15 Core

components of PAC include emergency treatment
of obstetric complications, post-abortion counselling, contraception provision, STI and HIV education, provider referral for other sexual and
reproductive health (SRH) concerns, and community partnerships between patients and providers
to prevent unintended pregnancy and unsafe abortion.15 Kenya’s national healthcare provision
guidelines require that PAC services be made available at all level II health facilities and up.17 Level II
health facilities in Kenya are deﬁned as primary
healthcare clinics with dispensaries. These facilities
are also the ﬁrst point of contact with care providers, especially in rural areas.17 For this reason,
level II facilities are often overwhelmed, so
women seeking PAC services either get referred
to higher level health facilities or are made to
wait longer before treatment is initiated.17 One
prospective cohort study of maternal mortality in
Libreville, Gabon found that the mean delay
between patient admission and initiation of treatment was 1 hour for eclampsia, 1.3 hours for postpartum haemorrhage, and 23.8 hours for abortionrelated complications.19 Similar studies on PAC in
Kenya have shown that young maternal age (less
than 25 years old), marital status (unmarried),
unintended pregnancies and severe abortion complications all put women at signiﬁcantly increased
risk of delays in care-seeking, and therefore at
higher risk of maternal mortality.17
Given the vulnerability of young Kenyan women
and the extensive delays in healthcare delivery at
public facilities, Marie Stopes International (MSI),
a private charity based in the UK, stepped in to
ﬁll the gap in Kenya’s healthcare provision.20 The
largest specialised SRH and family planning organisation in Kenya since 1985, MSI provides a wide
array of high-quality and client-centred SRH services to men, women and adolescents.21 Together,
the 15 mobile outreach teams, 23 clinics, 400
social franchises around the country, and one
specialist obstetric hospital in Nairobi offer a full
range of services: family planning options, emergency contraception, health education counselling,
pre- and post-natal care, safe labour and delivery,
ultrasound, prevention of mother to child transmission (PMTCT) of HIV/AIDS, cervical cancer
screening and PAC.21 In 2014 alone, Marie Stopes
Kenya (MSK) helped to prevent 153,000 unsafe
abortions through its provision of contraception
and PAC services.21
However, little is known about Kenyan women’s
qualitative experiences seeking induced abortion
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and PAC services at MSK facilities. The aim of this
study was to understand young Kenyan women’s
experiences with induced abortion and PAC services in Nairobi, since women under 25 years are
known to be at increased risk of delayed abortion
care-seeking and face higher levels of abortion
stigma. We aimed to characterise the quality,
barriers, cultural beliefs and community norms
around induced abortion and PAC-seeking in
Nairobi using in-depth, qualitative interviews
with young women who recently sought abortion
services.

Methods
Participants and procedures
The sample population for this study was composed of young Kenyan women between the ages
of 18–24 years who recently received induced or
PAC services (either medical or surgical) at one of
four MSK clinic sites in Nairobi. For the purposes
of this study, “recent” was deﬁned as individuals
who received abortion and PAC services that day
so that interviewees could easily recall information
about the quality of care they received.
The four MSK clinic sites (Table 1) differ in their
locations throughout Nairobi, the level of specialty
care they provide, and the cost of abortion services. The largest facility (site A) serves as a fulltime maternity hospital and nursing home. For
this reason, clients who suffered from complications or who required specialty care were sent
to that facility for overnight observation and treatment. In comparison, the three other clinics were
considerably smaller and primarily provided outpatient services, such as general wellness visits
for expecting mothers, family planning consultations, and induced abortion and services.
For this study, convenience sampling was used
to recruit women under 25 years. The initial plan
was to purposively sample and then stratify
women aged <20 years and those aged 20–25
years. However, the numbers of young Kenyan
women who received induced and PAC services at
the MSK clinics each day was not large enough to
use these sampling methods. Given that young
Kenyan women are more likely to experience
high levels of abortion stigma, the intention
behind purposive sampling and stratiﬁcation was
to explore potential differences in perceived
stigma and barriers to care seeking based on age.
Recruitment was done in close collaboration with
the MSK clinic staff to ensure that participants
60

were all well enough to participate in a 30–60-minute interview after completing counselling and

Table 1: Demographic characteristics of
in-depth interview participants (N = 15)
Characteristic

