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Abstract: Irrespective of the legal status of abortion, access to abortion services for women is fraught with
numerous challenges across the world. A recent study in India found that most women who had an abortion
sought care outside an authorised facility or from a less qualified provider. An analysis of women’s
experiences in seeking abortion services would provide a better understanding of the underlying reasons.
This paper is based on a qualitative study of the experiences of 16 married women from rural Tamil Nadu,
India. The in-depth interviews focused on their pregnancy and childbirth experiences and access to abortion
services. The study highlights the obstacle course that women seeking to terminate an unwanted pregnancy
have to traverse. Many women were not aware of the legal status of abortion, and frontline workers
discouraged them and gave misleading information. The pathways to seeking an abortion were more
complex for women from marginalised communities. Providers were judgemental and used delaying tactics
or denied abortion services. For the less privileged women, abortion services from government health
facilities were conditional on the acceptance of female sterilisation. The providers’ attitudes in government
and private health facilities were disrespectful of the women seeking abortion services. To uphold the
reproductive and human rights of women who seek abortion services, we need accessible and publicly
funded health care services that respect the dignity of all women, are empathetic and uphold women’s right
to safe abortion services. DOI: 10.1080/26410397.2021.1966218
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Introduction
From a human rights perspective, every woman
should be guaranteed the right to access quality
abortion services with dignity.1–5 However, across
the world women face numerous challenges in
accessing abortion services. Studies show that
marginalised women experience long delays,
repeated visits or denial in publicly funded abor-
tion facilities.6,7 Women from low-income groups
with limited education, those living in remote
areas, and adolescent, single, separated or
divorced women also face challenges accessing
abortion.8–10 Marginalised women are often
denied timely abortion services by institutional
actors who cite gestational age and other health
conditions as reasons.6,7,9,11

Further, normative, logistical and bureaucratic
contexts in publicly funded institutions also force
these women to continue with their unwanted
pregnancies.6,7,9–14 Consequently, women have
to go through several hardships, such as raising
financial resources to seek abortion in faraway
places, or depend on the services of unsafe
providers.9,11,12 Such practices impact their health
and accentuate their socio-economic
vulnerabilities.8,9,13,14

In 1971, India enacted the Medical Termination
of Pregnancy (MTP) Act for a broad range of
grounds up to 20 weeks of gestation. In 2003, an
amendment to the MTP rules allowed certified
providers to provide medical abortion (MA) up to
seven weeks gestation. Despite the legal status
of abortion in India, access to safe abortion has
several barriers and challenges.15–18 A study cover-
ing six states in India shows that of the 15.6
million abortions in 2015, only 22% were obtained
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from health facilities. For 73% of women, abortion
was performed using medication, outside the
health facilities.17 In India, negative attitudes
and resistance or callous treatment meted out
by healthcare providers from state-run insti-
tutions act as barriers to safe abortion
access.15,19–21 The vulnerability and marginalisa-
tion of women accessing abortion in India are
very similar to other country contexts.15,22–25

While accessing abortion services, women experi-
ence provider abuse, and denial due to poor
health conditions or gestational age.15,19–22,26

For these reasons, women either self-administer
abortion pills or seek the services of unqualified
providers.26–29 Access to abortion for women
from historically excluded and oppressed commu-
nities is even more challenging due to their socio-
economic vulnerabilities. Given this backdrop,
women are forced to seek abortion from private
facilities,24,27–29 even in a state like Tamil Nadu,
which has a relatively robust public health
system.30

This paper captures the lived experiences of
married women from rural Tamil Nadu in India,
with specific reference to their experiences with
terminating an unwanted pregnancy. Unwanted
pregnancy in the context of this paper is a preg-
nancy that either occurred when the woman did
not want to have any more pregnancies or was
mistimed. The study does not include unwanted
pregnancies in the context of fetal anomaly and
sex-selective abortion. As Mallik points out, sex-
selective abortion is “not the result of unintended
or unwanted pregnancy. It is a gendered prefer-
ence for a certain type of pregnancy that guides
the decision to undergo sex-selective abortion”.31

In this study, the author has therefore attempted
to distinguish unwanted pregnancies from preg-
nancies ending in sex-selective abortions. This
study attempts to locate unwanted pregnancy
and abortion-seeking experiences of married
women within the context of their everyday lives
and women’s agency. The study demonstrates
the restricted and exclusionary nature of abortion
services offered by healthcare providers. It further
analyses the impact of these exclusionary prac-
tices on the health and wellbeing of women who
are already constrained by everyday patriarchal
forces operating in their private sphere. By explor-
ing the life stories of women at the margins, this
paper examines alternative pathways that could
enable women to access safe abortion services.

Methodology
In this study, the author has adopted a phenom-
enological approach to examine the lived experi-
ences of women, using a qualitative research
method with a specific focus on understanding
the sexual and reproductive health contexts of
16 married women hailing from one of the blocks
(sub-district) in the Thanjavur district of Tamil
Nadu, India. Although the research focused on
the abortion experience, the study positioned
itself on the continuum of married women’s sex-
ual and reproductive experiences. The partici-
pants in the study were selected using a
purposive, referral-based, and respondent-driven
strategy. The criteria for inclusion were that the
participant was a married woman who had experi-
enced at least one induced abortion for reasons
other than fetal anomaly and sex selection.

The snowball sampling technique was used to
identify participants for the study. Village Health
Nurses (VHNs), who are trained auxiliary nurse-
midwives working as frontline/ community health
workers in the government health system at the
block level, helped to identify the women partici-
pants. VHNs were briefed on the purpose of the
study and the criteria for selecting study respon-
dents. The VHNs contacted potential respondents
and informed them about the study. They then
provided a list of women interested in participat-
ing in the research who had agreed to an initial
meeting.

In-depth interviews were used as the primary
method of data collection. An interview guide
based on key themes encompassing the conti-
nuum of reproductive health aspects, from
menarche up to recent reproductive health
experience, formed the basis of data collection.
Each of these themes focused on the individual
experiences of the woman. Fieldwork for data col-
lection was conducted from mid-April 2015 till
October 2016. The interviews were carried out in
the local language, Tamil, and were conducted
across multiple sessions suiting the respondent’s
availability. The average duration of each session
was around two hours.

