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 y Medical methods of abortion (medical abortion): 
use of pharmacological drugs to terminate preg-
nancy. Sometimes the terms “non-surgical abor-
tion” or “medication abortion” are also used.

 y Menstrual regulation: uterine evacuation without 
laboratory or ultrasound confirmation of preg-
nancy for women who report recent delayed 
menses.

 y Osmotic dilators: short, thin rods made of sea-
weed (laminaria) or synthetic material. After place-
ment in the cervical os, the dilators absorb mois-
ture and expand, gradually dilating the cervix.

 y Routes of misoprostol administration: 

 – oral – pills are swallowed immediately;

 – buccal – pills are placed between the cheek 
and gums and swallowed after 30 minutes;

 – sublingual – pills are placed under the tongue 
and swallowed after 30 minutes;

 – vaginal – pills are placed in the vaginal for-
nices (deepest portions of the vagina) and 
the woman is instructed to lie down for 
30 minutes.

 y Surgical methods of abortion (surgical abortion): 
use of transcervical procedures for terminat-
ing pregnancy, including vacuum aspiration and 
dilatation and evacuation (D&E). (See Chapter 2, 
Section 2.2.4 for a more detailed description of 
methods of surgical abortion.)

Human Rights terminology

 y International human rights treaty: also sometimes 
called a Covenant or a Convention, is adopted by 
the international community of States, normally 
at the United Nations General Assembly. Each 
treaty sets out a range of human rights, and cor-
responding obligations which are legally binding 
on States that have ratified the treaty. Annex 7 
includes a list of these treaties. 

Definitions used in this document
 y Duration or gestational age of pregnancy (gesta-

tion): the number of days or weeks since the first 
day of the woman’s last normal menstrual period 
(LMP) in women with regular cycles (for women 
with irregular cycles, the gestational age may 
need to be determined by physical or ultrasound 
examination). The first trimester is generally 
considered to consist of the first 12 or the first 14 
weeks of pregnancy (see Table 1).

Table 1. Equivalent gestational ages in weeks 
and days during the first trimester 

Weeks of gestation Days of gestation

<1 0–6

1 7–13

2 14–20

3 21–27

4 28–34

5 35–41

6 42–48

7 49–55

8 56–62

9 63–69

10 70–76

11 77–83

12 84–90

13 91–97

14 98–104
Adapted from: International statistical classification of diseases 
and health related problems, 10th revision – ICD-10, Vol. 2, 
2008 Edition. Geneva, World Health Organization, 2009.
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 y Treaty monitoring body: each of the international 
human rights treaties is monitored by a desig-
nated treaty monitoring body (see Annex 7). The 
treaty monitoring bodies are committees com-
posed of independent experts. Their main func-
tion is to monitor the States’ compliance with the 
treaty in question, including through the examina-
tion of State reports.

 y General comments/recommendations: a treaty 
monitoring body’s interpretation of the content 
of human rights provisions on thematic issues 
or its methods of work. General comments seek 
to clarify the reporting duties of State parties 
with respect to certain provisions and suggest 
approaches to implementing treaty provisions. 

 y Concluding observations: following submission 
of a State report and a constructive dialogue with 
the State party to the particular convention, treaty 
monitoring bodies issue concluding observa-
tions to the reporting State, which are compiled 
in an annual report and sent to the United Nations 
General Assembly.

 y Regional human rights treaties: States adopted 
human rights treaties in Africa, the Americas, 
Europe and the Middle East. Regional human 
rights bodies, such as the African Union, the 
Organization of American States, the Council of 
Europe, the European Union, and the League of 
Arab States monitor States’ compliance with the 
treaties. To date, there are no regional human 
rights treaties in South-East Asia or the Western 
Pacific. Annex 7 includes a list of regional human 
rights treaties.

 y Human rights standards: the meaning and scope 
of human rights as interpreted and applied by the 
human rights bodies tasked with this work, e.g. 
international, regional and national courts, and 
human rights committees. 
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Safe abortion: technical and policy guidance for 
health systems (2). In this process, the WHO stand-
ards for guideline development have been followed, 
including: identification of priority questions and 
outcomes; retrieval, assessment and synthesis of 
evidence; formulation of recommendations; and plan-
ning for dissemination, implementation, impact evalu-
ation and updating. For the clinical recommendations 
presented in Chapter 2, evidence profiles related 
to the prioritized questions were prepared, based 
upon recent systematic reviews, most of which are 
included in the Cochrane Database of Systematic 
Reviews. In addition, Chapters 1, 3 and 4 of the origi-
nal 2003 publication were reviewed and updated to 
reflect the latest estimates on unsafe abortion world-
wide, new literature on the topic of service delivery, 
and new developments in international, regional and 
national human rights law. A guideline development 
group, comprising members of an international panel 
of experts, reviewed and revised the draft recom-
mendations based on the evidence profiles, through 
a participatory, consensus-driven process.

The target audience for this guidance is policy-mak-
ers, programme managers and providers of abortion 
care. The use of the clinical recommendations should 
be individualized to each woman, with emphasis on 

Over the past two decades, the health evidence, 
technologies and human rights rationale for providing 
safe, comprehensive abortion care have evolved 
greatly. Despite these advances, an estimated 
22 million abortions continue to be performed 
unsafely each year, resulting in the death of an 
estimated 47 000 women and disabilities for an 
additional 5 million women (1). Almost every one 
of these deaths and disabilities could have been 
prevented through sexuality education, family 
planning, and the provision of safe, legal induced 
abortion and care for complications of abortion.  
In nearly all developed countries, safe abortions are 
legally available upon request or under broad social 
and economic grounds, and services are generally 
easily accessible and available. In countries where 
induced abortion is legally highly restricted and/or 
unavailable, safe abortion has frequently become 
the privilege of the rich, while poor women have little 
choice but to resort to unsafe providers, causing 
deaths and morbidities that become the social and 
financial responsibility of the public health system.

In view of the need for evidence-based best prac-
tices for providing safe abortion care in order to 
protect the health of women, the World Health 
Organization (WHO) has updated its 2003 publication 

ExEcutivE summary
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BOX 1

Recommended methods for surgical abortion

Vacuum aspiration is the recommended technique of surgical abortion for pregnancies of up to 
12 to 14 weeks of gestation. The procedure should not be routinely completed by sharp curettage. 
Dilatation and sharp curettage (D&C), if still practised, should be replaced by vacuum aspiration. 

(Strength of recommendation: strong.  
Quality of evidence based on randomized controlled trials: low to moderate.)

See also: Annex 5, Recommendation 1, page 113.

her clinical status and the specific method of abor-
tion to be used, while considering each woman’s 
preferences for care.

While legal, regulatory, policy and service-delivery 
contexts may vary from country to country, the  
recommendations and best practices described 
in this document aim to enable evidence-based 
decision-making with respect to safe abortion 
care. Details of their development and application 
of the quality of evidence grading are found under 
the Methods section, page 10. Box 1 presents the 
recommendations related to specific methods of sur-
gical abortion, while Box 2 summarizes the recom-
mendations for medical abortion. Box 3 addresses 
recommendations for the surgical or medical meth-
ods preferred beyond 12 weeks of gestation. Box 4 
summarizes the recommendations related to clinical 
care prior to induced abortion, including considera-
tion of cervical preparation, use of diagnostic ultra-
sonography, use of antibiotics and pain-management 
options. Box 5 summarizes the recommendations 

related to post-abortion care, including initiation of 
contraception, treatment of incomplete abortion and 
whether there is a medical need for routine follow-
up visits after induced abortion. Box 6 summarizes 
the main recommendations from Chapter 3 related 
to application of the clinical guidance in establish-
ing and strengthening abortion services, including 
development of national standards and guidelines; 
training and equipping of service providers; assess-
ing, prioritizing and financing of health-system needs; 
introducing and scaling-up of interventions; and 
monitoring and evaluation. Finally, Box 7 summarizes 
the main recommendations from Chapter 4 concern-
ing legal, policy and human rights dimensions.

Members of the guideline development group 
noted important knowledge gaps that need to be 
addressed through primary research. Overall, the 
group placed a high value on research to demedical-
ize abortion care. Observations regarding the need 
for future research are presented in Annex 1.



Safe abortion: technical and policy guidance for health systems 3

BOX 2

Recommended methods for medical abortion

The recommended method for medical abortion is mifepristone followed by misoprostol.

For pregnancies of gestational age up to 9 weeks (63 days)

The recommended method for medical abortion is mifepristone followed 1 to 2 days later by misoprostol. 
[See notes below for dosages, and routes of administration.]

(Strength of recommendation: strong.  
Quality of evidence based on randomized controlled trials: moderate.)

 
Dosages and routes of administration for mifepristone followed by misoprostol 

Mifepristone should always be administered orally. The recommended dose is 200 mg.

Administration of misoprostol is recommended 1 to 2 days (24 to 48 hours) following ingestion of  
mifepristone.
 y For vaginal, buccal or sublingual routes, the recommended dose of misoprostol is 800 μg. 
 y For oral administration, the recommended dose of misoprostol is 400 μg.
 y With gestations up to 7 weeks (49 days) misoprostol may be administered by vaginal, buccal, sublin-

gual or oral routes. After 7 weeks of gestation, oral administration of misoprostol should not be used.
 y With gestations up to 9 weeks (63 days) misoprostol can be administered by vaginal, buccal or sub-

lingual routes.

See also: Annex 5, Recommendation 2, page 113.

For pregnancies of gestational age between 9 and 12 weeks (63–84 days)

The recommended method for medical abortion is 200 mg mifepristone administered orally followed 
36 to 48 hours later by 800 μg misoprostol administered vaginally. Subsequent misoprostol doses 
should be 400 μg, administered either vaginally or sublingually, every 3 hours up to four further doses, 
until expulsion of the products of conception.

(Strength of recommendation: weak.  
Quality of evidence based on one randomized controlled trial and one observational study: low.)

See also: Annex 5, Recommendation 3, page 114.

For pregnancies of gestational age over 12 weeks (84 days)

The recommended method for medical abortion is 200 mg mifepristone administered orally followed 
36 to 48 hours later by repeated doses of misoprostol. 

[See notes below for dosages, and routes of administration of misoprostol.]

(Strength of recommendation: strong.  
Quality of evidence based on randomized controlled trials: low to moderate.)

 y With gestations between 12 and 24 weeks, the initial misoprostol dose following oral mifepris-
tone administration may be either 800 μg administered vaginally or 400 μg administered orally. 
Subsequent misoprostol doses should be 400 μg, administered either vaginally or sublingually, every 
3 hours up to four further doses. 

 y For pregnancies beyond 24 weeks, the dose of misoprostol should be reduced, due to the greater 
sensitivity of the uterus to prostaglandins, but the lack of clinical studies precludes specific dosing 
recommendations.

See also: Annex 5, Recommendation 6, page 115.
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box 2 continued

Recommended methods for medical abortion

Where mifepristone is not available

For pregnancies of gestational age up to 12 weeks (84 days)

The recommended method of medical abortion is 800 μg of misoprostol administered by vaginal or sub-
lingual routes. Up to three repeat doses of 800 μg can be administered at intervals of at least 3 hours, 
but for no longer than 12 hours. 

(Strength of recommendation: strong.  
Quality of evidence based on one randomized controlled trial: high.)

See also: Annex 5, Recommendation 4, page 115.

For pregnancies of gestational age over 12 weeks (84 days)

The recommended method of medical abortion is 400 μg of misoprostol administered vaginally or sub-
lingually, repeated every 3 hours for up to five doses. 

(Strength of recommendation: strong.  
Quality of evidence based on one randomized controlled trial: low to moderate.)

 y For pregnancies beyond 24 weeks, the dose of misoprostol should be reduced, due to the greater 
sensitivity of the uterus to prostaglandins, but the lack of clinical studies precludes specific dosing 
recommendations.

See also: Annex 5, Recommendation 6, pages 115 and 116.

