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Abstract
Background  This study protocol outlines the phased construction of a questionnaire, data collection, and a strategy 
for analysis within the framework of the ATTAS project. This study has two primary objectives. First, it allows us to map 
the duration of the various phases of the abortion trajectory for women presenting for abortion in Flanders, Belgium. 
Second, it identifies barriers that cause delays within these phases.

Methods  The questionnaire was distributed to all women seeking abortion care at one of the five Flemish abortion 
centers; specifically, the LUNA centers, which are located in Ostend, Ghent, Antwerp, and Hasselt, as is the VUB-
Dilemma center in Brussels during the fall and winter of 2023–2024. Ethical clearance for the described research 
was obtained from the University of Antwerp’s Ethics Committee for the Social Sciences and Humanities (reference 
numbers: SHW_2023_48_1 and SHW_2023_48_2).

Discussion  The collected data provide a dataset on the abortion trajectories of Flanders women who presented for 
abortion. This study protocol outlines the ATTAS project’s rationale, phased development, and implementation of 
the questionnaire, as well as the upcoming data analyses. To our knowledge, this is the first study within the Flemish 
context to investigate abortion trajectories, timing, and access. Furthermore, this study protocol provides a phased 
and systematic approach to adapt validated research instruments to fit within diverse legal and cultural contexts. 
Building on this protocol, future research will seek to advance reproductive justice for all women in Belgium.
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Text box 1 Contributions to the literature
• There is limited evidence on how to combine and adapt existing 
research instruments for mapping abortion trajectories and identifying 
barriers to abortion care in the Belgian context.
• This protocol gives a detailed description of the phased development 
and implementation of the questionnaire for mapping abortion trajec-
tories and identifying barriers.
• The data collection will enable an in-depth understanding of abortion 
trajectories among women who seek abortion care.

Background
In Belgium, there has been a noticeable trend toward 
abortion at less advanced gestational ages in recent 
decades [1, 2]. However, patient records from abor-
tion centers show that women present for abortion at a 
wide range of gestational ages [LUNA Patient Records - 
unpublished observations], ranging from three weeks to 
the full term. In Belgium, abortion on request is legally 
available up to 14 weeks of gestation. In Flanders, the 
Dutch-speaking northern half of Belgium, where the 
current study is based and where more than half of the 
Belgian population lives – between 120 and 170 women 
present each year beyond this legal limit of 14 weeks 
[LUNA Patient Records - unpublished observations]. 
Women seeking abortions beyond this legal limit have 
to seek care in neighboring countries. The latter creates 
additional emotional, practical, and financial barriers 
for a group of women who are also more likely to be in 
a more vulnerable socioeconomic position [3]. Studies 
building on this protocol will therefore best incorporate 
an intersectional approach. Additionally, while abortion 
is generally a safe medical procedure [4, 5], this proce-
dure carries a greater risk of complications when per-
formed at more advanced gestational ages.

This protocol describes the ATTAS project, which aims 
to map the trajectories that women follow to access abor-
tion care in the Belgian context and the barriers therein. 
The findings of this study are highly topical given the 
current political debates on the decriminalization of 
abortion in Belgian legislation and political proposals to 
extend the legal limit for abortion-related care from 14 
to 18 weeks. Nevertheless, these initiatives and the sur-
rounding political debate were postponed until the next 
legislative period. One of the reasons for this was that 
both proponents and opponents of proposed legislative 
changes pointed to the lack of research on the issue in 

the Belgian context. While the issue has been extensively 
studied in other contexts [6–13], research on the topic in 
Belgium is urgently needed.

Concepts
Abortion trajectory
Numerous studies investigating abortion decision-mak-
ing processes, use the concept of an ‘abortion trajectory’ 
or its equivalents. However, there are multiple interpreta-
tions of the concept. In a study by Finer et al. [5], it was 
conceptualized as “the process of obtaining an abortion 
— from the woman’s last menstrual period (LMP) to the 
time she suspects she is pregnant, from suspecting preg-
nancy to confirming her suspicion via a positive preg-
nancy test, from confirming the pregnancy to deciding to 
have an abortion, from deciding to have an abortion to 
beginning to seeking abortion services and from begin-
ning to seeking abortion services to obtaining an abor-
tion”. It is important to note that Finer et al., like several 
other authors, assumed a certain ideal type of abortion 
trajectory [8, 11, 14]. According to this ideal type, the tra-
jectory consists of six consecutive steps or five sequential 
stages (Fig. 1).