The participants offered their written informed
consent for the interview and audio-recording.
The interviews were conducted at a suitable and
comfortable place for the participants, ensuring
privacy to speak openly. The participants’ identi-
ties and institutions mentioned during the inter-
views are anonymised, and names are masked
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with pseudonyms to protect their identity. The
data for this paper come from work done as
part of doctoral research. The Doctoral Advisory
Committee constituted by the Institution Tata
Institute of Social Sciences (Mumbai) provided
the ethical clearance (DSO/PhD/2015, 19 October
2015) to conduct the study as per the institutional
norms.

The author’s positionality was that if a preg-
nant woman believes that she cannot continue
her pregnancy, this has to be respected, and her
situated knowledge has to be recognised. Such a
standpoint also enabled the study participants to
gradually trust the author as a woman and to
share their personal stories and lived experiences.
Further, her status as a “married woman” and
“mother” of two children also provided the com-
fort space for the participants to share conversa-
tions with her on intimacy, care, sexual and
reproductive health experiences. Such a relation-
ship of trust and care evolved over time. The
author also believes that her skills as a feminist
qualitative researcher who was empathetic to
the women’s life struggles, listened to their narra-
tives, and respected their aspirations helped earn
her the status of a “trusted” insider.

Each of the recorded interviews was transcribed
from Tamil to English in a word document. Later
these interviews were coded (thematically and
pattern-wise) using the ATLAS. Ti V6 software.
The initial coding aimed at understanding emer-
ging themes, and the subsequent re-reading of
transcripts helped derive the detailed codes and
sub-themes within each central theme.

Results
Situating the study participants and their
vulnerabilities
There were sixteen participants in the study. In
terms of religion, all women participants were
practising Hindus from different caste groups.
Eight women belonged to less privileged caste
groups, comprising Scheduled Caste (SC) and
Most Backward Caste (MBC) categories. The rest
belonged to General and Backward Caste cat-
egories. In terms of caste hierarchy and the his-
toricity of their social positions, the latter groups
were privileged compared to the former. The situ-
ated nature of women’s everyday lives is relevant
to understand their varied experiences and the
nature of fear, stress and embarrassment that
women undergo when faced with an unwanted

pregnancy. The intersectional social positions of
women in terms of their gender, caste and class
interfaces have a bearing on the nature of their
abortion-seeking experiences. Table 1 presents
some of the demographic, reproductive character-
istics of participants. Additionally, participants’
life situations have been described in order to
locate their narratives in women’s lived
experiences.

Privileged caste groups from upper castes (Gen-
eral Caste) had access to better income-earning
opportunities. They could afford a better standard
of living than the less privileged caste groups,
given their educational qualifications and occu-
pational engagements. Though belonging to privi-
leged caste groups, some participants were
homemakers, did not have access to any source
of earned income, and therefore were dependent
on their husbands’ earnings. In cases where their
husbands had neither a secure job nor a steady
source of income, they were economically disad-
vantaged, similarly to the less privileged women
from SC and MBC communities. The vulnerabil-
ities of women participants from less privileged
castes such as SC were reinforced by other factors,
such as multiple adverse pregnancy outcomes,
women’s dependency on their husbands for
spending, job insecurity, low wages, and alcohol-
ism among men in these families, which added
to the everyday struggles of these women. While
there was only one adverse pregnancy outcome
in the privileged caste women, five women experi-
enced adverse pregnancy outcomes among the
less privileged caste women, three of them more
than once. Further, the stories of less privileged
women reveal that it is an accepted patriarchal
norm for men to have sexual and marital relation-
ships with more than one woman at a time.
According to the respondents, men from less privi-
leged caste groups also subjected their wives to
sexual and domestic violence.

Women from privileged caste groups, even if
employed and income-earning, did not have suit-
able decision-making spaces. Their agency was
constrained when it came to matters such as con-
traception. The vulnerabilities of privileged caste
women worsened when they crossed caste bound-
aries via marriage to someone from a different
caste. Conversations with privileged and less privi-
leged women revealed that none had the sexual
autonomy to negotiate sexual relations and
decision making with their husbands. Experience
of societal and institutional discrimination is yet
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Table 1. Participant’s profile and context

Name
Caste

category

Age
during
study

Age at
marriage Education

Employment
at time of
abortion

Pregnancies
(N)

Living
children

(N)

Negative
pregnancy

outcomes (N)

Induced
abortions

(N)

Brief description of the life
context and vulnerability locating

the participant

Bragadhi General 31 23 12th class None 3 2 (F)* 0 1 Lives in a joint family of orthodox
Hindu- Brahmin priests. Family
denies use of contraception/
sterilisation. Has very rigid mother-
in-law who is very judgemental
about others. One daughter born
prior to the unwanted pregnancy is
speech impaired

Urmila General 46 30 10th class +
vocational
training

Permanent 2 1 (M)** 0 1 Comes from an upper-middle class
family and is a VHN. Family denies
sterilisation and she is concerned
about childcare and job security of
her husband.

Latha General 33 27 8th class None 4 1 (M) 1 2 Hails from an upper caste family,
but had married a man from a
lower caste. Therefore she is
denied physical, emotional and
financial support from her
parental home during pregnancy,
childbirth etc. She experienced a
miscarriage followed by a D&C,
during her first pregnancy at 4
months The lack of regular source
of income from her husband also
added to her everyday life burdens.

Maheswari BC 30 27 10th class None 3 2 (F) 0 1 She conceived due to the failure of
the post-partum IUCD insertion.
Extremely authoritative in-laws
who had disapproved of the
woman’s decision to abort. Sought
abortion taking into confidence
her husband and natal family
members.

Preeti BC 31 26 MBBS Permanent +
business

2 1 (M) 0 1 An MBBS, practicing doctor self-
managed using medical abortion
pills and taking into confidence her
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husband, also a doctor, but not her
parents and in-laws.