BOX 3

Recommended methods of abortion for pregnancies of gestational age over 
12 to 14 weeks

Dilatation and evacuation (D&E) and medical methods (mifepristone and misoprostol; misoprostol alone) 
are both recommended methods for abortion for gestation over 12 to 14 weeks. Facilities should offer at 
least one, and preferably both methods, if possible, depending on provider experience and the availabil-
ity of training.

(Strength of recommendation: strong.  
Quality of evidence based on randomized controlled trials: low.)

See also: Annex 5, Recommendation 5 page 115.
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BOX 4

Recommendations for care preceding induced abortion

Cervical preparation

Prior to surgical abortion, cervical preparation is recommended for all women with a pregnancy over 
12 to 14 weeks of gestation. Its use may be considered for women with a pregnancy of any gestational 
age. 

(Strength of recommendation: strong.  
Quality of evidence based on randomized controlled trials: low.) 

 y Any one of these methods of cervical preparation before surgical abortion in the first trimester is 
recommended: 

 – oral mifepristone 200 mg (24 to 48 hours in advance); or
 – misoprostol 400 μg administered sublingually, 2 to 3 hours prior to the procedure; or
 – misoprostol 400 μg administered vaginally 3 hours prior to the procedure; or
 – laminaria placed intracervically 6 to 24 hours prior to the procedure. 

(Strength of recommendation: strong.  
Quality of evidence based on randomized controlled trials: low to moderate.)

See also: Annex 5, Recommendation 7, page 116.

All women undergoing dilatation and evacuation (D&E) with a pregnancy over 14 weeks of gestation 
should receive cervical preparation prior to the procedure. 

(Strength of recommendation: strong.  
Quality of the evidence based on randomized controlled trials: low to moderate.)

 y The recommended methods of cervical preparation prior to dilatation and evacuation (D&E) after 
14 weeks of gestation are osmotic dilators or misoprostol. 

(Strength of recommendation: strong.  
Quality of evidence based on randomized controlled trials: moderate.)

See also: Annex 5, Recommendation 8, page 117.
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box 4 continued

Recommendations for care preceding induced abortion

Ultrasound scanning

Use of routine pre-abortion ultrasound scanning is not necessary. 

(Strength of recommendation: strong.  
Quality of evidence based on a randomized controlled trial and observational studies: very low.)

See also: Annex 5, Recommendation 12, page 118.

Prophylactic antibiotics

All women having surgical abortion, regardless of their risk of pelvic inflammatory infection, should 
receive appropriate prophylactic antibiotics pre- or peri-operatively. 

(Strength of recommendation: strong.  
Quality of evidence based on randomized controlled trials: moderate.)

See also: Annex 5, Recommendation 11, page 118.

For women having medical abortion, routine use of prophylactic antibiotics is not recommended. 

(Strength of recommendation: strong.  
Quality of evidence based on one observational trial: very low.)

See also: Annex 5, Recommendation 11, page 118.

Pain management

All women should be routinely offered pain medication (e.g. non-steroidal anti-inflammatory drugs) during both 
medical and surgical abortions. 

General anaesthesia is not recommended routinely for vacuum aspiration abortion or dilatation and evacuation 
(D&E).

(Strength of recommendation: strong.  
Quality of evidence based on randomized controlled trials: low.)

Remarks: Medication for pain management for both medical and surgical abortions should always be offered, 
and provided without delay to women who desire it. In most cases, analgesics, local anaesthesia and/or con-
scious sedation supplemented by verbal reassurance are sufficient, although the need for pain management 
increases with gestational age.

See also: Annex 5, Recommendation 14, page 118.
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BOX 5

Recommendations for care post-abortion

Contraception

Women may start hormonal contraception at the time of surgical abortion, or as early as the time of 
administration of the first pill of a medical abortion regimen. Following medical abortion, an intrauterine 
device (IUD) may be inserted when it is reasonably certain that the woman is no longer pregnant.   

(Strength of recommendation: strong.  
Quality of evidence based on randomized controlled trials: very low.)

See also: Annex 5, Recommendation 13, page 118.

Follow-up

There is no medical need for a routine follow-up visit following uncomplicated surgical abortion or 
medical abortion using mifepristone followed by misoprostol. However, women should be advised that 
additional services are available to them if needed or desired. 

(Strength of recommendation: strong.  
Quality of the evidence based on observational studies and indirect evidence: low.)

See also: Annex 5, Recommendation 9, page 117.

Incomplete abortion

If uterine size at the time of treatment is equivalent to a pregnancy of gestational age 13 weeks or less, 
either vacuum aspiration or treatment with misoprostol is recommended for women with incomplete 
abortion. The recommended regimen of misoprostol is a single dose given either sublingually (400 μg) or 
orally (600 μg).

(Strength of recommendation: strong.  
Quality of evidence based on randomized controlled trials: low.)

See also: Annex 5, Recommendation 10, page 117.
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BOX 6

Recommendations for health systems

To the full extent of the law, safe abortion services should be readily available and affordable to all 
women. This means services should be available at primary-care level, with referral systems in place for 
all required higher-level care. 

Actions to strengthen policies and services related to abortion should be based on the health needs and 
human rights of women and a thorough understanding of the service-delivery system and the broader 
social, cultural, political and economic context. 

National standards and guidelines for safe abortion care should be evidence based and periodically 
updated, and should provide the necessary guidance to achieve equitable access to good-quality 
care. New policy and programme interventions should reflect evidence-based best practices. Complex 
service-delivery interventions require local evidence of feasibility and effectiveness through pilot-testing 
on a small scale prior to investing resources in scaling-up. 

Training of abortion providers must ensure that they have the competencies to provide good-quality 
care in accordance with national standards and guidelines. Ensuring good-quality abortion care requires 
ongoing supervision, quality assurance, monitoring and evaluation. 

Financing of abortion services should take into account costs to the health system while ensuring that 
services are affordable and readily available to all women who need them. Costs of adding safe abortion 
care to existing health services are likely to be low, relative to the costs to the health system of treating 
complications of unsafe abortion. 

Successful scaling-up requires systematic planning, management, guidance and support for the 
process by which pilot interventions are both expanded and institutionalized. It also requires sufficient 
human and financial resources to support the process.

See Chapter 3 for further details.
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BOX 7

Recommendations related to regulatory, policy and  
human rights considerations

Laws and policies on abortion should protect women’s health and their human rights. 

Regulatory, policy and programmatic barriers that hinder access to and timely provision of safe abortion 
care should be removed.  

An enabling regulatory and policy environment is needed to ensure that every woman who is legally 
eligible has ready access to safe abortion care. Policies should be geared to respecting, protecting 
and fulfilling the human rights of women, to achieving positive health outcomes for women, to provid-
ing good-quality contraceptive information and services, and to meeting the particular needs of poor 
women, adolescents, rape survivors and women living with HIV. 

See Chapter 4 for further details.
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Methods

This document was prepared according to the WHO 
standards and requirements for guideline develop-
ment. In summary, this process included: identifica-
tion of priority questions and outcomes; evidence 
retrieval, assessment and synthesis; formulation of 
recommendations; and planning for dissemination, 
implementation, impact evaluation and updating. 
The identification of priority questions for recom-
mendations was initiated by professional staff from 
the WHO Department of Reproductive Health and 
Research (WHO Secretariat), who drafted a list of 
questions and outcomes related to provision of safe 
abortion care in light of new data since the initial 
publication of the guidance in 2003 (2), as well as in 
response to solicited feedback from its users.

A global panel of international stakeholders, includ-
ing health-service providers, health programme 
managers, researchers, methodologists, human 
rights lawyers, and women’s health and human rights 
advocates, was established to review and prioritize 
the draft questions and outcomes, which included 
clinical, technical and programmatic topics. This 
initial consultation was conducted electronically, 
and all responses were reviewed by members of the 
WHO Secretariat. Questions and outcomes rated 
as critical were included in the scope of this docu-
ment, for evidence grading using the Grading of 
Recommendations Assessment, Development and 
Evaluation (GRADE) approach, and the development 
of recommendations. The list of final questions con-
sidered for GRADE tables and outcomes is presented 
in Annex 2.

Cochrane systematic reviews of randomized clini-
cal trials were the primary source of evidence for 
the recommendations. Based on the list of priority 
questions, identified as described above, the relevant 
Cochrane systematic reviews (3–14) were identi-
fied and conducted or updated using their specific, 

Process of guideline development

Background

Safe abortion: technical and policy guidance for 
health systems was published by the World Health 
Organization (WHO) in 2003 (2) as the first global 
guidance for abortion-related care and policy issues. 
Since that time, the guidance has been translated 
into French, Russian, Spanish and various non-official 
United Nations (UN) languages and has been widely 
used by governments, nongovernmental organiza-
tions (NGOs), providers of women’s health services, 
and women’s health and human rights advocates.

Since publication of the guidance in 2003, a con-
siderable amount of new data have been produced 
and published, relating to epidemiological, clinical, 
service delivery, legal and human rights aspects of 
providing safe abortion care. Therefore, preparation 
for this revision of the guidance included extensive 
literature review and updating of recommendations 
related to service delivery, legal and policy issues, 
and the conduct of new systematic reviews and 
updates of outdated systematic reviews to provide 
the evidence for recommendations related to clini-
cal questions prioritized by an international panel 
of experts. The substantial revisions in this update 
reflect changes in methods of abortion and related 
care, service delivery as it applies to the availability 
and use of new methods, and application of human 
rights for policy-making and legislation related to 
abortion, among other topics. Recommendations 
in the 2003 guidance for which there was no new 
evidence remain unchanged.

Additionally, in parallel with the revision of the guid-
ance, a companion document entitled Clinical practice 
handbook for safe abortion care has been developed 
for providers of abortion services, with additional 
information on the details of implementing the clinical 
care recommendations of the guidance document.
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regional human rights treaty provisions and the work 
of international and regional human rights bodies. 
Staff at the programme also produced a series of 
research briefs providing human rights and legal 
research and analysis on selected issues of particular 
concern (for example, elaboration of the health indi-
cation for safe abortion, conscientious objection, and 
legal and regulatory barriers).

In order to review the draft recommendations and 
the supporting evidence, a technical consultation 
was organized at WHO headquarters in Geneva, 
Switzerland. The members of a guidelines develop-
ment group – a subset of the international panel that 
participated in the initial online consultation and other 
experts – were invited to participate in this consulta-
tion (see Annex 4 for a list of participants and their 
affiliations). Draft recommendations, revised chapters 
and supporting documents were shared with the par-
ticipants before the consultation for their review.

Declarations of interest were obtained from the 
participants in the technical consultation using a 
standard WHO form prior to their participation in the 
meeting. These declarations were reviewed by the 
WHO Secretariat and, when necessary, by the WHO 
Office of the Legal Counsel before the consultation. 
Two consultation participants (Dr Laura Castleman 
and Dr Helena von Hertzen) declared that they were 
employed by organizations that have or might appear 
to have commercial conflicts of interest. For recom-
mendations that were directly relevant to their organi-
zations’ work, they left the room during final recom-
mendation making. No other participants declared 
any conflicts or potential conflicts of interest.

standard search strategies. Additionally, three sys-
tematic reviews were conducted outside of the 
Cochrane Database of Systematic Reviews and were 
published in peer-reviewed journals (15–17). The 
search strategies and the specific criteria for includ-
ing and excluding trials identified by the search are 
provided in the corresponding systematic reviews. 
The available evidence was appraised and graded 
following the GRADE approach (18–22), reflecting the 
priority comparisons and outcomes; comparisons 
and outcomes not relevant to the recommendation 
were excluded. As a result, evidence profiles (GRADE 
tables) were prepared (available from www.who.int/
reproductivehealth/publications/unsafe_abortion/
rhr_12_10). Standardized criteria for grading the 
evidence using GRADE are presented in Annex 3. 
For  each selected comparison, data for available 
priority outcomes have been assessed and presented 
in the evidence profiles (if data for priority outcomes 
were not available in specific comparisons, they were 
omitted in the GRADE tables). Based on the evidence 
profiles, recommendations were drafted by the WHO 
Secretariat.

