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Abstract 

Background:  Although abortion was legalized in South Africa in 1996, barriers to safe, legal abortion services remain, 
and women continue to seek abortions outside of the formal healthcare sector. This study explored the decision-mak-
ing processes that women undertake when faced with an unintended pregnancy, the sources of information used to 
make their decisions and the factors that contribute to their seeking of informal sector abortion in Cape Town, South 
Africa.

Methods:  We conducted 15 semi-structured in-depth interviews in English with women who had accessed an abor-
tion outside of the formal health care sector. Women were recruited with the assistance of a community-based key 
informant. Data was analyzed using a thematic analysis approach.

Results:  Participants were aware that abortions were legal and accessible in public clinics, however they were con-
cerned that others would find out about their unintended pregnancy and abortion if they went to legal providers. 
Women were also concerned about judgment and mistreatment from providers during their care. Rather than seek 
care in the formal sector, women looked past concerns around the safety and effectiveness of informal sector abor-
tions and often relied on their social networks for referrals to informal providers.

Conclusions:  The findings highlight the decision-making processes employed by women when seeking abortion 
services in a setting where abortion is legal and demonstrate the role of institutional and societal barriers to safe 
abortion access. Abortion service delivery models should adapt to women’s needs to enhance the preferences and 
priorities of those seeking abortion care-including those who prefer facility-based care as well as those who might 
prefer self-managed medical abortions.

Plain language summary 

Although abortion was legalized in South Africa in 1996, barriers to safe, legal abortion services remain, and women 
continue to seek abortions outside of the formal healthcare sector. This study explored the decision-making processes 
that women undertake when faced with an unintended pregnancy, who they discuss and seek help from, and the 
factors that influence their decision to seek an abortion outside of the formal health care sector. We interviewed 
15 women who had obtained an abortion outside of the health care sector in Cape Town, South Africa. Women 
were aware that abortions were legal and available in public clinics, but they were concerned about negative and 

© The Author(s) 2021. Open Access This article is licensed under a Creative Commons Attribution 4.0 International License, which 
permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as you give appropriate credit to the 
original author(s) and the source, provide a link to the Creative Commons licence, and indicate if changes were made. The images or 
other third party material in this article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line 
to the material. If material is not included in the article’s Creative Commons licence and your intended use is not permitted by statutory 
regulation or exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To view a copy of this 
licence, visit http://​creat​iveco​mmons.​org/​licen​ses/​by/4.​0/. The Creative Commons Public Domain Dedication waiver (http://​creat​iveco​
mmons.​org/​publi​cdoma​in/​zero/1.​0/) applies to the data made available in this article, unless otherwise stated in a credit line to the data.

Open Access

*Correspondence:  jane.harries@uct.ac.za
1 Women’s Health Research Unit, School of Public Health and Family 
Medicine, University of Cape Town, Cape Town, South Africa
Full list of author information is available at the end of the article

http://orcid.org/0000-0001-7359-8419
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://crossmark.crossref.org/dialog/?doi=10.1186/s12978-021-01243-3&domain=pdf


Page 2 of 8Harries et al. Reprod Health          (2021) 18:190 

Background
The South African Choice on Termination of Pregnancy 
Act of 1996 states that a pregnancy may be terminated 
at a woman’s request up to 12  weeks gestation. Beyond 
12 weeks and up to 20 weeks gestation, an abortion may 
be performed for any of the following reasons: the preg-
nancy would pose a risk to the woman’s physical or men-
tal health; there is a substantial risk that the fetus would 
suffer from severe physical or mental abnormality; the 
pregnancy resulted from rape or incest, or the contin-
ued pregnancy would significantly affect the social and 
economic circumstances of the woman. From 20  weeks 
gestation onward, abortions are available under very lim-
ited circumstances. Registered nurse midwives who have 
undergone abortion training are permitted to provide 
abortions up to 12 weeks gestation. Abortions in the sec-
ond trimester (13–20  weeks) can only be performed by 
a doctor. Abortions are provided free of charge in public 
health care facilities designated to provide abortion care 
services [1].

