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ABSTRACT
Objective To examine how availability of
misoprostol has impacted women’s abortion-
seeking behaviour in Pakistan.
Design Focused ethnography.
Setting A facility providing reproductive health
services, including induced abortions in Chakwal,
a small town in Northern Punjab, Pakistan.
Population Women who came to the clinic
seeking an abortion or who had had one in the
last 6 months (n=23) and all healthcare providers
working in the facility (n=14).
Methods Semi-structured interviews (n=37), a
focus group discussion (n=1) and participant
observation (n=41). Latent content analysis was
conducted drawing on principles of constant
comparison to generate key themes in reported
experiences.
Results All the respondents had sought an
abortion to limit their fertility. Although some
reported contraceptive use, improper use,
undesirable side effects and restrictions on use
had led to the unwanted pregnancy. All the
women specifically requested misoprostol within
days of their pregnancy, suggesting that they not
only had knowledge of misoprostol as a backup
in case of contraceptive failure, but may have
pre-planned its use of in place of using
contraception. Women reconciled their decision
to undergo an abortion by describing it as a
mistake, miscarriage or menstrual cycle issue.
Conclusions Misoprostol’s availability, ease of
use and effectiveness have increased the role of
abortion in fertility control.

INTRODUCTION
Abortion (termination of pregnancy) is
on the rise in Pakistan, where recent esti-
mates indicate that the number of abor-
tions increased from 890 000 in 2002 to
2.25 million in 2012.1 These numbers
are surprising, given that abortion in
Pakistan occupies an ambiguous legal,
religious and social position. Since 1997,
Pakistani law has permitted abortion to
save a woman’s life and to provide

‘necessary treatment’.2 3 However, no
details are given as to whether saving the
mother’s life also extends to her mental
and social wellbeing, and the term ‘neces-
sary treatment’ is not clarified. This pro-
vides flexibility in interpretation of the
law for both healthcare providers and
women. Similarly, there is a lack of
clarity around permissibility of abortion
in Islam, with some scholars concluding
it is allowed prior to 120 days’ gestation,
while others deem it a sin.4 Nonetheless,
substantial social stigma persists around
abortion as women seeking this proced-
ure are often viewed as sexually promis-
cuous, and violators of gendered and
cultural norms.5

Given these circumstances, women
have traditionally sought clandestine ser-
vices.3 6 While these services offer
women a greater degree of confidentiality
and some protection from punitive mea-
sures,3 they are typically administered by
poorly trained providers lacking the
appropriate equipment and medical train-
ing needed to safely perform the proced-
ure.6 7 Risks of acute and long-term
complications such as damage to repro-
ductive organs and secondary infertility
are elevated in such unsafe settings.8 The
impact of this is visible in the 623 000

Key message points

▸ In a context of low contraceptive use,
women sought abortions to limit their
fertility.

▸ Misoprostol’s widespread availability,
ease of use and effectiveness have
enabled women to use abortion to
meet their family planning needs.

▸ It is recommended that policies which
involve approved, safe, community-
level availability of misoprostol are
implemented in Pakistan.
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women who obtained post-abortion care for compli-
cations of unsafe abortion in 2012.9

There is, however, potential for the abortion land-
scape in Pakistan to change with the availability of the
drug misoprostol. This drug was originally developed
in the mid-1980s for treatment of duodenal and
gastric ulcers.10 As a prostaglandin analogue, it also
induces uterine contractions and cervical softening,
making it an effective agent for emptying uterine con-
tents.10 11 Numerous studies have shown its efficacy
for terminating pregnancies, inducing labour, and pre-
vention and treatment of postpartum haemor-
rhage.12 13 The usefulness of misoprostol as an
abortifacient is enhanced by its oral administration at
home and fewer reported complications and hospital
stays as compared to surgical procedures.8 13

In Pakistan, misoprostol has been used for hospital-
based induction of labour and uterine evacuation
since the 1990s.14 It was not, however, until 2012,
after misoprostol was put on the 16th World Health
Organization Model List of Essential Medicines, that
Pakistan permitted its availability in the country for
prevention and treatment of postpartum haemorrhage
and management of incomplete abortion.14 In 2014,
clinical protocols for use of the drug were endorsed
by all provincial health departments and the drug’s
use was included in Pakistan’s nursing, community
midwifery and community health worker training
curriculum.3 7 15

Given that misoprostol is a relatively new addition
to Pakistan’s health system, little is known about how
women have responded to its use as an abortifacient,
an off-label use in this context. A small body of litera-
ture has touched upon the possibility that couples
may be opting for abortion to control their fertil-
ity.1 16 17 While misoprostol use is increasing, exactly
how it fits within the new context of a smaller pre-
ferred family size,18 low contraceptive use19 and
increasing prevalence of abortion1 is poorly documen-
ted. To address this gap in knowledge, this study
sought to understand how the availability of miso-
prostol has impacted women’s abortion-seeking
behaviour in rural Punjab, Pakistan.