Total n (%)

Age
18–19 years

2 (13%)

20–24 years

13 (87%)

Marital status
Single

6 (40%)

In a relationship

9 (60%)

Married

0 (0%)

Abortion type*
Medical

5 (33%)

Surgical

9 (60%)

Both

1 (7%)

Prior contraceptive use
Condoms

7 (46%)

Injectable

2 (13%)

Oral

1 (7%)

Multiple methods**

1 (7%)

None

4 (27%)

MSK clinic sites
A (largest)

6 (40%)

B

4 (27%)

C

2 (13%)

D

3 (20%)

*Respondents were all given the option to pursue either
a medical or surgical abortion. Medical abortions were
provided through a combination of mifepristone and
misoprostol, while surgical abortions were provided
through manual vacuum aspiration (MVA).24
**The respondent who used multiple methods of contraception identiﬁed using both condoms and injectables
in the past.
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treatment. To reduce the rate of participant refusal
and to compensate participants for their time,
non-monetary incentives were provided to interviewees, in the form of Airtime scratch cards
(150 Ksh).
The exact number of in-depth qualitative interviews to conduct was determined by the point that
data collection reached saturation. After conducting 15 interviews, saturation had been reached.
The content of each interview was based on the
semi-structured interview guide. Themes or constructs addressed during the interviews included:
barriers to seeking abortion care, participants’
beliefs about abortion and types of felt abortion
stigma. The questions about barriers to care
asked about both physical and psychosocial barriers, such as concerns regarding distance of the
facility or fear of judgment from others. Participants were then asked in more detail about how
social norms, religious and cultural beliefs inﬂuenced their decision to seek abortion services.
The third construct asked participants about different types of perceived abortion stigma, such as
individual stigma or judgment from others, and
how participants persisted despite the stigma.
Data collection and analysis
In-depth semi-structured interviews were conducted in English or Kiswahili with 15 study participants. Individuals who were eligible for the study
were referred by MSK reception staff prior to
receiving treatment. After completing treatment,
individuals who were interested in participating
were brought to interview staff by their provider.
From there, participants were reassured that
should they choose to participate, their responses
would not in any way inﬂuence their relationship
with MSK, or their ability to seek future treatment
at the facility. Interviews were conducted in private
rooms within each clinic, to maintain privacy for
each of the participants.
Qualitative data from this study were analysed
using the grounded theory approach.22,23 The
data analysis procedure involved: translation, transcription, back-checking, coding and reﬁnement.
First, the interview recordings were translated
and transcribed by a transcriptionist. Transcripts
were then back-checked for coherency, consistency
and quality by ﬁeldwork staff. Afterwards, transcripts were read through multiple times in their
entirety by the lead researcher and the co-investigator to allow for familiarisation with the text.
Transcripts were subsequently coded based on

important themes and the codes were then organised into different groups of related themes. This
was followed with a line-by-line microanalysis
using open coding, so that codes were reﬂective
of each topic and concept discussed. To help
organise, manage and retrieve codes, the data
analysis software Atlas-ti was used.
After carefully studying the interview transcripts
and ﬁeld notes, data analysis was conducted by the
lead researcher and the co-investigator. Each
researcher coded the same three interviews to
start, and then discussed discrepancies until an
agreement was reached and the codebook was
ﬁnalised. After that, a single codebook was created
to use on the remaining interviews. The remaining
transcripts were then divided equally between the
two researchers. This was followed by discussions
on how to group the codes together and analyse
the interview ﬁndings.
Ethical considerations
This research was conducted in line with prevailing
ethical principles set by the national guidelines for
research, as well as the Committee on Human
Research (CHR) of UCSF. Furthermore, this study
received ethical approval from UCSF’s Internal
Review Board, Kenya’s Medical Research Institute
(KEMRI), as well as MSI in London.