Mohini BC 34 25 12th class None 6 2 (M) 0 4 Husband denied approval for
sterilisation, but wanted to delay
pregnancy with a desire to have a
girl child. Her husband, although a
weaver by tradition, has diversified
to repair televisions as the
mechanical loom has gained
prominence. Given the sweeping
changes in electronic technology
he is no longer having job calls as
before. However he denies her
going for jobs due to childcare
concerns.

Radha BC 31 22 8th class None 4 2 (F) 0 2 She chose to have an abortion
without undergoing any sex
determination, amidst the
expectations and preference of the
family for a son. Also husband
being a sculptor at temples does
not have permanent income and
has jobs as and when work is
available.

Saranya MBC 23 19 12th class None 5 2 (F) 0 3 She was forced into marriage with
her mother’s step-brother and
therefore had to discontinue her
college education in computer
science when she became
pregnant. She resents the fact that
she cannot postpone pregnancies
and has to rely on her husband to
get her the medical abortion pills.
She feels trapped in a mesh of
multiple responsibilities as
daughter-in-law, wife and mother,
amidst family’s expectation.

Meenakshi MBC 60 35 10th class Permanent 2 0 0 2 A polio attack in her childhood left
her disabled. Being a bank
employee, she married her
younger sister’s husband after
taking partial consent from her
sister. She had been financially
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supporting her sister’s family even
before her marriage and she
continued to support the family
and raise her sister’s children. She
decided not to have children both
due to her disability and to avoid
family inheritance issues.

Vanathi Nomadic
Tribe -
MBC

25-30 18-22 No schooling Seasonal
tmporary
business

6 3 (M) 1 1 Hails from a nomadic tribe. This
particular community has been
subjected to severe forms of
historical stigmatisation and
marginalisation. Her narratives
depicted insecure and marginal
livelihoods, poor economic
conditions, inefficient health-
provider relationships. Her
husband gave away one son for
adoption, as the community has
daughter preference.

Sukanya SC 25 19 8th class None 5 2 (M) 2 1 Married to her maternal uncle
(without siblings) who desires to
have several children to share the
family’s burden in the future. She
had experienced two miscarriages
and one son was born with a
deformity in the legs causing delay
in walking. Being the only
daughter, she decided to have an
abortion as her mother was
declared to be in the palliative
stage of cancer.

Ponnarasi SC 31 16 9th class None 8 5 (3M, 2F) 2 1 The first three children she
delivered at home. Her fourth
pregnancy led to an early stillbirth,
and she had a misccariage in
between pregnancies. The seventh
pregnancy was a high risk
pregnancy that caused blurred
vision, leg swelling in the third
trimester and she therefore
delivered in the hospital. She feels
too weak and tired to go through
another pregnancy and childbirth.
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Kalaivani SC 24 18 9th class None 5 2 (1M, 1F) 2 1 First childbirth outcome was a
stillbirth, and during the third
pregnancy she had a miscarriage at
seven months. She fears use of
contraceptives and at the same
time the possibility of getting
pregnant, given her poor health.

Anandi MBC 29 18 10thclass +
computer
course

Seasonal 8 4 (3F, 1M) 0 1 She eloped and married a man
from a lower caste (SC) who
eventually turned out to be
drunkard. She is also a victim of
domestic and sexual violence. After
fifth pregnancy, her husband sold
the two newborns through
unknown outsiders. One daughter
was given away for adoption. She is
the breadwinner of the houseold
and the husband is irresponsible
towards family needs.

Rajalakshmi MBC 36 24 8th class None 5 3 (2M, 1F) 0 2 Husband is not very supportive in
managing the family needs with
contractual and seasonal
employment, in addition to being
an alcoholic. One child was lately
terminated due to severe fetal
anomaly, not documented in
detail, as it was not within the
scope of the study.

Rajalatchmi SC 24 16 3rd class Contractual
labourer

3 1 (F) 1 1 After a failed first marriage from
which she had a daughter, and
losing a son under the age of one
due to unknown illness and poor
health care, she was married to
another man. She underwent both
sexual and domestic violence.
However, as soon as she got
pregnant, her husband deserted
her to marry another woman.

*F = female, **M = male
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another factor common among the less privileged,
especially from the lowest caste hierarchies. One
woman from a historically stigmatised nomadic
tribal community experienced discrimination by
providers in the healthcare system. Such experi-
ences of exclusion and marginalisation have
forced women in this particular community to
avoid seeking institutionalised health care.32

The following section elaborates in detail the
abortion care pathways chosen by the women par-
ticipants of the study.

Abortion care pathways
Women choose different pathways when con-
fronted with an unwanted pregnancy. Most
women facing an unwanted pregnancy for the
first time try home remedies such as eating
papaya and other food items with the hope of get-
ting their periods. Eventually, when none of these
measures meet with any success, they adopt
diverse pathways for seeking an abortion. For
instance, first-time abortion-seeking women
from the marginalised SC communities approach
the VHN or ask their husbands to buy abortion
pills from the pharmacy. Except for Rajalatchmi,
all the women depended on their husbands to
procure the pills from the pharmacist to induce
abortion. Vanathi, from the nomadic tribe,
obtained MA pills from the pharmacy; these
failed, and she self-induced abortion using hand
massaging and herbs. However, when such

strategies fail to deliver the intended results,
these women are forced to pursue various other
pathways, as described in Figure 1.

As depicted in Figure 1, Rajalakshmi had
approached anursewhoprovidedabortion services
(unofficially) at her residence. A close relative
mediated between Rajalakshmi and the nurse to
set up the appointment. It is common knowledge
among women in the study area that some nurses
employed in the public or private health care insti-
tutions provided abortion services, unofficially, but
at a cost. Due to her better financial position and
her owndisability as a reason for abortion,Meenak-
shi was able to access abortion services from a
gynaecologist and pay for it. Similarly, Anandi
went to thehospital with abdominal pain and even-
tually realised she was pregnant and underwent
abortion, followed by sterilisation for preventing
future births. For women from less privileged social
and financial backgrounds, getting an abortion
often did not end with a single visit to a provider,
but ranged from two to five attempts to get the
abortion done successfully. Women sought alterna-
tive providers because of persistent refusals/denials
to provide abortion or cost factors. Among women
from less privileged castes, none experienced a
second-time abortion, except Meenakshi.

