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This paper explores the role of social movement activists in policy implementation. I introduce
the novel mechanism of interpretation: by influencing how providers interpret policy mandates
and apply discretion, or by directly providing services themselves, activists may expand service
delivery beyond formal policy. I present a paired comparison of the abortion rights movements
in Colombia and Argentina to show how two distinct groups of activists and providers expanded
access to abortion via a similar pathway: in Colombia, elite professionals diffused knowledge
from the top-down, and in Argentina, activists and healthcare providers worked independently
and in grassroots networks. This work has implications for our understanding of how policy is
implemented, how real-world outcomes can diverge from original policy intent, and how
activists can expand service provision and rights recognition when their access to formal
institutions is constrained.
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Introduction

In the 2010s, many countries expanded rights and social policies, but there is often a gap
between formal policies and real-world access.! Existing research explores the institutional
origins of this gap and the efforts of civil society and state actors to provide public goods when

faced with weak state capacity or inefficient bureaucracy.? A growing literature also emphasizes
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the role of activists and everyday citizens working with bureaucrats or within political or legal
institutions to overcome the gap.’

To understand the gap between formal policy and de facto access, I focus on the key
actors in the implementation of social policy and the factors that influence them. Street-level
bureaucrats (SLBs) and street-level providers (SLPs) are the everyday actors who implement
policy, translating abstract policy mandates and delivering goods and services on the basis of
their bureaucratic discretion.* Their reading of policy mandates is filtered through their
individual-level preferences, social and professional norms, and expectations about enforcement.
What influences how providers interpret laws and policies when they make decisions about
implementation?

In this article, I build a theory of activist policy implementation and introduce the novel
mechanism of interpretation. I argue that social movement activists influence the way that
policies are implemented by providing services, training, and knowledge, and through
interpretive work: changing how providers think about the formal and informal institutions that
constrain their discretion over policy and decisions about compliance. Existing research shows
how activists use insider and outsider tactics to “entrench” policy gains.” I build on this and other
prior work by Elverdin to show how activists target the implementation stage to not only
entrench but extend policy reform.® Elverdin describes how activists and providers can influence

policy implementation through a variety of institutional and direct action mechanisms; to her
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mechanisms, which I discuss in more detail below, my intervention adds the mechanism of
interpretation. By influencing how providers interpret policy mandates and apply their discretion,
activists may expand service delivery beyond what is formally guaranteed by the law.

What does this look like in practice? In Argentina and Colombia, court cases
decriminalized abortion for a narrow set of indications or causales in 2012 and 2006,
respectively. In both countries, formal law established discretion and autonomy for the
healthcare providers responsible for implementing service delivery, and activists mobilized to
produce and diffuse an expansive interpretation of the causales. Ultimately, service delivery
expanded: partial decriminalization of abortion for a narrow range of indications evolved to an
informal practice of elective abortion as some providers adopted a progressive understanding of
integral health.

This is not to say that abortion was available on demand throughout these countries in the
era of partial decriminalization. On the contrary, implementation was uneven and significant
barriers remain even after both countries have legalized elective abortion. Gaps in training and
funding, conscientious objection, obstetric violence, uneven access to telemedicine, and lack of
sex education are just some of the issues that still hamper the implementation of legal, safe, and
free abortion.” Further, policy outcomes and implementation can vary subnationally.® The point

is that in the face of both these logistical barriers and the restrictions on abortion rights in the
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formal law, activists mobilized their practical knowledge and interpretive skills to expand service
delivery beyond the scope of what was formally recognized by the law.

Drawing on nine months of field research and 70 semi-structured interviews, this paper
presents a paired comparison of the implementation of abortion policy in two cases—Argentina
and Colombia—where activists influenced how providers interpreted and applied laws regarding
the partial decriminalization of abortion. In Argentina, where grassroots mobilization was high, I
show how activists’ novel interpretations influenced provider practices. In Colombia, the
movement for abortion rights was different, with low levels of mass mobilization; as one activist
in Bogota noted, “we are not Argentina. We are not a green wave.” There, activists with
professional backgrounds in law and health worked to develop novel interpretations and educate
providers, producing a similar effect. The paired comparison allows me to illustrate how two
different types of actors, using two different mobilization tactics, produced the same outcome of
expansive service delivery.

If we only analyze the formal adoption of policy as an outcome, we may never
understand the impact of social and political processes on everyday citizens’ lives. A change in
policy does not necessarily change the status quo of service provision and access to rights.
Street-level providers may lack incentive or face barriers to update their behavior.!® On the other
hand, activists do not isolate their efforts on institutional agenda-setting, policy design, and
policy adoption. They also work within and outside the state to encourage implementation,

“entrench” policy gains, and even expand policy gains.'!
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Actors in Policy Implementation

This paper explores the relationship between two types of actors who are involved in
policy implementation: street-level providers and activists. I use the term street-level providers to
refer to public or private sector workers who interact with citizens, deliver services, and
implement policy.!? This term is intentionally broader than “street-level bureaucrats,” which
refers to public officials who are employed by the state to deliver public goods and services.
Bureaucrats include police officers, teachers, and local government employees. Providers include
bureaucrats as well as individuals employed by private or nonprofit entities in the provision of
public goods and services who are subject to some degree of government oversight or regulation,
such as social workers in nonprofits who help administer public services and healthcare
professionals who are licensed to provide specialized care. I draw from prior literature on street-
level bureaucracy since providers working in private venues share many of the same
responsibilities as providers who are public officials, such as distributing public benefits,
guaranteeing individuals’ access to healthcare or other social rights, and complying with laws
and regulations. In a context where social policy recognizes a right to a public good or service,
providers in both public and private venues may share the same obligation to implement that
policy. Even providers who are privately employed can play a gatekeeper role in deciding
whether an individual can access a right or entitlement as formally recognized by the state. Like
bureaucrats, providers have two important qualities: discretion, or the capacity to make decisions

in the application of policy to individual cases; and autonomy, or the freedom to implement
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policy without control from elected politicians. These two qualities are theorized in more detail
in the next section.

Activists are individuals who devote personal resources—time, money, energy,
knowledge, or personal connections—to advance a political or organizational goal through
“sharing information, attaining greater visibility, gaining access to wider publics, multiplying
channels of institutional access, and so forth.”!3 Activists mobilize individual and collective
identities and draw on repertoires of contention to select the tactics that they employ towards
their policy goals.!* They may be political “outsiders,” who deploy disruptive tactics such as
protest and direct action to challenge the status quo or draw attention to issues affecting
marginalized groups.!®> Or they may be “institutional activists” who are embedded in political
networks and act as brokers between movements and institutions, using insider tactics such as
lobbying to influence agenda-setting and policy design.!® Such insider tactics are essential to
activists’ work of “entrenching” policy gains achieved by a social movement.!”