Results
Participant characteristics
Study participants received abortion services at
one of four MSK clinic sites in Nairobi. Characteristics of the study population are summarised in
Table 1.
Nearly all (n = 12) respondents found out about
the clinic through word of mouth, either from a
friend or family member who had been to the
clinic themselves, or who knew someone who
had used MSK services in the past and had positive
experiences there. A few (n = 3) found out about
MSK through the internet.
Women’s perceptions of quality of abortion
care
When asked what prompted them to choose MSK,
most participants cited the primary reason as perceptions of high-quality care and assurances of conﬁdentiality. Nearly all participants (n = 14) reported
feeling satisﬁed with the quality of care they
received. Many attributed the high-quality care to
the kindness and professionalism of the MSK staff,
61

D Mohamed et al. Reproductive Health Matters 2018;26(52):58–67

the stigma-free environment, and the active role
they played in decisions about their care.
“On a scale of 1-10 I think I’ll put them at [an] 11
because they exceeded my expectations. They came
without me asking, immediately you sit down
[and] they make you feel comfortable. [The doctor,]
she gave me a hug, it was nice … ”
“I don’t know her name, [but] even, without talking
to her, from her body language there’s that feeling of
“your secrets are safe with us” that’s the ﬁrst thing
[you feel] when you enter the door.” [Respondent
aged 24 years, interviewed at site B]
“[Here,] you play an active role in deciding what
happens to you, it’s not you come and we are
going to do this to you, take this, and go home.
You [actually] play an active part in what they do
with your body … [here,] you feel free, and welcomed. You feel like you are not being judged or
scrutinized negatively. You feel [like] they are here
to serve you, [like] what can they do for you.”
[Respondent aged 23 years, interviewed at site B]
Privacy and conﬁdentiality also played a large
role in subjects’ decision-making.

services. The other half (n = 8) attributed psychosocial and cultural barriers (e.g. worries about judgment and fear of stigma) as to why women often
did not present at healthcare facilities for services.
“Maybe they feel people will judge them, I think that
is the biggest reason, because most of the people will
judge her. When someone is pregnant, and she is not
ready for that pregnancy, she goes to [the] facility,
but she cannot do something because she is afraid
of what people will say about her. So judgment is
a big fact[o]r].” [Respondent aged 22 years, interviewed at site C]
Other barriers to care included: instability at home
(e.g. problems with one’s spouse), stigma related to
one’s disease state (i.e. having HIV/AIDS or cancer),
the role women are expected to play in the household (i.e. women are often too occupied with domestic responsibilities to have time to seek out
healthcare services for themselves), and fear of
Western medicine. Regardless of the barrier in
question, respondents shared that all have the
potential to result in the same effect: women
being denied or denying themselves potentially
lifesaving medical care.

“First of all when I tried to get information on the
internet, I couldn’t get any patient details, which
by itself shows that all the records are kept inhouse. There’s no slandering of patients on the internet or public records or anything of that sort. [Actually,] not getting information [about] patients
outside [the facility] was the ﬁrst hint for me that
this might actually work. Then, coming and signing
consent forms before you do anything, that conﬁrmed that they will try and keep it private, which
was very important to me when I decided to come
here.” [Respondent aged 23 years, interviewed at
KenCom]

Beliefs about abortion and women who have
abortions
When participants were asked further about their
decision to seek out abortion services, they mentioned that religious beliefs, community norms
and cultural traditions directly and indirectly
shaped their decisions around abortion and PACseeking. For example, many rural communities
and religious groups have a preference for traditional birth attendants (TBAs) and healers rather
than hospitals. As a result, women are strongly discouraged from seeking abortion services at healthcare facilities.

High-quality abortion care was frequently cited as
one of the most common reasons for choosing
MSK facilities for induced abortion and PAC services. All participants reported feeling that abortion services were equally available, and
treatment was equally provided, regardless of
age, marital status, or other personal attributes.

“My community is Maasai-Kikuyu. So my Maasai
side believes in getting wakunga (Swahili name
referring to mid-wives) when you give birth. Even
when you want to terminate a pregnancy, they
call all the elderly women and they sit on your
stomach repeatedly. Like they bounce on it till it’s
dead … It’s really scary.” [Respondent aged 24
years, interviewed at site B]