Different abortion methods are available in public sec-
tor facilities depending on gestational age, availability of 
trained providers, and availability of different methods 
across the nine provinces in South Africa. Medical abor-
tion is available using mifepristone and self-administered 
misoprostol up until 63  days gestation and manual vac-
uum aspiration up until 12 weeks gestation. Second tri-
mester abortions using the dilatation and evacuation 
method are available on a limited basis. Labor induction 
with misoprostol used alone is the current standard of 
care in South Africa for second trimester abortion [1].

Despite the legal availability of abortion services in 
South Africa post 1996, barriers to safe and legal abor-
tion access remain. These barriers include provider 
opposition to rendering or participating in abortion 
services, often on the grounds of religious or moral 
beliefs, stigma associated with abortion, a shortage of 
trained abortion providers, especially second trimester 
providers, and poor knowledge of the abortion legisla-
tion amongst women seeking care [2–5]. As a result of 
these barriers, a high proportion of abortions in South 
Africa take place outside of the formal health care 

sector [6–10]. For the purposes of this study, we use the 
term ‘informal abortion’ to refer to induced abortions 
that occur outside of the formal health care sector (out-
side clinic abortions) without medical assistance either 
through a self-managed abortion or through accessing 
an unlicensed provider providing medication or other 
substances to induce an abortion.

While we know that women in South Africa continue 
to seek abortions outside of clinic settings, research 
has, to date, not been undertaken to explicitly explore 
and document women’s decision-making processes 
to seek care from informal sector providers or to self-
manage abortions. Existing research documenting 
women’s experiences with terminating their pregnan-
cies in the informal sector in South Africa relies on the 
recruitment of women from formal healthcare facilities, 
representing women who were able to access the formal 
health care system at some point during the process 
of abortion seeking [7–9], and thus may be excluding 
the perspectives of those who face the greatest barriers 
to care. A study in Cape Town, South Africa on wom-
en’s experiences with informal sector abortions that 
recruited women using peer-to-peer recruitment found 
most women did not interact with the formal health-
care setting at any point during their informal sector 
abortion process [7], highlighting the need for research 
centered on the experiences of women who never reach 
formal healthcare services in order to understand the 
complex factors that impact women’s trajectories to 
abortion related care [10].

Little is known about the decision-making process 
and reasons why women seek informal abortions in 
settings where abortion is legally available [11]. This 
study aims to explore the decision-making processes 
that women undertake when faced with an unintended 
pregnancy, the sources of information used to make 
their decisions and the factors that contribute to their 
seeking of informal sector abortion in Cape Town, 
South Africa. Results from this study can help inform 
public health interventions, policy, and advocacy aimed 
at improving and expanding access to safe and legal 
abortion, quality of care and support, and potentially 
averting abortion related morbidity and mortality.

judgmental attitudes from health care providers even though some women were aware of the possible health safety 
issues related to seeking an abortion outside of the clinic setting. Abortion services should adapt to women’s needs 
and offer them options of facility-based care but also self-managed medical abortions under the guidance of health 
care providers.

Keywords:  Abortion, Decision-making, Out of clinic abortions, Informal sector abortions, Qualitative research, South 
Africa
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Methods
Study population and recruitment
The study was conducted in Cape Town, South Africa 
between February to June 2017. Recruiting women who 
had accessed informal abortions proved to be difficult. 
We initially tried recruiting women through social media 
and informational flyers placed at sexual and reproduc-
tive health non-government organizations (NGOs) invit-
ing potential respondents to participate in a research 
study on outside of a clinic or self-induced abortion 
experiences. Despite these efforts, no one responded to 
the requests for study participation via NGO contacts, 
flyers, or social media. We subsequently decided to use 
a community-based key informant to assist in recruiting 
study participants through community networks. Study 
participants were recruited via a key informant who was 
previously involved in one of our prior studies exploring 
women’s experiences seeking informal abortion services 
[7]. Participants were eligible to participate in the study if 
they attempted to end a pregnancy outside of the formal 
health sector in the past five years, were aged 18  years 
or older and were able to provide informed consent. We 
use the term “women” whilst acknowledging that not all 
abortion seekers are women. However, our participants 
self-identified as women and we thus use the language as 
it applied to the study population.