Providers may be influenced by or may themselves identify as activists and use insider or
outsider tactics to influence agenda-setting and advocate for policy goals. For example, even
after social movement actors left governmental positions in Brazil, civil servants there engaged

in “bureaucratic activism” to carry out their environmentalist agenda.!® Professional movements
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were responsible for landmark policies expanding health coverage and AIDS treatment in
Thailand and Brazil and repealing Ireland’s abortion ban.!” In Argentina, the Red de
Profesionales de la Salud por el Derecho a Decidir (Network of Health Professionals for the
Right to Decide) provides resources to professionals and helps patients find care.?’ Colombia’s
Grupo Médico por el Derecho a Decidir, an affiliate of the international Doctors for Choice, has
worked closely with other organizations in the abortion movement to develop and diffuse
professional health knowledge.?!

Providers and activists working in a context of weak state capacity or impunity may seek
to influence outcomes by outsourcing bureaucratic functions to non-state actors such as NGOs or
civilian groups, whether to avoid accountability, meet a security need, or fill a governance gap.?
Or, they may work with existing laws and “refashion an existing institution for a new purpose,”
opening them up to participation by marginalized individuals or groups.?® In legal or policy gray
areas, street-level providers have an opportunity to use their discretion to innovate in policy
implementation, and activists—recognizing this capacity for discretion—may attempt to
influence this implementation process. In her insightful work on “uneven implementation,”
Elverdin described five mechanisms that activists use to support abortion access: direct service

provision, building social networks, information dissemination, monitoring, and entering health
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bureaucracies.?* To build on her work, I engage with the mechanisms of service provision and
information dissemination, and introduce an additional mechanism focused on interpretation and
the interaction of formal and informal institutions.
Decisions in Policy Implementation

Providers have a range of options when implementing policy. Compliance entails
delivering services in a way that conforms to the instructions or intentions of formal policy. Non-
compliance can mean divergence from formal organizational directions, such as acting in a way
that contradict the policy, or divergence from policy intention via foot-dragging or “not adopting
a reasonable, balanced judgment of how to approach the inevitable discretion that emerges from
the imprecision of procedures and rules.”? Noncompliance may take the form of restricting
service provision through foot-dragging or a refusal to deliver service, or it may take the form of
expanding service provision beyond the intended beneficiaries.
Discretion and Autonomy

Agency directives in a formal legal framework can be ambiguous and service delivery is
complicated by real-life context. Compliance therefore exists in relationship with discretion, or
the capacity to make unique decisions in implementing policy in individual cases. Providers are
often experts in their field who are assigned responsibility for implementing policy precisely
because of their high level of knowledge or experience. Discretion is also necessary because
“individuals are so much more than their bureaucratically relevant characteristics”; thus

providers respond to human dimensions that may not be captured by the abstract or absolutist
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ideals of written law.2® In the case of abortion, providers’ role in service delivery requires an
intimate understanding of the law, up-to-date knowledge sexual and reproductive health science,
and an ability to interact with patients and apply one’s expert knowledge to the patient’s unique
circumstances.?’

Providers use their discretion in deciding whether to comply with the law as written, or to
deliver services in a more restrictive or expansive way than the original policy intent.?® For
providers to exercise discretion, they must also have autonomy, or freedom from direct oversight
by superiors or elected politicians. Autonomy protects bureaucratic legitimacy, ensures
efficiency and equity, and it allows providers to act impartially. It also allows providers to
respond to the “human dimensions of situations,” which may create opportunities for providers
to innovate in the implementation of formal policy.?’

A Theory of Decision-Making in Policy Implementation

I use the concepts of discretion and autonomy to develop a theory of provider decision-
making. I propose that providers’ decisions about implementation are influenced by three
interpretive levels: at the micro level, their individual preferences; at the informal level, the
social norms, shared interpretations, and hierarchies in which they are embedded; and at the
formal level, their level of autonomy and the enforcement expectations that follow. At the micro
level, providers may choose noncompliance if they perceive policies to conflict with their

personal religious or moral values—laws protecting providers’ right to conscientious objection
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https://doi.org/10.1016/j.socscimed.2009.07.029.
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section.
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clearly protect this matter of discretion.’® Providers or everyday citizens may also engage in
noncompliance with the intention of communicating “constructive” critiques regarding the fit
between formal policies and local conditions.®! This is particularly relevant in the context of
sexual and reproductive health issues that carry cultural and religious stigma, where providers
may act as “gatekeepers.”?

At the second level, providers are influenced by informal institutions, the “socially shared
rules” or norms present in their communities and professional networks.?* Their expertise is
filtered through their sense of what is “normal” behavior for a healthcare professional, police
officer, or social worker, and “normal” can mean different things: descriptive norms entail ideas
about whether a practice is common; while prescriptive norms entail ideas about whether a
practice is seen as acceptable or deviant.* At the professional level, providers are affected by
their training and social networks. For example, the Hippocratic Oath is both an ancient text and
an informal institution guiding physician behavior, which some interpret as either pro- or anti-

abortion.*> At the community level, Aniteye and Mayhew note that healthcare providers face
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Bureaucrats’ Responsiveness,” Journal of Public Administration Research and Theory 4, no. 2 (1994): 225-54,
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“social pressures,” and their willingness to provide care is influenced by the “perceived views of
others.”® Even if providers understand abortion to be a health issue, a cultural norm of silence
around sex and reproductive health can prevent them from acting.’’

Further, social hierarchies may influence how individual providers view the scope of
their work and whether they can conceive of their capacity to make decisions outside of narrow
compliance. Healthcare is a particularly hierarchical profession. Physicians historically played a
major role in the legal regulation of maternal healthcare and the criminalization of abortion.*®
Lower in the hierarchy are nurse practitioners and nurses, who play an increasingly important
role in the provision of abortion care, as well as midwives, who were historically maligned by
physicians but who are returning to a more prominent role in women’s health.>® Depending on
their level of autonomy, individuals who have less medical training and therefore less power and
influence in a healthcare setting may be less willing to exercise discretion in a creative or
boundary-pushing way, or they may feel less constrained by norms in the medical field and thus
more willing to innovate.

Finally, at the third level, providers are also influenced by formal institutions—not just

the written law, but their expectations of how it will be enforced. Whether providers will receive

36 Patience Aniteye and Susannah H. Mayhew, “Shaping Legal Abortion Provision in Ghana: Using Policy Theory
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Abortion Policy,” Social Science & Medicine 251 (April 2020): 112909,
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38 Claire McKinney, “A Womb of One’s Own: Abortion and the Politics of Reproduction,” unpublished manuscript,
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information from activists and innovate in their implementation practices depends on two
features of institutional design: first, autonomy from control by elected politicians or ideological
superiors; and second, their expectations of how the law will be enforced if they do not narrowly
comply. This may be a formal protection, or it may be a reasonable expectation of forbearance.
Holland describes forbearance as the intentional and revocable non-enforcement of the law.*°
Providers operating in highly politicized and/or policed areas of social service provision such as
immigration or healthcare may not be willing to act innovatively (or at all) if they face criminal
prosecution. But where providers possess legal autonomy or a reasonable expectation of
forbearance, there may be opportunities for activists to influence providers’ interpretations of the
law and application of discretion. Activists may also attempt to directly influence enforcement
expectations through legal mobilization—Ilitigating to defend individuals’ rights or articulate
novel interpretations of existing law or institutions.*! Figure 1 illustrates the factors that
influence providers’ interpretation and the decision of whether or to what extent they should
comply with the law.