For Chapter 3 on establishing and strengthening safe 
abortion services, two issues were identified (indica-
tors of safe abortion and competencies for provid-
ing safe abortion) for which recent WHO guidance 
was already available. Therefore, the steps taken to 
address the topics in Chapter 3 were to adopt and 
reference recent WHO guidance, and to conduct an 
extensive literature review of the issues presented for 
the existing recommendations from the first edition of 
the document, while updating the references. 

For Chapter 4 on legal and policy considerations, 
WHO contracted the Programme on International 
Reproductive and Sexual Health Law in the Faculty 
of Law at the University of Toronto, Toronto, Canada, 
to assist the revision, including proposing changes 
to the existing content, based on international and 
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Document preparation and peer review

A preliminary document, containing the draft recom-
mendations, was prepared and made available to the 
participants in the technical consultation three weeks 
before the meeting. The draft recommendations 
were amended during the meeting, based on the 
discussions. After the meeting, the draft document 
was revised by the WHO Secretariat. The revised 
version was sent electronically to all participants, for 
their approval and comments. Primary reviewers for 
each chapter were identified based on their fields of 
expertise. Finally, the whole document was sent for 
external critical appraisal and peer review. During 
this process of review, important suggestions were 
incorporated into the document; however, the WHO 
Secretariat refrained from making major changes in 
the scoping (e.g. further expansion of the guidance 
scoping) or in the recommendations agreed upon 
during the consultation.

Dissemination of the guidance document

As with the first edition of the guidance document, 
dissemination will be undertaken through distribu-
tion of the print version, and a series of regional 
workshops will be organized on applying the WHO 
Strategic Approach to strengthening sexual and 
reproductive health policies and programmes (23) to 
the issue of unsafe abortion. The aim of the work-
shops will be to develop proposals based on the 
guidance that can strengthen safe abortion care 
within sexual and reproductive health programmes. 
The workshops will include preselected country 
teams with representatives from ministries/depart-
ments of health, including a variety of health-service 
providers and programme managers, and representa-
tives from NGOs, professional associations and UN 
organizations.

Decision-making during the technical 
consultation

For each recommendation, the participants in the 
technical consultation discussed the draft text 
prepared by the WHO Secretariat, with the aim of 
reaching consensus. Consensus was defined as 
agreement by the majority of participants, with no 
one strongly disagreeing. No strong disagreements 
occurred during the consultation and, therefore, an 
alternative system, such as voting, was not neces-
sary. In addition to the scientific evidence and its 
quality, applicability issues, costs and other expert 
opinions were considered while formulating the final 
recommendations.

The strength of the recommendations was deter-
mined through the assessment of each intervention 
on the basis of: (i) desirable and undesirable effects; 
(ii) the quality of available evidence; (iii) values and 
preferences related to interventions in different set-
tings; (iv) the cost of options available to health-care 
workers in different settings; and (v) the perceived 
likelihood of changing the recommendation due to 
further research. In general, a strong recommenda-
tion with moderate- or high-quality evidence indi-
cates that further research should not be considered 
a priority. The full text of the recommendations from 
the technical consultation is found in Annex 5.

Topics not identified as the subject of a new system-
atic review for which WHO recommendations already 
existed were presented at the technical consulta-
tion, for group discussion. Those recommendations 
found by the group to be relevant and current were 
endorsed and adopted. These topics included: 
indicators of safe abortion; contraceptive use follow-
ing abortion; and the recommendations surrounding 
establishing and strengthening abortion services, 
including competencies for providing abortion care, 
found in Chapter 3.
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Assessing the impact of published guidelines is a 
challenging task. In an attempt to do so, we plan 
to monitor the number of requests from countries 
for assistance in implementation of the guidelines, 
direct follow-up in countries applying the Strategic 
Approach, and the number of countries that modify 
their national abortion programme monitoring to 
reflect the indicators for safe abortion provided in 
Table 3.2 (page 75) of this document. Additionally, we 
will continue to monitor the number of downloads of 
the document, as well as the number of hard copies 
of the guidance requested and distributed.

Updating the guidelines

The WHO Secretariat anticipates that these guide-
lines will be reviewed again four years following their 
publication, to assess whether revision is necessary, 
based upon newly available evidence and feedback 
from users.
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chapter 1

Safe abortion care: the public health and human rights rationale
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 y Each year, 22 million unsafe abortions are esti-
mated to take place. Nearly all unsafe abortions 
(98%) occur in developing countries. The total 
number of unsafe abortions has increased from 
about 20 million in 2003 to 22 million in 2008, 
although the global rate of unsafe abortion has 
remained unchanged since 2000. 

 y Approximately 47 000 pregnancy-related deaths 
are due to complications of unsafe abortion. In 
addition, 5 million women are estimated to suffer 
disability as a result of complications due to 
unsafe abortion.

 y Impressive gains in contraceptive use have 
resulted in reducing the number of unintended 
pregnancies, but have not eliminated the need for 
access to safe abortion. An estimated 33 million 
contraceptive users worldwide are expected to 
experience accidental pregnancy annually while 
using contraception. Some of the accidental preg-
nancies are terminated by induced abortions, and 
some end up as unplanned births.

 y Whether abortion is legally more restricted or 
available on request, a woman’s likelihood of 
having an unintended pregnancy and seeking 
induced abortion is about the same. However, 
legal restrictions, together with other barriers, 
mean many women induce abortion them-
selves or seek abortion from unskilled providers. 
The legal status of abortion has no effect on a 

woman’s need for an abortion, but it dramatically 
affects her access to safe abortion.

 y Where legislation allows abortion under broad 
indications, the incidence of and complications 
from unsafe abortion are generally lower than 
where abortion is legally more restricted.

 y In almost all countries, the law permits abortion to 
save the woman’s life, and in the majority of coun-
tries abortion is allowed to preserve the physical 
and/or mental health of the woman. Therefore, 
safe abortion services, as provided by law, need 
to be available.

 y Unsafe abortion and associated morbidity and 
mortality in women are avoidable. Safe abortion 
services therefore should be available and acces-
sible for all women, to the full extent of the law.

1.1 Background
Induced abortion has been documented throughout 
recorded history (1). In earlier times, abortions were 
unsafe and exerted a heavy toll on women’s lives. 
Advances in medical practice in general, and the 
advent of safe and effective technologies and skills to 
perform induced abortion in particular, could elimi-
nate unsafe abortions and related deaths entirely, 
providing universal access to these services is avail-
able. Yet, an estimated 22 million abortions continue 
to be unsafe each year, resulting in the death of an 
estimated 47 000 women (2).

chaptEr 1
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Unsafe abortion is defined by the World Health 
Organization (WHO) as a procedure for terminating an 
unintended pregnancy, carried out either by persons 
lacking the necessary skills or in an environment that 
does not conform to minimal medical standards, or 
both.

In nearly all developed countries (as classified by the 
United Nations Population Division) safe abortions 
are legally available upon request or under broad 
social and economic grounds, and services are gen-
erally accessible to most women. With the exception 
of a few countries, access to safe abortion in devel-
oping countries is limited to a restricted number of 
narrow conditions (3). In countries where abortion is 
legally highly restricted, unequal access to safe abor-
tion may result. In such contexts, abortions that meet 
safety requirements can become the privilege of the 
rich, while poor women have little choice but to resort 
to unsafe providers, which may cause disability and 
death (4).

This chapter provides an overview of the health, 
demographic, legal and policy context of induced 
abortion with updated data since the publication of 
the document Safe abortion: technical and policy 
guidance for health systems by WHO in 2003 (5).

1.2 Public health and human rights
A consensus on the public health impact of unsafe 
abortion has existed for a long time. As early as 
1967, the World Health Assembly identified unsafe 
abortion as a serious public health problem in many 
countries (6). WHO’s Reproductive Health Strategy to 
accelerate progress towards the attainment of inter-
national development goals and targets, adopted by 
the World Health Assembly in 2004, noted:

“As a preventable cause of maternal mortality and 
morbidity, unsafe abortion must be dealt with as part 

of the Millennium Development Goal on improving 
maternal health and other international development 
goals and targets” (7).

The number of declarations and resolutions signed 
by countries over the past two decades (see for 
example, references 8–11) indicates a growing con-
sensus that unsafe abortion is an important cause of 
maternal death that can, and should, be prevented 
through the promotion of sexuality education, family 
planning, safe abortion services to the full extent 
of the law, and post-abortion care in all cases. The 
consensus also exists that post-abortion care should 
always be provided, and that expanding access to 
modern contraception is critical to the prevention of 
unplanned pregnancy and unsafe abortion. Thus, the 
public health rationale for preventing unsafe abortion 
is clear and unambiguous.

Discussions that grew out of the 1968 International 
Conference on Human Rights in Tehran, Islamic 
Republic of Iran, culminated in the new concept of 
reproductive rights, which was subsequently defined 
and accepted at the 1994 International Conference 
on Population and Development (ICPD) in Cairo, 
Egypt (8). Eliminating unsafe abortion is one of the 
key components of the WHO Global reproductive 
health strategy (12). The strategy is grounded in 
international human rights treaties and global con-
sensus declarations that call for the respect, protec-
tion and fulfilment of human rights, including the right 
of all persons to the highest attainable standard of 
health; the basic right of all couples and individuals 
to decide freely and responsibly the number, spacing 
and timing of their children and to have the informa-
tion and means to do so; the right of women to have 
control over, and decide freely and responsibly on, 
matters related to their sexuality, including sexual and 
reproductive health – free of coercion, discrimination 
and violence; the right of men and women to choose 
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a spouse and to enter into marriage only with their 
free and full consent; the right of access to relevant 
health information; and the right of every person 
to enjoy the benefits of scientific progress and its 
applications (12). To realize these rights, and to 
save women’s lives, programmatic, legal and policy 
aspects of the provision of safe abortion need to be 
adequately addressed, as elaborated further in the 
following chapters.

1.3 Pregnancies and abortions
Among the 208 million women estimated to become 
pregnant each year worldwide, 59% (or 123 mil-
lion) experience a planned (or intended) pregnancy 
leading to a birth or miscarriage or a stillbirth (4). 
The remaining 41% (or 85 million) of pregnancies are 
unintended.

Because of increased contraceptive use, the preg-
nancy rate worldwide has fallen from 160 preg-
nancies per 1000 women aged 15–44 years in 
1995 to 134 per 1000 women in 2008 (4). Rates of 
intended and unintended pregnancies have fallen 
from, respectively, 91 and 69 per 1000 women aged 
15–44 years in 1995 to 79 and 55 per 1000 women 
aged 15–44 years in 2008. More significantly, the rate 
of induced abortion has declined from 35 per 1000 
women aged 15–44 years in 1995 to 26 per 1000 
women aged 15–44 years in 2008. This decline has 
been largely due to a fall in the rate of safe abor-
tion, while the rate of unsafe abortion has remained 
relatively constant since 2000 at around 14 per 1000 
women aged 15–44 years (13). The absolute number 
of unsafe abortions was estimated at about 20 million 
in 2003 and 22 million in 2008. The proportion of all 
abortions that are unsafe has increased from 44% in 
1995 and 47% in 2003 to 49% in 2008 (13). Almost 
all unsafe abortions occur in developing countries, 

where maternal mortality rates are high and access 
to safe abortion is limited.

1.4 Health consequences of unsafe 
abortion
The health consequences of unsafe abortion depend 
on the facilities where abortion is performed; the 
skills of the abortion provider; the method of abortion 
used; the health of the woman; and the gestational 
age of her pregnancy. Unsafe abortion procedures 
may involve insertion of an object or substance (root, 
twig or catheter or traditional concoction) into the 
uterus; dilatation and curettage performed incorrectly 
by an unskilled provider; ingestion of harmful sub-
stances; and application of external force. In some 
settings, traditional practitioners vigorously pummel 
the woman’s lower abdomen to disrupt the preg-
nancy, which can cause the uterus to rupture, killing 
the woman (14). The consequences of using certain 
medicines, such as the prostaglandin analogue mis-
oprostol, in incorrect dosages for inducing abortion 
are mixed, though there is some evidence that even 
an incorrect dosage can still result in lowering the 
number of severe complications and maternal deaths 
(15–17).