Quite differently, women from privileged finan-
cial and social backgrounds tended to approach
the obstetrician-gynaecologist with far fewer
attempts before they could terminate anunwanted

Figure 1. First experience seeking abortion among marginalised communities
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pregnancy, as depicted in Figure 2. Being a doctor,
Preeti self-managed a medical abortion. For Brag-
adhi, the self-managed abortion led to excessive
bleeding. She fainted and was admitted to a hospi-
tal, where a gynaecologist performed a dilatation
and curettage (D&C). Maheswari, who wanted to
have an abortion without her family members’
knowledge, approached the VHN first, then the
pharmacist, and then a gynaecologist. However,
access to safe abortion for Mohini, Radha, Saranya
and Latha, who were second-time abortion see-
kers, became more difficult as they were in a diffi-
cult financial situation. The providers mistreated
Saranya and Latha because they sought a second
abortion. Some women (Saranya and Mohini)
from the privileged castes who had gained some
experience in abortion-seeking later approached
the local private pharmacist directly when they
sought an abortion for the third and fourth time.

Providers emerge as the key actors in the abor-
tion-seeking pathway and their behaviour and
attitudes towards abortion and abortion-seeking
are described in the following section.

First point of contact: Village Health Nurses
(VHN)
Most of the study participants had a general
impression that abortion is illegal and not provided

at the government hospital. Nevertheless, women
looked for some guidance or support and
approached the VHNwhen they faced an unwanted
pregnancy for the first time. The functional role of
the VHN is to visit the community to provide pre-
ventive maternal and child health care and family
planning services. For six women in the study,
their first contact was the VHN. When participants
decided not to continue their pregnancy and
approached the VHN for help, many women
found that she was against abortion-seeking or
was reluctant to help. Kalaivani, from a margina-
lised community and mother of two children, says,

“Over the phone, I told the Akka (VHN) that I did not
want to continue the pregnancy. She was busy in
the immunisation camp and scolded me in a loud
tone, ‘Wait till I see you! Then only you will know
what I am going to do to you!’ … But she never
called me back.”

Sukanya, also from a marginalised community, is
a mother of a one-year-old, as well as having an
ailing mother who is in the palliative stage of can-
cer. According to her,

“I told the nurse (VHN) I did not want this child
because my mother is sick, and no-one is there to
take care of me. She said, ‘do not have an abortion

Figure 2. First and subsequent experience seeking abortion among privileged communities
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or anything; why do you have to do all that?’ She
suggested that I deliver the child and then undergo
sterilisation or use Copper-T. I think this is what she
says to every woman and often scolds them if they
talk about abortion.”

Women shared that the VHNs often lacked the
empathy to listen and understand their situations
of unwanted pregnancies and the urgent need for
abortion.

Some VHNs used delaying tactics instead of out-
right denial. Maheswari’s pregnancy occurred due
to the failure of the IUCD that was inserted
immediately post-childbirth at the government
hospital, and she wanted to terminate it right
away. She says,

“My periods were delayed by 5–6 days. When the
VHN came to the Anganwadi† I expressed my fear
that I could be pregnant. Since my daughter is six
months old and breastfeeding, I told her [the
VHN] I did not want to continue [with the preg-
nancy]. First, she asked me to wait for ten days to
confirm the pregnancy. Then she asked me to take
vitamin tablets for five days and some pineapple
as well. She kept on assuring me that my periods
are delayed. Then she delayed my pregnancy test.
By that time, I realised that she was not truly help-
ful and was using delaying tactics. Already 60–70
days had passed by then.”

A VHN shared her views on abortion as follows:

“abortion is not allowed except if there is a fetal
anomaly. Doctors should not do abortions for
those getting pregnant without the permission of
the husband. But they still do it in the private
clinics”.

Perhaps one reason why VHNs discouraged
women from seeking an abortion is their under-
standing that except in a few circumstances, abor-
tion is illegal. Further, the behaviour of obstetrics/
gynaecology specialists with whom they work
every day could also have influenced their atti-
tudes towards abortion. This aspect is discussed
further in a later section of this paper.

Pharmacist – the private provider
As seen in Figure 1, some of the respondents
decided to take abortion pills obtained from a

pharmacist before exploring other pathways.
Men who supported their wives’ decision to
abort procured pills from the local pharmacist to
induce abortion. In some cases, the pharmacist
asked them to buy a pregnancy kit to confirm
the pregnancy. Others provided the pills upon
request with minimal instructions on their
usage. Interestingly, the attitude of the pharma-
cists changed if the women approached them
directly without the mediation by their husbands;
in that case, they tended to behave rudely or sar-
castically with them.

Latha described experiencing intra-uterine
growth retardation at 18 weeks of pregnancy
and was advised medical abortion by the doctor.
Latha approached the pharmacist and gave the
prescription. However,

“The pharmacist said, ‘only if your husband comes
and signs, we will give the medicine’. I told him that
the doctor wrote it. Still, he said, ‘even though the
doctor has given this, according to our rules, we
cannot give it’. Then I called my husband. But, he
asked me to come home.”

It was difficult to ascertain from the narratives of
the study participants whether the pharmacists
were providing them with MA pills or some
other substitutes. When their attempts to abort
using MA pills failed, the women approached
the government hospital or obstetrician/gynaecol-
ogists in their private clinics. The decision whether
to seek assistance from a public or a private health
care provider depended on the women’s financial
situation. Low-income women have no other
option but to visit the government health facility.
Their experiences are discussed below.

Seeking abortion at a government health
facility
A shared negative perception prevailed among the
women from the less privileged social and econ-
omic backgrounds about the government hospital
and its services, especially the tertiary hospitals.
While some experienced it firsthand during their
childbirth, some witnessed it when it happened
to others. Rajalakshmi shared why she did not
visit the government hospital for abortion:

“They speak to us without any dignity and in a dirty
manner at the government hospital. They scold us.
When a woman is in labour pain, the nurses there
would say, ‘aren’t you a woman? Why are you
shouting? When you lay with your husband, did it

†Government centres that provide non-formal pre-school edu-
cation and essential health care services such as nutrition,
immunisation at the village level.
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not hurt then?’ …We feel awkward and embar-
rassed. Sometimes they keep a post-delivery
woman naked outside the ward. I am terrified to
go there. Also, in the government [hospital], they
are careless. But in private clinics, at least they
will look at the problem and address it.”