[FIGURE 1 HERE]

I propose that activists seek to influence how providers deliver services by influencing
the ways that providers interpret the policies that they are mandated to implement. Activists may
seek to directly influence providers’ personal views about abortion through storytelling or
sharing information to reduce stigma. But given the deep-seated, personal nature of such views,

activists may be more likely to target their efforts at the social, informal level of norms and the

40 Alisha C. Holland, Forbearance as Redistribution: The Politics of Informal Welfare in Latin America (Cambridge
University Press, 2017).

4! Juan Cruz Esquivel, “Religion and Politics in Argentina: Religious Influence on Legislative Decisions on Sexual
and Reproductive Rights,” Latin American Perspectives 43, no. 3 (2016): 133-43,
https://doi.org/10.1177/0094582X16629459; Whitney Taylor and Sidney Tarrow, “Law, Mobilization, and Social
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third level of legal interpretations and enforcement expectations. At the second level, activists
may furnish practical information about how to provide services or legal and bureaucratic
information about how to interpret and navigate the law. These efforts influence descriptive
norms: providers’ sense of what is possible or normal for them to do. They may also attempt to
change providers’ interpretations of the law, their perceived capacity for discretion, and public
expectations of service delivery. These efforts influence prescriptive norms: providers’ (and the
public’s) sense of what is appropriate or morally right. At the third level, activists may seek to
convince providers that they can change their behavior without incurring significant legal
troubles; they may seek to protect them from legal or social backlash; or they may seek to
educate enforcers and influence their interpretation. Importantly, the informal and formal levels
can interact. As novel interpretations of legal norms are adopted over time, expectations about
enforcement may evolve; and providers must have some “wiggle room” between formal
institutions and informal norms to consider novel interpretations in the first place. By influencing
how providers interpret the law and how they think about their professional obligations, activists
can encourage them to expand service delivery.
Case Selection

To illustrate how activists influenced providers’ practices, I explore health policy
implementation: specifically, healthcare providers’ practices with abortion care. Abortion is a
useful case for exploring social policy implementation and service provision because there is
discretion in how abortion policy is implemented; street-level providers assess each individual

case.*? Further, it is an issue around which there is a great deal of mobilization, with both insider

42 Elverdin, “Weak Institutions, Strong Movements.”
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and outsider activists seeking to influence policy design and informal abortion access.** But
abortion is also a hard case because it is a salient, stigmatized issue that can provoke a charged
emotional response.**

This is a theory-building paper. I present a paired comparison to develop a theory of how
activists influence providers’ decision-making and practices of policy implementation, with a
focus on a novel causal mechanism: interpretation, in the form of both informal norms and
enforcement expectations. Paired comparison is a valuable tool for theory building and allows
me to avoid generalizing from a single case.*’ I draw on two cases that are both examples of an
expansion of abortion access: Argentina and Colombia. In both countries, access to abortion
increased after partial legalization as providers (particularly those in urban areas) adopted an
integral health perspective and expanded their application of the causales framework. In both
cases, activists were key to developing and transmitting novel interpretations of the legal
framework and the medical model of care.

My case selection logic draws on George and Bennett’s description of heuristic case
studies and building-block studies. Heuristic case studies “where variables co-vary as expected”
are useful for inductively identifying causal mechanisms and paths.*® On the other hand,
building-block studies identify common patterns among types or subtypes of a phenomenon.

George and Bennett note that “no variance” studies may be useful for “identify[ing] causal paths

43 Mariela Daby and Mason W. Moseley, “Feminist Mobilization and the Abortion Debate in Latin America:
Lessons from Argentina,” Politics & Gender 18, no. 2 (2022): 359-93; Barbara Sutton and Nayla Luz Vacarezza,
Abortion and Democracy: Contentious Body Politics in Argentina, Chile, and Uruguay (Routledge, 2021).
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Democracies (Cambridge University Press, 2003), https://doi.org/10.1017/CB0O9780511615627.

4 Sidney Tarrow, “The Strategy of Paired Comparison: Toward a Theory of Practice,” Comparative Political
Studies 43, no. 2 (2010): 230-59, https://doi.org/10.1177/0010414009350044.
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to similar outcomes when equifinality is present.”*’ T offer two examples of activist
implementation and expansion of service provision, rather than a positive and negative example
or examples of expansion and retraction, to illustrate that the pathway of activists influencing
providers’ interpretations and practices can lead to an expansion of service provision under
different contexts, with different types of activists and tactics. Despite these differences in the
case context and actors, the same process can be observed in both cases.

Argentina is the heuristic case because it experienced high levels of activism by women
and feminist organizations, particularly at the grassroots level, and a marked increase in abortion
access in the years leading up to the legalization of abortion.*® Grassroots feminist collectives
mobilized locally to not only influence providers, but also to act as informal providers
themselves by supporting self-managed abortion at home.** Activists provided the knowledge
and interpretive resources that enabled providers to deliver services, and providers developed
norms of expansive discretion to provide abortion care on an elective basis.>® Argentina also has
a relatively high state capacity in the region, and provides nominal universal healthcare, though
the quality of state services varies across provinces.

Is this pathway unique to Argentina, with its high levels of activism, strong grassroots
feminist networks, and universal healthcare? I introduce a second case, Colombia, as a building-
block case to illustrate how the same causal process worked in a different context and with

different actors. In contrast to Argentina’s broad-based feminist movement, the central actors in

47 George and Bennett, Case Studies and Theory Development in the Social Sciences, 49.

8 Daby and Moseley, “Feminist Mobilization and the Abortion Debate in Latin America”; Socorristas en Red,
Sistematizacion 2019 (2020), https://socorristasenred.org/sistematizacion-2019/.

49 Nayla Luz Vacarezza and Julia Burton, “Transformar los sentidos y el sentir. El activismo cultural de las redes de
acompafantes de abortos en América Latina,” Debate feminista 66 (2023): 61-90,
https://doi.org/10.22201/cieg.2594066xe.2023.66.2409; Lucila Szwarc and Tessa Wood, “Lessons Learned from
Argentina’s Struggles for Legal Abortion: Toward a Feminist Approach to Health,” Critical Times 7, no. 1 (2024):
4665, https://doi.org/10.1215/26410478-11082955.

50 Ramos et al., “Step by Step in Argentina.”
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Colombia were a more professionalized class of activists. There, a group of lawyers and health
professionals joined forces with international networks to draft legal interpretations and then
trained health professionals and advocates around the country, producing a top-down
“pedagogical effect.”! This is not to say that there are no grassroots activists or acompariantes in
Colombia; groups like Las Parceras provide support to women who seek abortion care outside
of the formal system. But the activists who have been most heavily involved in developing and
diffusing the legal framework for legal abortion have been professionals working to directly
influence public officials and healthcare providers.

