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Abstract: How rurality relates to women’s abortion decision-making in the United States remains largely
unexplored in existing literature. The present study relies on qualitative methods to analyze rural women’s
experiences related to pregnancy decision-making and pathways to abortion services in Central Appalachia.
This analysis examines narratives from 31 participants who disclosed experiencing an unwanted pregnancy,
including those who continued and terminated a pregnancy. Results suggest that women living in rural
communities deal with unwanted pregnancy in three phases: (1) the simultaneous assessment of the
acceptability of continuing the pregnancy and the acceptability of terminating the pregnancy, (2) deciding
whether to seek services, and (3) navigating a pathway to service. Many participants who experience an
unwanted pregnancy ultimately decide not to seek abortion services. When women living in rural
communities assess their pregnancy as unacceptable but abortion services do not appear feasible to obtain,
they adjust their emotional orientation towards continuing pregnancy, shifting the continuation of pregnancy
to be an acceptable outcome. The framework developed via this analysis expands the binary constructs
around abortion access – for example, decide to seek an abortion/decide not to seek an abortion, obtain
abortion services/do not obtain abortion services – and critically captures the dynamic, often internal,
calculations women make around unwanted pregnancy. It captures the experiences of rural women, a gap in
the current literature. DOI: 10.1080/09688080.2018.1513270
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Introduction
In 2009, an estimated 27.2 million women aged 18
and older lived in rural areas of the United States,
representing 22.8% of all women.1 When last calcu-
lated in 2000, the abortion rate among women liv-
ing in metropolitan counties was still twice that of
women in non-metropolitan counties (24 vs. 12
per 1000).2 The driver of this difference in abortion
rate is not known and the current literature offers

no insight into rural women’s experiences related
to unwanted pregnancy and abortion. It is unclear
if a lack of need or unmet need for abortion services
is the cause for different rates of service use. Against
the larger backdrop of worse health and reproduc-
tive health outcomes compared to urban peers,3 it
is possible that the differential abortion rates are
a result of inequity, not the absence of need. Exist-
ing literature indirectly suggests rural women’s abil-
ity to obtain abortion services is not equal to that of
women in metropolitan areas. Women who
obtained abortion services in 2008 and who reside
in non-metropolitan counties were over fourteen
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times more likely to travel greater distances to the
facility providing care as compared to their metro-
politan-residing peers.4 Women residing in non-
metropolitan counties obtain abortion care at
later gestational ages on average than those living
in metropolitan counties, after controlling for indi-
vidual-level factors such as age, race, education,
and miles travelled to care.5

Attention to this potential inequity is needed,
starting with exploratory research. Women’s
decision-making around abortion, and their
experiences of seeking care, remain largely unex-
plored in rural communities. The present study
addresses this gap, by investigating how, if at all,
rurality relates to women’s decision-making
around abortion services, and their ability to
obtain these services. Developing this knowledge
is essential to addressing potential disparities in
access between women living in rural communities
and women living in non-rural communities. It is
especially relevant for women living in Central
Appalachia, a region in which 42% of the popu-
lation lives in rural communities, as compared to
20% of the population nationally.6 In the context
of a high-income country like the United States,
this region, spanning multiple states, is character-
ised by a mountain range that renders some
areas remote and has historically experienced dis-
proportionate levels of economic distress. Those
residing in Appalachia represent a highly visible
rural population, who experience health dispar-
ities relative to the general U.S. population.7

The present study, focused in the Central Appa-
lachian region, relied on qualitative methods to
explore the relationship between residing in a
rural county, decision-making, and ability to
obtain abortion services. Instead of recruiting
exclusively at the point of abortion service pro-
vision, this study recruited participants in rural
communities at multiple locations and includes
the experiences of those who continued an
unwanted pregnancy. By including women who
had a range of pregnancy outcomes, this study
captures the dynamics between living in a rural
community and unwanted pregnancy without
methodically restricting the range of experiences
to those who ultimately obtained abortion services.

Pregnancy acceptability, help-seeking, and
cognitive dissonance
Surveying existing literature, two distinct dis-
courses may be relevant to abortion decision-mak-
ing: pregnancy acceptability and help-seeking

behaviours. In existing literature on women’s
intentions as they relate to pregnancy, there is an
emerging awareness that pregnancy prevention is
a product of conscious and subconscious conflict.8

The dominant discourse parses the frame of “unin-
tended pregnancy” into “mistimed” and
“unwanted.” At the same time, there is growing
attention to the observation that emotions around
a given pregnancy may be highly fluid.9 A recent
paradigm suggests that the construct of “pregnancy
acceptability” is more salient than pre-pregnancy
intentions. However, perceived ability to obtain
abortion services is not specifically named as a dri-
ver of “pregnancy acceptability.” Instead, the per-
ceived ability to obtain abortion services is
identified as relevant only after a woman deter-
mines her pregnancy to be acceptable or
unacceptable.9

In examining the interplay between perceived
access to abortion and pregnancy acceptability
among rural women, cognitive dissonance theory
may be relevant.10 This theory states than an indi-
vidual strives for “internal consistency” and experi-
ences stress when holding contradictory beliefs,
ideas, or values. Cognitive dissonance theory
hypothesises that an individual seeks to resolve
this internal conflict through a variety of means,
one of which is changing one of the conflicting
ideas. Perceived ability to obtain abortion services
may be in tension with a desire to terminate a
pregnancy, generating conflict.