Similarly, Mohini shared an experience that made
up her mind not to consult the government health
providers for an abortion.

“I was waiting in the queue to consult the lady
doctor. She was examining a young woman [who
was probably seeking an abortion]. I had never
seen this young woman before, but it seemed that
her husband was an alcoholic. Without even minding
our presence, the doctor began to shout at the young
lady, ‘Don’t you know what your family situation is?
About the addiction of your husband? About your
health condition? Yet you desire these pleasures,
isn’t it?’ … It was so undignified and embarrassing
to be scolded so in front of other women. I always
recollect this incident and wonder what she would
have told me if she knew about my situation?”

The abortion-seeking experiences of Rajalatchmi
portray the helplessness of women seeking abor-
tion in government facilities:

“I pleaded to the doctor to do an abortion. I cried,
pleaded and begged, ‘My husband had left me
knowing I am pregnant… to get married to
another woman… I do not have anyone else. Will
you please do an abortion? I can’t raise the children
alone, and I am just a casual labourer, and there is
no one else to support me.’ The doctor said that I
have to stay there for ten days for observation. It
[my pregnancy] was only 48 days then. They kept
tablets in my vagina, and it did not come out.
Then they gave oral pills every alternate day; it
still did not happen. Each tablet cost Rs. 500 [US$
6.7]. One day the senior lady doctor came for
rounds and began to comment in a very undignified
manner, ‘You would go and lie down to evannukko
(some man), and is it our job to do abortion for
you?’ In a blunt, curt tone, she said, ‘better get oper-
ated [female sterilisation]. If we do an abortion, you
will go to some other person and become pregnant
again. Do you think that the government hospital is
for all these things? If you want to do family plan-
ning along with the abortion, then tell us’ … I felt
ashamed and embarrassed at the words of that
senior doctor… that too in front of everyone else!
Therefore I agreed to undergo the [sterilisation]
operation. The doctor’s words reminded me of my

mother-in-law’s words, ‘you have conceived from
some other guy (evannukko) and are now saying
it is my son’s child and asking to put my son’s sur-
name for your child?’. Then the doctor abused me
with my caste identity, remarking, ‘your caste
people always do this, and so on’. One’s life
becomes even more miserable when we hear all
those hurtful words.”

Rajalatchmi’s story thus brings out multiple issues
in the context of abortion services, such as long
delay before admission, the abusive language
used by the providers, coercion to undergo sterili-
sation - and all of these embedded within a highly
patriarchal and casteist societal structure. It is evi-
dent from the above narratives that women who
seek abortion would like to have access to govern-
ment health services that do not coerce them to
practice contraception. They desire that the ser-
vices are financially affordable, ensure that ade-
quate safety protocols are followed and that the
concerned personnel treat them with dignity
and respect.

Apart from these experiences that shape
women’s perceptions towards the services of gov-
ernment healthcare providers, there are factors
such as continuous denial of family planning ser-
vices when desired that demotivate women to
access government facilities. The experiences of
Ponnarasi illustrate this. Ponnarasi hails from a
less privileged social and economic background
and had experienced seven pregnancies, including
adverse birth outcomes. She had approached the
government hospital for an abortion during her
eighth pregnancy.

“Ever since my third delivery, my mother and I had
been asking them to do the operation [family plan-
ning]. They would always deny saying that I don’t
have enough blood. I already have five living chil-
dren, and this time the abortion pills that my hus-
band got from the pharmacy failed. I told my
husband that I couldn’t bear any more children,
and he somehow managed to get me admitted to
the government hospital. They agreed to do the
abortion only if we accepted their demand to
undergo the family planning operation. I was
admitted to the hospital only after my husband
signed and agreed to sterilisation. I was there for
20 days due to complications, but somehow I got
my abortion and operation done.”

Although Ponnarasi underwent a lot of trouble
and pain, she felt a sense of relief, knowing she
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had obtained sterilisation. Seven other women
participants in our study faced the same ordeal
as Ponnarasi. Healthcare providers had refused
to carry out the sterilisation surgery immediately
after childbirth, possibly because of complications
related to childbirth or severe anaemia, but had
not advised or provided an alternative contracep-
tive to prevent unwanted pregnancy.

Abortion in the private sector
Women who did not want to undergo permanent
family planning procedures approached private
healthcare facilities for abortion. The preference
for private healthcare facilities is because of the
widespread perception and many women’s experi-
ences that the government provides abortion ser-
vices only to those women who agree to undergo
sterilisation. While some women consulted quali-
fied medical professionals, others sought the ser-
vices from nurses, who are not legally permitted
to conduct abortions. The strategy of women par-
ticipants from privileged social and economic
backgrounds was to consult qualified private pro-
viders directly, without much apprehension. How-
ever, these women have also faced unique
experiences due to diverse contextual factors.

Urmila, accompanied by her friend, consulted
the doctor whose treatment had helped her con-
ceive her previous child. Urmila says,

“I told the doctor that there is no one to care for the
existing child, and I can’t quit my job given my hus-
band’s low income. So, I have decided to abort. She
understood and gave me the medical abortion
pills.”

Similarly, Mohini, who is from a middle-income
family, visited the gynaecologist and explained
how young her baby was and her own need for
abortion. According to Mohini,

“the doctor initially scolded me that I should have
been careful. Later, she asked to get admitted and
then did a D&C.”

Contrary to Urmila and Mohini’s experiences,
women from less privileged backgrounds did not
have favourable interactions with private doctors.
For instance, Kalaivani visited Dr J, a private nur-
sing home owner and functionary in a govern-
ment health facility. In her own words,

“I briefed Dr J about how I took abortion pills that
were provided by Dr J’s hospital staff two months
ago, and even then, I had not got my periods.