Women’s experiences with barriers to seeking
healthcare services
Half the respondents (n = 7) stated that physical
barriers (e.g. lack of ﬁnances or information)
played a signiﬁcant role in how women access,
ﬁnance and receive high-quality healthcare
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When asked why religious beliefs and cultural traditions such as these heavily inﬂuenced women’s
ability to access abortion-related care, participants
explained that there is a near ubiquitous belief in
Nairobi that abortion is morally wrong, a sin, and
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illegal. Furthermore, respondents traced this belief
back to a ﬁrm faith in God and the idea that life is
sacred.
“In my religion, we are not allowed to abort a child
and apart from religion, it’s something that is not
right, that’s why it was made illegal, right? It’s something not good to kill a child.” [Respondent aged 20
years, interviewed at site A]
In addition to strong religious and cultural beliefs
preventing women from seeking out abortion services at healthcare facilities, many communities
also use stigma, isolation and shame as tools to
ensure that women do not break from tradition.
Respondents explained that if discovered, women
who seek abortion services are often publicly
denounced as immoral and hypersexual. As a
result, they may be shunned, disowned, or even
killed.
“The ﬁrst thing they think is that you are promiscuous and [that] you are either a prostitute or you
have the attitude of a prostitute.” [Respondent
aged 24 years, interviewed at site B]
“My dad is the one who is Maasai, [and] he would
kill me if he knew I was here. He is very traditional,
[in fact] he follows tradition to the letter [so] something like this, the fact that I got pregnant before
marriage, that would be the death penalty for
me.” [Respondent aged 24 years, interviewed at
site B]
Overall, participants reported a large amount of
variation in their personal experiences with social
stigma and cultural beliefs related to abortion.
However, the underlying belief that abortion is
morally wrong and a sin remained unanimous,
as well as the belief that women who have abortions are promiscuous and shameful. In response
to strong social stigma about abortion, some
respondents internalised these beliefs and
expressed that women who seek abortions
“deserve” to be stigmatised or mistreated.
Dealing with judgment and gossip from others
Similarly, many women (n = 10) felt that if other
people were to ﬁnd out about their abortion,
people would likely judge, gossip about, or be disappointed in them.
“R: ‘I am afraid if maybe my mother, sisters or
friends get to hear about my abortion, they’ll be disappointed so much and they’ll say I am a stupid person who does not respect herself. My boyfriend

maybe … will disrespect me and take me as a
joker because … he might see me as a person
who’s not responsible with her life.” [Respondent
aged 23 years, interviewed at site A]
However, there was also an overall acceptance
from study participants that people will judge or
gossip about them regardless. One participant
explained, “it’s life, gossip is everywhere so I just
have to accept it” [Respondent aged 20 years, interviewed at site A].
Other women felt that there was no point in
worrying about judgment or gossip because the
decision had been made and the abortion had
already taken place.
“Yeah, you’ll be judged negatively like it’s obvious,
like ‘oh my God, she aborted!’ So yeah, people will
actually [see] you negatively and they’ll judge you
but then, it doesn’t matter [because] it was already
done.” [Respondent aged 19 years, interviewed at
site B]
I
R
I
R

Are you worried that people will gossip
about you?
They’ll be wasting their time.
Why is this so?
Because I don’t care, it already happened, if
they gossip nothing will change. [Respondent aged 21 years, interviewed at site A]