However, there are a few nuances to this ideal trajec-
tory. First, not all women (consciously) follow every step, 
with some steps being skipped or revisited [15]. Second, 
as Coast et al. [16] note, “abortion-related care-seeking 
cannot be understood only through a linear course of 
action; it is a process that responds to changing circum-
stances and experiences”.

It is also crucial to recognize that the term ‘trajectory’ 
inherently conveys the concept of time. This understand-
ing is pivotal when considering abortion care-seeking, as 
the possibility of legal abortion diminishes as pregnancy 
progresses, with the exact limit depending on the con-
text. The assumptions about abortion trajectories and 
the barriers identified in previous studies are strongly 
influenced by their specific contexts. Most studies that 
have tracked the duration of various stages were, to date, 
conducted in the US or in Great Britain [5, 6, 9, 10]. This 
makes it especially pertinent to explore these issues in 
the context of Flanders in Belgium.

Apart from the 14-week legal limit, Belgian Law stip-
ulates other conditions that must be fulfilled to access 
abortion. For instance, women are required to schedule 

Fig. 1  Ideal type abortion trajectory
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an appointment for a first consultation at the abortion 
clinic [17]. During this session with a healthcare worker 
(HCW), the patients received counseling and underwent 
a medical examination. Following this first consultation, 
the compulsory six-day waiting period between the coun-
seling session and the abortion treatment commenced. 
As of October 2018, should women approach the end 
of the 14-week limit, these six days can be added to the 
14-week limit. This mandatory waiting period will there-
fore ensure that the fifth stage in the abortion trajectory 
in the Belgian context—from the initial abortion request 
to the procedure itself— lasts a minimum of seven days. 
It is essential to comprehend how abortion trajectories 
in this context are structured and acquired over a certain 
duration.

Barrier(s)
Extensive research underscores that women face numer-
ous barriers throughout their abortion trajectory that 
influence the duration of the different stages [6–13] 
(Supplementary material - Table  1). Here, ‘barriers’ are 
understood as factors that potentially cause delay(s) or 
complexity in the abortion trajectory. They can occur in 
any abortion trajectory, can manifest at any stage, and 
can vary in nature, being practical, moral, or situational. 
Each stage of the abortion trajectory has its specific bar-
riers that can cause delays. In some cases, these delays 
culminate in women seeking abortions beyond the legal 
limit for abortion, which, according to Belgian law, is 14 
weeks of gestational age for elective abortions. However, 
it is important to highlight that in addition to these bar-
riers, there are also facilitators that can accelerate the 
path to timely abortion care. Available research, however, 
indicated that facilitators mainly function on a broader 
scale, often through policy structures and the organiza-
tion of healthcare services e.g. provider availability or 
costs of the treatment [18]. Consequently, we argue that 
the absence of specific barriers, whether practical, moral, 
or situational, may inherently act as facilitators.

Research objectives
The overall objective of this study was to explore the 
possible steps involved in, and the reasons for delays in 
obtaining abortion-related care in the Belgian context.

 	• Objective 1 (RO1): To map the duration of the 
different phases of the abortion trajectory of women 
presenting for abortion in Belgium.

 	• Objective 2 (RO2): To identify possible barriers 
faced by women in their abortion trajectory in the 
Belgian context.

 	• Objective 3 (RO3): To compare the abortion 
trajectories of women presenting within and 
beyond the legal limit in the Belgian context, 

thereby assessing both within and between-group 
differences.

 	• Objective 4 (RO4): To compare the barriers faced by 
women presenting for abortion within and beyond 
the legal limit in the Belgian context, again assessing 
both within and between-group differences.