Data collection
Two female research assistants trained in qualitative 
research methods with prior experience in abortion 
related research, followed up telephonically with contact 
details provided by the key informant and set up a time 
and place to meet potential study participants. Interviews 
were conducted face to face in a private space and were 
45–60 minutes duration. All interviews were conducted 
in English and audio recorded with participant consent. 
Recordings were transcribed verbatim by an independent 
transcriber. A total of 15 participants were interviewed.

The research instrument in the form of an interview 
guide was open-ended and included probes for poten-
tial additional issues that could emerge as important 
concerns. The interview guide was pilot tested. Field 
reflective notes were recorded after each interview, 
which provided additional context when reviewing the 
transcripts.

Data analysis
Data were analysed using a thematic analysis approach, 
in which main themes and categories were identified and 
analysed within and across data. Initial categories for 
analysing data were drawn from the interview guide and 
key research questions, and then themes and patterns 
were identified after reviewing the data.

Data analysis began by reading transcripts, creating 
memos, and assigning initial codes. Using this process, 
we identified recurring themes and developed further 
emergent codes to complement initial deductive codes, 
which were derived from the research questions and 
interview guide. A code book was developed by the first 
author (JH) and the transcripts were coded by the Prin-
cipal Investigator (JH) and a research assistant (KD) who 
conducted the interviews. Following initial analysis and 
codebook finalization, interviews were entered into the 
qualitative software package NVivo 12 Pro which facili-
tated the sorting and management of the data Coded 
transcripts were cross checked by co-author (KD) for 
coder variation. The codes developed were deductive in 
the first instance with initial codes and definitions devel-
oped based on key domains of enquiry which included: 
reasons for seeking an abortion outside of the formal sec-
tor, abortion experiences and outcomes and the influence 
of social networks in the abortion seeking trajectory. 
Additional inductive codes were added during the coding 
process, as expected or unanticipated issues were iden-
tified. These included the importance of social networks 
(close friends) in assisting women accessing an infor-
mal abortion. Memos were recorded alongside the cod-
ing process and were useful in exploring relationships of 
links across categories, or reflections about a particular 
phenomenon [12]. The data was then reviewed for major 
trends, crosscutting themes were identified, and issues 
for further exploration were prioritized for final analysis.

Study rigor was maintained throughout the study. 
Dependability was addressed by providing a detailed dis-
cussion of the study methods. We established an audit 
trail by developing a detailed track record of the data col-
lection process, coding was undertaken by more than one 
person and checked amongst the study team for coder 
variation. Coding discrepancies were resolved through 
discussion and consensus. Confirmability was addressed, 
all interviewers kept a reflective journal and we held reg-
ular researcher team meetings to discuss research pro-
gress. Data saturation was achieved.

Participant quotations are presented to illustrate the 
themes and findings from the analysis. The findings of 
the study have been reported following the Consolidated 
Criteria for Reporting Qualitative Research (COREQ).

Ethical considerations
Ethical approval to conduct the study was obtained from 
the Human Research Ethics Committee, University of 
Cape Town. All study participants provided written 
informed consent prior to the interview process. Ver-
bal permission was obtained prior to digitally record-
ing all interviews. Confidentiality and anonymity were 
ensured. Participants were assured that in all forms of 
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dissemination, including publications and dissemination 
meetings, participants would not be identified by name 
or any other identifier. All data were closely controlled 
and stored in locked files and password protected com-
puter files. Digital recordings were erased once they had 
been cross checked after data transcription. All women 
were reimbursed ZAR (South African Rand) 100 for their 
time and to cover transport.

