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ABSTRACT: In 2006, abortion in Colombia was decriminalised under certain circumstances. Yet some
women continue to avail themselves of ways to terminate pregnancies outside of the formal health system.
In-depth interviews (IDIs) with women who acquired drugs outside of health facilities to terminate their
pregnancies (n= 47) were conducted in Bogotá and the Coffee Axis in 2018. Respondents were recruited
when they sought postabortion care at a health facility. This analysis examines women’s experiences with
medication acquired outside of the health system for a termination: how they obtained the medication,
what they received, how they were instructed to use the pills, the symptoms they were told to expect, and
their abortion experiences. Respondents purchased the drugs in drug stores, online, from street vendors, or
through contacts in their social networks. Women who used online vendors more commonly received the
minimum dose of misoprostol according to WHO guidelines to complete the abortion (800 mcg) and received
more detailed instructions and information about what to expect than women who bought the drug
elsewhere. Common instructions were to take the pills orally and vaginally; most women received
incomplete information about what to expect. Most women seeking care did not have a complete abortion
before coming to the health facility (they never started bleeding or had an incomplete abortion). Women still
face multiple barriers to safe abortion in Colombia; policymakers should promote better awareness about
legal abortion availability, access to quality medication and complete information about misoprostol use for
women to terminate unwanted pregnancies safely. DOI: 10.1080/26410397.2021.1890868
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Introduction
In 2006, a constitutional ruling in Colombia over-
turned an absolute ban on induced abortions and
decriminalised the procedure in cases of physical
or mental health, rape or incest, and fetal

malformations incompatible with life.1 However,
women still face multiple barriers accessing legal
abortion care, including restrictive interpretation
of the law by health providers, and health
institutions’ overall disregard for legal abortion
provision.2,3 Additionally, because a large pro-
portion of women understand the health indi-
cations for legal abortion to be limited in a way
that they are not in actuality, they often assume
their cases would not meet the legal criteria.4 Mis-
oprostol was approved by the National Institution
of Medication Surveillance (INVIMA) [Colombia] in
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2007 and is legally available with a prescription
under three brands: Cytil, Industol and Misopros.
Mifepristone was registered (legalised) in 2017;
evidence suggests that it is not widely used, and
only available in health facilities.5

Misoprostol became accessible in Latin America
during the late 1980s and early 1990s.6,7 There is
no clear explanation of how its use for abortion
was disseminated across the region; several
studies have documented how women access it
in countries with legal restrictions including Bra-
zil, Ecuador, Peru and México.6–9 Drug stores
have been described by these studies as one of
the primary sources of informal misoprostol
sales, and yet they frequently provided poor qual-
ity information about the dosages and the routes
of administration, often leading to incomplete
abortions.8 In Colombia, misoprostol became
available beginning in the early 1990s at drug
stores. At that time, misoprostol was thought to
serve as a mechanism to start an abortion;
women used it and then procured postabortion
care in a health facility.7 Accessing misoprostol
through informal sales has been found to take
an emotional toll: before abortion was decrimina-
lised in 2012 in Uruguay, informal misoprostol use
carried notorious challenges for women including
finding a source to buy it, experiencing anxiety
when using it and using several doses.9

The desire for privacy, lack of awareness about
legal abortion as well as restricted access to legal
abortion care,10,11 and the persistence of abortion
methods women sought before the law changed,
mean that women continue to use non-insti-
tutional means of interrupting their pregnancies
including obtaining abortion medications through
informal vendors.12 Shortly after the decriminali-
sation of abortion, one study found that almost
all abortions in Colombia were still occurring out-
side the legal framework.3 There are no current
data on the proportion of women seeking to end
their pregnancies through this means. Though
medical abortion (MA) outside the clinical context
can be a safe means of pregnancy termination,13

when inadequate or inaccurate information or
ineffective pills are provided, the use of medi-
cations acquired informally may result in compli-
cations including incomplete abortion, prolonged
bleeding or pregnancy continuation.14–16

Women’s experiences using misoprostol
acquired from informal sources to induce abor-
tion in Colombia have remained unexplored. To
address this gap, we undertook a study to

understand where women access misoprostol
and how they use it to try to terminate unwanted
pregnancies. We recruited women obtaining post-
abortion care to explore their experience of
obtaining misoprostol informally. Here we exam-
ine: women’s experiences obtaining the medi-
cation, what women received when they sought
to terminate a pregnancy with medication, how
women seeking to induce abortion were told to
take the MA pills and what physical experiences
they were told to expect, and women’s abortion
experiences with misoprostol.

This work is part of a larger project examining
informal access to and use of misoprostol in
Colombia, Indonesia and Nigeria using a mystery
client methodology to attempt to purchase miso-
prostol from drug sellers, a survey with drug sell-
ers about what they do when women come
seeking something to terminate pregnancies,
and interviews with women who attempted to
abort using MA drugs. Other results from this
study have been published elsewhere.5,17,18

Methods
The study was a collaboration between the Gutt-
macher Institute, a sexual and reproductive
health research and policy institute in the United
States, and Fundación Oriéntame, a private non-
for-profit abortion provider based in Colombia.
Data collection took place between May and July
2018 at two Fundación Oriéntame clinics, one in
Bogotá and the other in the Coffee Axis (Eje Cafe-
tero) in the town of Pereira. Bogotá is the capital
of Colombia; it has a population of 7.2 million
(the country’s population is 44.1 million).19 The
Coffee Axis includes the mid-size metropolitan
cities of Pereira, Manizales and Armenia. The esti-
mated total population of Pereira, Armenia, and
Manizales is approximately 1.1 million.19

In addition to other types of reproductive
health care, both clinics provide postabortion
check-ups to women who are interested in con-
firming the success of an induced abortion con-
ducted with informally acquired medication.
These two locations were chosen because they
have concentrations of reproductive medical ser-
vices that serve the population of those areas
and the surrounding vicinity; we did not antici-
pate women’s experiences to be different in the
two locations.