This sense of self-reliance and self-determination exhibited by participants helps to illustrate
a larger theme of abortion being a personal choice
for them. These women did not worry about other
people’s views; rather, they focused largely on
their own views. One participant explained that
even if people did gossip, it would not affect her
because “ … if they do, it was a personal choice.
I paid it, they had nothing to do with it” [Respondent aged 24 years, interviewed at site B]. Another
participant said, “If they do ﬁnd out, well and
good … [and] if they don’t, well and good, life
will go on … it’s my personal decision … I can
defend it if I [have] to” [Respondent aged 23
years, interviewed at site B].
Many of these young women are responding to
felt and internalised abortion stigma by prioritising
their own healthcare needs. In doing so, they are
asserting their agency and placing their own present and future well-being above the perceptions
and beliefs of others.
“I look[ed] at the pros and cons of this decision and I
knew ten, twenty years after this decision there will
63
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be nothing that I’m going to regret. So, I’m not worried.” [Respondent aged 24 years, interviewed at
site C]
“At this point … I cannot live by what [other]
people want or t[hink] is best for me. Here I have
to be selﬁsh and think about myself and not others.”
[Respondent aged 20 years, interviewed at site D]
Responding to abortion stigma through selfreliance and agency
Despite the heavy presence of abortion stigma,
most participants expressed agency over their
decision. A number of women, even those who
felt strongly that abortion is wrong, still expressed
that they made the right decision, suggesting a
strong sense of self-reliance.
“Personally I believe that abortion is wrong … But
when I decide[d] to abort [I did so] not because it
is good, but [because] it may help. Because with
the pregnancy I had to meet challenges I was not
ready to face.” [Respondent aged 21 years, interviewed at site B]
Many respondents mentioned not worrying about
judgment or feeling bad about their abortion
because they felt that it was a private decision,
being made between them, their provider and/
or their partner:
“This thing that I did … terminating it, is between
me, Marie Stopes and my boyfriend. But, I’m only
concerned about what I think of myself and not
what my boyfriend does.” [Respondent aged 24
years, interviewed at site B]
“Others may judge me, but it’s my life and I had to
do something because there’s no need for me to let
the baby suffer, to let myself suffer it’s not fair. I
had to do something because I myself was not
ready.” [Respondent aged 20 years, interviewed
at site C]
Even participants who worried about the views
of their partners regarding their abortions, ultimately demonstrated conﬁdence in their decisionmaking, suggesting a strong sense of self-reliance.
“I don’t care if my boyfriend decides to reject me
after this. That will not bother me at all.” [Respondent aged 24 years, interviewed at site A]
“If I’m rejected, it’s okay. Other things are [happening] in my life, [and] I deserve to be happy.”
[Respondent aged 20 years, interviewed at site C]
64

Discussion
Consideration of the larger public narrative about
abortion in Nairobi has revealed that abortion
remains not only widely stigmatised in Kenya but
also criminalised due to its poorly understood
legal status.25 In this study, we gain a better understanding of young Kenyan women’s experiences
with abortion and PAC services at MSK facilities,
including the quality of care they received, the barriers to care they faced and ways in which they
responded to widespread abortion stigma.
This study suggests that young Kenyan women
who access abortion and PAC services face signiﬁcant psychosocial barriers. They are confronted
by considerable fear of stigmatisation, based in
negative religious and cultural beliefs held by
their families, communities, and even within
themselves. Yet, despite felt and internalised abortion stigma, participants were able to seek out the
services they need. This suggests a level of agency
and empowerment, which transcends age, marital
status and other demographic characteristics. Participants made it overwhelmingly clear that when
they were faced with a pregnancy they did not
want, or they were not ready for, they chose to
prioritise their own self-fulﬁlment (i.e. physical,
ﬁnancial, mental and emotional well-being) over
the beliefs and desires of others.26 This held true
for both participants who felt that abortion was
morally wrong and those who rejected negative
beliefs about abortion. Both groups rationalised
their abortion decision-making as legitimate behaviours, despite the taboo, because they saw the
alternative as unfair to themselves and unfair to
their potential future children. In this way, participants were willing to face potential gossip, judgment, and stigmatisation from others, in order to
reject the idea of unprepared and unwilling
motherhood.26
These ﬁndings conﬁrm prior literature that
women who have abortions in the presence of perceived stigma develop individual stigma management strategies in order to promote their own
positive coping.7,26 Common stigma management
strategies in this study included secrecy (i.e. limiting disclosure about their decision to have an abortion), and learning how to effectively deal with
gossip and judgment from others. However, most
prior studies which discuss the empowerment
and positive coping of women after an abortion
have been cited in the United States and Western
Europe, not in an environment such as Kenya,
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where there is still considerable legal ambiguity,
and where abortion is largely stigmatised.27–30 Collectively, these studies recognise that among the
risk factors for negative coping after an abortion
are important interpersonal and contextual vulnerabilities, such as lack of social support, societal
stigma, and negative cultural attitudes towards
abortion.27–29 As such, one would anticipate that
the young Kenyan women interviewed in this
study would be more prone towards expressing
negative or conﬂicting emotions after having
their abortions, as opposed to the decisional
autonomy and self-conﬁdence they displayed. As
a result, in this study, we ﬁnd evidence that even
in restrictive (legally and culturally/religiously) contexts, women are able to adopt positive coping
behaviours and feel empowered about their abortion decision-making.
Additionally, it is possible that since many of the
women in this study heard about MSK from a
friend who had sought services there, this created
a form of social support that helped women feel
more empowered about their decision. Social networks are key for information, but also just the
knowledge that other women have had to seek
these services could be boosting women’s ability
to feel positive about their abortions. A larger
study that included the voices of women who
were not able to obtain the abortions they wanted,
or sought care elsewhere and had more negative
experiences, would help us understand if social
support played a role in women overcoming their
own internal and societal stigma to seek the care
they wanted.
Limitations
This study had several limitations. First, all women
interviewed in this study had successfully reached
an MSK facility in time to receive an abortion.
Therefore, we do not have insights from women
who wished to seek PAC services and faced insurmountable barriers. Thus, the sense of agency
and conﬁdence described by our respondents
about their decision might be reﬂective of
women who already had more agency and were
thus better able to obtain the services they desired.
Research interviewing women not able to receive
abortion services would further elucidate barriers
to care. The women in this study were able to
obtain PAC services while facing strong family,
community and religious stigma, so these barriers
can be overcome to some extent. Research comparing women who received and did not receive