Deaths and disability related to unsafe abortion are 
difficult to measure. Given that these deaths or com-
plications occur following a clandestine or illegal pro-
cedure, stigma and fear of punishment deter reliable 
reporting of the incident. It is especially difficult to get 
reliable data on deaths from unsafe second-trimester 
abortions (18). Moreover, women may not relate their 
condition to a complication of an earlier abortion (19). 
Therefore, maternal deaths resulting from unsafe 
abortions are grossly underreported. Complications 
of unsafe abortion include haemorrhage, sepsis, 
peritonitis, and trauma to the cervix, vagina, uterus 
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and abdominal organs (20). About 20–30% of unsafe 
abortions cause reproductive tract infections and 
20–40% of these result in infection of the upper geni-
tal tract (21). One in four women who undergo unsafe 
abortion is likely to develop temporary or lifelong dis-
ability requiring medical care (22). For every woman 
seeking post-abortion care at a hospital, there are 
several who have had an unsafe abortion but who 
do not seek medical care, because they consider the 
complication as not serious, or because they may 
not have the required financial means, or because 
they fear abuse, ill-treatment or legal reprisal (23–30). 
Evidence shows that major physiological, financial 
and emotional costs are incurred by women who 
undergo unsafe abortion.

The burdens of unsafe abortion and of maternal 
deaths due to unsafe abortion are disproportionately 
higher for women in Africa than in any other develop-
ing region (31). For example, while Africa accounts 
for 27% of global births annually and for only 14% of 
the women aged 15–49 years in the world, its share of 
global unsafe abortions was 29% and, more seriously, 
62% of all deaths related to unsafe abortion occurred 
in Africa in 2008 (see Figure 1.1). The risk of death due 
to unsafe abortion varies among developing regions. 
The case–fatality rate for unsafe abortion is 460 per 
100 000 unsafe abortion procedures in Africa and 
520 per 100 000 in sub-Saharan Africa, compared with 
30 per 100 000 in Latin America and the Caribbean 
and 160 per 100 000 in Asia (2).
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legal abortions (32). Late second-trimester legal abor-
tion has a case–fatality rate (33) that is much lower 
than the lowest rate of unsafe abortion procedures 
(see Figures 1.2 and 1.3).

When performed by skilled providers using correct 
medical techniques and drugs, and under hygienic 
conditions, induced abortion is a very safe medical 
procedure. In the United States of America (USA), 
for example, the case–fatality rate is 0.7 per 100 000 

Reproduced from reference 2.
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1.5 Contraceptive use, accidental 
pregnancies and unmet need for 
family planning
The prevalence of contraception of any method was 
63% globally in 2007 among women of reproduc-
tive age (15–49 years) who were married or in a 
cohabiting union (34). The use of a modern method 
was about seven percentage points lower, at 56%. 
Contraceptive prevalence rose globally and in all 
regions, though it remains low in Africa, at 28% 
for all methods and 22% for modern methods (see 
Figure 1.4). The prevalence is even lower in sub-
Saharan Africa, where, in 2007, the use of any con-
traceptive method was 21%, while the use of modern 
methods was 15%. In contrast, contraceptive preva-
lence of any method was over 66% in Europe, North 
America, Asia, and Latin America and the Caribbean.

The use of modern contraception has resulted in a 
lowering of the incidence and prevalence of induced 

abortion even where abortion is available on request. 
The decline in abortion prevalence with the increase 
in the  level of contraceptive prevalence has been 
examined by several authors (35, 36). Recent data 
from 12 countries in eastern Europe and central Asia, 
where induced abortion used to be the main method 
for regulating fertility, and from the USA, show that 
where the use of modern contraceptive methods is 
high, the incidence of induced abortion is low (37). 
Rates of induced abortion are the lowest in western 
Europe, where modern contraceptive use is high 
and abortion is generally legally available on request. 
Meeting the unmet need for family planning is, there-
fore, an effective intervention to reduce unintended 
pregnancy and induced abortion.

Contraception alone, however, cannot entirely elimi-
nate women’s need for access to safe abortion ser-
vices. Contraception plays no role in cases of forced 
sexual intercourse, which can lead to an unintended 
pregnancy. Also, no method is 100% effective in 

Reproduced from reference 34.
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1.6 Regulatory and policy context
Where laws and policies allow abortion under broad 
indications, the incidence of, and mortality from, 
unsafe abortion are reduced to a minimum (2). 
Abortion is permitted for social or economic reasons 
in only 16% of developing countries as compared 
with 80% of developed countries (see Table 1.2). 
Three out of four induced abortions in developing 
countries (excluding the People’s Republic of China) 
are carried out in unsafe conditions (13). In these 
countries, few women meet the legal conditions, or 
know their right, to receive the safe abortion services 
to which they are legally entitled. Also, providers may 
not be aware of the legal provisions or may be unwill-
ing to provide legal abortion services. Furthermore, in 
some countries, laws are not applied (40).

Whether abortion is legally restricted or not, the likeli-
hood that a woman will have an abortion for an unin-
tended pregnancy is about the same (13). The legal 
restrictions lead many women to seek services in other 
countries, or from unskilled providers or under unhy-
gienic conditions, exposing them to a significant risk 
of death or disability. The maternal mortality ratio per 
100 000 live births due to unsafe abortion is generally 
higher in countries with major restrictions and lower 
in countries where abortion is available on request 
or under broad conditions (41, 42). The accumulated 
evidence shows that the removal of restrictions on 
abortion results in reduction of maternal mortality due 
to unsafe abortion and, thus, a reduction in the overall 
level of maternal mortality (43, 44, 45, 46).

In a small number of countries, where maternal mor-
tality is low despite restrictive abortion laws, many 
women have access to safe or relatively safe abor-
tion through seeking care from neighbouring coun-
tries, through provision of safe, but illegal abortion 
care domestically, or through self-use of misoprostol 
(47–49). 

preventing pregnancy. Using 2007 data on contra-
ceptive prevalence (34) and the typical failure rates 
of contraceptive methods (51), it is estimated that 
approximately 33 million women worldwide annu-
ally may experience an accidental pregnancy while 
using a method of contraception (see Table 1.1). In 
the absence of safe abortion services, some may 
resort to unskilled providers and the others may 
end up having unwanted births. The implications of 
unwanted births are not well studied, but the effects 
can be harmful and long-lasting for women and for 
those who are born unwanted (38).

Unmet need for family planning, broadly defined as 
the number of women who want to avoid or post-
pone a pregnancy but are not using any method of 
contraception, continues to persist, despite having 
declined somewhat (39). Overall, 11% of women in 
developing countries report an unmet need for family 
planning. In sub-Saharan Africa and among the least 
developed countries, unmet need for family planning 
is reported by one in four women in the reproductive 
age group of 15–49 years (39). Women will continue 
to face unintended pregnancies as long as their 
family planning needs are not met.

Unlike unmet need for family planning, the lack of 
access to safe abortion care is less well documented, 
except for the stark reality of an estimated 22 mil-
lion women undergoing unsafe abortion each year 
(2), with 47 000 of them dying from the complica-
tions. Even a “low-risk” unsafe abortion in a legally 
restricted context exposes women to an undue risk 
should an emergency develop in the process. In such 
cases, because of legal restrictions and stigma linked 
to having an abortion, women may be reluctant to 
seek timely medical care if post-abortion complica-
tions occur.
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of all unsafe abortions in developing countries are 
among women aged under 20 years. In Africa, young 
women below the age of 25 years account for nearly 
two thirds of all unsafe abortions in that region (50). A 
higher percentage of young women, compared with 
adult women, tend to have second-trimester abor-
tions, which are more risky.

Table 1.1 Estimated number of women using a contraceptive method and those 
experiencing an unintended pregnancy during the first year of contraceptive use, by type 
of contraceptive method, global data, 2007

Contraceptive method Estimated fail-
ure rate (typical 

use), %a

Number of users, 
thousandsb

Number of women with 
accidental pregnancy 

(typical use), thousandsc

Female sterilization 0.5 232 564 1163

Male sterilization 0.15 32 078 48

Injectables 0.3 42 389 127

Intrauterine device 
(IUD)

0.8 162 680 1301

Pill 5.0 100 816 5041

Male condom 14 69 884 9784

Vaginal barrier 20 2291 458

Periodic abstinence 25 37 806 9452

Withdrawal 19 32 078 6095

Total 4.7 712 586 33 469
a Trussell (51) estimates are based on USA data. Estimated failure rates in typical use cover method failure and user failure 
in using a contraceptive method in typical conditions.

b  Based on the estimated number of women aged 15–49 years, married or in union in 2007 and the percentage using a 
specific contraceptive method (34).

c Column (4) = Column(3) × (Column(2)/100)

In addition to the legal restrictions, other barriers to 
safe abortion include inability to pay, lack of social 
support, delays in seeking health-care, providers’ 
negative attitudes, and poor quality of services. 
Young women are especially vulnerable where 
effective contraceptive methods are available only 
to married women or where the incidence of non-
consensual sexual intercourse is high. Nearly 14% 
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Table 1.2 Grounds on which abortion is permitted (% of countries) by region and subregion, 2009

Country or 
area

To save the 
woman’s 

life

To preserve 
physical 
health

To preserve 
mental 
health

Rape or 
incest

Fetal 
impairment

Economic 
or social 
reasons

On 
request

Number of 
countries

All countries 97 67 63 49 47 34 29 195

Developed 
countries

96 88 86 84 84 80 69 49

Developing 
countries

97 60 55 37 34 19 16 146

Africa 100 60 55 32 32 8 6 53

Eastern Africa 100 71 65 18 24 6 0 17

Middle Africa 100 33 22 11 11 0 0 9

Northern Africa 100 50 50 33 17 17 17 6

Southern 
Africa 

100 80 80 60 80 20 20 5

Western Africa 100 63 56 50 44 6 6 16

Asiaa 100 63 61 50 54 39 37 46

Eastern Asia 100 100 100 100 100 75 75 4

South-central 
Asia 

100 64 64 57 50 50 43 14

South-eastern 
Asia 

100 55 45 36 36 27 27 11

Western Asia 100 59 59 41 59 29 29 17

Latin America 
and the 
Caribbean 

88 58 52 36 21 18 9 33

Caribbean 92 69 69 38 23 23 8 13

Central 
America 

75 50 38 25 25 25 13 8

South America 92 50 42 42 17 8 8 12

Oceaniaa 100 50 50 14 7 0 0 14

a Japan, Australia and New Zealand have been excluded from the regional count, but are included in the total for developed countries.

Adapted from reference 3.
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1.7 Economic costs of unsafe abortion
Safe abortion is cost saving. The cost to health 
systems of treating the complications of unsafe abor-
tion is overwhelming, especially in poor countries. 
The overall average cost per case that governments 
incur is estimated (in 2006 US dollars) at US$ 114 
for Africa and US$ 130 for Latin America (52). The 
economic costs of unsafe abortion to a country’s 
health system, however, go beyond the direct costs 
of providing post-abortion services. A recent study 
(52) estimated an annual cost of US$ 23 million for 
treating minor complications from unsafe abortion at 
the primary health-care level; US$ 6 billion for treat-
ing post-abortion infertility; and US$ 200 million each 
year for the out-of-pocket expenses of individuals 
and households in sub-Saharan Africa for the treat-
ment of post-abortion complications. In addition, 
US$ 930 million is the estimated annual expenditure 

by individuals and their societies for lost income from 
death or long-term disability due to chronic health 
consequences of unsafe abortion (52).

Unsafe abortion was estimated to cost the Mexico 
City health system US$ 2.6 million in 2005, before 
the legalization of abortion (53). With access to 
safe abortion, the system could potentially save 
US$ 1.7 million annually. A large amount of money 
can thus be conserved and redirected to meeting 
other urgent needs, including the provision of quality 
services using up-to-date standards and guidelines, 
trained providers and appropriate technologies, if 
unintended pregnancies are prevented by effec-
tive contraception, and safe abortion is accessible. 
Economic grounds further strengthen the public-
health and human-rights rationale for the provision of 
safe abortion.
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chapter 2

Clinical care for women undergoing abortion
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This chapter addresses, in brief, the clinical manage-
ment of women before, during and after their abor-
tion. Providing clinical care for women undergoing 
abortion is described in greater detail in the WHO 
document Clinical practice handbook for safe abor-
tion care.