After examining me, the doctor replied, ‘I do not
think it got cleaned completely. It seems that you
are three months pregnant now. Why are you taking
these [abortion] pills? You should not take these
pills. Instead of suffering like this, why don’t you
do family planning?’ (Loud voice). Then the doctor
asked, ‘are you going to deliver?’ and added, ‘if
you are going to deliver, first do a scan and see
how the baby is’. I replied that I did not want this
pregnancy and requested her to abort it. The doctor
replied that it would cost Rs.2500 [US$ 34]. As I
could not arrange that large an amount, I
approached the nurse in the same hospital two
days later. She carried out the abortion at a much
lower price.”

Among the study participants, there was also a
doctor who had induced her abortion by taking
medical abortion pills. She decided on abortion
as she felt that the timing for her second preg-
nancy was not right, given that she had a young
child to take care of and a demanding profession
to manage. However, from a moral viewpoint, she
firmly believed that abortion should not be
encouraged. In her private practice, she often dis-
couraged unmarried girls from undergoing abor-
tions and counselled the parents and girls that it
might cause health issues later in the girl’s life.
She believes that it is not ethical for her to do
an abortion just to earn some additional income.

Some of the study participants also had to face
such moral dilemmas when they sought the ser-
vices of private health care providers. Saranya
shared how she decided to continue an unwanted
pregnancy after much effort to abort.

“I tried eating papaya when my periods were
delayed by just two days. But nothing happened.
A week later, we [with husband] visited a doctor
in this locality. She said papaya seeds work as abor-
tifacient and sent me back. Then we consulted
another lady doctor [gynaecologist] who had retired
from government service. She had carried out my
previous abortion. She scolded us and questioned
why we wanted to abort. She denied an abortion,
saying that the fetus was in good health. Then we
visited Dr K [obstetrician-gynaecologist], who
owns a hospital in the town. During the first consul-
tation, she told us that it would cost Rs. 8000 [US
$108]. We visited again after two days, and she
said I would require a blood transfusion and, there-
fore, it will cost an extra sum of Rs. 2000. After three
days, when we went with the money, she said it
would cost an additional sum of Rs. 30,000 because
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the pregnancy had advanced, and I would need sur-
gery for abortion. She kept on insisting that ‘the foe-
tus is a life, and your girl baby [the elder child] is
also a life. Would we kill the elder child?’ The way
she made those remarks made me feel terrible,
and I became scared of the surgery. I decided to con-
tinue that pregnancy even though my health was
weak, and my elder girl was just seven months
old. The abortion was very expensive too… .”

Yet another participant, Mohini, who sought an
abortion for the second time, expressed her
enraged feeling:

“I had visited the lady doctor (gynaecologist) at least
five times and paid her the consultation fee every
time. Initially, she convinced me to retain the preg-
nancy, saying that it is a boy. When I refused by say-
ing that my family and economic situations are not
good, she gave me vitamin tablets, a few small size
tablets, and some vaginal tablets. Two months
passed without any outcome. Finally, based on
the information given by my sister-in-law, my hus-
band got tablets from the pharmacy, and I termi-
nated the pregnancy.”

Abortion by untrained providers
Circumstances such as failed MA attempts, abusive
behaviour and denial by government providers, or
delay and denial strategies by private providers,
forced women to approach untrained and illegal
abortion providers such as nurses. Nurses and
other less qualified providers are preferred as
they ask fewer questions and carry out the abor-
tion at an affordable price. In the words of a
Rajalakshmi,

“My aunt knew a nurse at the government hospital.
She was the one who performed the abortion at the
nurse’s quarters located within the government hos-
pital. I gave Rs. 700. She inserted a vaginal tablet
and when the bleeding started, cleaned it with a
‘koradu’ [a semblance of a plier] and then gave
medicines for three days.”

Radha shared how she decided to seek the service
of a private clinic, which she managed to contact
through her social network:

“I already had two daughters and did not wish for
any more children. But, at the government hospital,
they denied an abortion and asked me to continue
with the pregnancy. And then, Sister K who works in
the same hospital, said she could do it at some
other place and demanded 2000 rupees. Then I

decided to go to Chennai and get it done in a private
clinic near my sister’s place. There were 2–3 nurses
and one male person, and one of the nurses did the
abortion. They also spoke properly. Unlike Sister K,
they conducted the abortion and placed a copper-T
after that for Rs.1500. Sorrandara mathiri irund-
hucchu [I felt like they were scraping]. Then they
gave tablets for a week.”

Similarly, Kalaivani could not arrange the Rs.2500
[US$ 34] demanded by the doctor and therefore
approached the nurse at the same private hospital
willing to carry out the abortion for Rs.2000:

“She asked me to lie down, keep my knees lifted and
expanded. She inserted a Kambi [rod kind of a tool]
inside my vagina and did something. I could not tol-
erate that pain, it was so excruciating, and I made a
loud sound. I told her it is very painful. The nurse,
in a casual and mocking tone, said, ‘What is this?
Why are you shouting so much for this? College-
going young girls come here, and all they want is
to get cleaned, and they immediately walk out.
They neatly lie down and get it done and walk
out so coolly. [In a harsh tone, she continued]
Don’t have sex for one month. Otherwise, the
child will stick back in your stomach, and you
will have to come back again to me and go through
this!’ … The nurse continued with this painful
scraping for almost 15 minutes. I experienced severe
pain. And then she gave tablets for 5–6 days. For
one week, there was bleeding. After a four-day
gap, the bleeding resumed for two more days.”

Discussion
In India, abortion is legal for many indications, yet
women are often driven to seek abortion outside
authorised facilities. Previous studies have
described the diverse barriers that marginalised
women face while seeking abortion.1–7, 9, 21 The
present study highlights the obstacle course of
women in Tamil Nadu seeking to terminate an
unwanted pregnancy. First, many women are
not aware of the legal status of abortion. Second,
the frontline workers discourage them and give
misleading information. Women in this study
interpreted the VHNs’ negative attitudes, delaying
tactics and denial of abortion as equivalent to the
absence of public abortion services. Although all
public sector facilities at the primary health care
(PHC) and higher levels could provide induced
abortion,33 conversations with the study partici-
pants and follow-up discussions with the VHNs
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suggested that only tertiary level government
health facilities did so. When doctors fail to act
in accordance with the law on the legitimate
grounds for abortion, this also creates an
impression among women that abortion is illegal.
A behavioural change communication campaign
over two years conducted in Bihar and Jharkhand
found substantial improvement in the knowledge
on the legal status of abortion and where to
obtain services.34 The perception of legal status
can affect care-seeking behaviour and the ability
to choose safe, legal providers.