METHODS
This article draws on a focused ethnography con-
ducted from September–December 2013. This
method was chosen because it allowed development
of a holistic understanding of misoprostol availability
and use.20 Data were collected in the town of
Chakwal, Pakistan, a relatively well-developed district
as indicated by a literacy rate of 57% (compared to a
national literacy rate of 58%).21 Specifically, data were
collected in the Chakwal Rahnuma Family Planning
Association of Pakistan clinic. This non-governmental
clinic has cautiously taken advantage of Pakistan’s
ambiguous legal and religious rules around abortion,
to provide safe, institutionalised abortion services. A

key component of Rahnuma’s 2010–2014 Strategic
Plan was abortion care.22 All the clinic’s staff had
received training on the provision of abortion as an
expected element of the care they were to provide.
Study respondents comprised the first 23 women

who consecutively came to the clinic either seeking an
abortion (8/23), or seeking post-abortion care/family
planning care after having had an abortion within the
last 6 months (15/23). The latter group was split
between those who had an abortion at the Rahnuma
clinic and those who had obtained one elsewhere
(most often through an untrained provider, such as a
Dai, or self-induced). Table 1 lists the characteristics
of the 23 patient respondents.
In addition, three obstetrician gynecologists, one

nurse, seven female health visitors and three midwives
working in the facility were included in the study.
Data were collected using semi-structured inter-

views, participant observation and a focus group dis-
cussion. All respondents underwent an in-depth
interview to explore the reasons women sought
abortions, the methods used to induce abortion,
and the challenges of seeking/ providing care within
Pakistan’s restrictive setting. Each interview lasted
20–30 minutes and was conducted in a private room
in the clinic to ensure privacy and confidentiality. Oral

Table 1 Characteristics of patients

Characteristic Patients (n)

Dominant religion

Islam 23

Other 0

Marital status

Married 23

Unmarried 0

Family structure

Nuclear 7

Extended 11

Not discussed 5

Patients’ age (years)

20s 10

30s 8

40s 2

50+ 1

Not discussed 2

Living children (n) 1

1 4

2 3

3 9

4 6

5+ 1

Abortions (n)

1 21

2 0

3 1

4+ 1
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consent was obtained and the discussions were digit-
ally recorded. One focus group discussion (FGD) was
conducted with five providers. This offered an oppor-
tunity to clarify and supplement ideas brought forth
by patients and providers during their interviews.
Observing patient–provider interactions and engaging
in informal interactions with patients in waiting rooms
enabled comparison of what respondents discussed
individually versus their practice. A total of 41 such
sessions were recorded. Field notes and a reflexive
journal were used to record contextual information
and participant behavioural nuances observed during
the interviews. ZM, the senior author, has a well-
established research programme in district Chakwal,
which enabled access to Rahnuma’s clinic. HC, the
first author, is fluent in Punjabi and Urdu, the local
languages. Together with a local research assistant, and
constant presence in the facility for 4 months, HC was
able to build a rapport with both patients and provider
respondents. This enabled collection of sensitive data.
All interviews, the FGD and observation recordings

were translated and transcribed into English by HC. A
database of all transcripts was created. Data were ana-
lysed concurrent to, and following, data collection
through a latent content analysis approach.20 This
approach allowed us to understand the meaning of our
data in the specific context of the setting in which the
study took place.20 Descriptive codes were developed
throughout the transcription process, then again by
reading and re-reading transcripts once they were com-
plete. These were then categorised to identify broader
themes, to abstract deeper meaning, and to develop an
explanation for the findings. Data from interviews, the
FGD and observation notes were merged to describe
the experiences of patients and providers in accessing
and providing abortion services, respectively.
An audit trail using personal memos and journaling

was maintained throughout the research process to
ensure dependability and confirmability. Interpretive
accuracy was assessed by triangulation of findings,
peer debriefing within the research team and with
other colleagues.20

Ethical clearance was obtained from the University
of Alberta Research Ethics Board, and the National
Bioethics Board, Pakistan.

FINDINGS
We identified three themes in the data that could
broadly be understood as: (1) women sought abor-
tions to limit their fertility; (2) misoprostol enabled
women to meet their fertility needs; and (3) ways in
which women reconciled their decision to use abor-
tion in this manner.