Interviewers were hired from the two regions
who had previous experience in health care
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research and/or social work. Four interviewers as
well as a research assistant were trained by the
authors (JO, AMM and CV) on in-depth interview-
ing and study protocol, including the consent pro-
cess and in-depth interview guide. Two
interviewers and the research assistant were
based in the Coffee Axis, and the other two inter-
viewers in Bogotá. Both sets of interviewers were
present at their respective facilities each day of
the fielding period and were supervised by the
in-country study coordinator (JO) with the support
of the research assistant.

Sample and recruitment
Women 18 years of age or older (i.e. minors were
excluded) who took (what they thought was) MA
pills in tablet form acquired in the informal sec-
tor, and subsequently sought postabortion
check-ups at the two Oriéntame clinics in this
sample, were eligible for recruitment into the
study. MA was with mifepristone and misoprostol,
or misoprostol alone, no matter what administra-
tive route the woman used. We included women
who may have experienced a complete abortion
using MA and just wanted confirmation that the
abortion was complete, as well as women who
had used MA and were experiencing symptoms
of an incomplete abortion or a continued preg-
nancy. The informal sector is defined as accessing
MA from drug sellers without a prescription, from
online sellers or through personal networks. Some
eligible women declined to participate because
they did not have time to sit down for an inter-
view, or, after consenting to participate, did not
appear for the interview at the agreed time. Over-
all, 47 women were interviewed, 27 from Bogotá,
and 20 from the Coffee Axis. The difference in
sample size between the two sites is a combi-
nation of client flow and women’s willingness to
participate.

After an eligible woman received her postabor-
tion care, the provider told her about the study
being conducted at that facility but did not elab-
orate on the content of the research. If the patient
consented to learn more, the provider introduced
her to one of the interviewers who told her more
about the study. Sometimes the interview took
place immediately or was scheduled to take
place at a later time (on the same day or the fol-
lowing day). At the start of the interview, the inter-
viewer administered the consent form. The audio
recorder was turned on once the woman agreed to
participate. Each woman was compensated 96,000

Colombian pesos (∼US$ 32) for her time plus
15,000 Colombian pesos (∼US$ 5) for transpor-
tation. The Comité de Ética en Investigación de
la Fundación Oriéntame [Colombia] and the Insti-
tutional Review Board of the Guttmacher Institute
approved this protocol.

Data collection
All interviews were conducted in Spanish. Inter-
views covered the woman’s decision-making
about ending the pregnancy, her experience
acquiring the pills including her interaction with
the seller, what the seller communicated to her
about taking the pills, her experience taking the
pills, support she had during the process, care-
seeking, her misoprostol literacy, her intention
to use contraception, what she thinks she would
have done to end the pregnancy if she had not
been able to access misoprostol, and her rec-
ommendations for other women going through
a similar experience. (See Supplemental Material.)
We used visual aids to help women identify
the pills that they obtained. Interviews lasted on
average one hour.

Analysis
Interviews were transcribed by a transcriptionist
who was not an interviewer. The transcripts
were then checked by JO for accuracy and de-
identification. A coding structure was developed
using NVivo 11 software (QSR International, Mel-
bourne, Australia) based on the questions covered
in the interview guide, and all interviews were
coded into this node structure so that the data
could be compared according to primary domains
of interest. Once the interviews were coded, fol-
lowing Miles and Huberman,20 the bilingual
analysis team created matrices to identify primary
themes emerging on domains of interest. The
analysis was stratified according to where the
woman bought the drugs (drug shops, online sell-
ers, elsewhere) to be able to see how their experi-
ences differed. From the matrices, bullet points
were created by the same team to summarise
the salient points that emerged. Quotes were
translated during analysis when they were
selected for inclusion in the paper to illustrate rel-
evant points.

The World Health Organization (WHO) guide-
lines for misoprostol-only first-trimester abortion
recommend an initial dose of 800mcg of miso-
prostol (taken sublingually, vaginally or buccally),
followed by subsequent 800mcg doses as
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needed.21 We benchmarked women’s use of miso-
prostol against this. WHO guidelines also indicate
that users of misoprostol for pregnancy termin-
ation should be informed of: physical effects
(abdominal cramping and menstrual-like bleed-
ing), potential side effects (nausea/vomiting and
diarrhoea), and signs of possible complications
(increased intensity/prolonged abdominal cramp-
ing, excessive bleeding, and prolonged fever or
chills).21–23 If a respondent reported that she
was advised on the two physical effects, two side
effects, and three complications, we determined
that the seller had provided the minimum essen-
tial information.

Results
Description of the sample
The women in our sample ranged from 18 to 37
years of age, with most respondents (n=34) in
their twenties (Table 1). Respondents largely
obtained medications for abortion from drug
stores** (n= 21) and online sellers (n= 16),
while the remainder (n= 10) obtained them
from other sources including street vendors or
through contacts in their social networks. Ten
respondents indicated they were currently in a
union. All but seven respondents had an edu-
cation level of secondary school or higher, while
32 respondents indicated they were currently
employed. Over half (n= 27) had experienced at
least one birth prior to this pregnancy they sought
to terminate.

Women’s experiences obtaining medications
Thirty-eight out of 47 women bought the medi-
cation themselves. This includes all the women
who purchased the medication at drug stores or
from online sellers, as well as one who obtained
the medication from a street seller.

“My friend told me [how to do it as] she had done it
[bought misoprostol] before. She said I should go to
a pharmacy named [name of pharmacy] and ask
for a man called ‘el calvito’ [the little bald guy].
So I went to the pharmacy and he sold me the pills.”
(24 years old, works outside her home, obtained
her medication through a drug store, abortion

was not complete when she arrived at the health
facility)

One in five women employed intermediaries to
obtain the drugs for them; these women reported
they did not know where their proxies had
obtained the drugs. Three reported asking male
partners or friends to make the purchase because
they thought that the man would be able to better
navigate obtaining the medication. In one situ-
ation, the woman asked the man who had sexu-
ally assaulted her to buy the pills for her; she
didn’t know about them before he told her.