Results
Socio-demographic characteristics were collected from 
all 15 study participants. The mean age was 35.2  years 
(range 26–45), 80% (12/15) were employed with just 
almost half (7/15) involved in sex work, all but four 
participants had children, and none were married. Of 
all participants, thirteen had at least one informal sec-
tor abortion and two had accessed two informal abor-
tions. Eleven of the participants had purchased and used 
herbal mixtures including aloe vera, traditional remedies 
and purgatives to terminate their pregnancy. Herbal and 
traditional mixtures were taken orally and often mixed 
with concentrated orange juice, milk, or alcohol (vodka). 
Herbal mixtures including aloe vera were purchased 
from traditional healers whereas traditional remedies 
and other products including purgatives, were purchased 
from chemists. Four of the participants had accessed a 
non-licensed provider and took unknown tablets that 
induced bleeding assumed to be misoprostol.

Key themes for exploring complex decision-making in 
seeking an informal abortion included (i) social networks 
and other sources of information in the abortion seeking 
trajectory; (ii) the method of abortion and reported out-
come including seeking post abortion care and (iii) rea-
sons for seeking an informal abortion.

Overall, complex decision-making informed by indi-
vidual and personal circumstances underscored by reti-
cence towards the formal healthcare sector motivated 
seeking an abortion in the informal sector. Rather than 
seeking care within the formal health sector most women 
relied on social networks for referrals and endorsements 
to an informal provider or traditional methods to induce 
an abortion. However, five women did access the formal 
health care sector for post- abortion care.

Sources of informal abortion information
Social networks
Social networks played an important role in women’s 
abortion seeking trajectory and in supporting and advis-
ing women how to access an informal abortion. Upon 
considering themselves pregnant, most women disclosed 
and sought advice about informal abortion options from 
friends who had personal experience accessing infor-
mal abortions, knew someone who could perform the 

informal abortion or knew how to self-induce using a 
self-prepared herbal mixture or substance.

Advice and assistance in obtaining an informal abor-
tion was further underscored by friends vouching for the 
safety of a provider or particular method. Women dis-
cussed how knowing a friend who had successfully had 
an informal abortion without health complications influ-
enced their decision to opt for an informal abortion.

A participant recounted how her friend endorsed an 
unlicensed provider based on his perceived safety. The 
unlicensed provider provided her with two white tablets.

She [friend] also had the same abortion … like 10 
or so months before and I knew about it that was 
why I spoke to her. And then she showed me okay, 
it’s this doctor, she showed me like in the paper, he’s 
got a regular ad in there and the same doctor’s also 
got stickers all over in the train, … so she just showed 
me that’s the one that she used. The reason why she 
encouraged me to use him because when she went 
there, compared to the other places that she’s heard 
of or the other stories, his place was clean … I trust 
her and somehow it made me feel a little bit better 
knowing that one of my friends went to the person.

Another participant discussed her need for an abor-
tion with a trusted friend who in turn suggested a tradi-
tional herbal medicine and offered to help in sourcing the 
herbal medicines.

I bought some things, there was a friend of mine 
she had an abortion also, so she told me what to do 
what to buy…and then she escorted me to go and get 
them…”

Participants sources of information extended beyond 
their social networks to include the proliferation of 
advertisements for “safe and quick abortions” in public 
spaces (trains and community newspapers) which were 
often endorsed by friends. These unlicensed providers all 
provided unknown oral tablets to induce abortion pre-
sumably misoprostol.

“I saw an advert and then I spoke to a friend who 
had also been to the same person, they call him, like 
a herbalist … he had an advert in the paper and also 
on the train, these stickers that they give out and it 
said there are abortions for R 300 like in 30 min-
utes…”

Method of abortion
Participants discussed employing three different meth-
ods when attempting an informal abortion. These 
included: drinking a mixture prepared by a traditional 
healer; contacting a non-licensed provider who provided 
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oral abortifacients and preparing or buying a mixture for 
a self -managed abortion. Trusted social networks again 
played a crucial role in guiding women in accessing these 
methods.