Seeking to resolve internal conflict, the per-
ceived feasibility of obtaining abortion services
may influence whether a woman finds her preg-
nancy acceptable or unacceptable. A general
model of help-seeking behaviours can expand
what might otherwise be glossed over as an instan-
taneous internal determination.11,12 These models
frame patient action (and inaction) around a
health problem in three identifiable phases and
have been successfully applied to other nuanced
and stigmatised health issues, such as intimate
partner violence and mental health.13–15 The first
phase is the problem definition and appraisal –
that is, how an individual defines or labels a pro-
blem and evaluates its severity. Is the pregnancy
unacceptable? Will there be negative consequences
if a woman continues her pregnancy? If so, how
severe does she perceive those consequences to
be? Those determinations lead to the second
phase: the decision to seek help (e.g. whether or
not to take steps to seek abortion services). Evi-
dence from other stigmatised health needs
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suggests that the decision to seek help is heavily
influenced by whether obtaining help seems feas-
ible.13,15 Lastly, according to theory, the third
phase is the selection of a help provider, meaning
the identification of informal or formal sources of
support that can help actualise the decision.

Pathways to abortion services
Existing literature offers information about
women’s pathways to abortion services, without
specific attention to those women living in rural
communities. The evidence is captured from the
vantage point of those who arrive at a point of ser-
vice. In one study, 58% of women reported that
they would have liked to have had the abortion
earlier.16 The most common reasons for delay
were that it took a long time to make arrange-
ments (59%), to decide whether to have the abor-
tion (39%) and to discover the pregnancy in the
first place (36%).16 Inaccurate referrals, difficulty
finding an appropriate provider, and the time
needed to collect the money are also noted as
reasons for the delay.16 The cost of abortion is an
important factor in abortion delay, particularly
for low-income women.17,18 For an estimated
4000 women each year in the U.S., the combi-
nation of delays and gestational limits ultimately
results in not obtaining a wanted abortion.19

How the barriers observed in these samples of
women compare to those faced by women in
rural communities has not yet been explored in
the United States. Initial qualitative research cap-
turing narratives from fifteen women who received
services in New Zealand identified several barriers
on the pathway to care, such as identifying a pro-
vider, stigma, shame and secrecy, and logistics in
accessing care, related to travel, money and sup-
port.20 Understanding the barriers and facilitators
on the pathway of rural women to obtain an abor-
tion in the United States holds the potential to
highlight disparities and to identify modifiable
factors.

Methods
Research questions
The primary research question for this study was:
what barriers do women of reproductive age who
live in rural counties in Central Appalachia face
when seeking reproductive health care and what
facilitates access to care? Research questions for
this analysis are: (1) what factors do women living
in rural communities use to define the

acceptability of continuing or terminating a preg-
nancy? (2) how, if at all, does perceived feasibility
of obtaining abortion services influence the
decision to seek care? and (3) for women who
decide to seek care, what, if any, resources and
barriers do women encounter when actively seek-
ing abortion services?

Sampling
This study included English-speaking women aged
16–45 years, residing in United States Census-
defined rural counties in Central Appalachia.
Within these inclusion criteria, we used a stratified
purposeful sampling approach, seeking the partici-
pation of three groups of women: (1) women pre-
sently accessing specialised reproductive health
services, recruited at specialised facilities offering
abortion care within 300 miles of the centre of
this region, (2) women presently accessing general
reproductive health services, recruited at federally
funded primary health care centres located in rural
counties within this region, and (3) women not
accessing any reproductive health services at time
of recruitment, invited to participate at centres of
commerce located in rural counties within this
region. Centres of commerce are clusters of stores
(“strip malls”) joined by common entrances and
parking areas. Recruitment was further stratified
within these three groups by age (16–25 years
and 26–45 years, delineated by eligibility for
inclusion on parents’ health insurance). Formal
consent was obtained from all participants.
Additionally, we obtained parental consent for par-
ticipants under 18 years of age.

Recruitment
Participants were recruited from three specialised
reproductive healthcare facilities offering abortion
care, two federally funded primary health care
centres, and two centres of commerce in Kentucky,
Tennessee, and Virginia. For participants recruited
at centres of commerce, study team members
approached potential participants in public spaces
using a recruitment script and screened for eligi-
bility criteria. Those participants who agreed to
participate in the study were interviewed at a
later date/time in a setting where privacy could
be assured. For participants recruited at health
facilities (specialised and primary care), potential
participants were approached by clinical staff
who described the study and asked if they had
any interest in study participation. Those who
expressed interest were then screened for inclusion
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criteria. At specialised reproductive health facili-
ties, we recruited women seeking abortion as
potential participants. At primary care facilities,
women seeking a variety of clinical services at
the facilities’ reproductive health clinics were
included as potential participants.

Study recruitment occurred from December
2013 to September 2014 and was concluded at
the point of thematic saturation. Of the 53 partici-
pants who completed interviews as part of this
study, 31 were included in this analysis. This analy-
sis thus examines a subset of interviews within the
overall study: women who described having
unwanted pregnancies at the time of pregnancy
diagnosis, including women who intended to
have, or who had, an abortion, and women who
explicitly considered terminating a pregnancy
(Figure 1).

As part of the semi-structured interview tool,
each participant was asked to “share her story” of
each pregnancy, starting “from the moment [she]
first suspected [she] was pregnant.” Respondents
included in this sub-analysis were those who dis-
cussed feeling, around the discovery of at least
one pregnancy, that they did not want to continue
that pregnancy. Respondents were not directly
asked about pregnancy wantedness. Codes for
inclusion were (1) feeling unable to parent a
child resulting from continuing the pregnancy,
and (2) expressing that continuing the pregnancy
would be highly disruptive. This enabled us to
include participants who may have considered ter-
minating their pregnancy, but ultimately moved

forward to continue the pregnancy, as well as
those who obtained abortion services.