Methods & development of the questionnaire
Operationalization of the abortion trajectory
The current study builds upon the abortion trajectory 
inventory developed by Finer et al. [5]. Data on this abor-
tion trajectory is collected through a self-administered 
questionnaire in the form of a calendar that surveys the 
timing of steps in the process of obtaining an abortion. 
Event history calendars (EHCs) have been demonstrated 
to be effective tools for collecting retrospective data 
in other studies [19, 20]. In addition, the EHC method 
has been used in SRHR research and other surveys that 
address sensitive topics [21–23]. As in previous research, 
we rely on the ideal type of abortion trajectory. However, 
we do not assume a certain chronological order in these 
steps, since the dates surveyed can be indicated freely. We 
assumed that an abortion trajectory comprises different, 
not necessarily chronological, steps, resulting in multiple, 
sometimes overlapping stages. For pragmatic reasons, we 
only measure when a respondent enters a particular stage 
for the first time; the respondent can indicate this date on 
the calendar integrated into the online questionnaire. The 
following key dates are surveyed explicitly: the first day 
of LMP, the day on which one first suspected pregnancy, 
and the day on which a (first) positive pregnancy test was 
taken.

Since we want to minimize possible recall bias even 
more and avoid double-questioning our respondents, 
we do not survey the dates of other steps in the trajec-
tory directly. The five participating centers already record 
these data in their patient records. We link these data 
to our survey data, allowing us to reconstruct the entire 
trajectory without double querying. The day on which 
the abortion decision is made can be hard to recall since 
it is often not a clear-cut moment in time. For this key 
date, we, therefore, rely on the day the abortion center 
was contacted (for the first time), and the appointment 
for the first consultation was made. In general, during the 
first consultation, the appointment for the abortion itself 
is made. Accordingly, the date of the completion of the 
questionnaire, which is equivalent to the first consulta-
tion, serves as a proxy for the day on which an abortion is 
first requested. The last key date, the abortion procedure, 
is recorded by the centers themselves and is added to our 
dataset through the link between the center’s databases 
and our survey data. This link is established based on 
the respondents’ date of birth, which is recorded in the 
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patient record at the center and which respondents are 
asked to provide at the beginning of the survey. In rare 
cases where two or more respondents share the same 
date of birth, we can still accurately link survey responses 
to patient records based on the day the survey is com-
pleted. This link also provides access to the respondents’ 
background data, such as parity, relationship status, and 
education level.

Operationalization of ‘barriers’
Literature review
To operationalize the concept of ‘barrier’, we applied a 
systematic approach based on an extensive literature 
review as a first step. Through a thorough reading of the 
articles cited above, we could compile a comprehensive 
list of possible barriers and reasons for delay. To keep an 
overview, the barriers were grouped by the stage of the 
abortion trajectory in which they are most likely to occur 
[6] (Supplementary material - Table 1). Because the ques-
tionnaires are completed at the time of the first consulta-
tion, barriers can only be surveyed up to this point in the 
abortion trajectory. Therefore, we were not able to sur-
vey possible barriers faced after presenting for abortion. 
Since our study focuses on the gestational age at which 
women present for abortion, this is not a limitation of 
our study.

Fieldwork in abortion clinics
In each of the participating abortion centers, one day of 
fieldwork was conducted. In this way, insight could be 
gained into the actual operation and daily practice of 
Flemish abortion centers. As a result, barriers that were 
identified through this insight could be added to the list 
– drawn up during the literature review of possible barri-
ers (see infra) – and some barriers could be deleted that 
turned out not to be applicable in the Belgian context 
(Supplementary material - Table 1). Being present in the 
abortion centers for a day was also important for build-
ing contact with the center managers and HCWs. In this 
way, we also ensured willingness to cooperate in the next 
phases of adaptation and validation and the implementa-
tion of the questionnaire.

Focus group discussion with HCWs
Based on the theoretical knowledge gathered through 
the literature review, the practical knowledge gained 
through fieldwork, the content, and the script for the 
Focus Group Discussion (FGD) with HCWs could be 
shaped. The list of barriers compiled and edited through 
the literature review and fieldwork served as the start-
ing point for this FGD. We conducted an online FGD in 
which eight HCWs and two researchers were present. To 
encourage participation in the online setting, we used 

PollEverywhere to obtain input from our respondents in 
a simple and accessible way.

The FGD started with a short explanation of the proj-
ect and the goal of the FGD. We started by asking, in an 
open-ended way, what they think are possible barriers 
or factors causing delays in presenting for abortion. The 
list of possible barriers was subsequently displayed per 
stage in the trajectory. The HCWs were asked which of 
the displayed barriers they feel do not apply in the Flem-
ish context, which are the most important barriers, and 
what barriers they have already experienced in practice 
that are not yet listed.