Traditional healer
Some participants described utilizing the services of a 
traditional healer recommended by friends who had pre-
viously accessed their services for an informal abortion. 
Participants who utilized the services of a traditional 
healer mostly described the abortion mixture as brown 
or white in colour, having an offensive taste and in some 
cases using dried aloe vera.

I go to traditional doctor near the taxi rank to give 
me some, aloe vera…I drink that aloe vera. it tastes 
horrible…I take only a spoon because it is too much 
strong…if you take the three spoons you are going to 
die that guy [traditional healer] tells you…

Some participants however discussed paying a tra-
ditional healer for a list of reportedly easily obtainable 
herbal and other ingredients and received instructions on 
how to prepare the mixture themselves.

Unlicensed providers
Unlicensed providers who advertised their services ille-
gally online, on trains and other public spaces most com-
monly supplied participants with unmarked tablets of 
varying sizes, shapes, and colour to terminate their preg-
nancy. Some participants were instructed to swallow the 
tablets at specified times and to expect vaginal bleeding.

He gave me two pills and told me I must take one 
when I leave his office. The second one [tablet], I 
must take it when I get home…it was two of the same 
pills to me it looked the same, I didn’t see any name 
on the tablet …He just said to me it will basically be 
like getting period pains and then the bleeding will 
come down. He said most of the bleeding should 
happen in a space of 24  hours…it should be com-
plete and then just like normal periods, they can last 
up to 2 weeks …

Self‑abortion mixture
All participants who attempted an informal abortion 
using a self-abortion mixture were informed of the 
method by a friend who had successfully used the mix-
ture to induce an abortion.

A friend of mind told me how to do an abortion 
because she had one and she did it the same way…
She told me how to prepare the mixture…and we 
made it at my friend’s place.

Reported outcomes
Some participants reportedly sought formal medical 
intervention after attempting an informal abortion. Rea-
sons for doing so included experiencing complications 
such as a possible infection or bleeding or when they 
considered the informal abortion to be unsuccessful.

Reported infection

After [attempting informal abortion], I developed an 
intense fever and I said okay I’m going to go to the 
clinic just to check it out and to tell them what hap-
pened… I went there and I spoke to the Sister [nurse] 
and I told her everything and she shouted at me, 
told me how stupid I was, why didn’t I come there. 
I couldn’t tell her exactly why… She [nurse] checked 
and I ended up having an infection., so they treated 
that at the clinic … and then after that the bleeding 
stopped and it was better.

Reported bleeding
Almost all women (13/15) who attempted an informal 
abortion whether through tablets or herbal mixtures 
reported bleeding post abortion. The duration of bleed-
ing ranged from one day to three weeks. Whilst post 
abortion bleeding is common, women were not fully 
aware of what to expect, became concerned and a few 
sought assistance at health care facilities. A participant 
was concerned about bleeding for three weeks.

I was still on blood [three weeks after], the blood 
never stopped…Then I went to the clinic they gave 
me the tablets to stop me [bleeding] because the 
blood smelt bad, not like normal blood.

Some participants reported successfully terminating 
their pregnancy using a mixture of herbs and in one case 
unknown “white tablets” assumed to be misoprostol.

Yes, it [white tablets with concentrated orange juice] 
works because… After three days… I went to school, 
but I was still bleeding that time but not so heavy 
like before.”
I’m worried because it was the first time, I’m mak-
ing abortion, but that method [herbal mixtures and 
vodka] make me nice… Yes, it works.

However, a few participants cautioned against access-
ing illegal (“backyarder”) providers or using dangerous 
household cleaning materials even though they had not 
personally attempted these methods.

What I understand now – go and do a safe abortion 
to the professionals. Don’t go to the backyarders. Those 
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oro crushes, steel wool, those things, you may end up get-
ting cancer. Instead of going to backyarders go to the 
professionals.

Whilst women reported diverse outcomes post abor-
tion most felt that certain methods especially if endorsed 
by friends were still preferable to accessing the formal 
health care sector where provider attitudes and treat-
ment were unpredictable.