Data collection
Semi-structured, in-person interviews ranged from
20 to 45 minutes. Study design and tools were
reviewed for suitability for the study population
by a community advisory board from Central
Appalachia, including a researcher, two health
care providers, and a community advocate, and
recruitment specifics were adjusted based on
their feedback (no adjustments to the study tools
were recommended). Participants completed a
brief demographic questionnaire after the written
consent process and prior to the interview. The
questionnaire consisted of five items about age,
insurance status, relationship status, caregiving
responsibilities, and education. Interviews
explored participants’ experiences accessing any
kind of healthcare, their experiences accessing
reproductive health care, their sources of infor-
mation on reproductive healthcare, and their
experiences around seeking and receiving preg-
nancy-related care. A single interviewer, trained
in qualitative methods, conducted all interviews.
After the completion of the interview, participants
were given a $50 store gift card in appreciation for
their time. An additional $15 gift card to a local gas
station chain for transportation costs was given to
all participants who had travelled to a separate
location from where they were recruited. The Har-
vard T.H. Chan School of Public Health Institutional
Review Board approved this study. All interviews

Figure 1. Participants included in analysis, as compared to all study participants

J O’Donnell et al. Reproductive Health Matters 2018;26(54):98–113

101



were recorded and transcribed verbatim. Identify-
ing information was removed to protect individual
anonymity.

Analysis
For the analysis, we layered two methods. First,
we used an inductive approach to data analysis,
a process derived from grounded theory21 con-
ducted iteratively to hone the analysis. Data
analysis took shape over three phases: (1) “open
coding”, in which transcripts were reviewed to
conceptualise patterns and themes in the data,
(2) the application of categories and codes related
to the research question, and (3) axial coding, in
which the relationships between concepts were
examined. Initial themes and relationships
between themes developed using this inductive
approach had the potential to connect to existing
frameworks, specifically those addressing preg-
nancy acceptability and help-seeking beha-
viours.9,11 Second, to refine the axial coding, we
completed a thematic content analysis using exist-
ing frameworks, focused on the sub-domains of
pregnancy acceptability (as it relates to findings
on pregnancy decision-making) and help-seeking
behaviours (as relevant to the dynamics between
decision-making and navigation to care). Thematic
content analysis was used to sharpen the axial
coding which surfaced via the inductive approach,
our primary analytic approach. The corresponding
author conducted all coding and analysis, drawing
on an immersion and crystallisation approach;
additional authors reviewed codes for clear con-
ceptualisation, assisted with the iterative develop-
ment of the research questions, and co-developed
the emergent framework that resulted from axial
coding. Additionally, findings from the interview
transcripts were triangulated with field notes,
taken after each interview. We used NVivo quali-
tative analysis software for data management
and as a tool to support the development of
codes.

Results
Participant demographics
Participants included in this analysis were similar
in characteristics to all study participants
(Table 1). The largest group of participants were
in their twenties (median 27, range 17–44 years)
and almost all were white, with a small number
of black participants, consistent with the demo-
graphics of the region overall. 45% of participants

were uninsured at the time of the interview, 32%
received insurance provided by the state and 23%
had private insurance. In the context of family
life, 77% had a partner as of the time of the inter-
view and 60% were the primary caregiver for one
or more children. Participants had varied edu-
cational backgrounds: 13% completed some high
school, 35% completed a high school degree, 39%
completed some college coursework (associate or
bachelor program), and 13% completed a college
degree (associate or bachelor degree). Of the par-
ticipants included in this analysis, 14 (45%) were
recruited at specialised facilities, 7 (23%) were
recruited at primary care facilities, and 10 (32%)
were recruited at centres of commerce.

Framework for abortion decision-making in
rural communities
The results suggest that women living in rural com-
munities engage with the potential for obtaining
abortion services in three phases: pregnancy and
abortion assessment, the decision to seek services,
and the pathway to service (Figure 2). The first
phases align closely with what is documented in
the “help-seeking” framework: “problem definition
and appraisal” and “decision to seek help” phases,
while the last captures attempts at service utilis-
ation. Many participants who discover an
unwanted pregnancy ultimately do not decide to
seek abortion services. In addition to the partici-
pants’ assessments of the acceptability of continu-
ing the pregnancy versus abortion, the decision to
seek care is heavily influenced by the feasibility of
obtaining abortion services. Participants do not
decide to seek abortion services if obtaining
those services appears difficult because of contri-
buting factors such as cost, misinformation, dis-
tance, a lack of self-efficacy, and previous
negative experience with healthcare. Once the
decision is made to seek care, the pathway to
care is made more or less challenging by the pres-
ence of various helping resources or barriers.

Acceptability of abortion and of continuing
pregnancy
In participant narratives, decisional conflict
around the outcome of an unintended pregnancy
is not restricted to the acceptability of continuing
the pregnancy. These narratives reveal that partici-
pants managed conflict around the acceptability of
continuing the pregnancy, and the acceptability of
obtaining an abortion, simultaneously (Table 2).
Many women described one potential outcome

J O’Donnell et al. Reproductive Health Matters 2018;26(54):98–113

102



Table 1. Participant demographics

All study participants
Participants included in

current analysis

Participant demographics % N % N

Total 100 53 100 31

Age (years)

16–20 15% 8 13% 4

21–25 32% 17 26% 8

26–30 19% 10 16% 5

31–35 17% 9 19% 6

36–40 9% 5 13% 4

41–45 8% 4 10% 3

Insurance

No insurance 40% 21 45% 14

Insurance provided by state 40% 21 32% 10

Private insurance 21% 11 23% 7

Relationship status

Not in a relationship 23% 12 23% 7

In a relationship 77% 41 77% 24

Live with partner 60% 32 55% 17

Married 23% 12 13% 4

Children

Not caring for children 40% 21 45% 14

Primary caregiver 60% 32 55% 17

1 child 25% 13 19% 6

2 children 25% 13 19% 6

3+ children 11% 6 16% 5

Education

Some high school 19% 10 13% 4

Completed high school degree 30% 16 35% 11

Some college 38% 20 39% 12

Completed college degree 13% 7 13% 4

(Continued)
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as unacceptable, but not the other. A small subset
of participants articulated both outcomes as accep-
table, almost neutral. A portion of participants

determined that continuing the pregnancy and
obtaining an abortion were both highly
unacceptable.