By presenting both case studies, I show how both grassroots, “outsider” activists in
Argentina and professional, “insider” activists in Colombia can influence and even expand
policy implementation through interpretation. Despite differences in the structure and visibility
of the abortion movements, the types of activists, and their specific activities, in both cases we
can observe how novel interpretations of professional and legal norms as well as enforcement
expectations took hold and influenced the practice of abortion service provision. I briefly return
to discuss the implications of these distinct pathways for abortion rights in the conclusion.
Data & Methods

My analysis is informed by three months of field research in Colombia and six months of
field research in Argentina over several trips between July 2022 and May of 2025. I conducted
semi-structured interviews with activists, policy officials, healthcare providers, and other
stakeholders. In these interviews, I asked my interlocutors to describe their day-to-day work;
their professional and educational background; whether/how they learned about abortion

specifically; and how their work changed in response to legal or policy reforms. I also asked

5! Gonzalez Vélez and Jaramillo, “Legal Knowledge as a Tool for Social Change.”
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activists about their experiences working with providers, and vice versa, to explore the
relationships and the perceptions that each group had of the other.

Most interviews were conducted face-to-face in interviewees’ workplaces or homes, or in
public locations such as cafés or community centers, but some were conducted via Zoom due to
interviewees’ preference or out of logistical necessity. Most were one-on-one, with a few group
interviews where I met with two to four individuals at the same time, according to the group’s
preference; these interviews are counted as one in the categorization below. Almost all
interviews were conducted entirely in Spanish, except for a small number of interviews with
professionals who were fluent English speakers, where we shifted back and forth. In total, in
Argentina I conducted 16 interviews with people who worked in the capital city of Buenos Aires;
15 in the greater province of Buenos Aires; and 7 in other cities or towns around the country,
focusing on rural provinces such as Neuquén in the south and Jujuy and Catamarca in the
northwest. In Colombia, I conducted 23 interviews with people who worked in the capital city of
Bogotéd and 6 who worked elsewhere, mostly in Medellin—a more conservative city in the
coffee-growing region—and one in the coastal northwest. Table 1 displays the categorization of
my interviewees.

[TABLE 1 HERE]

I identified interviewees via several routes. In addition to the invaluable support of
colleagues’ and my own prior contacts, I relied heavily on cold emails and WhatsApp messages
to establish contact with activist organizations, government entities and professionals. In
Argentina, I met several interviewees at an Encuentro Nacional de Mujeres. 1 also identified
healthcare providers using the websites of the Red de Profesionales de Salud por el Derecho a

Decidir in Argentina and the Jacarandas in Colombia, both of which maintain maps of abortion
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providers. As part of my fieldwork, I also spent several days in each country visiting clinics and
hospitals, attempting to establish contact with personnel and understand the process of seeking
reproductive healthcare. In Argentina, this method yielded several interviews, as personnel
would either speak to me right away or tell me to return another day when an abortion provider
would be on call. In Colombia, I found that there were more institutional barriers, as healthcare
personnel would explain that I needed to seek authorization and provide contact information for
an administrator. In addition to interviews, my case studies are informed by qualitative analysis
of primary and secondary source documents including white papers, government reports, policy
documents, and academic sources.
Argentina: Grassroots Mobilization

In 2005, a coalition of feminist activists, labor unions, human rights groups, student
associations, and others united in launching the National Campaign for the Right to Legal, Safe,
and Free Abortion. From the beginning, the coalition has advocated for abortion as a human
rights issue, linking the matter to the history of human rights advocacy in Argentina.’? An
institutionalized coalition with international connections and domestic political interlocutors, the
Campaign has drafted legislation to legalize elective abortion and submitted bills for
consideration to Congress regularly since 2008.

Soon after, grassroots feminist collectives began mobilizing to provide abortion care via
direct information provision and abortion acomparniamiento (accompaniment). The Lesbianas y
Feministas por la Descriminalizacion del Aborto (Lesbians and Feminists for the

Decriminalization of Abortion) self-published a manual titled Everything You Want to Know

52 Barbara Sutton and Elizabeth Borland, “Abortion and Human Rights for Women in Argentina,” Frontiers: A
Journal of Women Studies 40, no. 2 (2019): 27-61, https://doi.org/10.5250/fronjwomestud.40.2.0027.
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about How to Have an Abortion with Pills.>®> The manual’s cover is hot pink with rainbow
borders, smiley faces, and a prominent declaration of “easy, cheap, safe, at home!” — a “flashy”
message that sought to grab readers’ attention and destigmatize the topic.>* In addition to the
manual, the Lesbianas established a hotline to answer women’s questions about self-
administering abortion at home.>®> Soon after, the Socorristas en Red, founded in 2012 in the
rural southern province of Neuquén, began offering feminist accompaniment services that not
only helped people get access to medication abortion but also provided information and
emotional support to individuals self-managing their abortions at home.>® The network quickly
grew as affiliated Socorrista groups were established throughout the country—in 2019,
Socorristas accompanied women in over 12,000 self-managed abortions around the country.>’
At the same time as these collectives were mobilizing to make self-administered abortion
accessible and safe through direct action, feminist lawyers and health bureaucrats were also
working through formal institutions to expand abortion access. The National Ministry of Health
adopted a protocol for treating abortions in 2010 in an effort to curb maternal mortality.>® As
Elverdin noted, feminist activists working in health bureaucracies were key players in creating

the guide and then disseminating information to healthcare providers, which empowered them to

53 Lesbianas y Feministas por la Discriminalizacion del Aborto, Todo lo que querés saber sobre como hacerse un
aborto con pastillas (Editorial El Colectivo, 2010), https://clacaidigital.info/handle/123456789/40.

54 Author interview with health professional, November 20, 2024.

55 Lesbianas y Feministas por la descriminalizacion del Aborto and Centro de Estudios Legales y Sociales (CELS),
Quinto Informe de atencion de la Linea Aborto: mds informacion, menos riesgos., 2012,
https://clacaidigital.info/handle/123456789/451.

56 Julia Burton, Prdcticas feministas en torno al derecho al aborto en Argentina: aproximaciones a las acciones
colectivas de Socorristas en Red, June 2017, https://doi.org/10.5354/0719-0417.2017.46268; Szwarc and Wood,
“Lessons Learned from Argentina’s Struggles for Legal Abortion.”

57 Socorristas en Red, Sistematizacion 2019.

58 Programa Nacional de Salud Sexual y Procreacion Responsable, Guia Técnica Para La Atencion Integral de Los
Abortos No Punibles (Ministerio de Salud, 2010), https://www.argentina.gob.ar/sites/default/files/senaf/materiales-
otros-
organismos/Guia%?20t%C3%A9cnica%?20para%20la%?20atenci%C3%B3n%20integral %20de%201los%20abortos %2
0n0%?20punibles.pdf.
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expand their discretion in providing abortion care.>® Feminist legal advocacy culminated in the
2012 FAL Verdict or Fallo FAL.® According to Argentina’s 1921 Criminal Code, abortion was a
crime unless there was “a danger to the life or health of the mother or if the pregnancy is the
result of a rape or an attack of modesty committed against an impaired or insane woman.”®! Prior
to 2012, legal abortion was largely unavailable due to confusion regarding the interpretation of
the Criminal Code, but FAL clarified that all individuals, not just the mentally impaired, had a
right to abortion in cases of a threat to health or rape. Although FAL did not remove abortion
from the criminal code, it established the right to “legal interruption of pregnancy,” often simply
called “ILE” for interrupcion legal del embarazo, through the causales model. It thus provided
clarity which lifted the “informal rule” of a “de facto prohibition of legal abortion services” and
empowered healthcare providers to use a more expansive application of discretion.®?