In the absence of information on the legal
grounds for abortion, accessing a pharmacist is
one of the pathways chosen by some women.
Here, the pharmacists need mediation by hus-
bands and act as gatekeepers of women’s moral-
ity. When husbands are supportive of the
abortion, the pharmacist plays a crucial role as a
provider of abortion services. The decision making
and provisioning agents are both men. The phar-
macists’ insensitive, rude behaviour towards
women who approached them directly is not
just about gender barriers but also violates the
rights of women. Such practices challenge the
debates on expanding the reproductive rights of
women and their autonomy.

It may be noted that the self-administration of
MA pills is widespread across the country. The
pathways of seeking care during unsuccessful
attempts are also documented.28 Medical abor-
tion pills are highly acceptable to women, and
many reach out soon after recognising a delay in
their regular menstrual cycle.29,35 Women some-
times learn about MA pills before or after
approaching a formal or informal provider. This
study adds to current evidence that women who
tried to self-manage using the medications
obtained from pharmacies lacked proper gui-
dance and information on what to expect.36

Studies in India suggest poor quality of care
when pharmacists dispense MA pills and do not
provide information on MA pills and their side
effects.35,37,38 Another recent study found that
intermediaries such as the VHN and the pharma-
cist appear at multiple points in the women’s
abortion trajectories and act as barriers or facilita-
tors in accessing abortion.39

Though legal restrictions prevail, women’s
agency to self-manage abortion with pills has to
be considered a paradigm shift.40 At the same
time, we need to recognise the complexities that
women face while seeking external help for

abortion.41 In this regard, actors such as feminist
practitioners and feminist and rights-based non-
governmental organisations could play an impor-
tant role in securing and protecting vulnerable
and marginalised women’s sexual and reproduc-
tive rights. These actors could play a crucial role
in providing safe and effective methods to termi-
nate unwanted pregnancies, such as information
support services, counselling and medical abor-
tion pills.40–43

This paper reinforces the position that the gov-
ernment should ensure the easy availability and
accessibility of MA pills through the public health
system at the PHC level.28,44,45 Availability of MA
pills in PHC centres will enable women to receive
the appropriate information, medication and
ready access to safe abortion. It also appears
that many nurses and Auxiliary Nurse Midwives
(the equivalent of VHNs in this study) are already
providing abortion services to women in rural
areas. Based on expert recommendations,46 this
paper suggests that it is crucial to expand the pro-
vider base for comprehensive abortion care ser-
vices with suitable training and certification of
midlevel providers in the health sector.

The client-provider interaction determines the
quality of care in service-delivery systems.47 It
also acts as a critical component in the client’s
access to the right to information and to make
an informed choice. A 2007 study in India docu-
mented that the quality of client-provider inter-
action and the client’s perception of the
respectfulness of providers were key to choosing
the provider for abortion.20 In our study, the pro-
viders’ attitudes were disrespectful towards clients
in public as well as many private health facilities.
The experiences of women who hail from less pri-
vileged social and economic backgrounds in this
study demonstrate that public health facilities
make abortion services conditional on acceptance
of female sterilisation. Conversations with private
sector doctors and women’s narratives point out
that private providers are also judgemental, and
the delaying tactics and denial of abortion do
not respect the legal provisions of the MTP Act.
In the context of the United States, Petchesky
and Banes have documented historical narratives
where abortion discourses have their roots in the
public health understanding of fertility regulation,
and moral and religious norms governing sexu-
ality and sin.12,48,49 Providers try to passively
indoctrinate women with a fetal-centric (healthy
fetus, “it appears to be a boy”) message and
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concept of sin in the hope that the women will
continue the pregnancy. These are symbolical tac-
tics that are largely shaped by patriarchal and
moral predicaments.12,48 Providers exercise their
power to decide who should be provided with
an abortion and who is denied, irrespective of
what the MTP Act says. The consequence is that
they make the woman feel guilty for a long
time. Several studies point out the impact that
denial of abortion has on women to their health,
wellbeing, family and relationships, such as
anxiety symptoms, low self-esteem, lower life sat-
isfaction and depression.3,15,50–52

In addition, the behaviour of providers towards
women seeking abortion suggests their profound
alienation from the social realities of women.
Many healthcare providers fail to recognise or
empathise with women’s lack of autonomy in sex-
ual relations and the use of contraception within
the patriarchal social norms governing women’s
lives.49 Providers’ unsympathetic attitudes led
women to make multiple provider visits amidst
their already vulnerable situations, and spend
unnecessarily towards failed abortion attempts.

Conclusion
It is after jumping through many hoops, under-
going a lot of stress, and often experiencing humi-
liation and conditionalities such as sterilisation,
that many women in India obtain an abortion.
India’s National Health Policy 2017 envisages the
attainment of the highest possible level of health
and wellbeing without anyone having to face
financial hardship, due to good quality health
care services.53 The findings of this study are far
from the goals of India’s policy commitment. In
2018, the Ministry of Health and Family Welfare
updated the Comprehensive Abortion Care (CAC)
Guidelines to assist doctors and programme man-
agers in the country’s effective delivery of abortion
services.33 The CAC guidelines clearly emphasise
women-centred care, which would allow women
to choose their method of abortion and post-abor-
tion contraception, make available services close
to home and guarantee high quality of care. It
appears that government functionaries at the
state level fail to ensure, in practice, comprehen-
sive and dignified abortion care in public facilities.
There is a visible disconnect within national and
state policies, strategies, intent and ineffective
implementation of abortion law.33,53,54