abortions could help identify factors enabling
women to overcome these barriers.
This study has other limitations related to
selection bias. The women who participated in
our study may have been more inclined to be
interviewed because they had positive experiences with MSK facility staff or because they
had not yet experienced pain as a result of the
abortion procedure.31 Selection bias may also
have occurred in the sense that participants
who received the initial abortion procedure
were more predisposed to participate than their
counterparts who returned for a PAC follow-up
visit. In addition, MSK healthcare clinics are not
representative of the diverse range of healthcare
centres in Nairobi. As MSK provides high quality,
private abortion services, its clients are likely to
be slightly older, more ﬁnancially stable, unmarried, and with less severe symptoms than clients
who attend public healthcare facilities. Thus, we
cannot generalise these study ﬁndings to young
Kenyan women more broadly, or even young
Kenyan women in urban Nairobi. The experiences of women who receive abortion and PAC
services at public healthcare facilities in Nairobi
and elsewhere are likely to differ from MSK
clients.

Conclusion
Despite widespread abortion stigma and the lack
of clarity around legal status, young Kenyan
women in this study were able to assert their
own healthcare needs over the perceptions and
beliefs of others. These women were positive and
empowered in their decision to reject unwanted
or early motherhood, justifying their decision by
situating it relative to their other priorities in life.
They saw the alternative of continuing with the
pregnancy as unfair to themselves and their potential future children, and as a result were willing to
deal with gossip, judgment, and community-level
stigma in order to defend their right to choose.26
Although wide-scale social norming is still needed
to begin destigmatising abortion throughout Kenyan society as a whole, these ﬁndings provide
hope that a subset of young women are able to
obtain services and feel empowered about their
decision despite existing stigma.
In addition, our ﬁnding that most women in this
study sought services at MSK clinics because they
heard positive things from a friend, suggests that
ﬁnding ways to leverage social networks, or even
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create social networks centred around disclosure,
may be good intervention approaches. These interventions could help other women obtain induced or
PAC services by connecting women who successfully
overcame stigma to seek services, with women hoping to obtain services. Since many women wishing
to seek an abortion, especially those facing high
internalised or felt stigma, might not feel comfortable asking their friends, a social media approach has
potential. Most young women, especially in this
urban setting, have access to mobile phones. This
approach will only be appropriate for populations
similar to our study population who have access
to mobile phones and are highly literate; different
approaches would be needed to provide information and support to women in other parts in
Kenya, especially rural areas. More research is
needed to understand the speciﬁc experiences, barriers, and avenues for support for these other
populations.

Acknowledgements
We thank all the interview participants for their
time, courage, and willingness to share their personal experiences about such a vulnerable topic.
We greatly appreciate the Marie Stopes Kenya facility staff at the four facilities for their support in
referring clients to the study, as well as their ﬂexibility to alter recruitment procedures as needed.
We give special thanks to Susy Wendot. In addition,
we want to thank the SPARQ research team at Innovations for Poverty Action (IPA), including the ﬁeld
ofﬁcers who conducted the interviews, and the
Marie Stopes Kenya head ofﬁce. Lastly, we would
like to thank the UCSF SPARQ research team,
especially Ruby Warnock for her help with data
analysis.
Funding
This work was supported by the David and Lucile
Packard Foundation [grant number 2015-62545];
University of California, San Francisco.