The FGD revealed some interesting results; the HCWs 
of the different centers agreed clearly on which barri-
ers do not occur in the Flemish context and which are 
the most relevant ones. The role of context as a criti-
cal shaping factor was noted, but it was stressed that 
the impact should certainly not be underestimated. The 
HCWs indicated that some barriers that were extracted 
directly from the literature are not that clearly or ambigu-
ously worded. They advised on how they would clarify 
or simplify them. Some listed barriers were found to be 
similar, so they could better be grouped. Other barriers 
were found to be examples of higher-level barriers and 
thus fit better as a subcategory. It was also noted that 
some barriers may occur at multiple steps in the trajec-
tory, whether in a slightly different form or not. Further-
more, HCWs added some specific barriers to the already 
compiled list, such as “It dawned on me that continuing 
the pregnancy would not be without risk (both for health; 
socially and emotionally)” or “I felt ashamed that I was 
thinking about opting for an abortion”. With the results 
of this focus group in mind, the list of barriers for each 
step in the abortion process was thoroughly reworked by 
the researchers, who created items that could be included 
in the questionnaire (Supplementary material - Table 1).

Piloting questionnaire
We conducted a three-way pilot study. First, we had other 
researchers experienced in the field or in developing 
questionnaires who critically reviewed the questionnaire. 
They were asked to mainly pay attention to the flow of the 
questionnaire and the completeness and wording of the 
questions. Therefore, it was also decided that since the 
‘asking for an abortion’ step (stage 4) had quite a long list 
of barriers, which are also clearly of different nature, to 
split it into two parts. The barriers associated with mak-
ing an appointment in an abortion center are displayed 
first, followed by the barriers involved in physically get-
ting to the center for the first consultation.

Second, we conducted a pilot study with women who 
had an abortion in the preceding year. The partici-
pants were first asked to complete the draft version of 
the survey on their smartphones. Some questions were 
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displayed in different ways to ascertain which was the 
most accessible. Later, the researcher asked to comment 
on various aspects of the questionnaire, including length, 
content, readability, and clarity. The goal of this pilot was 
to ensure that every woman felt that the questionnaire 
captured her particular situation. Accordingly, a group of 
respondents was selected for this pilot consisting of four 
women between 23 and 37 years old. They commented 
extensively on which questions they felt were unclear or 
triggering and whether they felt they could tell their story 
by completing the questionnaire. Adaptations were made 
accordingly (Supplementary material - Table 1).

The respondents of the pilot also commented on the 
suggested approaches for recruiting women into the 
study. The participants were unanimous that it would 
be effective if they were personally asked to complete 
the questionnaire rather than through other recruit-
ment methods (e.g., through the display of a QR code 
in the waiting room). Keeping the comments from the 
pilot in mind, we chose to work with tablets. This ensures 
that the request to participate in the study is in person 
and, at the same time, makes the completion itself very 
accessible.

Third, the draft of the questionnaire was sent to the 
coordinators of each of the abortion centers. They mainly 
checked whether the questions would be straightforward 
to interpret and answer. These three steps of piloting 
resulted in the final questionnaire.

Final questionnaire
The final questionnaire was administered online on the 
Qualtrics Survey Platform, a commonly used online sur-
vey platform that conforms to the EU General Data Pro-
tection Regulation (GDPR) guidelines. When accessing 
the questionnaire, a short informed consent is displayed 
first (Supplementary material – final questionnaire). Par-
ticipation in the questionnaire is entirely voluntary and 
can be stopped at any time, and the data will be pro-
cessed anonymously.  A link to a more comprehensive 
version of the informed consent is provided for those 
who want more information. Once the respondent agrees 
to the informed consent, the actual survey starts.

In the first module of the questionnaire, three key 
dates in the abortion trajectory are queried (Table 1). The 
respondents are first asked if they remember the date of 
a particular step. They can indicate one of the following 
responses: ‘Yes, I know the exact date’, ‘No, I don’t know 
the date exactly, but I have an idea of when it was approx-
imately.’ or ‘No, I don’t know’. If they indicate the first or 
second option, a calendar will be displayed in which they 
can easily indicate the exact date, on which the step que-
ried, took place. Some steps have additional questions if 
a certain response is indicated (Supplementary material 
– final questionnaire).