Women sought abortions to limit their fertility
All 23 patient respondents who sought or had an
abortion did so to limit their fertility. Over half (13/
23) of these women had used modern contraceptives

in a proactive effort to prevent pregnancy. However,
contraceptive failure was commonly cited as a reason
for the unplanned pregnancy. Condoms were the most
commonly reported failed method, although birth
control pills and intrauterine devices (IUDs) were also
cited. In a few cases, contraceptive failure was a result
of inappropriate use of the contraceptive method, as
indicated by women reporting they were not aware
that birth control pills need to be taken daily. As one
woman said:

“My sister in law, she eats [her birth control pills]
every 3 days, three pills at a time … she says it makes
her feel sick so she eats three every 3 days.” [Patient 7]

Other women reported undesirable side effects
including heavy and persistent bleeding, disrupted or
absent menses, and pain and weakness as the cause of
discontinued use.

“Sometimes I would bleed continuously for 2 months
at a time … the third time I got scared, I thought this
time I will not get the injection done.” [Patient 14]

Women typically tolerated such discomforts for
several months before finally deciding they had had
enough, and ceasing further use. While most switched
methods, it was often in the gap between discontinu-
ing one method and seeking another that women
became pregnant.
The remaining respondents (10/23) reported not

having used any family planning method, either
because of their husbands’ restrictions, or because
they had simply overlooked the need. Husbands
restricted use either because of beliefs that contracep-
tives might have negative consequences for their
wife’s health or physical beauty, or that it was a sin.
Older women and those who did not live with their
husbands assumed they did not need to use protec-
tion. A small group expressed no interest in using any
contraception, leaving it to ‘Allah’. The fact that they
were seeking an abortion suggested that they preferred
to address the issue of an unplanned pregnancy, if and
when they conceived.

Misoprostol allowed women to meet their fertility needs
Our data suggest that where women wanted to control
their family size but were either unsuccessful or had
not proactively used any form of contraception, they
turned to abortion. Specifically, women expressed a
strong preference for misoprostol. Although none
could name it precisely, they explicitly asked for the
pill that can terminate a pregnancy. Among the 3/23
women who had an abortion by means of other
methods, they either attempted to use misoprostol first
or wished they had been given misoprostol instead.

“At the time of getting an abortion [with D&C] …

that’s when I lost consciousness … She did not give me
the pill, that’s the problem. She used the tool, because
of that I had a lot of trouble.” [Patient 5]
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Further analysis of our data suggests that availability
of misoprostol may in fact have begun to factor into
our respondents’ family planning and contraceptive
use decisions. Most women actively sought the drug
within days of realising they were pregnant. The fact
that they came to the clinic specifically seeking miso-
prostol (so soon after this realisation), points to the
possibility that they not only had knowledge of miso-
prostol as a backup to when contraception failed, but
may in fact have preplanned its use of in place of a
contraceptive. Women appeared to have made up
their minds to use the drug, remaining resistant to any
alternate suggestion.
This possibility was echoed by providers who com-

mented that although their clients wished to limit
their family size or space pregnancies, proactive use of
contraception was missing. According to this group,
abortion was viewed by their clients as an easier alter-
native to contraceptive use. The widespread availabil-
ity of misoprostol not only made this possible, it also
relieved women of the responsibility to prevent preg-
nancy. Instead, a simple orally ingested pill could now
terminate an unwanted or unplanned pregnancy, if
and when it occurred.

Women have started preferring the option of abortion;
they don’t like using family planning methods. The
reason is there are myths that if we get a copper-T put
in, it will go up, it won’t be able to come out. From
that you can get cancer … this and that. They say all
these things which in reality have no truth.
Understand? The depo [Depo-provera®] will cause my
periods to stop, or it will cause an excess amount of
bleeding, so these types of things.” [Provider]

Misoprostol made abortions practical, accessible and
easier
Our data provided a number of explanations as to
why misoprostol had possibly become a form of fertil-
ity control. First, it enabled women to reactively
respond to a pregnancy if and when it occurred
instead of having to use a contraceptive that required
the husband’s, and possibly the in-law family’s, per-
mission and cooperation. One woman, who attended
for her sixth abortion, cited an abusive husband and
regular rape for her decision. Unable to use any form
of family planning, using misoprostol to induce her
unwanted pregnancies was her only option for main-
taining any control over her life. Second, misoprostol
freed women from having to take a daily pill or suffer
the many side effects of injections and IUDs.
Misoprostol was also widely and easily available.