“So I told that guy because he had to know [I was
pregnant]. [… ] The guy told me that there were
some pills called misoprostol, or something like
that. I took those pills and they didn’t work.”
(25 years old, working outside home, obtained her
medication through the man who sexually
assaulted her, abortion was not complete when
she arrived at the health facility)

Another woman asked a female friend who had
previously obtained abortion medication for her-
self to procure the misoprostol. In two cases,
women asked health professionals with whom
they had personal connections (a medical doctor
and a nurse) to secure the medication for them.

Among women who acquired medication for
abortion from a drug store (n= 21), they reported
that they asked for medications to abort or just
requested Cytotec. Despite the brand not being
registered in Colombia, “Cytotec” is a popular
way to reference misoprostol. One respondent
reported that she told the drug seller she had a
menstrual delay. Women who obtained medicines
online related that they (or an intermediary)
searched for terms including “aborto casero”
[home abortion], “cómo interrumpir un embar-
azo” [how to interrupt a pregnancy], “pastas
para abortar” [abortion pills] and “pastillas Cyto-
tec” [Cytotec pills]. Online sellers communicated
with the respondents or their proxies through
WhatsApp, except for one seller who asked the
woman to communicate with him solely through
a voice call. Online sellers offered women differ-
ent options to get misoprostol: either delivered
to their house via courier service or be picked
up at certain public spots in city (e.g. bus stations).
When women met these sellers to obtain the pills,
payment and delivery took place very quickly.

Women related that vendors generally only
asked one of two questions: how long she thought

**We are using the term drug store rather than pharmacy
because many of these vendors are not qualified or trained
pharmacists.
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she had been pregnant or how many pills she
wanted. Most women reported to the sellers that
they were between four and eight weeks

pregnant, with the range between two and 13
weeks gestation. Some online sellers asked
women how sure they were about their decision.

Table 1. Description of sample, Colombia 2018

Overall
N= 47
% (n)

Drug stores
N= 21
% (n)

Online sellers
N= 16
% (n)

Other*
N= 10
% (n)

Location

Bogotá 57% (27) 42% (9) 75% (12) 60% (6)

Coffee Axis 42% (20) 57% (12) 25% (4) 40% (4)

Age

18–19 4% (2) 5% (1) 0 10% (1)

20–24 40% (19) 48% (10) 50% (8) 10% (1)

25–29 32% (15) 29% (6) 31% (5) 40% (4)

30–34 13% (6) 10% (2) 13% (2) 20% (2)

35+ 11% (5) 10% (2) 6% (1) 20% (2)

Relationship Status

Never married/Not currently cohabitating 55% (26) 52% (11) 63% (10) 50% (5)

Cohabiting 21% (10) 24% (5) 25% (4) 10% (1)

Separated/Divorced 23% (11) 24% (5) 13% (2) 40% (4)

Education

Less than secondary school 15% (7) 29% (6) 6% (1) 0

Secondary school 21% (10) 24% (5) 19% (3) 20% (2)

Technical school (incomplete/complete) 32% (15) 33% (7) 19% (3) 50% (5)

College (incomplete/complete) 30% (14) 14% (3) 50% (8) 30% (3)

Graduate 2% (1) 0 6% (1) 0

Occupation†

Unemployed 13% (6) 10% (2) 19% (3) 10% (1)

Housewife 19% (9) 15% (3) 19% (3) 30% (3)

Student 15% (7) 19% (4) 6% (1) 20% (2)

Works outside home 68% (32) 30% (14) 69% (11) 70% (7)

Number of previous births

0 43% (20) 38% (8) 56% (9) 30% (3)

1 32% (15) 29% (6) 31% (5) 40% (4)

2 26% (12) 33% (7) 13% (2) 30% (3)

* Includes street vendors or contacts in their social network.
† Percentages in this section do not add up to 100% because respondents could provide multiple answers.
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What women received to terminate their
pregnancies
Regardless of the source of the medications,
women were usually sold four to six pills of
what they thought was misoprostol (most likely
200 mcg each) (Table 2). Drug sellers (including
all sources) would sell more (up to 10 pills) if the
woman thought she was further along in her preg-
nancy. Most women identified the misoprostol
they received by its brand, either Cytotec (n= 35)
or Cytil (n= 2). The other women could not clearly
identify the pills that they received, though with
the help of the visual aids a few identified the
pills they had been sold as white and hexagonal,
the form in which some misoprostol including
Cytotec is produced. While we cannot be certain
about what medications the women received, all
respondents believed they had purchased and
used misoprostol.

Over a third of respondents (17 of 47), no mat-
ter the source from which they got the drugs,
received an additional medication to the miso-
prostol. Just under half (10/21) who bought abor-
tifacients in drug shops were told that the full MA
regimen included misoprostol pills and injections.
They received the injection at the drug store.
Some women reported they had been injected
with oxytocin (Pitocin), while most did not know
what injection(s) they had been given. A nurse
told one respondent who asked what was in the
injection, “The less you know, the better.” They
described feeling pain when being injected.

Respondent: He gave me an injection and told me
that was five-in-one. [… ]
Interviewer: What does five-in-one mean?
Respondent: [The content of] five injections in one,
so it is the strongest injection. [… ] He told me to
pull down my pants and he gave me the injection.
When the liquid got inside me it hurt a lot. I cried
because I could not stand the pain, I couldn’t walk
and I could not feel my buttock. (23 years old,
studying in a technical program and working,
obtained her medication through a drug store,
abortion was not complete when she arrived at
the health facility)

Respondents reported that drug store vendors also
advised to use other drugs along with misoprostol.
They advised women to take paracetamol for
pain, antibiotics such as amoxicillin to minimise
the risk of uterine infection, and iron supplements
to replenish iron levels following the expected

blood loss from the abortion. Seven women
reported receiving pain relievers such as ibupro-
fen and acetaminophen, or antibiotics. Four
women were told that in addition to misoprostol,
they should use herbs to facilitate the abortion;
these women were unsure what kind of herbs
they were instructed to take.