Table 1. Continued

All study participants Participants included in
current analysis

Participant demographics % N % N

Total 100 53 100 31

Race

White 92% 49 90% 28

Black 8% 4 10% 3

Latino 0% 0 0% 0

Other 0% 0 0% 0

Figure 2. Framework for pregnancy and abortion assessment, decision to seek services,
and pathway to services
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While conflict around an important decision is
common and to be expected, three factors (misin-
formation, negative perceptions of abortion, and
parenting norms related to unwanted pregnancy),
internalised by some women, heighten the con-
flict. When determining the acceptability of conti-
nuing the pregnancy, participants discussed
strong norms on continuing unwanted pregnan-
cies. One participant in her mid-twenties from Ken-
tucky, recruited at a centre of commerce, shared
her thoughts about her first pregnancy at age 16:

“I was off of that Depo shot for a year, and I got
pregnant on accident. And I didn’t want to be. My

daddy about died, said, ‘Oh, you’ve ruined your
life.’ But my family, the way we were raised, you
don’t have abortions [whispering]. Automatically,
that wasn’t a choice. It’s either I was gonna raise
it or my daddy would raise it. They’re just like
that, I guess they’re old-fashioned. But after I got
used to the fact, I guess I loved the fact of it.”

The normalisation of continuing a pregnancy influ-
enced the internal determination of acceptability.
Some participants described ultimately defining
the pregnancy as acceptable, despite strong feel-
ings that the pregnancy was unacceptable at the
initial discovery.

Table 2. Matrix reflecting the unacceptability of abortion and of continuing pregnancy
among participants

Unacceptability of abortion

Low High

U
na
cc
ep
ta
bi
lit
y
of

co
nt
in
ui
ng

pr
eg
na
nc
y

Low “My first child, I got pregnant when I was 16. I
thought about abortion, due to the fact that the
father got deported. Well, then I was about three
months, and my dad talked me out of it. I was 16
and I was like, ‘Well, the father’s not going to be
there. I’m not going to have nobody.’ And my dad
said he would help me. So I decided not to.”
(Kentucky, mid-twenties, recruited at centre of
commerce)

Total participants = 2
Obtained an abortion = 1
Continued pregnancy = 1

“I don’t do abortions or anything like that. I’m not
into that. I’m not trying to get pregnant. My dad
has custody of my daughter right now, so I can be
more financially stable, because I am going to
school… He’s looked me in the face and told me
not to have any more – or he told me that he
couldn’t raise any more kids… I don’t want to be
21 with two kids right now. [Waiting for the
pregnancy test results], it’s kind of scary. Other
than that, I would be fine with it if that’s – I’m not
trying to get pregnant, but if that’s the case then
that’s fine. I can take it as it comes.” (Virginia, early
twenties, recruited at primary care facility)

Total participants = 8
Obtained an abortion = 0
Continued pregnancy = 8

High “I found out Tuesday. And I mean, it had always
been – me and my boyfriend had talked about it,
like? What if it happens? What are we gonna do?
We’re both in college. I have a big future. He has a
big future. It’s not something we want right now. It
was a huge mistake. We’re very careful, so this is
just kind of a really big shock… [my mom] thinks
that abortion’s bad. But I feel like having a kid you
don’t wanna take care of is bad.” (Tennessee, late
teens, recruited at abortion facility)

Total participants = 10
Obtained an abortion = 10
Continued pregnancy = 0

“I just – where I have a daughter and then I lost
one, I didn’t… It was just hard to deal with, to
make a decision. But I knew that I wouldn’t carry it
full term, and chances were that it would have
health problems at least… . I almost didn’t come
this morning. But I decided to. I was scared and
nervous and just confused. I didn’t know what was
gonna happen here, if they were gonna be nice.”
(Kentucky, early twenties, recruited at an abortion
facility)

Total participants = 11
Obtained an abortion = 4
Continued pregnancy = 7
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Two factors influenced the determination of
abortion acceptability. First, negative perceptions
of abortion, like the perception that abortion is
morally wrong or fraught. One participant in her
mid-thirties from Kentucky, recruited at an abor-
tion facility, described her thinking:

“Do I agree with abortions? Not really. I think there’s
a time for it. A lot of women, I would say, probably
use it as a form of birth control. I hate to say that,
but I’m sure it’s probably true. I don’t see it like
that. I do think it’s wrong, you know?”

This quote illustrates that for many participants,
the conflict stemming from the belief that both
pregnancy and abortion are unacceptable is
resolved through exceptionalism, e.g. “abortion is
unacceptable for others, but acceptable for my
special situation.” The second factor influencing
the acceptability of abortion, more challenging
for participants to resolve, was misinformation
about abortion, or the belief that common inac-
curacies (on its legality, safety, and risks) were
true. One participant in her late teens from Ken-
tucky, recruited at an abortion facility, explained:

“[I had to do] a lot of internet Googling, and things
like that… I was first making sure that it was legal
to do it, because I know in some states… I have no
idea anything about it. And a lot of different sides
tell you different things… And I was really worried
because every site told me something different. What
to expect, and some of it saying it’s really dangerous,
and some say it’s safer than giving birth.”