The evidence base for the following recommendations 
are available as GRADE (Grading of Recommendations 
Assessment, Development and Evaluation) tables 
and accessible online. Details of the GRADE meth-
odology are presented in the Methods section of this 
document (pages 10–11). GRADE tables are available 
from: www.who.int/reproductivehealth/publications/
unsafe_abortion/rhr_12_10.

Pre-abortion care

 y Determining the gestational age is a critical 
factor in selecting the most appropriate abortion 
method. Bimanual pelvic examination, abdominal 
examination and recognition of symptoms of 
pregnancy are usually adequate. Laboratory or 
ultrasound testing may also be used, if needed.

 y Routine use of antibiotics at the time of surgi-
cal abortion reduces the post-procedural risk of 
infection. However, abortion should not be denied 
when prophylactic antibiotics are not available 
(GRADE tables 66–70).

 y Complete, accurate and easy-to-understand 
information about the procedure and what to 
expect during and afterwards must be given 

to the woman in a format that is accessible to her 
and helps with her decision-making and voluntary 
consent. Information regarding post-abortion 
contraception also needs to be provided.

Methods of abortion

 y The following methods are recommended for first-
trimester abortion:

 – manual or electric vacuum aspiration, for preg-
nancies of gestational age up to 12–14 weeks 
(GRADE tables 36 and 37);

 – medical method of abortion, specifically, oral 
mifepristone followed by a single dose of mis-
oprostol, for pregnancies of gestational age up to 
9 weeks (63 days) (GRADE tables 30–32); 

 – medical method of abortion for pregnancies of 
gestational age over 9 weeks (63 days) – oral 
mifepristone followed by repeated doses of mis-
oprostol (GRADE tables 94–121); or

 – where mifepristone is not available: misoprostol 
alone, in repeated doses (GRADE table 113).

 y Dilatation and curettage (D&C) is an obsolete 
method of surgical abortion and should be replaced 
by vacuum aspiration and/or medical methods 
(GRADE table 35).

 y For pregnancies of gestational age more 
than 12–14 weeks, the following methods are 
recommended:

chaptEr 2
Clinical care for women undergoing abortion
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After-care and follow-up

 y For surgical abortion, women can leave the 
health-care facility as soon as they feel able and 
their vital signs are normal.

 y Following uncomplicated surgical and medical 
abortion using mifepristone with misoprostol, rou-
tine follow-up visits are not necessary. For women 
who wish to return to the clinic, a follow-up visit 
may be scheduled at 7–14 days after the proce-
dure (GRADE table 93).

 y Before leaving the health-care facility following 
the surgical abortion procedure or administra-
tion of medical abortion pills, all women should 
receive contraceptive information and, if desired, 
the contraceptive method of their choice or refer-
ral for such services (http://www.who.int/ 
reproductivehealth/publications/family_ 
planning/9789241563888/en/index.html).

 y Before leaving the facility women should receive 
oral and written instructions about how to care for 
themselves after they leave. These instructions 
should include: how much bleeding to expect, 
how to recognize potential complications, and 
how and where to seek help if required. Where 
possible, a phone number that women could call 
to ask questions or express concerns may reduce 
the need to return to the clinic.

2.1 Pre-abortion care
The first steps in providing abortion care are to 
establish that the woman is indeed pregnant and, if 
so, to estimate the duration of the pregnancy and 
confirm that the pregnancy is intrauterine. The risks 
associated with induced abortion, though small when 
abortion is properly performed, increase with the 
duration of pregnancy (1, 2). Determination of the 
length of pregnancy is a critical factor in selecting the 

 – dilatation and evacuation (D&E), using vacuum 
aspiration and forceps (GRADE tables 33 
and 34); or

 – mifepristone followed by repeated doses of 
misoprostol (GRADE tables 71–92); or

 – where mifepristone is not available, misopros-
tol alone, in repeated doses (GRADE tables 
71–92).

 y Cervical preparation before surgical abortion is 
recommended for all women with a pregnancy 
of gestational age over 12–14 weeks, although 
its use may be considered for women at any 
gestational age, in particular those at high risk 
for cervical injury or uterine perforation (GRADE 
tables 1–19).

 y Medication for pain management for both medical 
and surgical abortions should always be offered, 
and provided without delay to women who desire 
it (GRADE tables 38–60, 125–132). In most cases, 
analgesics, local anaesthesia and/or conscious 
sedation supplemented by verbal reassurance 
are sufficient. The need for pain management 
increases with gestational age.

 y Local anaesthesia, such as lidocaine, can be used 
to alleviate women’s discomfort where mechani-
cal cervical dilatation is required for surgical abor-
tion. General anaesthesia is not recommended 
for routine abortion procedures, as it has been 
associated with higher rates of complications than 
analgesia and local anaesthesia (GRADE tables 
38–60).

 y Standard precautions for infection control 
should be used, as with the care of all patients 
at all times, to reduce the risk of transmission of 
bloodborne infections (http://www.who.int/csr/
resources/publications/EPR_AM2_E7.pdf).



Safe abortion: technical and policy guidance for health systems 33Clinical care for women undergoing abortion

contraindications to medical or surgical abortion 
methods and to identify risk factors for complica-
tions of treatment. History-taking should include: 
personal and family history of relevant diseases; 
obstetric and gynaecologic history, including previ-
ous ectopic pregnancy; any bleeding tendencies or 
disorders; history of or presence of sexually trans-
mitted infections (STIs); current use of medications; 
known allergies; and risk assessment for violence or 
coercion. The health-care provider must be alert to 
the possibility of violence or coercion in the context 
of unintended pregnancy (see Section 2.1.8.1).

From a clinical point of view, the presence of HIV 
infection in a woman undergoing abortion requires 
the same precautions as for other medical/surgical 
interventions (see Section 2.2.7.1). HIV testing may 
be offered but is not required for women to receive 
induced abortion services.

2.1.2 Physical examination

Basic routine observations (pulse, blood pressure 
and, in some cases, temperature) are useful baseline 
measurements. Additionally, health-care providers 
must confirm pregnancy and estimate its duration 
by a bimanual pelvic and an abdominal examination. 
While many health-care workers have been trained 
to assess the length of pregnancy in order to provide 
prenatal care, many are not experienced in diagnos-
ing very early pregnancy or accurately estimating 
the duration of pregnancy during the first trimester. 
Hence, additional training in bimanual pelvic exami-
nation is often required for staff who intend to provide 
abortion services (see Chapter 3).

Signs of pregnancy that are detectable during a 
bimanual pelvic examination as early as 6–8 weeks 
of gestation include softening of the cervical isthmus 
and softening and enlargement of the uterus. A preg-
nant woman’s uterus that is smaller than expected 

most appropriate abortion method, and determines 
the content of the information and counselling to be 
given to women prior to abortion. Every health-ser-
vice-delivery point should have staff who are trained 
and competent to take the woman’s medical history 
and perform a bimanual pelvic and an abdominal 
examination to accurately assess pregnancy and 
its duration. Health-care centres that are not staffed 
and equipped to provide induced abortion must be 
able to refer women promptly to the nearest services 
with minimal delay. Staff should also be competent 
to offer counselling to help the woman consider her 
options if needed (see Section 2.1.8).

2.1.1 Medical history

Most women begin to suspect that they are preg-
nant when their expected menstrual period does 
not occur. The woman should be asked about the 
first day of her last menstrual period (LMP), i.e. the 
first day of bleeding and whether the menstruation 
was normal, as well as about her menstrual history, 
including the regularity of her cycles. Women may 
experience amenorrhoea for reasons other than 
pregnancy, however, and some women who are 
pregnant may not report having missed a period. For 
example, women who are breastfeeding may become 
pregnant before their first postpartum menses, and 
women who are amenorrhoeic while using injectable 
hormonal contraception may become pregnant after 
missing an injection. Some women may experience 
non-menstrual bleeding in early pregnancy, and this 
can be a cause of missing or misdating pregnancy. 
Other symptoms that women commonly report 
in early pregnancy include breast tenderness and 
engorgement, nausea sometimes accompanied by 
vomiting, fatigue, changes in appetite, and increased 
frequency of urination.

In addition to estimating the duration of pregnancy, 
clinical history-taking should serve to identify 
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administer Rh-immunoglobulin when indicated (see 
Section 2.1.7).

2.1.4 Ultrasound scanning

Ultrasound scanning is not routinely required for the 
provision of abortion (3–5) (GRADE tables 122–124). 
Where it is available, a scan can help identify an 
intrauterine pregnancy and exclude an ectopic 
one from 6 weeks of gestation (6). It may also help 
determine gestational age and diagnose pathologies 
or non-viability of a pregnancy. Some health-care 
providers find the technology helpful before or during 
D&E. Where ultrasound is used, service-delivery sites 
should, if possible, provide separate areas where 
women seeking abortion can be scanned, away from 
those receiving prenatal/antenatal care.

2.1.5 Reproductive tract infections

The presence of infection in the lower reproductive 
tract at the time of abortion is a risk factor for post-
surgical abortion RTIs (7). The routine use of antibiot-
ics at the time of surgical abortion has been reported 
to reduce the post-procedural risk of infection by half 
(8, 9). However, where antibiotics are not available 
for prophylactic use, abortion may still be performed. 
In all cases, strict observation of cleaning and disin-
fection procedures should be followed (see Section 
2.2.7.1).

Following medical abortion, the risk of intrauterine 
infection is very low and prophylactic antibiotics are 
therefore not necessary (10) (GRADE table 70).

If clinical signs indicate infection, the woman should 
be treated immediately with antibiotics, and abortion 
can then be performed. Where laboratory testing for 
STIs is routinely performed, and if there are no visible 
signs of infection, abortion should not be delayed to 
wait for the test results.

could be due to a pregnancy that is less advanced 
than estimated from the date of the LMP, an ectopic 
pregnancy, or a missed abortion; a uterus that is 
larger than expected may indicate a pregnancy that is 
more advanced than calculated from the date of the 
LMP, a multiple pregnancy, a full bladder, the pres-
ence of uterine fibroids or other pelvic tumours, or a 
molar pregnancy. A physical examination is generally 
more accurate and reliable if the woman empties her 
bladder prior to the examination.

During the physical examination, the health-care 
provider should also assess whether the uterus is 
anteverted, retroverted or otherwise positioned in a 
way that might affect assessment of the gestational 
age or complicate a surgical abortion. Health-care 
providers should be trained to recognize signs of 
STIs and other reproductive tract infections (RTIs), 
as well as health conditions, such as anaemia or 
malaria, that may require additional procedures or 
services, or referral.

2.1.3 Laboratory testing

In most cases, health-care providers only require the 
information obtained from the woman’s history and 
from a physical examination to confirm the preg-
nancy and estimate its duration. Laboratory testing 
for pregnancy is not needed, unless the typical signs 
of pregnancy are not clearly present and the provider 
is unsure whether the woman is pregnant. Obtaining 
such tests should not hinder or delay uterine 
evacuation.

Routine laboratory testing is not a prerequisite 
for abortion services. Measuring haemoglobin or 
haematocrit levels to detect anaemia may be useful 
when initiating treatment in the rare cases of haem-
orrhage occurring at the time of or following the 
abortion procedure. Tests for Rhesus (Rh) blood 
group typing should be provided when feasible, to 
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in the presence of an intrauterine device (IUD), or 
pelvic pain) raise suspicion of an ectopic pregnancy, 
further investigations should be performed (14). These 
may include pelvic ultrasound and serial human chori-
onic gonadotrophin (hCG) measurements. If these are 
not possible, or if ectopic pregnancy is diagnosed or 
strongly suspected, the woman should be transferred 
to an appropriate referral centre for treatment.