“The lady who sold the pills [… ] said that [… ] I
had to drink herbs all day long, a whole pot of
herbs, but I don’t know which kind of herbs they
were. [… ] I don’t know… She didn’t say which
herbs they were, but she gave them to me and
insisted that I should take them so that they clean
everything that was going to come out.”
(24 years old, working outside home, obtained her
medication through a seller located in an informal
market, abortion was not complete when she
arrived at the health facility)

One woman in Bogotá who obtained her medi-
cation online through a feminist organisation
also received mifepristone to take in conjunction
with misoprostol; she was advised that the use
of mifepristone would make the process easier.

Thirteen women reported two or more
attempts to induce the abortion (Table 2). Three
women had initially attempted to acquire miso-
prostol from drug stores but were told that this
medication could not be sold without a prescrip-
tion, so they resorted to online sellers. Some
women who bought pills that did not result in
an abortion contacted the seller again for more
medication. When the pills did not work, some-
times the seller who sold them the misoprostol
referred them to an abortion clinic, a private
doctor or public hospital. Some women went to
an abortion clinic on their own without recontact-
ing the seller.

How women were instructed to use the pills
and what they were told to expect
The majority of women in our sample or their
intermediaries were provided with instructions
by the seller on how to take the medication.
Respondents reported a range of regimens were
recommended by the sellers. Twenty-seven
respondents were advised to just take one dose
of misoprostol containing between three and
eight pills, while the remaining women were
instructed to take up to five doses of pills across
various time periods ranging from a few hours
to a few days. Almost all women receiving miso-
prostol from online sellers reported receiving
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Table 2. Characteristics of abortion experience, Colombia 2018

Overall
N= 47
% (n)

Drug stores
N = 21
% (n)

Online sellers
N = 16
% (n)

Othera

N= 10
% (n)

Purchaser of medication

Respondent 81% (38) 100% (21) 100% (16) 10% (1)

Intermediary 19% (9) 0 0 90% (9)

Number of pills receivedb

2–3 9% (4) 10% (2) 6% (1) 10% (1)

4–6 72% (34) 67% (14) 75% (12) 80% (8)

8–10 19% (9) 24% (5) 19% (3) 10% (1)

Other medications receivedc

Injections 28% (13) 52% (10) 0 10% (1)

Pain killers/antibiotics/iron supplements 15% (7) 14% (3) 13% (2) 20% (2)

Herbs 9% (4) 10% (2) 0 20% (2)

Mifepristone 2% (1) 0 6% (1) 0

None 64% (30) 52% (11) 81% (13) 70% (7)

Minimum essential information providedd

All information 0 0 0 0

Some information 87% (41) 81% (17) 94% (15) 90% (9)

No informatione 13% (6) 19% (4) 6% (1) 10% (1)

# of attempts to induce this abortionf

1 72% (34) 62% (13) 81% (13) 80% (8)

2 or more 28% (13) 38% (8) 19% (3) 20% (2)

Physical effects experienced by respondentsc

Cramping 79% (37) 71% (15) 88% (14) 80% (8)

Bleeding 62% (29) 52% (11) 69% (11) 70% (7)

Nausea/vomiting 47% (22) 48% (10) 38% (6) 60% (6)

Fever/Shivers 36% (17) 10% (2) 50% (8) 70% (7)

Clots 32% (15) 14% (3) 44% (7) 50% (5)

Diarrhoea 30% (14) 29% (6) 25% (4) 40% (4)

Dizziness 15% (7) 19% (4) 13% (2) 10% (1)

Other physical effectsc,g 26% (12) 19% (4) 19% (3) 50% (5)

Abortion outcome

Not completed before arriving at facility 81% (38) 81% (17) 69% (11) 100% (10)

Completed before arriving at facility 19% (9) 19% (4) 31% (5) 0

a Includes street vendors or contacts in their social network.
b Number of pills provided in first attempt to induce an abortion.
c Respondents could provide multiple answers.
d Essential information includes physical symptoms (bleeding, cramping, diarrhoea, and nausea/vomiting) and complications
(heavy bleeding/haemorrhage, fever/shivers and intense bleeding).

e Four of the women reported that they only received vague information about how the medication would make them feel, but
were not advised on specific physical effects.

f Attempts prior to visiting the abortion clinic.
g Includes sweating, weakness, headache, other pain, and numbness.
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instructions; these online sellers provided instruc-
tions via WhatsApp, on papers delivered with the
pills, or via email. One woman shared with the
study members the instruction sheet that the
online seller sent her. It included information on
misoprostol’s effectivity (95% effective until 63
days of gestation), how to administer the pills
(two oral and two vaginal), what to expect after
using misoprostol (bleeding, cramps, clots and
seeing pregnancy tissue), what to do in case the
pills didn’t work (take a second dosage of miso-
prostol 24 hours later and, if it also failed, a
third dosage 48 hours after the second dosage),
what pills to take to control pain (500 mg) and
how to confirm the success of the abortion (take
a pregnancy test or get a transvaginal ultrasound).

Advised routes of administration tended to vary
by seller type. Drug store vendors and other types
of sellers (not online sellers) typically told women
to use combined routes of oral and vaginal admin-
istration, and to insert pills vaginally with an
applicator. Only seven women reported that a
seller from one of these categories told them to
take the misoprostol sublingually. Two women,
one who obtained the medication from a drug
store and one whose friend purchased it for her
through a contact, did not receive instructions;
the former found instructions on how to use the
drug online, while the latter followed instructions
her friend provided.

The most common instruction for women who
acquired their misoprostol from drug stores and
online sellers was to use misoprostol at night
while lying in bed, to prevent vaginally inserted
pills from “falling out”. Women were told to lift
up their legs from twenty minutes up to four
hours until the misoprostol dissolved.