Several participants held the belief abortion was
unacceptable due to perceived health risk or illeg-
ality up until they arrived at the facility to receive
care. These participants carried with them, some-
times for several weeks, the determination that
abortion is unacceptable because it is dangerous
or illegal, while also understanding that continuing
their pregnancy was highly unacceptable, an unre-
solved cognitive conflict. For all participants, deter-
mination of the acceptability of a pregnancy was
determined in parallel to abortion acceptability,
not in tandem.

Feasibility of obtaining abortion services, the
decision to seek care, and the experience of
seeking care
Assessment of the feasibility of obtaining abortion
services is closely connected with the decision to
seek care. Three contributing factors contribute
to participants describing obtaining abortion as

feasible – self-efficacy, positive experiences with
healthcare in the past, and the ability to access
accurate information. Self-efficacy is the strength
of one’s belief in one’s own ability to complete
tasks and reach goals. A participant in her early
thirties from Kentucky, recruited at an abortion
facility, illustrated this confidence. Her confidence
enabled her to navigate through a crisis pregnancy
centre to confirm her pregnancy first, then to the
abortion facility, without concern that she would
ultimately obtain the services she needed:

“So all these different numbers started popping up.
And one of the very first numbers I called was the
place here in Lexington. They don’t do abortion ser-
vices, but I was on the phone like, ‘Hey, can you tell
me all about it? I’m clueless. I have no idea.’ And
she’s like, ‘Honey, we don’t do them and we don’t
offer them. We don’t refer them. All we do is give
free pregnancy tests and ultrasounds.’ I said, ‘Fabu-
lous, because I took a pregnancy test. I know that I
am. But I would love to know how far along I am.’
And that’s how I found that place was just Googling
‘abortion services,’ and that popped up. They don’t
condone the abortions, you know? They’re there
for you, whatever decision you make, whether you
wanna have it, give it up for adoption, abortion—
whatever. I talked to ‘em about my choice. They
counseled me a little bit on it to make sure that I
knew what I was talking about, you know? Because
I don’t think a lot of girls know what they’re getting
themselves into when they’re doing something like
this.”

Participants who had positive experiences with
healthcare demonstrated confidence that their
health needs would be adequately met in this situ-
ation, as those needs had been met in the past. A
participant in her mid-thirties from Kentucky,
recruited at an abortion facility, explained:

“I’ve always kind of had a primary care doctor, and
I’ve tried to always stay on birth control. I don’t have
any kids. And I just moved here to Kentucky, and I
hadn’t gotten a regular doctor yet. And, you know,
my prescription ran out. And within that month’s
time, voilà… I found this place [the abortion facil-
ity] online and when I called, they were very nice.”

Finally, participants who had the means and skills
to collect and digest correct information about
abortion were more likely to see obtaining abor-
tion services as feasible. A participant in her mid-
thirties from Tennessee, recruited at an abortion
facility, had a higher level of education than
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most other participants in the study. She
explained:

“On figuring out where to go, it’s actually been pretty
easy. Again, went to my handy-dandy internet, and,
of course, I’d always heard about Planned Parent-
hood, but you get ‘abortion abortion abortion’
stuff. As far as health care, they’ve actually been
very nice today, and I was like, ‘This is how they
treat you when you come here; maybe I should
maybe start coming here on a regular basis.’”

Concrete factors, such as the cost of care and dis-
tance to care, contributed to participants’ percep-
tion that obtaining an abortion was out of reach.
These logistical barriers were best described by
those participants who ultimately obtained abor-
tion services, but also factored into decision-mak-
ing for many other participants as well. A
participant in her mid-twenties from Kentucky,
recruited at an abortion facility, described the
common problem of raising funds to pay for care:

“The cost was another issue, because at that time I
didn’t really have a job or any sort of way to get
money. My sister ended up helping me out. I had
transportation, so it wasn’t an issue to get there. I
would say just the cost was the biggest issue.”

Some participants, especially those who lived in
counties many miles from the abortion facility, also
named navigating distance as a challenge. A partici-
pant in her early twenties from Kentucky, recruited
at an abortion facility, described her thinking:

“Because I just lacked a week from being too far to
have [my abortion] done here. And where we live, it
was over two hours to get here. Where I live so far
out from hospitals and stuff, I would think it’s so
far away to even get an ultrasound, and what if
my water broke or something if I kept [the preg-
nancy]? I’d be so far out, and the roads are so
bad. I live on a dirt road. I just thought, you know
— my mom done it with seven kids… Getting
here today, it was really hard. But I made it, I
guess.”

This participant also illustrated that the decision to
seek abortion services was closely connected to the
assessment of acceptability. While at the facility
providing abortion, she considered distance as a
challenge in the context of both outcomes – conti-
nuing, or terminating, her pregnancy.

The dynamic relationship between these phases
of abortion decision-making played out in a lim-
inal moment, more often hours than weeks. For

example, a participant in her early twenties from
Kentucky, recruited at a centre of commerce,
shared that she suspected she might be unexpect-
edly and unwantedly pregnant at the time of her
interview:

“I need to be on birth control, bad. I think, I don’t
know, but I’m praying… I’ve been so nauseous. I
hope I’m not, but if I am, I don’t want to, but I
just can’t do it. I already have two too many.”

She had struggled to read the short demographic
survey that preceded the interview and noted
that an additional draw for her to participating
in the study was that she could use the Internet
at the interview site, a resource she could not
access in her home. When asked about where, or
to whom, she might go for help or information if
the pregnancy was confirmed, she said: “I wouldn’t
even know where to start.” For some participants,
the absence of facilitating factors and presence of
perceived barriers ultimately resulted in trans-
forming a pregnancy that at one point felt highly
unacceptable to one that was acceptable – “after
I got used to the fact, I guess I loved the fact of it.”