2.1.7 Rh-isoimmunization

Passive immunization of all Rh-negative women with 
Rh-immunoglobulin within 72 hours after abortion was 
recommended in the USA in 1961 (15), yet there is still 
no conclusive evidence about the need for this meas-
ure after early induced abortion (16). In settings where 
the prevalence of Rh-negative status is high, and 
Rh-immunoglobulin is routinely provided in the facil-
ity to Rh-negative women, it should be administered 
at the time of the abortion procedure. The dose of 
Rh-immunoglobulin may be reduced from 300 µg (the 
dose given after term delivery) to 50 μg in pregnan-
cies of less than 12 weeks’ duration (17). Rh testing 
is not a requirement for abortion services where it is 
not available or the prevalence of Rh-negative status 
is low.

In pregnancies up to 9 weeks’ (63 days’) gesta-
tion, however, the theoretical risk of maternal 
Rh-sensitization with medical abortion is very low 
(17). Thus, determination of Rh status and the offer of 
anti-D prophylaxis are not considered prerequisites 
for early medical abortion (12). If Rh-immunoglobulin 
is available, administration of the immunoglobulin 
to Rh-negative women having a medical abortion is 
recommended at the time of the prostaglandin admin-
istration (18). For women using misoprostol at home, 
Rh-immunoglobulin may be administered at the time 
mifepristone is taken.

2.1.6 Ectopic pregnancy

Ectopic pregnancy is an uncommon, but potentially 
life-threatening event, occurring in 1.5–2% of preg-
nancies. Signs and symptoms that might indicate 
extrauterine pregnancy include uterine size smaller 
than expected for the estimated length of pregnancy; 
cervical motion tenderness, lower abdominal pain, 
especially if accompanied by vaginal bleeding and 
spotting; dizziness or fainting; pallor; and, in some 
women, an adnexal mass. If ectopic pregnancy is 
suspected, it is essential to confirm the diagnosis 
immediately and to initiate treatment or transfer the 
woman as soon as possible to a facility that has the 
capacity to confirm diagnosis and provide treatment 
(11). The inspection of aspirated tissue following a 
surgical abortion procedure can nearly eliminate the 
risk of an ectopic pregnancy going undetected (see 
Section 2.2.4.5).

It should be noted that it is more difficult to diag-
nose an ectopic pregnancy during and after medi-
cal methods of abortion, due to the similarity of 
symptoms (12). Additionally, neither mifepristone nor 
misoprostol are treatments for ectopic pregnancy, 
which, if present, will continue to grow. Therefore, 
health-care staff must be particularly alert to clinical 
signs of ectopic pregnancy, such as a uterus that 
feels smaller than expected according to the date of 
the woman’s LMP, cervical motion tenderness, or the 
presence of an adnexal mass on pelvic examination 
(13). Women should be told to seek medical advice 
promptly if they experience symptoms that may indi-
cate ectopic pregnancy, such as severe and intensi-
fying abdominal pain, particularly if it is one-sided.

Where clinical features (e.g. history of previous 
ectopic pregnancy or pelvic inflammatory disease, 
discrepancy between menstrual dates and assess-
ment of gestational age, vaginal bleeding, pregnancy 
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terms of their greater safety over abortion at later 
ages should be explained. Once the decision is 
made by the woman, abortion should be provided 
as soon as is possible to do so (19). The health-care 
worker should also provide information and referral 
for antenatal care to women who decide to carry the 
pregnancy to term and/or consider adoption.

In some circumstances, the woman may be under 
pressure from her partner, family members, health-
care providers or others to have an abortion. 
Unmarried adolescents, women in abusive relation-
ships and women living with HIV may be particularly 
vulnerable to such pressure. If health-care workers 
suspect coercion, they should talk with the woman 
alone, or refer her for additional counselling. If staff 
know or suspect that the woman has been subjected 
to sexual violence or other abuse, they should offer 
her referrals for other counselling and treatment 
services as appropriate. Managers should ensure 
that all staff know about the availability of such 
resources in the health system and the community 
(see Chapter 3).

2.1.8.2 Information on abortion procedures

At a minimum, a woman must be given information on:

 y what will be done during and after the procedure;

 y what she is likely to experience (e.g. menstrual-
like cramps, pain and bleeding);

 y how long the process is likely to take;

 y what pain management will be made available to 
her;

 y risks and complications associated with the abor-
tion method;

 y when she will be able to resume her normal activi-
ties, including sexual intercourse;

 y any follow-up care.

2.1.8 Information and counselling

The provision of information is an essential part of 
good-quality abortion services (19). Every preg-
nant woman who is contemplating abortion should 
receive adequate relevant information and be offered 
counselling from a trained health-care professional 
with comprehensive knowledge and experience of 
different methods of abortion. Information must be 
provided to each woman, regardless of her age or 
circumstances, in a way that she can understand, to 
allow her to make her own decisions about whether 
to have an abortion and, if so, what method to 
choose.

Information, counselling and abortion procedures 
should be provided as promptly as possible with-
out undue delay. Chapter 3 presents details about 
training and other health-care provider requirements 
related to the provision of information and counsel-
ling, including ethical standards.

2.1.8.1 Decision-making information and 
counselling

Providing information and offering counselling can 
be very important in helping the woman consider her 
options and ensuring that she can make a decision 
that is free from pressure. Many women have made 
a decision to have an abortion before seeking care, 
and this decision should be respected without sub-
jecting a woman to mandatory counselling. Provision 
of counselling to women who desire it should be 
voluntary, confidential, non-directive and by a trained 
person (19, 20).

If the woman chooses an abortion, the health-care 
worker should explain any legal requirements for 
obtaining it. The woman should be given as much 
time as she needs to make her decision, even if 
it means returning to the clinic later. However, the 
advantage of abortion at earlier gestational ages in 
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the health-care provider should discuss whether the 
method may have been used incorrectly and how 
to use it correctly, or whether it may be appropriate 
for her to change to a different method (for further 
discussion, see Section 2.3 and Annex 6). The final 
selection of a method, however, must be the wom-
an’s alone.

A woman’s acceptance of a contraceptive method 
must never be a precondition for providing her an 
abortion. Some women may prefer to discuss options 
for contraception after their abortion is completed.

2.2 Methods of abortion

Summary
The most appropriate methods of abortion differ by 
the duration of pregnancy. The methods summarized 
are indicative rather than prescriptive with regard to 
the time limits. For example, most trained provid-
ers can safely undertake vacuum aspiration up to 
12 weeks of pregnancy, while others with sufficient 
experience and access to appropriately sized can-
nulae can use this procedure safely for terminating 
pregnancies of less than 15 weeks’ duration (3).

The availability of safe and effective medical meth-
ods of inducing abortion has expanded due to the 
increased registration and use of mifepristone and 
misoprostol (global maps of registration of mifepris-
tone and misoprostol are available at: www.gynuity.
org). The knowledge of and correct use of these 
drugs, including that of misoprostol alone when mife-
pristone is not available, is important for programme 
planners, managers, health-care workers and phar-
macists, as these drugs are introduced into health 
systems.

If a choice of abortion methods is available, health-
care providers should be trained to give women clear 
information about which methods are appropriate, 
based on the duration of pregnancy and the woman’s 
medical condition, as well as potential risk factors 
and the advantages and disadvantages of each avail-
able method. Women are more likely to find a method 
of abortion acceptable if they have chosen it them-
selves (21, 22). Having a choice of methods is seen 
as extremely important by the majority of women 
undergoing abortion. Several studies suggest, how-
ever, that women who choose medical abortion find 
it more acceptable at earlier gestations when com-
pared with later gestations (21, 23–25).

2.1.8.3 Contraceptive information and services

The goal of contraceptive counselling and provi-
sion in the context of abortion care is to begin the 
chosen method immediately following abortion, 
after ensuring that it is the most appropriate and 
acceptable method for the woman. This will increase 
the likelihood that she will continue its correct and 
consistent use. Provision of contraceptive informa-
tion, and offers of counselling, methods and services 
is an essential part of abortion care, as it helps the 
woman avoid unintended pregnancies in the future. 
Ideally, pre-abortion counselling includes discus-
sion about future contraceptive needs. Every woman 
should be informed that ovulation can return as early 
as 2 weeks after abortion (26), putting her at risk of 
pregnancy unless an effective contraceptive method 
is used. She should be given accurate information to 
assist her in choosing the most appropriate contra-
ceptive method to meet her needs. In helping the 
woman choose the most appropriate contraceptive 
method for the future, it may be useful to explore the 
circumstances in which the unintended pregnancy 
occurred. If the woman is seeking an abortion follow-
ing what she considers to be a contraceptive failure, 



Safe abortion: technical and policy guidance for health systems38 Clinical care for women undergoing abortion

abortions because it may make the abortion pro-
cedure quicker and easier to perform by reducing 
the need for mechanical cervical dilatation (29, 30). 
Cervical preparation before surgical abortion is 
especially beneficial for women with cervical anoma-
lies or previous surgery, adolescents and those with 
advanced pregnancies, all of whom have a higher 
risk of cervical injury or uterine perforation that may 
cause haemorrhage (31, 32). It may also facilitate 
the abortion procedure for inexperienced providers. 
However, cervical preparation has disadvantages, 
including additional discomfort for the woman, and 
the extra cost and time required to administer it 
effectively. It is therefore recommended for all women 
with durations of pregnancy over 12–14 weeks 
(29, 30, 33), although its use may be considered for 
women at any gestational age, in particular those at 
high risk for cervical injury or uterine perforation.

Cervical preparation using osmotic dilators requires 
at least 4 hours to be effective. In first-trimester 
surgical abortion, research suggests that administra-
tion of 400 µg misoprostol either vaginally 3–4 hours 
or sublingually 2–3 hours prior to the procedure is 
effective in preparing the cervix (29). Another effec-
tive pharmacological regimen is 200 mg mifepristone 
taken orally 36 hours before a vacuum aspiration 
procedure (29, 34). For cervical priming prior to D&E, 
misoprostol is inferior to overnight dilatation with 
laminaria. Unlike laminaria, misoprostol used alone 
for cervical preparation has not been studied after 
20 weeks’ gestation. Misoprostol use in combina-
tion with overnight osmotic dilators does not have 
any additional benefit in cervical dilatation before 
19 weeks of gestation (30).

2.2.2 Pain management

Most women report some degree of pain with abor-
tion. The factors associated with pain during surgical 
abortion with local anaesthesia have been evaluated 
in several observational studies. The degree of the 

Methods up to 12–14 weeks since the 
last menstrual period
The recommended abortion methods are manual 
or electric vacuum aspiration, or medical methods 
using a combination of mifepristone followed by 
misoprostol. 

Mifepristone followed by a prostaglandin analogue 
has been shown to be safe and effective up to 
9 weeks (63 days) of pregnancy (4, 19). Limited evi-
dence also suggests the safety and effectiveness of a 
regimen with repeated doses of misoprostol between 
9 and 12 weeks of gestation (3, 4, 27, 28); however, 
misoprostol alone is less effective than its use in 
combination with mifepristone.

The use of medical methods of abortion requires 
the back-up of vacuum aspiration, either on-site or 
through referral to another health-care facility in case 
of failed or incomplete abortion.

Programme managers and policy-makers should 
make all possible efforts to replace D&C with vacuum 
aspiration and medical methods of abortion.

Methods after 12–14 weeks since the 
last menstrual period
The recommended surgical method is D&E, using 
vacuum aspiration and forceps. The recommended 
medical method for abortions after 12 weeks since 
the LMP is mifepristone followed by repeated doses 
of misoprostol.

Pre-procedure considerations

2.2.1 Cervical preparation

Cervical preparation (or priming) using osmotic dila-
tors, such as laminaria, or pharmacological agents is 
commonly used before some first-trimester surgical 
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abortion: analgesics, which alleviate the sensation of 
pain; tranquillizers, which reduce anxiety; and anaes-
thetics, which decrease physical sensation during 
surgical abortion. In most cases of surgical abortion, 
analgesics, local anaesthesia and/or mild sedation 
supplemented by verbal reassurance, are sufficient. 
Most of these drugs are comparatively inexpensive.