“He gave me the injection and told me that in ten
minutes I had to take two [pills], at two hours I
had to take two more [pills], and at two hours I
had to take another two [pills] and the next two
hours I had to take the other two [pills]. When I
got home, I had to do the intravaginals [vaginal
insertion]… I went pee, lay down on the bed, intro-
duced the pills intravaginally, and stayed with my
feet up for twenty [minutes], half an hour.”
(<25 years old, studying in a technical program
and working, obtained her medication through a
drug store, abortion was not complete when she
arrived at the health facility)

Women received information about what symp-
toms they could expect after taking misoprostol

in various ways. Those who got misoprostol
through drug stores received information on
what to expect verbally from the drug sellers or
through the proxy who had obtained the drugs
on their behalf, while women who used online
sellers reported receiving written information
about potential symptoms.

Interviewer: What symptoms did it say on the
paper you were going to feel?
Respondent: It said that the pills could cause diz-
ziness, that it could then produce strong cramps,
that the pills could result in numbness of the
abdomen, fever, too. That if the fever was very high
then one had to go to a doctor. They were very
careful to explain what to do in case of emergency.
Interviewer: For example, in case of fever go to the
doctor?
Respondent: A fever higher than forty degrees
[Celsius].
Interviewer: What else would mean you had to go
to the doctor? What other symptoms? For example,
bleeding?
Respondent: Bleeding but heavy bleeding after a
week. If heavy bleeding and strong cramping con-
tinues, then go… [The instruction was] not so
specific, that is, it was specific in the process but not
so much in what happened after the abortion
occurred, which was what shocked me the most.…
You really feel alone doing it. They say you can call
if you have a problem, but there’s no one really
taking care of you.
(<25 years old, with a college education, obtained
medications from an online seller, completed
abortion before arriving at the health facility)

The symptoms respondents were most commonly
told to expect were bleeding and cramps (n= 36)
and nausea and vomiting (n= 18). While these
effects were usually attributed to the use of miso-
prostol, a few women related that the drug seller
told them that the injection they were receiving
alongside the misoprostol would induce cramping
and bleeding. A smaller number of respondents
reported that they were told that diarrhoea (n=
15) and dizziness (n= 8) might occur. Sellers gen-
erally did not advise on what physical symptoms
might indicate signs of possible complications.
While 13 women were told about shivers and
fever, just seven were warned about the risk of
haemorrhage or heavy bleeding, and only one
woman reported being told that particularly
intense cramping was a cause for concern.
Women who used online sellers were more likely
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to get information about multiple symptoms (14
out of 16 were given information for between
two and five symptoms) and were most likely to
be told about possible complications. Online sell-
ers also advised women to seek additional care if
the misoprostol did not work. Most respondents,
regardless of the seller they used, only received
some of the information that is deemed the mini-
mum essential information.

How women took the MA pills
Most women took the medication as instructed (41
of 47). Of the six who did not, half of them had
purchased their medication from the online sell-
ers. A few women took fewer pills than suggested
by the drug seller because they did not have
enough money to buy all the recommended
pills, and they had read on the web that they
could use fewer pills than the amount rec-
ommended by the seller. Most respondents did
not report difficulty in following the instructions
they received and used the medications provided
on their own, inserting the pills vaginally by them-
selves with an applicator or their fingers. But for
some women, inserting the pills was more
complicated.

Respondent: I put them in with an applicator.
[Then] I stuck my finger [in] to see if they were
alright, and I was already full of blood. Well the
truth is… I still ask myself that question, because I
do not know if it was the device that hurt me or the
pills… [… ]
Interviewer: It’s like what material?
Respondent: Plastic. It’s transparent.
Interviewer: Like the plastic speculums?
Respondent: Yes, ma’am. Of that material, it’s
plastic and it’s like two fingers, that long. Well,
when I saw blood on my finger, I went and I bathed.
I said “No, [I’m bleeding] because the pills are
already working. It’s super strong, it’s really going to
start to hurt a lot. Because it started working
immediately.”
(<25 years old, completed secondary schooling,
obtained her medication through a drug store,
abortion was not complete when she arrived at
the health facility)

The insertion of the pills was sometimes
described to women as an additional step for
which they needed someone with experience to
help them. One woman was told by the vendor
that she needed to go to another individual
who would insert the pills for her. The

respondent recounted that after paying this
woman the same amount as she had paid to pur-
chase the medication, she was told to lie down
on a bed in this woman’s home and the
woman inserted the pills for her.

“At the drug store, they asked me if I had someone
to insert the pills, and I said no. Then she gave me
the address of the lady [… ]. No, that lady… uh, it
was revolting. That lady came and told me to ‘enter
the bathroom’ [… ] and I looked with disgust
because I did not want to urinate there. [… ] And
in the bed where I lay down, there were two little
girls - they were asleep, and she put a blanket on
me so the girls would not see. It was a normal
lady, but the house was not a house that one
would say was adequate, nor could one say that
it was clean, because it was not… but as I said,
in the midst of despair one makes many dumb
choices. [… ] I mean, she introduced the speculum
into me and with two sticks [two chopsticks] like
that she introduced the pills.”
(<25 years old, had not completed secondary
school, obtained medications through a drug
store, abortion was not complete when she
arrived at the health facility)

Women’s abortion experiences using
misoprostol
Cramping and bleeding, whether described as mild
or heavy, were the most commonly mentioned
symptoms. In the majority of the cases where
heavy cramping occurred (22 cases), women
described it as “excruciating pain”, “unbearable
pain”, and the “worst pain ever experienced in life”.