Institutional activism by feminist lawyers and health bureaucrats helped to develop both a
practical protocol and a legal justification through which healthcare providers could support
patients. The causales legal model established discretion: it placed responsibility on healthcare
professionals to assess patients and determine whether their situation met the legal definition of a
threat to the pregnant person’s health. Further, the ruling clearly vested decision-making powers

in patients and healthcare providers. It explicitly states that individuals seeking abortion “cannot

% Elverdin, “Weak Institutions, Strong Movements.”

60 Elizabeth Borland, “Feminist Lawyers, Litigation, and the Fight for Abortion Rights in the Southern Cone,” in
Abortion and Democracy: Contentious Body Politics in Argentina, Chile, and Uruguay (Routledge, 2021),
https://scholar.google.com/citations?view_op=view_citation&hl=en&user=Y W8JV44A A A AJ&sortby=pubdate&cit
ation_for view=YW8IV44AAAAT:zYLM7Y9cAGgC.

1 The 1921 Penal Code used the words “una mujer idiota o demente,” which literally translates to “an idiot or
demented woman.” See also Agustina Ramos, “Se cumplen diez afios del fallo FAL, que allano el camino para
alcanzar el aborto legal,” REDAAS — Red de Acceso al Aborto Seguro de Argentina, March 16, 2022,
https://redaas.org.ar/noticias/redaas-en-los-medios/se-cumplen-diez-anos-del-fallo-fal-que-allano-el-camino-para-
alcanzar-el-aborto-legal/.

62 Paola Bergallo, “The Struggle Against Informal Rules on Abortion in Argentina,” in Abortion Law in
Transnational Perspective: Cases and Controversies (University of Pennsylvania Press, 2014), 144,
https://www jstor.org/stable/j.ctt7zw7tf.
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and shall not be forced to request judicial authorization to terminate their pregnancy,” and in the
following clause, that “it is the pregnant person who solicits the practice, together with the health
professional, who must make the decision to carry it out and not a magistrate.”® This language
establishes both discretion, since it gives healthcare providers the power to assess patients’
requests for abortion care, and autonomy, since it explicitly excludes state actors from the
decision-making process.

As healthcare workers sought to understand their obligation and capacity to provide
abortion care, they faced two learning curves: first, how to provide abortion care at all; and
second, how to interpret the causales model, particularly what constituted a “threat to health.”
Professionals who had never been trained in providing abortion care began to seek out
knowledge on best practices. Many health professionals relied on information from the local
experts on medication abortion: the grassroots feminist activists, particularly the Lesbianas y
Feministas who had published the manual and acompariante networks such as the Socorristas.
One general practitioner described how she learned from the activists and then spread the
information through her professional networks:

“I went to talk to [the pharmacist who sold misoprostol under the table] and I brought

him the manual. I told him, it’s great that you’re selling misoprostol without a

prescription, but you have to be careful with the directions. Look at [the manual]. And I

told him, if anything comes up, if you see people are alone, send them to the health

center, I can see them.”%*

A psychologist in a public hospital in Buenos Aires province noted, “the first source I

ever got my hands on was that [manual], and never in the university”.%> Importantly, this

8 F., A. L. s/ Medida autosatisfactiva., 259.XLVI (Corte Suprema de Justicia de la Nacion March 21, 2012), 22-23,
https://www.saij.gob.ar/corte-suprema-justicia-nacion-federal-ciudad-autonoma-buenos-aires--medida-
autosatisfactiva-fal2000021-2012-03-13/123456789-120-0002-1ots-eupmocsollaf.

54 Author interview with health professional, July 20, 2023.

55 Author interview with health professional, November 20, 2024.
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knowledge diffused beyond the metropolitan capital, and it represented not only practical
information but also a normative understanding of abortion care that centered the patient. A
gynecologist in one of the rural northwestern provinces of Argentina described her experience:

“I learned to do outpatient abortions using misoprostol from the Socorristas. 1 always

thank them and will continue to thank them for the training I had, which was a more

empathetic and horizontal perspective, with the woman positioned as the owner of her
own abortion. I learned from the Socorristas, I was never going to learn that in the
hospital.”

This provider’s reflection shows the importance of a norm, specifically an understanding
of what it means to provide care, in determining how the law is interpreted and whether the
service is provided. The “horizontal perspective” of provider and patient on equal footing in
decision-making established respect for patients’ autonomy and therefore influenced the
interpretation of the causal salud. But even providers who held progressive views that prioritized
patients’ autonomy maintained a certain level of power in that they were responsible for
interpreting their patients’ experiences and making them legible to the law. Two healthcare
providers that I interviewed described the emotional labor involved in assessing patients’ needs
and adapting their approach, sometimes to help guide patients’ decisions: “Looking at the
patient, you know who needs another week and who is super determined and doesn’t care. So in
those cases, you support differently and each of those consultations is completely different.”¢’
These individuals clearly saw patients as individuals and sought to empower their decision-
making, but this recollection illustrates their gatekeeping position.

Unlike the grassroots activists who accompanied abortions through direct action,

healthcare providers who sought to provide care from their positions as professionals within the

formal healthcare system were bound to certain legal obligations outlined in F4L. The discretion

56 Author interview with health professional, October 30, 2024.
57 Author interview with two health professionals, October 29, 2024.
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established in /AL simultaneously constrained and empowered healthcare providers: though they
were obligated to assess whether each individual request met the legal benchmark of a “threat to
health,” it also empowered them to use their discretion to implement access to abortion more
widely. As a psychologist at a public hospital described, “there was a change with the Fallo FAL
that legal abortion began to be used more widely,” meaning that the application of what counted
as a legal abortion became more broad.5®

When a patient came through their doors seeking an abortion, healthcare workers
described a lengthy process of carefully documenting the indication or causal that permitted the
legal interruption of pregnancy. Two public health clinic workers in Buenos Aires described their
work during the era of partial legalization as “artisanal”’;*” they would work closely with a
patient seeking abortion care to write the medical history so that it fit the legal indications.

“I mean, as a health provider you have to respond according to what the law requires,

right? So, when you make a referral for legal abortion, you have to justify the reason.