Non-narcotic analgesics included on the WHO Model 
list of essential medicines, such as non-steroidal 
anti-inflammatory agents like ibuprofen, reduce pain, 
including uterine cramping, associated with both 
surgical and medical methods of abortion (42, 43). 
Paracetamol was found, in randomized controlled 
trials, to be ineffective to relieve post-procedural pain 
following surgical abortion (44–46) and was similarly 
ineffective at reducing pain during medical abortion 
(47); therefore, the use of paracetamol is not recom-
mended to decrease pain during abortion.

For surgical abortion, preoperative administration of 
tranquillizers, such as diazepam, can reduce fear and 
induce relaxation, making the procedure easier for 
both the woman and the provider. Such drugs can 
cause amnesia, which some women may want, but 
they may also induce drowsiness and delay ambula-
tion (37). Supplemental use of narcotic analgesics 
may also be appropriate, though the possibility of 
complications such as respiratory depression means 
that resuscitation capability and narcotic-reversal 
agents must be available.

2.2.2.2 Anaesthesia

Where mechanical cervical dilatation is required for 
surgical abortion, a paracervical block using a local 
anaesthetic, such as rapidly acting lidocaine, injected 
beneath the cervical mucosa around the cervix, is 
commonly used. Advantages of using local rather 
than general anaesthesia include a reduction in 
procedural risks and complications, a faster recovery 
time, and a greater sense of control for the woman, 

pain varies with the age of the woman, parity, history 
of dysmenorrhoea and the anxiety level or fearful-
ness of the woman (35–37). Prior vaginal delivery 
and greater experience of the provider have been 
found to be associated with less pain during abortion 
(35, 38). The relationship between pain and gesta-
tional age as well as the amount of cervical dilata-
tion required for the abortion have shown conflicting 
results (35, 36, 38), although a shorter procedure time 
has been associated with less pain (35).

Providing adequate pain management does not 
require a large investment in drugs, equipment or 
training. Neglecting this important element need-
lessly increases women’s anxiety and discomfort, 
thereby seriously compromising the quality of care 
and potentially increasing the difficulty of performing 
the procedure.

Counselling and sympathetic treatment may reduce 
women’s fears and perceptions of pain, as has been 
reported for women treated for incomplete abortion 
(39). Non-pharmacological relaxation techniques can 
result in shorter procedure times and decreased need 
for pain medications (40, 41), and listening to music 
may decrease procedural pain (37). The person 
performing the procedure, and other staff present, 
should be friendly and reassuring. Where feasible, 
and if the woman wishes, it may also be helpful for a 
supportive person, such as the woman’s husband or 
partner, a family member or friend, to remain with her 
during the procedure. However, non-pharmacological 
approaches should not be seen as a replacement for 
pharmacological pain alleviation.

2.2.2.1 Medication for pain

Medication for pain management should always 
be offered for both medical and surgical methods 
of abortion, and provided without delay to women 
who desire it. Three types of drugs, either singly 
or in combination, are used to manage pain during 
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expertise for precise, safe injection and time to 
observe cardiac cessation on ultrasound.

 y Intra-amniotic or intrafetal injection of digoxin. 
Digoxin has a higher failure rate than KCl to cause 
intrauterine fetal demise; however, it is techni-
cally easier to use, does not require ultrasound if 
administered intra-amniotically, and has demon-
strated safety (maternal serum levels remain at 
or below therapeutic digoxin levels) (51). Digoxin 
requires time for fetal absorption; therefore, it is 
commonly administered the day before induction 
of abortion with misoprostol (33, 54).

2.2.4 Surgical methods of abortion

2.2.4.1 Vacuum aspiration

The recommended surgical technique for abortion 
up to gestational age less than 15 weeks is vacuum 
aspiration (57). The high efficacy of vacuum aspira-
tion has been well established in several randomized 
controlled trials. Complete abortion rates between 
95% and 100% are reported (55, 56). Electric and 
manual vacuum technologies appear to be equally 
effective; however, the use of manual vacuum aspi-
ration is associated with less pain in pregnancies 
under 9 weeks’ gestation and with more procedural 
difficulty over 9 weeks’ gestation (57). Vacuum aspi-
ration under 14 weeks’ gestation is more effective 
and associated with fewer minor complications than 
medical abortion (56, 58).

Vacuum aspiration involves evacuation of the con-
tents of the uterus through a plastic or metal cannula, 
attached to a vacuum source. Electric vacuum aspi-
ration (EVA) employs an electric vacuum pump. With 
manual vacuum aspiration (MVA), the vacuum is cre-
ated using a hand-held, hand-activated, plastic 60 ml 
aspirator (also called a syringe). Available aspirators 
accommodate different sizes of plastic cannulae, 

who remains conscious and able to communicate 
with the provider. Injection of local anaesthetic must 
be done skilfully, to avoid intravenous introduction of 
the drug. The use of local anaesthesia with vacuum 
aspiration is safe; however, the degree to which it 
decreases pain has not been well studied, despite its 
common use (37).

General anaesthesia is not routinely recommended 
for abortion procedures, and increases the clinical 
risks (1, 48–50). It has been associated with higher 
rates of haemorrhage than local anaesthesia (1, 2). 
Use of general anaesthesia increases costs for both 
the health-care facility and the woman, particularly as 
some hospital policies unnecessarily require women 
who receive it to stay overnight. Nevertheless, as it 
is the most effective method of pain control, some 
women prefer general anaesthesia, and its use may 
also be preferable from the provider’s perspective 
during difficult procedures. Any facility that offers 
general anaesthesia must have the specialized equip-
ment and staff to administer it and to handle any 
complications.

2.2.3 Induction of pre-procedure fetal 
demise

When using medical methods of abortion after  
20 weeks’ gestation, inducing pre-procedure fetal 
demise should be considered. Modern medical meth-
ods, such as combination regimens of mifepristone 
and misoprostol or misoprostol alone, are not directly 
feticidal; the incidence of transient fetal survival after 
expulsion is related to increasing gestational age and 
decreasing interval to abortion (51, 52). Commonly 
used pre-procedure regimens to effect fetal demise 
include (53):

 y Injection of potassium chloride (KCl) through 
the fetal umbilical cord or into the fetal cardiac 
chambers, which is highly effective but requires 
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pelvic infection, excessive bleeding, cervical injury, 
incomplete evacuation, uterine perforation, anaes-
thetic complications and ongoing pregnancy (1, 2). 
Abdominal cramping and menstrual-like bleeding 
occur with any abortion procedure.

2.2.4.2 Dilatation and curettage

D&C involves dilating the cervix with mechanical 
dilators or pharmacological agents and using sharp 
metal curettes to scrape the walls of the uterus.

D&C is less safe than vacuum aspiration (61) and 
considerably more painful for women (62). Therefore, 
vacuum aspiration should replace D&C. The rates 
of major complications of D&C are two to three 
times higher than those of vacuum aspiration (3). 
Randomized controlled trials comparing D&C with 
vacuum aspiration found that, for up to 10 weeks 
since the LMP, vacuum aspiration is quicker and 
associated with less blood loss than D&C (63, 64).

Where it is still practised, all possible efforts should 
be made to replace D&C with vacuum aspiration, to 
improve the safety and quality of care for women. 
Where no abortion services are currently offered, 
vacuum aspiration should be introduced rather than 
D&C. At sites where vacuum aspiration has yet to be 
introduced, managers must ensure that proper pain-
management protocols are followed, and that D&C 
procedures are performed by well-trained staff under 
adequate supervision.

2.2.4.3 Dilatation and evacuation

D&E is used after 12–14 weeks of pregnancy. It is the 
safest and most effective surgical technique for later 
abortion, where skilled, experienced providers are 
available (3). D&E requires preparation of the cervix 
using osmotic dilators or pharmacological agents 
(see Section 2.1) and evacuating the uterus using 
EVA with 12–16 mm diameter cannulae and long 

ranging from 4 mm to 16 mm in diameter. For each 
procedure, the appropriately sized cannula should be 
chosen based on the gestational age and the amount 
of cervical dilatation present; generally, the diameter 
of the cannula corresponds to the gestational age in 
weeks. Some cannulae and most aspirators are reus-
able after being cleaned and high-level disinfected or 
sterilized. Foot-operated mechanical pumps are also 
available.

Depending on the duration of pregnancy, abortion 
with vacuum aspiration takes from 3 to 10 minutes 
to complete and can be performed on an outpatient 
basis, using analgesics and/or local anaesthesia. The 
completion of abortion is verified by examination of 
the aspirated tissue. In very early pregnancy, the can-
nula may be inserted without prior dilatation of the 
cervix. Usually, however, dilatation using mechanical 
or osmotic dilators, or pharmacological agents such 
as misoprostol or mifepristone, is required before 
insertion of the cannula (see Section 2.2.1). Generally, 
vacuum-aspiration procedures can be safely com-
pleted without intrauterine use of curettes or other 
instruments. No data suggest that use of curettage 
after vacuum aspiration decreases the risk of retained 
products (59).

Most women who have a first-trimester abortion 
with local anaesthesia feel well enough to leave 
the health-care facility after observation for about 
30 minutes in a recovery room. Longer recovery 
periods are generally needed for abortions performed 
later in pregnancy and when sedation or general 
anaesthesia has been used.

Vacuum aspiration is a very safe procedure. A study 
of 170 000 first-trimester abortions conducted in New 
York City by vacuum aspiration reported that less 
than 0.1% of the women experienced serious com-
plications requiring hospitalization (60). Though rare, 
complications with vacuum aspiration can include 
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2.2.4.5 Tissue examination following surgical 
abortion

After surgical methods of abortion, immediate exami-
nation of the products of conception is important 
to exclude the possibility of ectopic pregnancy and 
assess whether the abortion is likely to be complete. 
With vacuum aspiration, beginning around 6 weeks 
of pregnancy, trained providers can visually identify 
the products of conception, specifically chorionic villi 
and the gestational sac (59). If the aspirate does not 
contain products of conception, ectopic pregnancy 
should be suspected and the woman should undergo 
further evaluation (see Section 2.1.6). In addition, 
providers should be alert to tissue appearances sug-
gestive of molar pregnancy, particularly in countries 
where molar pregnancy is common. If the contents 
of the aspirate contain less tissue than expected, the 
possibility of incomplete abortion and treatment with 
re-aspiration should be considered. Routine exami-
nation of the products of conception by a pathology 
laboratory is not necessary when trained providers 
perform routine tissue examination.

2.2.5 Medical methods of abortion  
(see Box 2.1)

Medical methods of abortion have been proved to 
be safe and effective (4, 19, 24, 69–71). The most 
effective regimens rely on the antiprogestogen, 
mifepristone, which binds to progesterone recep-
tors, inhibiting the action of progesterone and hence 
interfering with the continuation of pregnancy. 
Treatment regimens entail an initial dose of mife-
pristone followed by administration of a synthetic 
prostaglandin analogue, generally misoprostol, which 
enhances uterine contractions and aids in expel-
ling the products of conception (72). Gemeprost is 
a prostaglandin analogue similar to misoprostol, but 
it is more expensive, requires refrigeration, and may 
only be administered vaginally (12). Thus, although 

forceps. Depending on the duration of pregnancy, 
preparation to achieve adequate cervical dilatation 
can require from 2 hours to 2 days. Many providers 
find the use of ultrasound helpful during D&E proce-
dures, but its use is not essential (65).

A randomized controlled trial comparing D&E with 
intra-amniotic instillation of prostaglandin PGF2α 
found D&E to be faster, safer and more accept-
able, at least up to 18 weeks of pregnancy (66). D&E 
has been compared to the use of mifepristone with 
repeated doses of misoprostol in one small trial, 
where it was found to be associated with less pain 
and fewer adverse events (67). Like any medical pro-
cedure, providers need the requisite training, equip-
ment and skills to safely perform D&E (68).