“And it started to hurt me like nothing has ever hurt
me in this life. It lasted about half an hour; I was in
the bathroom literally in a fetal position. That was
the only position that I could tolerate being in [… ]
it hurt too much. I could not stretch out, but neither
could I curl up any more. I could not stand any pos-
ition, everything hurt. I was restless, I moved from
side to side, nothing felt better and it did not stop
hurting. [… ] I was hungry and I felt very weak,
and in a moment the pain was so strong that I
felt that I lost consciousness because of the pain.
Well, the truth is that I never felt anything in my
life had hurt in that way. But I knew that I would
be able to bear it.”
(<25 years of age, with a college education,
obtained medications from an online seller,
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completed the abortion before arriving at the
health facility)

The most intense cramping and heavy bleeding
were reported along with other symptoms includ-
ing diarrhoea, passing clots, intense chills, fever,
nausea and vomiting. Eight out of 22 of these
women aborted on their own without further
medical intervention.

Ten women who bought misoprostol from drug
stores did not experience bleeding, along with five
women who bought pills online, and three women
who got pills from other sellers – despite it being
the primary symptom evincing that the medicine
has functioned. Some of these women did experi-
ence “incredible” cramps, as well as nausea,
vomiting, fever, diarrhoea, and what some
described as “uncontrollable chills”. Of seven
cases of intense cramping and bleeding, three
resulted in abortions which were completed
before the woman arrived at the clinic.

Ten women experienced mild bleeding or no
cramping. They described their symptoms as
similar to a normal period. A few reported also
experiencing nausea, a headache, dizziness,
weakness. The woman quoted below had two
injections from a drug seller who told her to
take the misoprostol pills at home. She took
the pills by herself:

“At around 3am I awoke and I went to the bath-
room and I had bleeding, but it wasn’t so much. I
didn’t have cramps… I didn’t feel anything else
… But the other day, I didn’t have the capacity to
even get out of bed. I was feeling really nauseated,
lots of weakness, that’s what I felt… [the most I felt
was] nausea, ill, or, I could describe it as feeling
super weak. I couldn’t get out of bed… just nausea,
lots of nausea, I saw points of light… lights… but
nothing else.”
(25 or older, completed university, obtained medi-
cations from a drug store, abortion was not com-
plete when she arrived at the health facility)

The majority of women in our sample (38 out
of 47) arrived at the clinic where we recruited
them without having had a complete abortion
(Table 2). The proportion who were unsuccess-
ful at completing the abortion on their own
varied in where they acquired the medication,
with the greatest proportion of unsuccessful
abortions occurring among women who
acquired their drugs from proxies, street ven-
dors, and health providers (nurses and doctors

informally), followed by women who acquired
their drugs from drug stores. Women who
acquired their drugs online were the most
likely to complete the abortion before they
came to the health facility.

Figure 1 represents the experiences of women
through the process of acquiring MA drugs to
the time they arrived at the health facility.
Women’s interactions with the first seller they
contacted are summarised in the figure; 34/47
interacted with one seller before arriving at
the health clinic while the remaining 13 inter-
acted with two or more sellers before they
arrived at the health clinic. The length of the
vertical black bars separating each panel shows
the number of respondents in that category.
The left-most section of the alluvial flow dia-
gram (Panel 1) indicates the number of women
who obtained medications from each of the
different types of sellers. Panel 2 shows how
many misoprostol pills women were sold by
the first seller they contacted. As can be seen,
women were advised to use different numbers
of pills from each of these vendor categories,
demonstrating the wide variability of infor-
mation provided even within the same vendor
type. Panel 3 shows whether respondents were
advised on all, some, or none of the main phys-
ical symptoms associated with use of misopros-
tol (bleeding, cramping, nausea/vomiting,
diarrhoea). Again, it is possible to see that the
information women received varied greatly
and was not related to who sold them the pills
or how many pills they received. Panel 4
shows the proportion of women who engaged
more than once with a seller (either going
back a second time to the same seller or reach-
ing out to another seller) in an attempt to abort.
Lastly, Panel 5 shows whether the woman was
able to self-manage her abortion prior to arriv-
ing to the clinic. Most women did not have a
successful abortion on their own; however,
some of these women “travelled” the same
path as women who did. We could conclude
from this that women’s outcomes may in part
depend on things that we couldn’t capture
including drug quality, specifics of adminis-
tration, health literacy in general and infor-
mation received from other sources
specifically, and women’s tolerance for uncer-
tainty and/or coping with health matters on
their own. It is important to keep in mind that
these sample sizes are small and so the results

A. M. Moore et al. Sexual and Reproductive Health Matters 2021;29(1):1–16

10



are most helpful in demonstrating the range of
women’s pathways through misoprostol acqui-
sition to postabortion care.

Discussion
Drug stores, online sellers, street vendors and
even informal contacts with medical providers
are the sites where women seek MA drugs through
the informal sector in Colombia. Most of the
women bought the medication themselves. They
exhibited a high level of trust of these informal
vendors who advised them what to use to end
the pregnancy. They asked few questions and
used the medication for the most part as
instructed. The narratives of our respondents indi-
cate that they received instructions and medi-
cations provided by sellers under the
assumption that these other medicines were
essential to the successful completion of their
abortion, when in fact the use of those additional
medications is not supported by medical litera-
ture and they caused the women additional phys-
ical pain and distress. The motivation behind
selling these additional medications is not clear;
some sellers may indeed have been taking advan-
tage of the opportunity to sell more products to a

client, or the sellers may believe that these drugs
do contribute to a successful abortion. If the cost
of these additional drugs winds up delaying the
abortion because the woman needs more time
to come up with the money, the fact that they
are being marketed as necessary for the abortion
can make the abortion more dangerous. All but
one woman, who had gotten her drugs from a
feminist organisation, received inadequate infor-
mation about the physical effects, side effects
and possible complications they could expect to
experience or should identify as warning signs
that they needed care. Compared to other sources,
women who bought the drugs online received
more information. This may be why the women
who used online sellers were more likely to be
able to self-manage their abortion on their own.
Yet the fact that 18 women in our sample reported
that they never started bleeding after taking the
misoprostol suggests that some of the pills
women were sold were ineffective and therefore
the woman would never have been able to com-
plete the abortion on her own unless she acquired
more misoprostol.