And that’s when the training comes into play, to know the parameters of the law, what we

are covered by, what we are not.””°

This quote shows the extent to which providers’ work was informed by their need to
conform to formal institutional regulations. They were highly knowledgeable about “the
parameters of the law” and justified their actions in terms that would avoid law enforcement,
even as they acted creatively in applying the expansive interpretation. This broad understanding
of “integral health” in the causal salud is drawn from the World Health Organization and would
also form the basis of Colombian activists’ interpretive legal work. The integral health

understanding of legal abortion was also embodied by the 2015 Ministry of Health protocol for

providing legal abortion: “the protocol says that Argentina has a comprehensive health model—

8 Author interview with health professional at hospital, November 20, 2024.
59 Author interview with two health professionals, October 29, 2024.
70 Author interview with interdisciplinary team of health professionals, November 20, 2024.
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that is, in the [World Health Organization] definition of health which is biological, psychosocial,
any of those areas—if any of that is affected by the pregnancy, the abortion had to be carried
out”.”!

Health professionals that I interviewed described how the comprehensive definition of
health allowed them to work within the framework of partial legalization to essentially provide
access to elective abortion to anyone.

“If their health is looked at from a comprehensive perspective, which is the biological,

the psychological and the social, basically anything that the person said in the interview,

the interdisciplinary team could work with and argue as a risk to their integral health.

From insecure housing to domestic violence, lack of work or financial support, a co-

occurring illness such as depression, any of those things, we interpreted that continuing

the pregnancy would worsen the person’s situation. That was sufficient to say that it is a

legal termination of pregnancy. And that would give us the parameters as health

professionals to be able to provide support without feeling like we were going to jail.””?

This quote illustrates the interaction between informal institutions—shared interpretations
of the law—and formal institutions—enforcement expectations and the accompanying practices
that providers use to document and justify their actions. The informed consent and medical
history process was (and to a lesser extent remains) an elaborate, bureaucratic endeavor, in which
patients must describe their family situation, income, health, and more. But because Fallo FAL
vested decision-making power in the hands of the healthcare professionals and not in political or
legal actors overseeing them, the ruling created a certain degree of freedom. As the wide-
reaching understanding of “integral health” took hold, the formal institutional reality of partial
legalization evolved to an informal practice of abortion on demand.

“We had some easier interviews where the indication wrote itself, and some interviews

where you had to work to construct an indication that would allow us to accompany

them. But we never said no to anyone. Every person who came here requesting an
abortion left with the situation resolved.””?

1 Author interview with a health professional, November 21, 2024.
72 Author interview with health professional, November 20, 2024, emphasis added.
3 Author interview with health professional, October 31, 2024.
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Health professionals in Argentina often use the term “legal interruption of pregnancy,”
referring to the causales model in which patients must provide a justification and doctors must
certify the legal reason for abortion, in contrast to “voluntary interruption of pregnancy,”
meaning elective abortion. Referring to the provision of legal abortion through the causales
model, one physician described, “it’s kind of like ‘legal,” dressed up, in quotation marks, right?
We can always find an indication.””* Even though the law only officially recognized the right to
abortion under certain narrow circumstances, there was always a way to describe a patient’s
situation such that it met those circumstances—a practice of elective abortion in a legal
framework of therapeutic abortion.

Colombia: Top-Down Mobilization

At least eight bills seeking to decriminalize abortion in certain cases were proposed and
failed in Colombia’s legislature between 1975 and 1997.7° In the 21st century, efforts to regulate
abortion have been concentrated in the Constitutional Court. The Court was established by the
Constitution of Colombia of 1991, which guaranteed a sweeping array of fundamental human
rights, including social, economic, and cultural as well as collective and environmental rights.
Further, the Constitution established measures for protecting those rights, including the accion de
tutela. Any individual in Colombia who feels that their individual rights are being violated, or
who feels they are facing a barrier to accessing their rights, may file a tutela before a judge.’®

Tutelas may be resolved by the judge that hears them, or they may travel through the legal

74 Author interview with health professional, July 12, 2023.

5 La Mesa por la Vida, La Lucha Por La Despenalizacién Del Aborto En Colombia (La Mesa por la Vida y la Salud
de las Mujeres, 2007), https://despenalizaciondelaborto.org.co/wp-content/uploads/2019/02/1.-La-lucha-por-la-
despenalizaci_n-del-aborto-en-Colombia.pdf.

76 Liliana Carrera Silva, “La accion de tutela en Colombia,” Revista IUS 5, no. 27 (2011): 72-94; Whitney Taylor,
“Ambivalent Legal Mobilization: Perceptions of Justice and the Use of the Tutela in Colombia,” Law & Society
Review 52, no. 2 (2018): 337-67, https://doi.org/10.1111/lasr.12329.
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system to the Constitutional Court, which is the supreme constitutional legal body in the country.
Because of these push and pull factors, La Mesa por la Vida y la Salud de las Mujeres (the
Roundtable for the Life and Health of Women) alongside other feminist legal networks such as
the Center for Reproductive Rights and Women’s Link Worldwide developed the Proyecto
LAICIA (Litigio de alto impacto en Colombia: la inconstitucionalidad del aborto, or “high
impact litigation in Colombia: the inconstitutionality of abortion™) to bring abortion arguments to
the courts.””

In 2006, the Constitutional Court of Colombia issued a ruling that individuals possess a
constitutional right to abortion when there exists one of three verified indications or causales: the
pregnancy is the result of rape, there is a serious fetal abnormality, or there is a danger to the
health or life of the pregnant person. In establishing partial legalization through the causales
model, the Court explicitly recognized medical professionals’ discretion:

“When the continuation of the pregnancy constitutes a danger to the life or health of the

woman, [...] there must be a certification from a medical professional, [...] This is

because it is not up to the Court, as it is not its area of expertise, to establish in which
events the continuation of the pregnancy produces a danger to the life or health of the
woman or there is a serious malformation of the fetus. Such determination is placed in the
hands of medical professionals who will act in accordance with the ethical standards of
their profession.”’8

The Court’s ruling also stated that “Congress has a wide margin to configure public
policy in relation to abortion,” including criminal restrictions, but it also cautioned the legislature
to uphold the principle of proportionality in such restrictions and noted that it may not impede

citizens’ access to their constitutional rights to health and equality before the law. Ultimately,

though, the legislature did not regulate the meanings of the causales. A judge suggested that it

7 Claudia Gomez, “Visibilizar, Influenciar y Modificar: Despenalizacion Del Aborto En Colombia,” Nomadas 24
(2006): 92-105.

8 Sentencia C-355/06, D-6122, 6123 y 6124 (Corte Constitucional de Colombia May 10, 2006),
https://www.corteconstitucional.gov.co/relatoria/2006/c-355-06.htm.
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was preferable for legislators to avoid the electoral costs of navigating the abortion question:
“maybe some legislators agree with these kinds of issues, but they prefer to preserve electoral
latitude and put the problem in the court, because it's easier”.”” Instead, La Mesa and its feminist
allies recognized that the 2006 ruling “created opportunities to seek access to safe abortion
within the legal system... through capacity building and structural change.”® The causal salud
or health indication presented an opportunity for meaning-making: “one of the first and most
important actions is that we produced the interpretation framework for the causales, [...] to
understand the causal salud in a broad interpretation.”!