Barriers and facilitators related to seeking
abortion services
For women who actively seek abortion care, the
pathway to obtaining abortion services is made
more, or less challenging, depending on the pres-
ence of resources and barriers (Table 3). Barriers
include the absence of emotional, appraisal, infor-
mational, or instrumental assistance received from
family/friends; the absence of emotional, apprai-
sal, informational, or instrumental assistance
received from healthcare providers; and the
absence of abortion narratives in the immediate
community. Facilitators include the presence of
social support from family/friends and modelling
(observing of other’s abortion experience).

Discussion
This study directly explores the relationship
between residing in a rural county and access to
abortion services in the United States. These results
offer insight into the experiences of this popu-
lation. Instead of recruiting exclusively at the
point of abortion service provision, this study
recruited participants in rural communities in mul-
tiple locations and included a diversity of experi-
ences related to pregnancy decision-making and
barriers and facilitators to obtaining services.
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Table 3. Resources and barriers in pathway to abortion services

Example

Resources

Social support (family/friends)
Emotional, appraisal, informational, or instrumental
assistance received from family/friends

“I talked to my sister I live with. Actually, she’s the only one
I told about me coming here today. She was very

supportive. No matter what I do, she supports me and
she’ll be there. She just looked at me and she’s like, ‘Are
you okay?’ I’m like, ‘Yeah, I’m fine.’ She’s like, ‘I noticed you
just looked really off lately.’ I’m like, ‘No, I’m good.’ She
looked at me and she’s like, ‘What’s wrong?’ I just kind of
looked up at her and I told her, ‘I’m pregnant,’ and we just
cried. She was my age when she was pregnant with her
child. But she ended up having the baby. I already knew
that she had been here for an abortion, because she told
me, obviously.” – Tennessee, early twenties, recruited at

abortion facility

Modelling
Observation of other’s abortion experience

“My friend had actually been [to the clinic] before. She had
gotten pregnant by a guy that was abusing her, and she
went – instead of telling him, she went and had it done.
And me and her had been friends since high school. So I
already knew that she had it done, and when I needed it, I
called her and I said, ‘Do you care to drive me? Since you
already know where it’s at, and it’ll save me some stress
that morning.’” – Kentucky, mid-twenties, recruited at

centre of commerce

Barriers

Isolation from social support
Emotional, appraisal, informational, or instrumental
assistance not received from family/friends

“It was really scary, and just felt like, ‘How did this happen
to me?’ I couldn’t talk to my mom. It was really hard. He
lives with his parents, and they didn’t know. You couldn’t
really talk about it on the phone or anything. It just felt like
I was having to keep such a huge secret, such a burden. It
still is, even after all this is done.” – Kentucky, late teens,

recruited at abortion facility

Isolation from social support (healthcare providers)
Emotional, appraisal, informational, or instrumental
assistance not received from healthcare providers

“[My doctor] is just the doctor my sister uses. It’s really the
only doctor [where I live]… He’s nice. He’s sweet. He’s kind
of more of a traditional person as well. My sister actually
just had an abortion, and she had some complications. She
couldn’t even tell her doctor about it because he would
have dropped her as a patient, because he’s dropped a

couple of his other patients for the same reason… [when
she was pregnant with her first child], he was asking her if
she was gonna keep the baby at first, and she said yes, and
he said, ‘Okay, good. I let go of a couple of patients because

they decided otherwise.’ – Tennessee, early twenties,
recruited at abortion facility

Silence
Absence of abortion narrative in community

“All I could do was look online, because I don’t know
anyone in my area that has had this done. Or anyone that

would really admit to it.” – Kentucky, early twenties,
recruited at abortion facility
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Access to abortion services is uniquely challen-
ging for rural communities. Initial qualitative
research has established a broader framework to
analyse rural women’s experiences accessing abor-
tion services.22 In that framework, the nature of
the health need – both the level of specialisation
required to provide the needed care (e.g. dilating
the cervix to place an intrauterine contraceptive
device) and the level of stigmatisation attached
to it (e.g. shame around testing for sexually trans-
mitted infections) – has a cascading influence on
the experiences of participants accessing reproduc-
tive health services. These two components – stig-
matisation and specialisation – powerfully
influence women’s navigation to needed services
by shaping women’s ability to access care and poss-
ibly the quality of the care received. Compared to
other reproductive health services, abortion ser-
vices are largely limited to specialised clinicians
and facilities23 and are more stigmatised24 than
other reproductive health services. These qualities
mean that abortion services are not offered to a
woman living in a rural county’s immediate com-
munity (e.g. town or county) and social support
around seeking services tends to be absent. Both
these factors make the navigation to care more
challenging, and the service more difficult to
access, which suggests that the experiences of
those accessing abortion may be uniquely challen-
ging, compared to those accessing other reproduc-
tive health services.

Given the navigation challenges associated with
accessing abortion services, the “help-seeking” fra-
mework may be especially relevant to women liv-
ing in rural communities as a means to add
depth around the decision to seek abortion ser-
vices. Applying these theoretical concepts to abor-
tion decision-making among rural women, it is
clear that there may be an interplay between the
“problem definition and appraisal” and “decision
to seek help” phases. Cognitive dissonance theory
offers insight into the dynamics related to the deci-
sional conflict. Applied plainly to women’s
decision-making around pregnancy, the belief
that continuing pregnancy is unacceptable (the
problem definition), could conflict with the belief
that abortion services are unattainable, which
strongly influences the decision to seek help. Cog-
nitive dissonance theory hypothesises that an indi-
vidual seeks to resolve this internal conflict
through a variety of means, including changing
one of the conflicting ideas (e.g. “my pregnancy
is acceptable”).