Reasons for seeking an informal abortion
Pathways to seeking an informal abortion for many 
women, especially those who were involved in work in 
the informal sector, such as sex work, were informed by 
social stigma. Fear of judgement and mistreatment by 
clinic staff or privacy and confidentiality concerns were 
reported by most women as a major consideration influ-
encing their decision to opt for an informal abortion.

A sex worker explained her reasons for seeking an 
informal abortion were linked to fear of recognition 
and judgemental attitudes towards sex workers, further 
underscored by seeking an abortion. Accessing an infor-
mal, “backdoor” provider ensured more privacy and ano-
nymity and privacy outweighed safety issues. In sum, she 
felt being judged as a sex worker and seeking an abortion.

I don’t like going there [the clinic] because some of 
the staff, they are familiar with certain female faces, 
since you are living in the area … And when I go to 
the clinic then you can feel there’s gossip about you … 
that makes a person feel very uneasy it’s like judging 
you. You find it difficult to go to the clinics because of 
how the staff then treats you according to what they 
know what you do for a living.

She further explained her reasoning for accessing an 
informal provider:

…then that’s when I had no choice … I’m too embar-
rassed and shy and ashamed to go to the hospital to 
do it the right way, I’m going to do it the backdoor…. 
at least no-one’s going to know, less people that see 
me the better, it’s safer for me.

Other reasons reported by women for accessing an 
informal abortion were avoiding delays, especially related 
to gestational age screening. This influenced their deci-
sion to have an informal abortion.

Sometimes you feel like you take the short way…
Sometimes at the clinic you have to go to the scans 
and those paperwork –it’s a long process. But this 
one [informal abortion] you know you will do 
quickly. I know it’s very risky but sometimes when 
you are desperate you want a short cut.

However, whilst women accessed the informal sector to 
terminate a pregnancy,

many participants discussed their preference for allo-
pathic medicine if they or their family required medical 
attention for minor illnesses such as flu and for chronic 
medication again reinforcing reluctance to access the for-
mal sector for an abortion due to social stigma and asso-
ciated attitudes towards seeking an abortion.

If you got a flu you go to the doctor to get some medi-
cation, Disprin [aspirin] and Panado [Paracetamol].

Similarly, a participant accessing the public sector for 
antiretroviral HIV treatment explained:

I normally attend a public health care facility when 
I require medical assistance. I do because I am on 
ARVS, I am confident with my doctor, I know my 
doctor, I can tell him anything.

Discussion
This is one of the few studies conducted in South Africa 
exploring the decision-making process and reasons why 
women seek informal abortions in a setting where abor-
tion is free and legally available.

Overall, while participants were generally aware of 
legal provision of abortion in the public sector, they 
expressed concerns about the quality of care they would 
receive, with many participants voicing concerns around 
the lack of privacy and provider mistreatment in public 
sector services. Fear of mistreatment and social stigma 
was further enhanced for those participants involved in 
sex work.

In accounts of decision-making about how to terminate 
a pregnancy, participants described fears about the per-
ceived physical health risks associated with informal sec-
tor abortion prior to their decision to seek care. While we 
cannot verify the risks of some of the medications taken, 
fears over perceived medical safety were outweighed by 
reservations about abortions in the formal health sec-
tor, which is similar to research in other countries where 
abortions are legal [11, 13]. This is not surprising con-
sidering the contested nature of abortion globally and 
the social stigma associated with abortion including in 
countries where abortion is available on broad grounds 
[7, 14, 15]. Concerns with abortion services in the public 
sector highlights the need for non-judgemental, patient- 
centred abortion care and the importance of expanding 
self-managed medication abortion in a supportive and 
enabling environment.

Social networks through trusted friends played an 
important role in shaping women’s journey to secure 
an abortion outside of the formal health system. This is 
not unusual given the personal nature of an unintended 
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pregnancy and decision to terminate a pregnancy. Our 
findings were similar to studies in other settings where 
fear of abortion stigma, preference for privacy and sup-
port from social networks about informal abortion meth-
ods were motivating factors in accessing an abortion 
outside of the formal health sector [16, 17].