As Malhotra et al. rightly put it, for many
women in developing countries, “abortion is a
choice that is derived from lack of alternatives”.
55 Women seeking abortion make choices based
on their options and the autonomy they possess
to prevent unwanted pregnancies. Non-consen-
sual sex within marriage and sexual violence is
known to be widely prevalent.35 Evidence suggests
that denial of abortion by providers inflicts a trau-
matic experience on women.15 Therefore, the
challenges women confront to get an abortion
are not mere constraints. They represent the viola-
tion of a series of rights, such as the right to
health, life, enjoyment of the benefits of scientific
progress and its application, freedom from dis-
crimination, and autonomy in reproductive
decision-making, enshrined in various inter-
national treaties and instruments.55

India has ratified its commitment to the UN
Human Rights Committee, ICPD Programme of
Action, and Committee on the Elimination of Dis-
crimination Against Women (CEDAW). Considering
India is accountable towards its commitments, the
International Human Rights Standard asserts that
States are obliged to protect human rights against
violations by their representatives and against
harmful acts by private persons or entities.50,56

Privatisation of health care inevitably presents
the threat of commodification of health services,
which many women from poor and marginalised
social and economic backgrounds may not have
access to. We need an affordable, accessible and
humane public healthcare system. Such a system
would respect women’s dignity, irrespective of
gender, caste and class barriers. It would uphold
women’s right to safe abortion services provided
with empathy and understanding of the gendered
structures that underlie unwanted pregnancies.
Healthcare providers play a vital role in the equi-
table provision of abortion services. An enabling
environment begins with a positive provider atti-
tude of abortion as a component of women’s
essential sexual and reproductive health services.
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Résumé
Quel que soit le statut juridique de l’avortement,
l’accès des femmes aux services d’interruption
de grossesse comporte de nombreuses embûches
dans le monde. Une récente étude en Inde a
révélé que la plupart des femmes ayant avorté
avaient demandé des soins en dehors d’un centre
agréé ou auprès d’un prestataire peu qualifié. Une
analyse de l’expérience des femmes dans la
demande de services d’avortement permettrait
de mieux comprendre les raisons sous-jacentes
de ce phénomène. Cet article est fondé sur une
étude qualitative des expériences de 16 femmes
mariées originaires du Tamil Nadu, Inde. Les
entretiens approfondis se sont centrés sur leur
expérience de la grossesse et de la naissance,
ainsi que de l’accès aux services d’avortement.
L’étude met en lumière la course d’obstacles
que doivent entreprendre les femmes souhaitant
interrompre une grossesse non désirée. Beaucoup
de femmes ne connaissaient pas le statut juridi-
que de l’avortement et les agents de première
ligne les ont découragées et leur ont donné des
informations fallacieuses. Les parcours pour
demander un avortement étaient plus complexes
pour les femmes issues de communautés margin-
alisées. Les prestataires étaient moralisateurs,
avaient recours à des manœuvres dilatoires ou
refusaient d’assurer les services d’avortement.
Pour les femmes les moins privilégiées, les ser-
vices d’avortement dans les centres de santé pub-
lics étaient subordonnés à leur acceptation de la
stérilisation. Les comportements des prestataires

Resumen
Independientemente de la legalidad del aborto, el
acceso de las mujeres a los servicios de aborto está
plagado de numerosos retos en todo el mundo.
Un reciente estudio en India encontró que la
mayoría de las mujeres que habían tenido un
aborto buscaron el servicio fuera de un estableci-
miento de salud autorizado o por medio de un
prestador de servicios menos calificado. Un análi-
sis de las experiencias de las mujeres que buscan
servicios de aborto facilitaría entender mejor las
razones subyacentes. Este artículo se basa en un
estudio cualitativo de las experiencias de 16
mujeres casadas que vivían en zonas rurales de
Tamil Nadu, en India. Las entrevistas a profundi-
dad se enfocaron en sus experiencias de embarazo
y parto y en su acceso a los servicios de aborto. El
estudio destaca los obstáculos que enfrentan las
mujeres que buscan interrumpir un embarazo
no deseado. Muchas mujeres no eran conscientes
del estado legal del aborto, y los trabajadores de
primera línea las disuadieron y les dieron infor-
mación engañosa. Las vías para buscar un aborto
eran más complejas para las mujeres en comuni-
dades marginadas. Los prestadores de servicios
eran prejuiciosos y utilizaban tácticas para retra-
sar o negar los servicios de aborto. En el caso de
las mujeres menos privilegiadas, los servicios de
aborto proporcionados en establecimientos de
salud del gobierno estaban supeditados a la acep-
tación de la esterilización femenina. Las actitudes
de los prestadores de servicios en establecimien-
tos de salud gubernamentales y privados eran

B. Sunil Sexual and Reproductive Health Matters 2021;29(2):1–19

18

https://doi.org/10.1186/s12978-017-0391-5
https://doi.org/10.1186/s12905-015-0241-y
https://doi.org/10.1186/s12905-015-0241-y
https://www.nhp.gov.in/nhpfiles/national_health_policy_2017.pdf
https://www.nhp.gov.in/nhpfiles/national_health_policy_2017.pdf
https://arrow.org.my/publication/country-profile-on-universal-access-to-sexual-and-reproductive-rights-india/
https://arrow.org.my/publication/country-profile-on-universal-access-to-sexual-and-reproductive-rights-india/
https://doi.org/10.1016/s0968-8080(02)00010-1
https://doi.org/10.1016/s0968-8080(02)00010-1


dans les centres de santé privés et publics étaient
irrespectueux des femmes demandant des ser-
vices d’avortement. Pour faire appliquer les droits
humains et reproductifs des femmes qui souhai-
tent avorter, nous avons besoin de services de
soins de santé accessibles et financés par les
fonds publics, qui respectent la dignité de toutes
les femmes, soient empathiques et défendent le
droit des femmes à des services d’avortement
sans risque.

irrespetuosas de las mujeres que buscaban servi-
cios de aborto. Para que las mujeres que buscan
servicios de aborto puedan ejercer sus derechos
reproductivos y humanos, se necesitan servicios
de salud accesibles, financiados con fondos públi-
cos, que respeten la dignidad de todas las
mujeres, sean empáticos y defiendan el derecho
de las mujeres a obtener servicios de aborto
seguro.
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