As one of La Mesa’s founders recalls, “We gave ourselves the task of building... a
technical consensus that would serve health and judicial operators to apply the causales... To
avoid restrictive interpretations, we built the [interpretation] based on the framework of human
rights, bioethics and health standards.”®> Working with a large group of national and
international allies, including the Latin American Federation of Obstetrics and Gynecology, La
Mesa published the Causal Salud white paper in 2008. This document spelled out a holistic
definition of the health of the mother rooted in international human rights and WHO standards. It
emphasized that “the effect on mental health” as well as one’s “life project” must be considered
in applying the causal salud.®’

The collaborative creation of knowledge was a central effort of Colombian activists. As

one interviewee described, “part of what we do at [our legal advocacy group] is to be very

9 Author interview with judge, August 19, 2022.
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creative and try to innovate and make the protections as broad as possible... it is a way of
interpreting even more broadly than what is written” 3* The integral or whole health
interpretation in Causal Salud created a pathway for legal advocates to help women file tutelas if
they were denied abortion care in any situation where their emotional or mental health may be at
risk:

“We began to broaden the concept of health, not only as a risk to life, but to understand

[...] that the health indication covers the life project, the social, the psychological. Then

we produced an entire interpretative framework so that it is implemented in a way that

guarantees and protects women's rights”.

After developing the interpretive resources, or how they thought providers should
interpret the law, Colombia’s activists sought to facilitate the adoption of this knowledge through
trainings of medical professionals and other relevant actors. Between 2010 and 2014, La Mesa
conducted workshops on the legal status of abortion that trained 1,189 health professionals,
public officials, and local women’s health advocates. In addition to these general trainings, La
Mesa also conducted more specialized workshops on the use of the causal salud to lawyers,
healthcare providers, medical students, and professors throughout the country.®¢ These
workshops focused on both the informal and the formal institutional aspects of decision-making:
spreading the whole health interpretation and educating providers on the law and their rights and
protections.

In addition to generating the broad interpretation of the causal salud that would inform
activists and health professionals throughout Latin America, La Mesa directly provided legal
accompaniment to individuals who were denied abortion access. Legal accompaniment

contributed not only a systematized documentation of barriers to access, but also the

8 Author interview with lawyer, August 10, 2022, emphasis added.
8 Author interview with activist, August 24, 2022.
8 Gonzélez Vélez and Jaramillo, “Legal Knowledge as a Tool for Social Change.”
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implementation of the whole health interpretation of the causal salud and thus a pathway to
termination of pregnancy on a voluntary, not just legal, basis. The effect was that activists’
interpretation gained legal precedent, and providers and women seeking abortion gained
protection.

“To confront the barriers that women were facing in practice, they resorted to the use of

tutelas, which is the mechanism through which the constitution guarantees individual

rights when people are at risk of having their rights violated. Women then resorted to the

tutela to be able to access voluntary termination of pregnancy”.%’

Legal accompaniment is one tactic through which activists influenced enforcement
expectations. On the other hand, providers had their own tactics and logic to provide healthcare
while avoiding legal troubles. In the decades prior to the 2006 Sentencia, providers at the
reproductive health clinic Oriéntame openly treated “incomplete abortions,” caring for women
who were bleeding from spontaneous or self-induced abortion without involving the police. The
founder met skepticism from police and religious leaders with technical descriptions of
reproductive anatomy, qualifying the difference between inducing and treating an abortion.®?
These clinics already practiced quietly providing expansive care while openly conforming with
the law. An OB-GYN described how this worked:

“There are certain centers that are highly recognized as such—places where we knew that

pregnancies were terminated—but this was framed in terms of contraceptive methods or

counseling for women. The advertisements for these centers did not explicitly state that
they were places where abortions were performed.”®’

In 2022, the Court decriminalized abortion in all circumstances up to the 24" week of

gestation. In the years since, La Mesa has continued working to influence the implement the law.

87 Author interview with lawyer, August 22, 2022.
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They continue to hold trainings with legal professionals as well as with public officials employed
in the Health Ministry and the Office of the Ombudsman, giving them information to identify
and overcome barriers to abortion access. They are also involved in mesas técnicas or technical
roundtables around the country that monitor healthcare providers to ensure that they are
upholding the legal standard for abortion care. I asked one professional with La Mesa whether
they see themselves as implementing the law themselves or influencing the implementation: “I
think we are accompanying the implementation, and we are also monitoring to a certain extent
that the law is guaranteed. And we are also disseminating [an understanding of] rights to the
groups of women or girls or the organizations that we support.” Activists remain involved in
the development and diffusion of norms and shared understandings of the law. Further, their
involvement in monitoring indicates that they themselves are involved in enforcement—now,
from a position as enforcers.
Discussion

Feminist activists encouraged healthcare providers to prioritize patients’ voices and
interpret the laws expansively. Ultimately, both countries adopted formal laws that reflected this
logic by legalizing elective abortion. As an Argentine health provider recounted, “[the 2020] law
was important in bringing an end to the idea that we [medical professionals] had the power to
decide which abortions were acceptable and which were not.”! The causales model is still in
place in both countries beyond 14 weeks in Argentina and 24 weeks in Colombia.

Healthcare providers that I interviewed still described frustrations with the causales
model. It was sometimes difficult for patients to understand the need for extensive questioning

and documentation: “Sometimes people didn’t understand it, but we need to justify why you

9 Author interview with activist, May 16, 2025.
91 Author interview with health professional in Argentina, November 21, 2025.
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want to [terminate the pregnancy]. No, it can’t be just because you want to. You have to justify
yourself to the government in the medical record.”? Some were critical of the causales model
for vesting decision-making power in the physician rather than the patient. In discussing the
reality of accessing elective abortion, one provider noted that, “the reality is that [elective
abortion] did not happen, and it still does not happen, because it depends on the professional who
interprets the situation.”””

Alan Guttmacher—obstetrician/gynecologist and early Planned Parenthood president—
called abortion “the doctor’s dilemma,” a clash between physicians’ professional judgment about
the health indications for providing abortion and laws that criminalized this form of care.”* Since
then, physicians have gained more recognition for their specialized knowledge and authority in
reproductive health. Under the “medico-legal paradigm,” abortion is only legal when a physician
is present to confirm the safety and appropriateness of the procedure.”® The intent of this
paradigm is to advance health standards by carving out legal protections for providers’
discretion, but this result is not guaranteed if providers are unable to provide care with discretion
and autonomy.

For example, in the U.S. state of Louisiana, abortion is banned unless there is a threat to
the pregnant person’s life or health, or if the fetus is not expected to survive the pregnancy.
Though these exceptions seem to hinge on physician discretion, state attorney general Jeff

Landry has threatened to prosecute physicians who provide abortion care, and legislative efforts

92 Author interview with two health professionals in Argentina, October 29, 2024.

9 Author interview with health professional in Argentina, November 29, 2024,
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to clearly define expectations for physicians failed. The legal and political context “erode[d]
clinicians’ ability to use their medical judgment to provide the appropriate standard of medical
care.””® Though discretion is necessary to provide care, it is not sufficient. Providers’ ability to
expand service delivery is clearly contingent on some level of autonomy, whether that be a
formal assurance of independence or a reasonable expectation of forbearance. Importantly,
providers may also restrict access to care. Future research should also consider how activists
have mobilized and influenced provider discretion to reduce service delivery. For example, in
the years preceding the Dobbs v. Jackson U.S. Supreme Court case, legislators passed
increasingly strict regulations that made it prohibitively expensive and logistically difficult for
clinics to legally provide abortion.”” Bureaucrats in such contexts may be empowered to hold
abortion clinics and physicians to a higher standard and thus make it more difficult for patients to
access care.”