References
1. Mohamed SF, Izugbara C, Moore AM, et al. The
estimated incidence of induced abortion in Kenya:
a cross-sectional study. BMC Pregnancy Childbirth.
2015;15:185.
2. Ngwena CG, Brookman-Amissah E, Skuster P. Human rights
advances in women’s reproductive health in Africa. Int J
Gynaecol Obstet. 2015;129:184–187.
3. Fjerstad M, Nyamu J. It was Worth the Sacriﬁce : Kenya’s
Dr. John Nyamu on Why He Spent a Year in Prison. 2012;
published online Dec 3. https://rewire.news/article/2012/
12/03/it-was-worth-sacriﬁce-kenyas-dr-john-nyamu-onwhy-he-spent-year-in-prison/.
4. Ziraba AK, Izugbara C, Levandowski BA, et al. Unsafe
abortion in Kenya: a cross-sectional study of abortion
complication severity and associated factors. BMC
Pregnancy Childbirth. 2015;15:1–11.
5. Kumar A, Hessini L, Mitchell E. Conceptualising abortion
stigma. Cult Health Sex. 2009;11:625–639.
6. Herek GM. Sexual stigma and sexual prejudice in the United
States: a conceptual framework. Nebr Symp Motiv.
2009;54:65–111.
7. Cockrill K, Nack A. I’m not that type of person’: managing
the stigma of having an abortion. Deviant Behav.
2013;34:973–990.
8. Izugbara CO, Otsola KJ, Ezeh AC. Men, women, and
abortion in central Kenya: A study of Lay narratives. Med
Anthropol. 2009;28:397–425.

66

9. Marlow HM, Wamugi S, Yegon E, et al. Women’s
perceptions about abortion in their communities:
perspectives from western Kenya. Reprod Health Matters.
2014;22:149–158.
10. Izugbara CO, Egesa C, Okelo R. High proﬁle health facilities
can add to your trouble: women, stigma and un/safe
abortion in Kenya. Soc Sci Med. 2015;141:9–18.
11. Yegon EK, Kabanya P, Echoka E, et al. Understanding
abortion-related stigma and incidence of unsafe abortion:
experiences from community members in Machakos
and Trans Nzoia counties Kenya. Pan Afr Med J.
2016;24:258.
12. Population Briefs. Reducing unsafe abortion in Kenya.
1997.
13. Brookman-Amissah E, Moyo JB. Abortion Law Reform in
Sub-Saharan Africa: no turning back. Reprod Health
Matters. 2004;12:227–234.
14. Magadi MA. Unplanned childbearing in Kenya: The sociodemographic correlates and the extent of repeatability
among women. Soc Sci Med. 2003;56:167–178.
15. Evens E, Otieno-Masaba R, Eicheleay M, et al. PostAbortion care services for youth and adult clients in Kenya:
a comparison of services, client satisfaction and provider
attitudes. J Biosoc Sci. 2014;46:1–15.
16. Yegon EK, Mwaniki PK, Echoka E, et al. Correlates of
individual-level stigma and unsafe abortions
among women seeking abortion care in Trans Nzoia and

Reproductive Health Matters 2018;26(52):58–67
Machakos Counties. Annals of Tropical Medicine and Public
Health. 2016;9:226–234.
17. Mutua MM, Maina BW, Achia TO, et al. Factors
associated with delays in seeking post abortion care
among women in Kenya. BMC Pregnancy Childbirth.
2015;15:241.
18. Kabiru CW, Ushie BA, Mutua MM, et al. Previous induced
abortion among young women seeking abortion-related
care in Kenya: a cross-sectional analysis. BMC Pregnancy
and Childbirth. 2016;16:104.
19. Faúndes A. Strategies for the prevention of unsafe abortion.
Int J Gynaecol Obstet. 2012;119(Suppl):S68–S71.
20. Marie Stopes International. Marie Stopes International About Us. https://mariestopes.org/about-us (accessed Feb
15, 2016).
21. Marie Stopes International (MSI). Marie Stopes Kenya.
https://mariestopes.org/where-in-the-world#kenya
(accessed Feb 15, 2016).
22. Pope C, Ziebland S MN. Analysing qualitative data. Br Med
J. 2000;320:114–116.
23. Fereday J M-C. Demonstrating rigor using thematic
analysis: A hybrid approach of inductive and deducting
coding and theme development. Int J Qual Methods.
2006;5:80–92.

