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Reimagining medical abortion in Australia: 
what do we need to do to meet women’s 
needs and ensure ongoing access?
There is much to be done to make high quality, accessible medical abortion a reality in 
Australia

The overturning of Roe v Wade in the United States 
has renewed impetus in Australia to ensure the 
availability of high quality, accessible abortion 

services. But decriminalisation and the availability 
of medical abortion do not in and of themselves 
mandate service delivery or ensure access. Numerous 
barriers continue to exist. These include issues such 
as inconsistent abortion laws, over- regulation, lack of 
regional level planning and accountability for service 
delivery, sparse and inconsistent services across the 
country, inadequate numbers of skilled providers, 
a lack of training opportunities for the current and 
future workforce, and consumer concerns such as high 
costs and difficulty navigating services.

With each state and territory having different abortion 
laws,1 practitioners are concerned about compliance 
when practising across borders or undertaking 
locums. Women are also forced to travel between 
states to get the abortion care they require because of 
differences in gestational limits or lack of availability 
of providers. Uniformity in legislation across the 
country is necessary, involving both decriminalisation 
and removal of grounds- based restrictions, gestational 
limits, third party authorisation, and provider 
restrictions. Laws must also ensure that access to 
abortion care is protected against barriers created by 
conscientious objection.2

Medical abortion remains over- regulated in Australia 
and out of step with current international models of 
care and evidence- based recommendations. The World 
Health Organization guidelines3 outline, for example, 
regimens for medical abortion involving mifepristone 
and different dosages of misoprostol both before 12 
weeks’ gestation and beyond. However, the current 
composite pack of mifepristone and misoprostol 
available in Australia is only registered for use up to 
nine weeks’ gestation4 and does not offer practitioners 
or indeed women the availability of additional doses of 
misoprostol when required.

Over- regulation contributes to stigma and is a barrier 
to primary care provision. Canada has completely 
deregulated mifepristone providing evidence not 
only of continued safety but also a marked increase 
in the number of providers.5 Moves are underway in 
Australia to remove many of the restrictions that were 
applied at the time of registration of mifepristone. 
Once approved, mifepristone will be able to be 
prescribed like any other drug and dispensed by 
any pharmacist. But more is required than just 
deregulation to increase the current low number and 
maldistribution of primary care providers in Australia. 

There are currently only 3885 general practitioners 
registered to provide medical abortion, of which 
2478 are based in metropolitan areas.6 Some 30% of 
Australian women live in an area with not even one 
GP provider.7 This increases to 50% for those living in 
remote Australia.7

A high functioning integrated health system is 
required to optimise care. Although GPs play a 
central role in primary care provision, the WHO 
guidelines3 make recommendations supporting 
provision by a broader range of health professionals 
than currently exists in Australia. This includes 
task sharing and nurse and other health service 
professional provision of a range of abortion 
services, including vacuum aspiration for induced 
abortion, management of incomplete abortions and 
miscarriage, medical abortions in the first trimester, 
management of uncomplicated incomplete abortions 
or miscarriage with misoprostol, and self- managed 
abortion.

Secondary and tertiary care facilities need to better 
support primary care provision in their region. It 
is necessary to have greater accountability for local 
level planning, service delivery, and creation and 
transparency of referral pathways that support 
primary care delivery and provide specialist service 
options where there is complexity or special needs.8

Focus is also required on workforce capacity building 
and creating a pipeline of providers of abortion 
services. This involves exposure to and education on 
abortion at all stages of a health care professional’s 
career pathway: while a student, during hospital 
residency and rotations, during discipline- based 
training (eg, general practice, midwifery, pharmacy 
and gynaecology training), and for practising 
clinicians through opportunities for further skill 
acquisition and peer support and networking.

Student curricula need to focus on clinical delivery 
of abortion services, not only ethical and legal 
dimensions.9 With the majority of abortion service 
provision currently occurring outside of hospitals 
in private community- based services, student 
placements and skills- focused training in high volume 
community- based clinics need to be supported. 
This could occur through support of local family 
planning clinics, general practice clinics with special 
expertise in women’s health (eg, the newly established 
endometriosis general practice clinics10), or through 
local commissioning of both clinical services and 
training at a regional level through primary health 
networks. At a minimum, all GP trainees could be 
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offered training in medical abortion and long- acting 
reversible contraception insertion and removal through 
these clinics that need to receive specific funding to 
provide such training. Training incentives for local 
providers could also be established in specific areas of 
need.