Women’s sources of information extended beyond their 
social networks to include advertising in public spaces. 
The proliferation of unlicensed providers advertising 
in public spaces, online and in community newspapers 
remains a concern and suggests that unlicensed provid-
ers remain in demand [8]. The proliferation of “unsafe 
and illegal providers” is currently part of a Marie Stopes 
South Africa campaign to shut down and report all illegal 
and unsafe abortion providers in South Africa [18].

While not all informal methods led to complica-
tions and we interviewed women who had not experi-
enced serious long-term complications, the ingestion of 
household products could lead to serious health condi-
tions. The ethnopharmacology of traditional and herbal 
medicines reported would be important to explore. Aloe 
used as an abortifacient mentioned by study participants 
has been reported in South Africa [19], however it is 
unknown what the long-term effects of these reported 
compounds or herbal mixtures are. The combination of 
herbal and other substances including unknown medical 
abortion tablets has been reported elsewhere, including 
the US, where women appear to access a hybrid of more 
traditional and Western biomedical medicines [16].

The desire for privacy and confidentiality in this study 
supports an increasing body of evidence documenting 
people’s preferences in abortion care, and that differ-
ent models of out of clinic care are safe, acceptable, and 
sometimes preferable for abortion seekers [20–22]. This 
aligns with the World Health Organization Guidelines on 
Self-care Interventions for Health [23] which confirms 
that self-managed abortion is medically safe if pregnant 
individuals have information on effective protocols and 
access to follow up health care if needed [23].

Whilst our study predated the global COVID-19 pan-
demic, impacts at the health system level and disruptions 
in regular provision of sexual and reproductive health 
care services, such as safe abortion and contraceptive 
services [24] could lead more people to seek out-of-clinic 
abortions during lockdowns or travel restrictions.

Quarantine and lockdown restrictions during the 
COVID -19 pandemic can also lead to increased domes-
tic violence especially pertinent in a country like South 
Africa with one of the highest levels of gender-based vio-
lence [24, 25]. This in turn may lead to increased unin-
tended and unwanted pregnancies due to difficulties in 
accessing contraceptive supplies, increased incidence of 
domestic violence, and rising income insecurity [26].

Limitations
There are several limitations to this study. Women 
recruited for this study were asked to share personal 
details of their out of clinic abortion experiences. It is 
likely that there is a difference in women who felt com-
fortable enough to participate in this study compared to 
those who chose not to share their personal experiences. 
Our recruitment through a community partner suggests 
that participants may have had an existing relationship 
with the NGO, possibly indicating a higher level of social 
support than others who might access informal sector 
abortions.

As a qualitative study, our findings are not meant to 
be generalizable. Rather, these results highlight the com-
plex decision-making process to seek informal sector 
abortions in the context where abortions are legal, free 
of charge in the public sector and available on broad 
grounds.

Conclusions
Women in South Africa continue to access abortions out-
side of the formal health care sector for numerous rea-
sons despite available free abortion services. Our study 
highlighted the complex decision-making processes 
employed by women when seeking abortion services and 
the possible reasons for seeking an informal abortion 
which were related to fears of mistreatment and judg-
mental attitudes displayed by health care staff. Informal 
abortion provision afforded women more privacy and 
confidentiality, although some participants reported 
experiencing medical complications.

Abortion service delivery models should adapt in order 
to centre the preferences and priorities of those seeking 
abortion care—including those who prefer clinic-based, 
or surgical care, as well as those who might prefer self-
managed approaches. In order to expand access to safe, 
high quality abortion care, we must meet people’s needs 
for the care they receive. The health care system needs to 
ensure that services are safe, judgment free, ensure per-
sonal privacy and remain person-centred. Further efforts 
should be directed towards informing women in all com-
munities about the availability of free abortion services 
in the public health sector and educating them about the 
risks of unsafe methods of pregnancy termination.
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