Notably, the results of this study develop a fra-
mework which describes how women living in
rural communities engage with the potential of
obtaining abortion services. This framework has
three phases: (1) the simultaneous assessment of
the acceptability of continuing the pregnancy and
acceptability of terminating the pregnancy, (2)
the decision to seek services, and (3) the pathway
to service. This framework expands the binary con-
structs around abortion access – for example,
decide to seek an abortion/decide not to seek an
abortion, obtain abortion services/do not obtain
abortion services – and critically captures the
dynamic, often internal, calculations women
make around unwanted pregnancy.

The liminal space of a newly identified unin-
tended pregnancy is a continuation of the
emotional fluidity documented around pregnancy
intention. Based on these results, the determi-
nation of the acceptability of a pregnancy is
assessed in parallel to abortion acceptability.
Women are simultaneously conducting assess-
ments of the acceptability of two potential out-
comes: abortion and continuing the pregnancy
(adoption was notably absent from the respon-
dents’ narratives). The intersection of these two
assessments can result in high conflict (when
both outcomes are unacceptable), or deep ambiva-
lence (when she feels neutral about both out-
comes). Community norms and beliefs are deeply
tied to women’s assessment of abortion as an out-
come. For example, the perceived deviance of hav-
ing an abortion, and misinformation about the
medical safety of abortion, promotes the unaccept-
ability of terminating a pregnancy. Strong commu-
nity norms of parenting children resulting from
unwanted pregnancies promote the acceptability
of continuing a pregnancy.

Decision-making around unwanted pregnancy
is also heavily influenced by the perceived feasi-
bility of obtaining abortion services. Factors rel-
evant to the feasibility of obtaining care are well-
known in the literature, including finding correct
information, managing the logistics of seeking
care, and gathering the financial resources needed
to pay for care. The influence of rurality is in the
confluence of several barriers that are consistent
throughout these data: the absence of abortion
narratives in the immediate community and the
normalisation of continuing an unwanted preg-
nancy, combined with the distance between a
woman’s community and care. This trio of factors,
tied to the community of residence, can make
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women perceive that even attempting to seek
abortion services is an enormous task. These
results exclusively represent women’s perceptions,
without additional validation; how “objective” fac-
tors that potentially limit a woman’s ability to
obtain abortion services compare to a woman’s
perception of the feasibility of terminating a preg-
nancy is not captured in this study, but would hold
great value to contextualising these findings. That
said, many women, fortified by facilitators like
self-efficacy or positive experiences receiving
needed healthcare, both undertake and succeed
in that task. A small group is propelled beyond
both the perceived enormity of the task and their
assessment of abortion as unacceptable by what
they perceive as the desperate circumstances that
would result from continuing their pregnancy.
This group is especially vulnerable to negative
experiences in their navigation process, such as
fear, shame, and distress.

Cognitive dissonance theory points to the
impulse to resolve these points of conflict. For
some participants, especially those who did not
actively seek abortion services despite the distress
they articulated around continuing the pregnancy,
this resolution reframes the ultimate parenting of
the child from the unwanted pregnancy as a posi-
tive outcome. For these women, what is modifiable
is their own acceptance of what had previously
been an unacceptable outcome: continuing the
pregnancy. The resolution of this internal conflict
may take place internally and very quickly. How-
ever, it also points to potential unmet need.

These results resonate with the literature on
“help-seeking” related to other stigmatised health
issues, such as mental health, substance abuse,
sexually transmitted infections, and intimate part-
ner violence. These findings also resonate with
aspects of the rural health discourse. Ricketts
and Goldsmith highlight the interaction between
the patient and the healthcare system as dynamic
and iterative, with patient expectations shaped by
their experiences around requiring, seeking, and
receiving care.25 Non-use of services is the pro-
duct of negative experiences from an attempt to
access services in the past.25 Given that the health
infrastructure in some rural communities in Cen-
tral Appalachia is more limited than in urban
communities,26 women in rural communities
may have lived experiences that suggest their
health needs will not be met, which may influ-
ence their abortion decision-making. Finally,
these results raise important questions about

the modifiable factors in this dynamic. Women
living in rural communities carry the burden of
contextual conflict related to abortion services –
notably misinformation about safety and cost.
Would the conflict women face resolve differently
if these barriers were removed?

This study offers the unique strength of examin-
ing abortion decision-making via recruitment of
both women who arrive at the point of abortion
service delivery and those who do not. Further
research with similarly inclusive samples is needed
to explore how, if at all, these findings are appli-
cable to other groups of women, or to all
women. While there is excellent research on the
reasons why women seek abortion services,27,28

there is a dearth of research on why they do not.
The implicit assumption that women who continue
pregnancies did not want to terminate them is not
sufficient. While reflections on this liminal space
result from an analysis of the experiences of
women living in rural communities, the dynamics
described may have implications for other
populations.

Given the specific regional focus and the sample
size, these findings are not generalisable to all
rural women. By applying qualitative methods,
the analysis seeks to establish breadth and depth
in exploring the experiences of a specific group
of women. Also, abortion is a sensitive topic,
which can raise participant anxiety or concern
related to confidentiality. While we made efforts
to minimise the effect of anxiety or concern in
data collection, it is possible that participants did
not fully disclose their experiences related to abor-
tion and pregnancy. This analysis also has clear
strengths. As aforementioned, the recruitment
approach enabled the inclusion of narratives
from women with varied experiences around
unwanted pregnancy and accessing abortion ser-
vices, expanding the analysis beyond the narratives
of women who obtained care. Simultaneously, the
research questions elicited experiences related to
abortion within the broad frame of reproductive
health, while enabling a comparison between
these experiences and experiences related to
other services. Finally, the data collection reached
the point of saturation, which underscores that an
appropriate sample size was achieved to develop
valid themes. Despite the study’s limitations and
in light of these strengths, the results provide
initial, and previously absent, insights into rural
women’s experiences accessing abortion in Central
Appalachia and the complex dynamics around
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pregnancy decision-making in the context of mul-
tiple barriers to abortion access.