Deliberate leadership development through 
fellowships is another strategy increasingly used in 
countries such as the US (eg, the Reproductive Health 
Education in Family Medicine [RHEDI] Fellowship 
Program; https://rhedi.org). These fellowships 
provide salary support for trainees to learn core skills 
in clinical care, advocacy and leadership, education 
skills, and research skills. This could help make 
trainees the leaders in sexual reproductive health 
in the future, ensuring the sustainability of the 
workforce.

Communities of practice can be a valuable resource 
for practitioners in the community, providing peer 
support, resources and information on best practice. 
Examples of communities of practice include the 
Australian Contraception and Abortion Primary Care 
Practitioner Support Network (AusCAPPS) initiative 
in Australia —  a multidisciplinary online community 
supporting primary care providers to deliver 
contraception and abortion care.11 By incorporating 
these workforce capacity building approaches into 
professional education at all levels, we will ensure 
that Australia is well equipped to provide high 
quality abortion care throughout the country in the 
future.

It is also important to address the needs and 
preferences of consumers in the provision of abortion 
care. Although medical abortion may be enabling for 
many women, it is not the preferred option for many12 
and is not suitable for everyone, particularly young 
people who may need more support and consideration. 
Choice of either medical or surgical abortion must 
therefore be maintained. Women seeking abortion 
often have poor knowledge of their options. In addition, 
they face lack of transparency as to where services are 
provided, high costs, and few local services providing 
abortion.13 National information hotlines, such as My 
Options in Ireland14 and 1800 My Options (www.1800m 
yopti ons.org.au) in Victoria, can help women (and 
primary care practitioners who are not themselves 
providers or who have conscientious objection) navigate 
to services. As is the case in Ireland, they could also 
provide a 24- hour support line. Making abortion cost- 
neutral to the patient, as is also the case in Ireland14 
(for related consultations, necessary ultrasounds and 
investigations, medical abortion medication, follow- up 
low sensitivity urine pregnancy test, and post- abortion 
contraception if desired) and in other countries such 
as England, Scotland and Sweden, would also remove 
barriers to women requiring this essential service. No 
cost abortions have recently become available in the 
Australian Capital Territory,15 setting an example that 
hopefully the rest of Australia will follow.

Improving women’s health literacy is also crucial 
in enabling them to make informed decisions about 
their reproductive health. With the increasing trend 
of relying on information gleaned through social 

media and the internet, a national digital hub could 
promote evidence- based information through social 
media campaigns, use animations to assist women 
with low health literacy, provide information in 
multiple languages and help counter misinformation 
commonly peddled on TikTok and Instagram, for 
example. Video- based information can be an effective 
way of increasing young women’s knowledge and 
has been demonstrated to achieve outcomes such as 
increasing women’s uptake and preference for long- 
acting reversible contraception.16

The coronavirus disease 2019 (COVID- 19) pandemic 
mainstreamed telehealth abortion service provision 
across the world, and, in Australia, is supported by 
much welcomed sexual and reproductive health 
telehealth Medicare item numbers that have no 
patient restrictions.17 Knowledge of the availability 
of telehealth approaches to medical abortion among 
both GPs18 and consumers remains limited and  
more needs to be done to promote the availability  
of this option, which is so effective for improving 
access.

Self- management in abortion, where women are 
supported to have a safe at- home abortion, is 
endorsed by the WHO3 and is gaining momentum 
in countries with restrictions to abortion access such 
as the US; for instance, Plan C is an example of an 
organisation that supports women in self- managing 
their abortions (www.planc pills.org). However, it is 
important to consider both the benefits and potential 
drawbacks of self- management in abortion care. Even 
though self- management can provide greater access 
to safe and effective medical abortion, particularly for 
those who face barriers to accessing in- person care, 
it is important to ensure that vulnerable populations 
are not left behind and that health care services 
continue to provide comprehensive and accessible 
reproductive health services, including abortion care, 
for those who need it. Advanced provision of medical 
abortion medication as well as the use of mifepristone 
for menstrual regulation19 are likely next steps, but 
rigorous evaluation and careful consideration of the 
potential benefits and risks are necessary before these 
approaches can be advocated.

In conclusion, there is much to be done to make 
high quality, accessible medical abortion a reality 
in Australia, but the steps needed are clear. The 
WHO guideline provides the evidence and the 
policy, workforce and clinical framework for moving 
forward.3 The gains that have been made through 
the availability of telehealth access should be built 
upon. Regional level planning, integration, delivery 
and accountability need to become a given. Countries 
such as Ireland and Canada provide examples of the 
models of care and policies required, and strangely 
the US, whose legal system is restricting much needed 
provision in the health care sector, has showcased how 
consumer empowerment and literacy can be harnessed 
to overcome what can seem like insurmountable  
barriers.
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