While our respondents sought abortion services from
a clinic, they indicated that the drug was easy to
obtain over the counter, or through social networks,
such as female relatives. It was affordable, costing
Pakistan Rupees (PKR) 100 (equivalent to £0.77 GBP)
compared to PKR 3500 (£26.67) for an abortion
using traditional surgical methods. This availability of

misoprostol within the community also eliminated the
need to travel to a clinic, a crucial variable in a
context such as Pakistan where gendered norms limit
women’s mobility.23

“They eat the pills and that’s it …. there is no need to
come here to the clinic, nor is there any issue of getting
home.” [Provider Sh, LHV]

Even where patients did seek the pill from a trained
provider, misoprostol had the benefit of creating a
separation between providers and the actual abortion
procedure. Providers were no longer needed to phys-
ically participate in inducing the abortion, which was
in sharp contrast to traditional methods such as dila-
tion and curettage (D&C) or manual vacuum
aspiration.
Abortion using misoprostol was also perceived by

patients to be a safer way to terminate a pregnancy.
Women understood that an abortion requiring instru-
mental removal of the fetus was a dangerous proced-
ure, especially when conducted by a Dai:

“These Dai’s, you never know what they can put inside
you.” [Patient 25]

Misoprostol, as an oral pill, obviated the need for
such invasive procedures, and was seen by patients as
being comparable in effectiveness to traditional surgi-
cal methods. Furthermore, all the women who had an
abortion with misoprostol reported that it was suc-
cessful within a week of its use.

Reconciling the pursuit of abortion
A key question that arises is how do women reconcile
their decision to undergo an abortion when dominant
beliefs stigmatise abortion as immoral and illegal? Our
data showed that all respondents avoided discussion
around the morality of their decision. Upon probing,
only two respondents explicitly indicated regret
towards pursuing the procedure, stating they knew the
procedure was viewed as a sin, or simply that they
had made a mistake, and would begin ‘treatment’,
namely use of some form of contraception after the
termination was completed:

“We just made a mistake. After this I will get the treat-
ment done….” [Patient 13]

Some patients gradually transformed recollections
of their induced abortion into a spontaneous abor-
tion. Since the local term for the word abortion is
‘zaya’, which translates closest to ‘waste’, the term
was ambiguously used for both termination of preg-
nancy and miscarriage. Thus a subtle change in lan-
guage was sufficient to change perceived reality. A
woman, previously self-identified as having had an
abortion, gradually altered her description to that of a
miscarriage as the interview progressed:

“It terminated, meaning bleeding started … It hap-
pened on its own.” [Patient 15]
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Nonetheless, our observations showed that most
women had come to clinic with their minds made up.
They knew they wanted to terminate their unplanned
pregnancy and they came to the clinic fully prepared
with their reasons for wanting an abortion. No
amount of counselling against their decision was suffi-
cient to change their minds.

DISCUSSION
The key finding of this study is that the ease of use
and effectiveness of this off-label use of misoprostol
has not only made abortions easy, but may be trans-
forming the procedure into a preferred fertility
control strategy in our field site. All the study respon-
dents sought abortions for unwanted pregnancies as a
result of either contraceptive failure, discontinued use
due to unacceptable side effects or simply because of
not using any method. That societies undergoing fer-
tility transition are characterised by not only increased
contraceptive use, but also increased abortion rates is a
well-documented phenomena worldwide.24 Although
startling, the finding that women are using abortion as
a method of family planning is not new. It aligns with
an emerging body of literature by Khan et al.,19

Saleem and Fikree,16 17 and Rehan et al.25 that sug-
gests women in Pakistan may be opting for abortion to
attain their goals for a small family size in place of pre-
ventive contraception. Together these quantitative
survey-based studies, paired with well-documented
rising rates of misoprostol use,26 suggest the possibility
of using abortion as a method of family planning. Our
study adds qualitative insight to these finding, and
confirms that misoprostol is the key element providing
women with the means to do so.
The disquieting nature of this finding, however,

namely that abortion is being used as a method of
family planning, in preference to modern contracep-
tive methods, raises more questions. Are women being
forced to resort to abortion because they do not have
access to modern contraceptives? Or are the side
effects of these contraceptives so unacceptable that
women would rather seek an abortion than suffer the
side effects? Poor family planning service delivery in
Pakistan has been documented as the reason under-
lying low contraceptive use rates.7