The second module of the questionnaire focuses on 
the barriers experienced in these moments (Table 1). The 
respondents are asked to indicate for each barrier if they 
felt it applied by indicating ‘Yes’ or ‘No’. For some barri-
ers, additional questions are asked when the respondent 
indicates that this barrier applies to her particular situa-
tion. First, the barriers associated with suspecting preg-
nancy are displayed, followed by those that might occur 
when taking a pregnancy test. The barriers associated 
with the third stage, the decision-making stage, are pre-
ceded by two slider questions. On an 11-point scale, run-
ning from 0 (‘I am still very much in doubt’) to 10 (‘my 
decision is firm’), the extent to which the decision for 
abortion is already certain should be indicated. Addition-
ally, a second 11-point scale ranging from 0 (‘not difficult 
at all’) to 10 (‘very difficult’) is used to indicate how diffi-
cult the decision was. The answer to this question creates 
a context for the coming questions and is also very useful 
later in interpreting the responses.

The third and final module of the questionnaire con-
sists of items copied and adapted from existing and 
broadly used scales and surveys (Supplementary material 
- Table 1). As indicated before, we used several subscales 
of the ILAS scale. The ILAS scale is a validated and reli-
able research instrument developed by Cockrill et al. [24] 
that can be used in research examining abortion stigma 
and related outcomes (e.g., women’s health, relation-
ships, and behavior). Given that this scale was designed 
to be completed after the abortion, while we queried 

Table 1  The modules of the questionnaire and the number of 
items per module
Module Topic Measurements Number 

of items
(+ filter 
questions)

0 Informed 
consent and 
sociode-
mographic 
information

Agreement to participate 2
Date of birth

1 Abortion 
trajectory

LMP; first suspicion of 
pregnancy; first positive 
pregnancy test

6 (+ 2)

2 Barriers Suspecting/recogniz-
ing pregnancy; taking 
pregnancy test; certainty 
decision; difficulty decision; 
deciding on abortion; mak-
ing appointments; getting 
to the abortion center

12 (+ 4)

3 Stigma and 
values

ILAS; knowing someone 
who had an abortion; EVS

6

4 Further 
research

Email-address 1

Total 27 (+ 6)
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the respondents before the procedure, some changes 
had to be made. In addition to the ILAS scale items, we 
also included two questions from the European Value 
Survey (EVS) on religiosity and political orientation. By 
including these questions, we gain a basic insight into 
the respondents’ contexts, which is needed to frame per-
ceived barriers and stigma [25].

The final questionnaire consists of 27 to 33 ques-
tions, depending on which answer options are indicated 
(Table 1).

Translation
The newly developed questionnaire is crafted in Dutch, 
the dominant language of the research team and the 
research setting. These questions are translated into 
French and English. Data from abortion centers show 
that the majority of the patient population (99.8%) is 
sufficiently proficient in one of these languages. For the 
remaining 0.02%, a telephone translator was consulted. 
The translation of the questionnaire was performed 
through a committee approach, ensuring that the process 
remained steep in the target language and avoiding the 
loss of quality associated with back-translation [26]. The 
same translation method was used to translate the ILAS 
scale from English into Dutch and French, while the 
questions obtained from the EVS were already translated 
into the three research languages by the EVS itself.

Research Design
Sampling and recruitment methods
The research population consists of all women presenting 
for abortion care at any of the Dutch-speaking abortion 
centers (LUNA Ostend, Ghent, Antwerp, and Hasselt 
and VUB-Dilemma in Brussels) in Belgium, regardless of 
age, place of residence, nationality, or any other sociode-
mographic characteristic. To participate in the survey, 
women need to be sufficiently proficient in reading and 
understanding one of the three survey languages (Dutch, 
French, English).

Respondents are recruited directly through abortion 
centers when they find themselves in the center for their 
first consultation. The recruitment of women presenting 
for abortion is done through HCWs working at abortion 
centers. All HCWs were trained on the purpose and rel-
evance of the survey and on ways to effectively recruit 
women into the study. The research team also walked 
through the questionnaire with the HCWs so that the 
HCWs understood the questionnaire well and would be 
able to offer help with any questions that respondents 
may have.