Most of the respondents in our sample (n= 38)
arrived at the health facility without having com-
pleted the abortion. One possible reason for this

Figure 1. Alluvial flow diagram representing women’s experiences taking misoprostol
acquired in the informal sector, Colombia 2018
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is suboptimal administration of the medicine as
advised by the sellers. More than half of sellers
advised respondents to take all or some of the mis-
oprostol orally. Oral administration of misoprostol
is the least effective route of administration, and
also results in more frequent side effects.24,25 Sell-
ers that advised vaginal administration commonly
told the woman to lie down after insertion. This
recommendation is not based onmedical evidence
and has no impact on effectiveness. What may be
more relevant is whether the pills are inserted dee-
ply enough into the vagina or whether they are
moistened prior to insertion;24,26,27 respondents
only reported being advised on deep insertion,
but not on moistening the pills prior to insertion.
Another point of consideration is that sellers
often relied on the woman’s estimate of her men-
strual delay/gestational age. If the woman calcu-
lated this information incorrectly, then the seller
may not have provided the correct dose for her
gestation.

Furthermore, the amount of medication some
women were provided might have been insuffi-
cient to facilitate a complete abortion. Twenty
respondents indicated that the full regimen of
pills they were advised to take included four
pills or less, with six women reporting that the
initial suggested dose consisted of just two or
three pills. Current WHO guidelines for misopros-
tol-only regimens in the first trimester rec-
ommend beginning with 800mcg of misoprostol
and then taking additional doses as needed.21

Multiple studies evaluating the use of misoprostol
for first-trimester pregnancy terminations also
suggest that a higher number of doses may con-
tribute to higher rates of completion.24,28–30

Another possible reason could be the quality of
medication they had received. Recent estimates
from the WHO indicate that one in ten medical
products in low- and middle- income countries
are substandard or falsified.31 Further, unregis-
tered laboratories producing misoprostol have
been discovered in Latin America.32 The efficacy
of the drugs produced by these unregistered lab-
oratories is unknown.32 It is likely that the drugs
have been distributed throughout the region.
Use of counterfeit medicine may yield severe
health consequences including death, if they con-
tain harmful substances.31 Even vendors them-
selves may not know the quality of the drugs
that they are selling. It is also possible that
women were sold misoprostol that had degraded
through improper packaging or storage, or that

was past its shelf life. Many women reported
receiving Cytotec from the seller. As this brand is
not registered in the country, we can only hypoth-
esise how the sellers came by these drugs and they
may not all been properly manufactured or stored
properly. Lastly, it is possible that women may not
have received misoprostol at all.

Limitations
The respondents in this study are women above 18
years of age who sought postabortion care, either
because their abortion was not complete or
because they wanted to verify that their abortion
was complete. All respondents had concerns
about the effectiveness of the medicines they
used or were experiencing complications, and do
not represent the universe of misoprostol users.
As we do not have a sample of the full universe of
women using misoprostol acquired informally,
we do not know the proportion of women who
used drugs acquired informally and had a com-
plete abortionwithout seeking any furthermedical
care, nor do we know how these experiences differ
forminors. Therefore, this sample and our findings
underrepresent the experiences of women with
successful abortions that had no lingering con-
cerns. Furthermore, it is not possible to know
what percentage of these women would have
been able to successfully complete the abortion
on their own had they not visited the health facil-
ity. This limitation is compounded by the fact
that we were not able to capture good data on
the length of time between when the women
took the medications and when they arrived at
the clinic. We also do not know what drugs the
women actually received or their efficacy. In
addition, eligible women who declined to partici-
pate may differ in ways that we cannot identify
from the women who chose to participate. Lastly,
we may not be drawing on the most salient infor-
mation to understand successful self-management
of abortion. Perhaps there are other elements
which would more closely connect to women’s
ability to successfully self-manage an abortion
with misoprostol.

Policy recommendations
There may be many reasons that women continue
to seek abortion from informal sellers. This study
found that there is a lack of quality care when mis-
oprostol is provided by informal sellers, even
more so among drug store vendors than online
sellers. The lack of quality of care encompasses
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the quality of drugs women are sold, the quality
of information they receive about how to use
the drugs, and the quality of information they
receive about the physical symptoms, side effects
and signs of possible complications. Ideally, they
would also know exactly what medications were
being given to them, at what dosages and what
those drugs were meant to do. This would
empower them to decline gratuitous medications
offered to them that are not necessary for having
a successful abortion. This lack of quality of care
exposes women to multiple risks including con-
tinuation of an unwanted pregnancy that they
may attempt to abort at a later gestation, incom-
plete abortions and potentially morbidity related
to retained fetal parts or infection. At a minimum,
policymakers need to ensure access to good qual-
ity medications. Improved information for women
about MA drugs which could come from multiple
formal venues including the Ministry of Health, as
well as independent, reliable information sources,
will help facilitate improved outcomes for
women, and extract less of a burden on the health
care sector to provide care for incomplete abor-
tions and abortion complications. When women
have incomplete information about the physical
results of taking the drug, users may go through
the process with fear and uncertainty, and they
may seek unnecessary care because they are
unsure whether what they are experiencing is nor-
mal. Multilevel pregnancy tests (MLPT), a uterine
test that detects varying levels of human chorionic
gonadotropin (hCG), can be used after the abor-
tion to rule out ongoing pregnancy. Women
should use two tests, the first before they take
any abortion drug and the second 1–2 weeks
later.33 If MLPTs are not available, blood preg-
nancy tests can be done 4–5 days after the abor-
tion to determine if it was successful.
Incorporating this advice into the information
given to women would also improve the quality
of care they receive. Lastly, policymakers who
are willing to bravely address the larger issue of
why women are seeking abortions informally
should expand the criteria for who can access
safe abortion services from qualified providers,
as well as expand the role of drug sellers to legally
provide abortion drugs without a prescription.
The costs of not expanding access will be
women who risk their health and lives to termi-
nate unwanted pregnancies. This research is
able to make clear what some of those risks
look like.