Of course, there are also problems with centering physicians rather than patients
themselves in decision-making about women’s health. The medical field of obstetrics has its
origins in the abuse of enslaved black women by white male physicians.”® Around the world,
women have experienced forced sterilization procedures—sometimes unknowingly—at the

hands of physicians who seek to control their patients’ reproductive lives.!% This history of

% Lift Louisiana et al., “Criminalized Care: How Louisiana’s Abortion Bans Endanger Patients and Clinicians,”
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paternalism and medical abuse is associated with mistrust of medical institutions and the
endurance of structural health inequalities.!°! Even if policy is designed with the intent of
promoting women’s health and reproductive autonomy, when access to abortion depends on
provider discretion, patients’ reproductive decisions ultimately are not their own; they are
constrained by the provider’s point of view. Thus the “medico-legal paradigm” or “hegemonic
model” that roots decision-making power in the physician rather than the patient corrupts the
right to reproductive autonomy.
Conclusion

This article develops a theory of activist policy implementation. I show how activists can
entrench and extend policy changes by influencing the implementation process, specifically by
influencing providers’ interpretation of existing policy and law. Argentine street-level providers’
interpretation of the causal salud was influenced by a horizontal ethic of care introduced by
grassroots networks and formalized by activist lawyers and health bureaucrats. In Colombia, by
contrast, professionalized activists developed interpretive resources in collaboration with
international advocacy groups and then spread information through training health professionals
and public officials. In both cases, activists faced barriers to changing formal laws but identified
other ways to change the status quo and help women gain access to abortion care. They
identified opportunities to innovate in legal gray areas, developed alternative interpretations of
the law, disrupted dominant professional and legal norms, and encouraged providers to interpret

and implement policy in a way that expanded access to services beyond the original intention of
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formal law. To conclude, I highlight areas for future research and the contributions and
implications of this theory for the literature on social movements and social policy.

In this article, I focus on the informal expansion of access in the absence of legal reform
or when reform does not go far enough. Future research should explore how patterns of activism
and access influence whether and how law and policy are formally reformed. In these two cases,
it seems that there is some alignment between the patterns of implementation and the
institutional pathway that abortion reform outcomes took. In Argentina, we saw the expansion of
abortion through activism in grassroots networks; a mass social movement; and a change in the
law by a coalition of parties in the legislature. In Colombia, professionals in clinics quietly
provided care under a cloak of technicalities, and a coalition of feminist lawyers slowly wedged
open first the causales and then legal elective abortion through iterative Constitutional Court
cases. In other words, the way that people accessed abortion care before it was legal, the social
movement tactics and actors, and the formal institutional pathway of reform all mirrored each
other; one could describe the story of abortion access and reform as largely “bottom-up” in
Argentina and “top-down” in Colombia. Future research should explore these pathways to
understand how patterns of informal access and activism influence and are influenced by formal
institutions, policy, and access to public goods.

Abortion restrictions and bans do not reduce the rate of abortion, but for providers they
create a larger invisible workload, fear of prosecution, and uncertainty regarding professional

security.!%? Patients experience confusion, stigma, and shame, all of which may discourage them

102 Aystin and Harper, “Quantifying the Impact of Targeted Regulation of Abortion Provider Laws on US Abortion
Rates”; Heymann et al., “Unlimited Discretion.”
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103 For all these reasons, providers may face barriers to providing

from seeking professional help.
abortion care, especially when it goes against the status quo. But as I show, many providers do
change their behavior. Further, providers with discretion and autonomy may even expand service
provision beyond formal laws or in the absence of formal policy reform. Providers’ decisions
about policy implementation are not simply reflective of the formal policy context; they are the
product of their personal views and interpretations as well as the informal and formal institutions
in which they are embedded. This theory helps us understand broader questions about how social
policy is implemented, and how people gain access to contested rights and public benefits.

This paper considers abortion as a case of service delivery, exploring how providers
deliver services and therefore how they act as guarantors of individuals’ rights. I argue that
activists have opportunities to influence how providers interpret and implement policy, and thus
change the informal status of access to services—the informal recognition of rights—even when
they are constrained in their ability to change formal policy. Abortion has long been a
widespread underground practice in Latin America.!%* The recent movements to legalize it
represent not just an attempt to establish a formal right to bodily autonomy, but to force the state
to reckon with an informal reality. Keeping abortion hidden historically claimed the lives of
mostly poor and marginalized women. Thus the movement to make safe abortion normal and
visible in society represents a continuation of the efforts to expand inclusive social policies for
marginalized groups like informal workers, indigenous communities, and the LGBTQ

population.!®® As they attempt to incorporate previously marginalized people into formal

103 Shelly MaklefT et al., “Exploring Stigma and Social Norms in Women’s Abortion Experiences and Their
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institutions, activists seek to establish formal recognition and protection for rights to social goods
that have existed but only with precarity for those with minimal resources. % Activist policy
implementation has implications for both service delivery in practice and the design and
adoption of formal social policies. In terms of direct access, activists may be able to expand
access to public goods such as healthcare and therefore improve broader health outcomes by
directly targeting providers and their interpretations. In terms of formal policy, as activists
change the way that laws are understood and practiced, they may also contribute to changes in
policy design in the long run.

Some of the healthcare providers I interviewed understood their role as not only using
their discretion and expertise to decide whether to provide the requested care, but to
“accompany” patients’ decision-making by making their needs legible to the state. Some of them
worked backwards from the expressed needs of the patient, accepting the patient’s claim first and
crafting a legal justification that would satisfy the state’s legal framework second. In this way,
providers made the law work for patients, not the other way around, and expanded service
delivery beyond the formal bounds of the law. This is also reflective of how activists use direct
action: when the law was not sufficient to protect women’s health, and opportunities to change
formal policy were unavailable, activists brought services directly to patients, cultivating a norm
of patient autonomy and expansive service delivery, and worked around the law. My
contribution to thinking about social movements is to show that activists don’t just work to put
issues on the agenda or reform policy; they can construct the world they advocate for by directly
providing services, changing the status quo and how people understand their rights to certain

goods and services.

196 Garay, Social Policy Expansion in Latin America.
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This work has implications for our understanding of how informal institutions change
over time, and how social norms are developed and diffused across hierarchies. The practice of
abortion is an amalgamation of norms and experiences that is informed by but distinct from the
written law. These norms are developed in part by the process of agenda-setting and policy
design. But in the implementation process, they are contested, refined, and put into practice by
activists and street-level providers, who determine practical access to abortion care, and through

this work challenge and (re)define what is seen as acceptable for patients and providers.
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