At the same time, however, 55% of women in
Pakistan report having ever used a family planning
method.21 In other words, over half the eligible
women have accessed family planning services, sug-
gesting that a lack of family planning services delivery
may not be the only reason for low contraceptive
use. Unacceptable side effects remain a key reason for
discontinuation. Tsui27 suggests that in contexts
where a strong social taboo is attached to infertility,
women’s hesitancy towards using modern contracep-
tives stems from a belief that they may lead to an
inability to have children in the future. Women
become even more reluctant to use a contraceptive

when they experience discomfort.28 Our data suggest
that side effects are so unacceptable that women
would rather seek an abortion for an unwanted preg-
nancy than put up with the perceived dangers of
modern contraceptive methods. While the option of
an abortion had not been practical when it required
minor surgery with attendant expenses, the easy
availability, effectiveness and safety of misoprostol has
made it possible.
Misoprostol has also given women greater control

over their reproductive decisions. As it can be
obtained independently of husband or provider, miso-
prostol has reduced women’s dependence on their
families and providers, and thereby provided them
with greater autonomy regarding their reproductive
needs.29 Even where patients sought the drug from a
trained provider, misoprostol created a separation
between the provider and the actual abortion proced-
ure. This was beneficial to patients because whereby a
provider may have been morally opposed to conduct-
ing an abortion, misoprostol offered a way to balance
providers’ beliefs with patients’ health needs. These
advantages of misoprostol have been described else-
where in the South Asian context, such as in Nepal.30

This reproductive autonomy conferred by misopros-
tol seems to parallel that provided by the birth control
pill to women in Western countries. Credited with
leading the sexual revolution of the 1960s in the USA,
England and West Germany, the pill enabled women
to delay or space pregnancies as they wished.31 The
pill did not lead to a similar revolution in Pakistan,
possibly because Pakistani women were much more
reluctant to use the birth control pill.27 28 Our data,
however, suggest women in Pakistan appear to find
misoprostol much less intimidating. We tentatively
argue that misoprostol in Pakistan has taken on a role
equivalent to oral contraception in the Western world
in the 1960s, in that it is allowing women greater
reproductive autonomy.
Ultimately though, abortion remains a heavily stig-

matised procedure in Pakistan. Irrespective of how
women managed their guilt, by the time they came to
the clinic to obtain an abortion their minds were
made up. This demonstrated that women’s desire to
limit their family size was so strong that it outweighed
the morally contentious space that abortion occupied
and motivated them to overcome any reluctance they
had in undergoing a ‘sinful’ procedure. Arif and
Kamran32 have reported similar findings, namely that
the social costs of being stigmatised do not restrict
women from undergoing induced abortion when they
are determined.

Interpretations
The findings of our research have important implica-
tions for scaling-up access to safe abortion services to
avert preventable maternal morbidity and mortality
associated with unsafe abortion. This includes training

Chahal H, Mumtaz Z. J Fam Plann Reprod Health Care 2017;43:274–280. doi:10.1136/jfprhc-2015-101424278

Research
copyright.

 on M
ay 23, 2023 by guest. P

rotected by
http://jfprhc.bm

j.com
/

J F
am

 P
lann R

eprod H
ealth C

are: first published as 10.1136/jfprhc-2015-101424 on 10 F
ebruary 2017. D

ow
nloaded from

 

http://jfprhc.bmj.com/


community midwives and community health workers
to administer misoprostol within women’s homes and
teaching them about the legality of doing so under the
legislative framework of Pakistan. There is also a need
to create teaching materials suitable for a low literacy
audience, that describe the proper use of the drug.33

Finally, it is of great importance to address barriers to
contraceptive uptake, a problem that Pakistan has yet
to tackle.

Strengths and limitations
Limitations of the study include a possible social-
desirability bias. Patients may have attempted to better
align their actions with social norms by inflating their
recollection of contraceptive use (such as the number
of methods tried) and under-reporting the number of
abortions they had. We did, however, probe into
patient responses to assess whether patients were
being authentic in their recollection of the types of
contraceptives they had used, and what led to either
their discontinuation or failure. Selection bias was
another limitation of this study. Given the sensitive
nature of abortion, sampling outside a clinic or hos-
pital setting is extremely difficult. Thus women who
seek clandestine abortion services were, for the most
part, not accessed by this study. Furthermore, given
that this study was conducted only in the province of
Punjab, there are dangers in extrapolating and gener-
alising findings nationally. Nevertheless, it is likely
that the broad conclusions presented here are of rele-
vance elsewhere in Pakistan (beyond Chakwal) and in
other settings where restrictions around abortion exist
and misoprostol is available.

CONCLUSION
Misoprostol has provided women in Pakistan with a
more practical and accessible means of fertility
control.
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