After the first consultation, the HCWs provide each 
woman a brief explanation of the study both orally and 
through a printed document and ask them to complete 
the questionnaire. Respondents will then be able to fill 

out the survey either on a tablet that is offered to them by 
the HCW or by scanning a QR code that enables them to 
fill out the survey on their smartphone. We assume that 
the first consultation will develop a more trusting rela-
tionship between the HCW and the woman, which may 
also increase the successful recruitment of the woman 
into the study (in comparison to timing the recruitment 
prior to this initial intake). If a woman initially refuses to 
participate, the HCW will provide additional encourage-
ment and will answer possible questions about the study 
and/or the questionnaire. This will be particularly the 
case for women who present beyond the legal limit for 
abortion. The same recruitment efforts will additionally 
be made to attract the latter group of women to the study 
when they present for a post-abortion medical check-up 
after receiving abortion care abroad.

Since the number of women who present beyond the 
legal limit is relatively small, there is no fixed duration 
of the recruitment phase. Nonetheless the data collec-
tion will continue until a sufficiently large sample size is 
reached. Based on the sample size estimation as detailed 
by Charan & Biswas [27], we intend to draw a study sam-
ple of at least 360 women from the total patient popula-
tion. The data is closely monitored through the phase of 
data collection by comparing the collected data with the 
patient record data on a monthly basis. This allows us to 
monitor whether over- or underrepresentation by cer-
tain background characteristics (e.g., age, education level, 
and employment status) is present. In this way, we can 
map the degree of nonresponse. If necessary, additional 
targeted efforts will be made to obtain a representative 
sample.

Ethical considerations
Several ethical considerations were taken into account 
in this study. Ethical approval for the focus group, the 
pilot, and the questionnaire was obtained from the Uni-
versity of Antwerp’s Ethics Committee for the Social 
Sciences and Humanities. A data management plan was 
also drawn up and approved. A risk analysis was carried 
out internally to ensure the privacy of the respondents. 
Given the importance of the timing of the questionnaire 
for the decision-making process, we deliberately kept the 
questionnaire as short as possible to avoid placing unnec-
essary burdens on the respondents. In addition, the ques-
tionnaire does not contain overly complex or triggering 
questions. We also ensured that participating in the ques-
tionnaire would not interfere with the woman’s decision-
making process.

Plan of data analysis
Following a thorough round of data cleaning and coding 
of missing values, descriptive analyses will be conducted 
to examine RO1 and RO2. The statistical software SPSS 
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will be used to conduct all of the statistical analyses. 
First, the abortion trajectories will be constructed using 
the collected data, including a description of the specific 
steps within this trajectory. The data additionally allows 
us to analyze the frequency of possible barriers faced 
during the subsequent steps of the trajectory. The bar-
riers experienced will be related to sociodemographic 
characteristics and the stigma and values variables. Sec-
ond, conducting descriptive analyses will allow us to 
make statements about the average length of abortion 
trajectories, the minimal and maximum length, standard 
deviations, and variance.

To explore RO3 and RO4, we distinguish between 
women who applied before and those who applied 
beyond the legal limit. This allows us to compare the 
descriptive statistics for these two groups. In addition, 
we will examine whether there are significant differ-
ences between the barriers experienced causing delay(s) 
between women who present within and beyond the 
legal limit within the Belgian context and whether certain 
groups of women are more at risk for this delay.

Discussion
This study protocol describes the rationale of the 
research project, in addition to the phased development 
and implementation of the questionnaire. The question-
naire maps the duration of the different stages in an abor-
tion trajectory. Moreover, barriers experienced during 
this trajectory are also questioned. The collected data will 
provide a dataset on the abortion trajectories of women 
presenting for abortion in Flanders. The analyses that 
will be conducted based on the collected data are also 
discussed in this article. The findings from this study 
will serve as a valuable foundation in Belgian abortion 
research and thus also contribute to informing abortion-
related policy and organizing practices [28]. The results 
of the different analyses, which will be conducted based 
on the collected data, will give rise to the writing of 
several papers. These papers will be published in peer-
reviewed journals.

To our knowledge, this is the first study within the 
Flemish context to investigate abortion trajectories, 
timing, and access. Furthermore, this study protocol 
provides a phased and systematic approach for adapt-
ing validated research instruments to a different legal 
and cultural context. Researchers from other countries 
who also seek to map abortion trajectories and experi-
enced barriers in their countries can go through the steps 
described above. In this way, they will arrive at a research 
tool adapted to their particular legal and cultural context 
surrounding abortion.
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