Conclusion
Women living in rural communities in Central
Appalachia engage with the potential of obtaining
abortion services within three phases: pregnancy
and abortion assessment, the decision to seek ser-
vices, and the pathway to service. The liminal
space around deciding on a plan for managing
an unwanted pregnancy is heavily influenced by
the perceived feasibility of obtaining abortion ser-
vices (similar to that related to other stigmatised
health needs). What is modifiable is their own
acceptance of what had previously been an unac-
ceptable outcome: continuing the pregnancy.
This understandable response to internal conflict,
at the population level, may conceal potential
unmet need for abortion services; this unmet
need has negative implications for women’s health
and well-being, and may be avoidable. Efforts
to make abortion feasible for women living in
rural communities holds the potential to reduce
the conflict some women experience in their
decision-making around pregnancy and abortion.
This could take the form of removing concrete bar-
riers to abortion services, such as misinformation
and cost, or perceived barriers, such as negative per-
ceptions of abortion, or the absence of narratives
from other women living in rural communities,
who obtained abortion services. Addressing

modifiable factors at the population level would
allow women, especially those for whom continuing
their pregnancy is highly unacceptable, to avoid
reliance on the lone modifiable factor that is fully
in their control – their acceptance of previously
unacceptable outcomes in their reproductive lives.

New insights offered by the present study allow
for a careful consideration of rural women’s
experiences seeking the care they need, and are
valuable for policy makers and clinicians. These
findings offer preliminary evidence to inform
rural-focused interventions. Additionally, this
analysis adds critical nuance to the dynamic
relationship between pregnancy acceptability,
abortion acceptability, and the sociocultural con-
text of pregnancy and abortion acceptability,
which has the potential to concretely shape preg-
nancy decision-making and help-seeking behav-
iour related to unwanted pregnancy. These
findings may be relevant beyond the study popu-
lation, and provide insights into how objective
and perceived barriers to obtaining abortion ser-
vices are internalised by women and potentially
influence pregnancy decision-making.
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Résumé
L’influence de la ruralité sur les décisions relatives à
l’avortement aux États-Unis reste dans l’ensemble
peu étudiée dans les publications existantes. La pré-
sente étude se fonde sur des méthodes qualitatives
pour analyser le ressenti de femmes rurales pour
des décisions relatives à la grossesse et aux parcours
vers les services d’avortement dans la région des
Appalaches centrales. Cette analyse examine les
récits de 31 participantes qui ont révélé qu’elles

Resumen
En Estados Unidos, la relación entre ruralidad y la
toma de decisiones de las mujeres respecto al
aborto aún continúa muy poco explorada en la lit-
eratura disponible. El presente estudio depende de
métodos cualitativos para analizar las experiencias
de las mujeres rurales relacionadas con su toma de
decisiones respecto al embarazo y las vías a los ser-
vicios de aborto en Appalachia central. Este análisis
examina las narrativas de 31 participantes que
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avaient connu une grossesse non désirée, certaines
ayant poursuivi la grossesse et d’autres l’ayant inter-
rompue. Les résultats suggèrent que les femmes qui
vivent dans des communautés rurales gèrent une
grossesse non désirée en trois phases : 1) évaluer
simultanément l’acceptabilité de la poursuite de
la grossesse et l’acceptabilité de l’interruption de
grossesse ; 2) décider si elles vont demander des ser-
vices ; et 3) emprunter un parcours vers le service.
Beaucoup de participantes qui font face à une gros-
sesse non désirée décident en fin de compte de ne
pas demander de services d’avortement. Lorsque les
femmes vivant dans des communautés rurales
jugent que leur grossesse est inacceptable, mais
qu’il ne semble pas possible d’obtenir des services
d’avortement, elles ajustent leur orientation émo-
tionnelle vers la poursuite de la grossesse et en
font un résultat acceptable. Le cadre mis au point
par le biais de cette analyse élargit les constructions
binaires autour de l’accès à l’avortement - par exem-
ple, décider de demander un avortement/décider
de ne pas demander un avortement, obtenir des
services d’avortement/ne pas obtenir des services
d’avortement - et saisit les calculs dynamiques, sou-
vent internes, que les femmes font autour d’une
grossesse non désirée. Il fait comprendre l’expéri-
ence des femmes rurales, comblant ainsi une
lacune des publications actuelles.

divulgaron haber tenido un embarazo no deseado,
incluidas las que continuaron o interrumpieron su
embarazo. Los resultados indican que las mujeres
que viven en comunidades rurales enfrentan un
embarazo no deseado en tres fases: 1) evaluar
simultáneamente la aceptabilidad de continuar
el embarazo y la aceptabilidad de interrumpir el
embarazo, 2) decidir si buscar o no servicios, y 3)
navegar una vía al servicio. Muchas participantes
que tienen un embarazo no deseado deciden no
buscar servicios de aborto. Cuando las mujeres
que viven en comunidades rurales evalúan su
embarazo como inaceptable pero no les parece
factible obtener servicios de aborto, ajustan su
orientación emocional hacia continuar el embar-
azo y empiezan a percibir la continuación del
embarazo como un resultado aceptable. El marco
creado por medio de este análisis amplía los con-
structos binarios en torno al acceso a los servicios
de aborto - por ejemplo, deciden buscar un
aborto/deciden no buscar un aborto, obtienen ser-
vicios de aborto/no obtienen servicios de aborto- y
captura críticamente los cálculos dinámicos, y a
menudo internos, que hacen las mujeres con rela-
ción al embarazo no deseado. Captura las experi-
encias de las mujeres rurales, una brecha en la
literatura actual.
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