Women may be accessing drugs outside of the
formal health care system for any number of
reasons: they may be unaware of the availability
of legal abortion care, they may be aware but
think their circumstances would not qualify
them for a legal abortion, the cost of an abortion
in the formal sector may be prohibitive for them,
and/or they may prefer the anonymity/privacy of
buying drugs through informal vendors. Future
research should explore why women seek to ter-
minate their pregnancies informally, in order to
identify possible ways of channelling these
women towards qualified providers with access
to reliable medications. This could serve to
improve women’s abortion experiences by facili-
tating earlier abortions, shortening the duration
of their abortion experience and minimising any
physical complications from the abortion.
Additional dimensions of influence such as health
literacy, agency, naturally occurring differences in
women’s reactions to misoprostol or their prefer-
ence for medical care may also play a role in
understanding if women are able to successfully
self-manage abortions. These other influences
should be included in future research in this area.

Conclusion
The respondents’ experiences give us insight into
challenges that women experience acquiring and
successfully using abortion drugs obtained
through the informal sector in Colombia. The
extent to which these women’s experiences are
similar to women’s experiences in other places
suggests that when misoprostol fails, women in
more legally restricted settings will have fewer
options to obtain/complete an abortion than the
women in our sample, and the options available
to those women will come with much greater
risk. Access to MA is a harm-reduction strategy
that must be preserved so that women are not
compelled to resort to more dangerous abortion
methods. Therefore, improving the experiences
of women terminating unwanted pregnancies
using informal access to MA will help to save
women’s lives.
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Résumé
En 2006, l’avortement en Colombie a été dépéna-
lisé dans certaines circonstances. Pourtant, les
femmes continuent d’avoir recours à des moyens
d’interrompre leur grossesse en dehors du système
de santé formel. Des entretiens approfondis avec
des femmes qui avaient acheté des médicaments
hors des centres de santé pour avorter (n= 47)
ont été réalisés à Bogotá et dans la région connue
sous le nomd’axe des producteurs de café en 2018.
Les répondantes ont été recrutées quand elles ont
demandé des soins post-avortement dans un
centre de santé. Cette analyse examine l’expéri-
ence des femmes avec les médicaments achetés
en dehors du système de santé pour une interrup-
tion de grossesse: comment elles ont obtenu les
produits, qu’est-ce qu’elles ont reçu, comment on
leur a conseillé d’utiliser les pilules, les symptômes
escomptés et leur expérience de l’avortement. Les
répondantes avaient acheté les médicaments dans
des pharmacies, en ligne, auprès de vendeurs
ambulants ou par des contacts sur leurs réseaux
sociaux. Les femmes qui avaient fait appel à des
vendeurs en ligne avaient reçu plus fréquemment
la dose minimale de misoprostol conforme aux
recommandations de l’OMS pour mener l’avorte-
ment à bien (800 mcg) et avaient obtenu des
instructions et informations plus détaillées sur ce
à quoi elles devaient s’attendre que les femmes
qui s’étaient procuré le médicament ailleurs. Les

Resumen
En el año 2006, Colombia despenalizó el aborto
bajo ciertas circunstancias. Sin embargo, algu-
nas mujeres continúan recurriendo a maneras
de interrumpir el embarazo fuera del sistema
de salud formal. En 2018, se realizaron entrevis-
tas a profundidad (EAP) con mujeres que
adquirieron medicamentos fuera de estableci-
mientos de salud para interrumpir su embarazo
(n = 47) en Bogotá y en el Eje Cafetero. Las
entrevistadas fueron reclutadas cuando bus-
caron atención postaborto en un estableci-
miento de salud. Este análisis examina las
experiencias de las mujeres con medicamentos
adquiridos fuera del sistema de salud para la
interrupción del embarazo: cómo obtuvieron
el medicamento, qué recibieron, cómo se les
indicó que usaran las pastillas, qué síntomas
se les dijo que podrían esperar y cuáles fueron
sus experiencias de aborto. Las entrevistadas
compraron los medicamentos en farmacias,
por internet, de vendedores ambulantes o por
medio de contactos en sus redes sociales. Las
mujeres que usaron vendedores en línea más
comúnmente recibieron la dosis mínima (800
mcg) de misoprostol según las directrices de la
OMS para tener un aborto completo y reci-
bieron instrucciones más detalladas e informa-
ción sobre qué esperar, comparadas con las
mujeres que compraron el medicamento en
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instructions habituelles étaient de prendre les
pilules par voie orale et vaginale; la plupart des
femmes avaient reçu des informations incom-
plètes sur ce à quoi elles devaient s’attendre. La
majorité des femmes demandant des soins n’avai-
ent pas avorté totalement avant de se rendre au
centre de santé (elles n’avaient jamais commencé
à saigner ou avaient eu un avortement incomplet).
Les femmes rencontrent encore de multiples
obstacles à un avortement sans risque en Colom-
bie; les décideurs devraient promouvoir une con-
naissance accrue de la disponibilité de
l’avortement légal, de l’accès à des médicaments
de qualité et à des informations complètes sur
l’emploi de misoprostol pour les femmes qui veu-
lent interrompre leur grossesse en toute sécurité.

otro lugar. Las indicaciones comunes fueron
tomar las pastillas por vía oral y vaginal; la
mayoría de las mujeres recibieron información
incompleta sobre qué esperar. La mayoría de
las mujeres que buscaron atención postaborto
no tuvieron un aborto completo antes de acudir
al establecimiento de salud (nunca presentaron
sangrado ni tuvieron un aborto incompleto). Las
mujeres aún enfrentan múltiples barreras para
tener un aborto seguro en Colombia; los formu-
ladores de políticas deberían promover mejor
conciencia de la disponibilidad de servicios de
aborto legal, acceso a medicamentos de calidad
e información completa sobre el uso del miso-
prostol para que las mujeres puedan interrum-
pir embarazos no deseados de manera segura.
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