24. Reiss K, Footman K, Akora V, et al. Pharmacy workers’
knowledge and provision of medication for termination of
pregnancy in Kenya. J Fam Plann Reprod Health Care.
2016;42:208–212.
25. Kimport K, Cockrill K, Weitz TA. Analyzing the impacts of
abortion clinic structures and processes: A qualitative
analysis of women’s negative experience of abortion
clinics. Contraception. 2012;85:204–210.
26. Hoggart L. Internalized abortion stigma: young women’s
strategies of resistance and rejection. Fem Psychol.
2017;27:186–202.
27. Cameron S. Induced abortion and psychological sequelae.
Best Pract Res Clin Obstet Gynaecol. 2010;24:657–665.
28. Charles VE, Polis CB, Sridhara SK, et al. Abortion and longterm mental health outcomes: a systematic review of the
evidence. Contraception. 2008;78:436–450.
29. Foster DG, Gould H, Kimport K. How women anticipate
coping after an abortion. Contraception. 2012;86:84–90.
30. Casey PR. Abortion among young women and subsequent
life outcomes. Best Pract Res Clin Obstet Gynaecol.
2010;24:491–502.
31. MG van D, LJ AM, AG AP, et al. Women’s experiences with
legal abortion in Mexico City: a qualitative study. Stud Fam
Plann. 2011;42:167–174.

Résumé
Même si l’avortement est désormais légal au Kenya
dans des conditions plus larges, l’accès reste limité
et beaucoup de prestataires et d’individus pensent
encore qu’il est illégal. Cette étude visait à caractériser les perceptions et les expériences avec les services
d’avortement et de soins post-avortement à Nairobi
du point de vue des obstacles aux soins, des
croyances sur l’avortement et de la stigmatisation
ressentie. Peu de recherches ont abordé ce sujet.
Nous avons mené 15 entretiens approfondis semistructurés avec des Kenyanes âgées de 18 à 24 ans
qui avaient récemment avorté et reçu des soins postérieurs dans quatre dispensaires Marie Stopes Kenya
à Nairobi. L’obstacle psychosocial le plus important
qu’avaient rencontré les répondantes pour obtenir
rapidement un avortement et des soins après l’avortement était la stigmatisation ressentie. En réponse à
la stigmatisation, les participantes ont développé un
sentiment d’autosufﬁsance et de maîtrise, qui leur a
permis de donner la priorité à leurs propres besoins
de santé par rapport aux préoccupations des autres.
Pour répondre correctement à la stigmatisation perçue comme un obstacle à l’obtention d’un avortement et de soins ultérieurs, il est nécessaire de
réorienter profondément les normes culturelles.

Resumen
Aunque el aborto ahora es legal en Kenia bajo circunstancias ampliadas, el acceso es limitado y
muchos prestadores de servicios y personas aún
creen que es ilegal. Este estudio procuró caracterizar las percepciones y experiencias de las mujeres
kenianas que recibieron servicios de aborto y atención postaborto (APA) en Nairobi con relación a las
barreras para buscar servicios, las creencias acerca
del aborto y el estigma percibido. Existen pocos
estudios de investigación sobre este tema. Realizamos 15 entrevistas a profundidad semiestructuradas con mujeres kenianas de 18 a 24 años de
edad, que recientemente habían recibido servicios
de aborto y APA en cuatro clínicas de Marie Stopes
Kenia, en Nairobi. La barrera psicosocial más signiﬁcativa que enfrentaron las mujeres entrevistadas para buscar servicios de aborto y APA con
prontitud fue el estigma percibido. En respuesta
al estigma, las participantes desarrollaron un sentido de agencia y autosuﬁciencia, que les permitió
anteponer sus necesidades de salud a las preocupaciones de otras personas. Para abordar el
estigma percibido adecuadamente como barrera
para buscar servicios de aborto y APA, se necesita
un cambio signiﬁcativo en las normas culturales.
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