A D&E procedure can usually be performed on 
an outpatient basis with a paracervical block and 
non-steroidal anti-inflammatory analgesics or con-
scious sedation. General anaesthesia is not required 
and can increase risk (see Section 2.2.2.2). A D&E 
procedure usually takes no more than 30 minutes 
to perform. Clinic staff and women undergoing the 
procedure should expect more postoperative vaginal 
bleeding than after a first-trimester abortion. Staff 
should also be trained to provide counselling and 
information specific to second-trimester abortion.

2.2.4.4 Other surgical methods of abortion for use 
in later pregnancy

Major surgical operations should not be used as pri-
mary methods of abortion. Hysterotomy has no role 
in contemporary abortion practice, since its morbid-
ity, mortality and cost are markedly higher than those 
of D&E or medical methods of abortion. Similarly, 
hysterectomy should not be used except for women 
with conditions that would warrant the operation 
independently (19).
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BOX 2.1

Dosages and routes of administration for mifepristone followed by misoprostol

For pregnancies of gestational age up to 9 weeks (63 days)

 y 200 mg mifepristone administered orally.
 y Administration of misoprostol is recommended 1 to 2 days (24–48 hours) following ingestion of 

mifepristone.
 y For vaginal, buccal or sublingual routes, the recommended dose of misoprostol is 800 μg. 
 y For oral administration, the recommended dose of misoprostol is 400 μg.
 y With gestations up to 7 weeks (49 days) misoprostol may be administered by vaginal, buccal, sublin-

gual or oral routes. After 7 weeks of gestation, oral administration of misoprostol should not be used.
 y With gestations up to 9 weeks (63 days) misoprostol can be administered by vaginal, buccal or sub-

lingual routes. 

For pregnancies of gestational age 9–12 weeks (63–84 days) 

 y 200 mg mifepristone administered orally, followed after 36 to 48 hours by:
 y 800 µg vaginal misoprostol, administered in a health-care facility. A maximum of four further doses 

of misoprostol 400 µg may be administered at 3-hourly intervals, vaginally or sublingually.

For pregnancies of gestational age over 12 weeks (>84 days)

 y 200 mg mifepristone administered orally, followed after 36 to 48 hours by:
 y 400 µg oral or 800 µg vaginal misoprostol followed by 400 µg vaginal or sublingual misoprostol every 

3 hours up to a maximum of five doses, administered in a health-care facility. For pregnancies of 
gestational age greater than 24 weeks, the dose of misoprostol should be reduced due to the greater 
sensitivity of the uterus to prostaglandins, but the lack of clinical studies precludes specific dosing 
recommendations.

gemeprost demonstrates similar efficacy as mis-
oprostol, misoprostol is the prostaglandin analogue 
of choice for abortion-related care (73). A number of 
other prostaglandins that were used in the past, such 
as sulprostone and prostaglandin F2α, are no longer 
used because of their adverse side-effects or relative 
lack of efficacy (74).

The effects of medical methods of abortion are similar 
to those associated with spontaneous abortion and 
include uterine cramping and prolonged menstrual-
like bleeding. Bleeding occurs for 9 days on aver-
age but can last up to 45 days in rare cases (75). 

Side-effects include nausea, vomiting and diarrhoea. 
Contraindications to the use of mifepristone and a 
prostaglandin analogue include chronic or acute adre-
nal or hepatic failure, inherited porphyria, and allergy 
to any of the drugs used. Mifepristone is not an 
effective treatment for ectopic pregnancy; suspicion 
of ectopic pregnancy demands further investigation 
and, if confirmed, immediate treatment (11). Caution 
and clinical judgement are required for women using 
corticosteroids long term, and for those who have 
bleeding disorders, severe anaemia, pre-existing 
heart disease or cardiovascular risk factors (12).
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Medical methods of abortion have proved acceptable 
in many settings, including low-resource settings 
(76–78). The medications are increasingly available 
globally, and the combination of mifepristone and 
misoprostol for medical abortion is now included on 
the WHO model list of essential medicines (73, 79). 
As these medications become increasingly available, 
programme managers should be aware of what is 
required to introduce medical methods of abortion 
into existing health services (see Chapter 3).

2.2.5.1 Mifepristone and prostaglandin analogue

For pregnancies of gestational age up to 9 weeks 
(63 days)  
Mifepristone with misoprostol has been proven highly 
effective, safe and acceptable for abortions occur-
ring up to 9 weeks since the LMP. Efficacy rates up 
to 98% are reported (70, 80). Approximately 2–5% of 
women treated with the combination of mifepristone 
and misoprostol will require surgical intervention to 
resolve an incomplete abortion, terminate a continu-
ing pregnancy, or control bleeding (81).

The original protocols for the use of mifepristone 
recommended an oral dose of 600 mg mifepris-
tone followed by 1 mg of vaginal gemeprost after 
36–48 hours. However, several studies have estab-
lished that 200 mg of mifepristone is the dosage 
of choice, since it is as effective as 600 mg, and 
reduces costs when followed by a suitable pros-
taglandin analogue (4, 81–83). Some studies have 
indicated that mifepristone can be given as five or 
six divided doses of 25 mg over 3 days, for a total 
dose of 125–150 mg (84), a regimen widely used in 
the People’s Republic of China. However, for service 
delivery and patient convenience, the single dose of 
mifepristone is recommended. A 50 mg dose of mife-
pristone is less effective than 200 mg, when given in 
combination with gemeprost (85). One trial reported 
that mifepristone, 100 mg, when combined with 

800 µg of misoprostol given vaginally, was as effec-
tive as 200 mg; however, efficacy in both arms of this 
study was lower than expected (86).

Misoprostol is an effective prostaglandin analogue 
that is considerably less expensive than gemeprost, 
and does not require refrigeration. It is therefore the 
prostaglandin analogue of choice. An oral dose of 
200 mg mifepristone followed by 800 µg misopros-
tol administered vaginally, sublingually or buccally 
is an effective medical abortion regimen (4). When 
compared to vaginal administration, sublingual mis-
oprostol appears to be associated with higher rates 
of gastrointestinal side-effects, and buccal adminis-
tration appears to be associated with higher rates of 
diarrhoea (4). Vaginal misoprostol is more effective 
and better tolerated than misoprostol given orally 
(87). Misoprostol given orally at a dose of 400 µg 
should be restricted to pregnancies up to 7 weeks’ 
(49 days’) gestation, given its higher failure rate when 
given orally as pregnancy progresses (12, 81).

Some protocols require that women take both mife-
pristone and a prostaglandin analogue under clinical 
supervision, involving a second visit to the health-
care facility one or two days after receiving mifepris-
tone, to take the prostaglandin analogue. Home use 
of misoprostol is a safe option for women (80, 88). 
Increasingly, after receiving the mifepristone in the 
clinic, women receive misoprostol for self-admin-
istration at home within 24–48 hours following the 
mifepristone. Nevertheless, some women may prefer 
clinic use (89). Women using misoprostol at home 
may leave the facility shortly after taking the mifepris-
tone. They must be told what to expect with regard 
to vaginal bleeding and expulsion of products of 
conception following use of misoprostol, and how to 
recognize complications and whom to contact if they 
should occur. Explaining that the misoprostol dose 
should be taken as planned regardless of whether 
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facility. A maximum of four further doses of mis-
oprostol 400 µg may be administered at three-hourly 
intervals, vaginally or sublingually (27, 28). Regimens 
during this period of pregnancy and the setting in 
which they can be administered are the subject of 
ongoing research.

For pregnancies of gestational age over  
12 weeks (>84 days) 
A regimen of oral mifepristone, 200 mg, followed 
by repeated doses of misoprostol is safe and highly 
effective when administered in a health-care facility 
(3, 91). An oral dose of 200 mg mifepristone followed 
36–48 hours later by an initial dose of misoprostol, 
either 400 µg orally or 800 µg vaginally, with further 
doses of 400 µg of vaginal or sublingual misoprostol 
every 3 hours, up to four further doses is highly effec-
tive (91). For pregnancies beyond 24 weeks’ gesta-
tion, the dose of misoprostol should be reduced, due 
to the greater sensitivity of the uterus to prostaglan-
dins, but the lack of clinical studies precludes spe-
cific dosing recommendations.

A vaginally administered dose of 1 mg gemeprost 
used after 200 mg mifepristone, and repeated if 
necessary every 6 hours up to four doses can also be 
used effectively (92). The treatment with gemeprost 
may continue with 1 mg gemeprost every 3 hours for 
four additional doses if necessary (93, 94).

2.2.5.2 Misoprostol alone

For pregnancies of gestational age up to  
12 weeks (84 days)  
Misoprostol alone has also been studied for medi-
cal abortion in terms of effectiveness and safety. The 
effectiveness of misoprostol alone is lower, the time 
to complete abortion is prolonged, and the abor-
tion process is more painful and associated with 
higher rates of gastrointestinal side-effects than 
when misoprostol is combined with mifepristone 

bleeding occurs following mifepristone is important 
for the few women who experience such bleeding.

Following administration of the misoprostol, up to 
90% of women will expel the products of conception 
over the following 4–6 hours. Most women are likely 
to require medication for cramping pain during this 
period of time (see Section 2.2.2.1).

In the case of a failed abortion where pregnancy is 
ongoing, re-administration of misoprostol or surgi-
cal abortion should be offered to the woman (12). 
Women with incomplete abortions can generally be 
observed unless vaginal bleeding is heavy, or they 
may be offered re-administration of misoprostol 
or surgical completion of their abortion. Facilities 
offering medical methods of abortion must be able 
to ensure provision of vacuum aspiration, if needed. 
Such provision can be available on-site or through 
an arrangement with another facility that performs 
vacuum aspiration. In all cases, health-care providers 
must ensure that the woman can reach such services 
in case of an emergency.

Women are more likely to be satisfied with the pro-
cedure if they have realistic expectations about the 
abortion process (90). Hence, they need complete 
information about what is to be expected with, and 
the possible side-effects of, medical methods of 
abortion. Health-care workers should ensure that 
women understand the importance of complying 
with the protocol, especially for drugs that are self-
administered, and that they know how to recognize, 
and what to do in case of, complications.

For pregnancies of gestational age from  
9 to 12 weeks (63–84 days)  
Limited data suggest that during this period the most 
effective medical regimen is mifepristone 200 mg 
orally followed 36–48 hours later by misoprostol 
800 µg vaginally, administered in a health-care 
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2.2.5.3 Other medical abortion agents

Methotrexate, which is a cytotoxic drug used to treat 
certain types of cancer, rheumatoid arthritis, pso-
riasis and some other conditions, has been used in 
combination with misoprostol as a medical method 
for early abortion (pregnancies of gestational age up 
to 7 weeks) in some countries where mifepristone 
has not been available. When combined with mis-
oprostol, it is effective: a number of studies report an 
overall success rate of greater than 90% with 50 mg 
of methotrexate orally or intramuscularly, followed 
by 800 µg vaginal misoprostol 3–7 days later (4). 
However, a WHO toxicology panel recommended 
against the use of methotrexate for inducing abor-
tion, based on concerns of teratogenicity if the preg-
nancy was not successfully aborted (100). Although 
the actual risks are as yet unknown, limb defects 
and skull and facial abnormalities in pregnancies that 
continued after failed attempts to induce abortion 
with methotrexate have been reported (101–103). It 
is therefore recommended that services wishing to 
introduce medical methods of abortion use combina-
tion regimens of mifepristone and misoprostol.

Other agents are used to stimulate uterine contrac-
tions and induce abortion after 12 weeks, but avail-
able data regarding their safety are limited. These 
agents include hypertonic saline, or hyperosmolar 
urea, injected intra-amniotically; ethacridine lactate 
administered intra- or extra-amniotically; prosta-
glandin analogues administered parenterally or 
intra- or extra-amniotically; and oxytocin injected 
intravenously or intramuscularly (91, 104). These 
methods and routes of administration, however, are 
invasive and likely to be less safe, and the time to 
complete abortion is longer when compared to the 
use of methods such as combined mifepristone and 
misoprostol.

(4, 95). Because of misoprostol’s wide availability 
and low cost, and since in some settings its broader 
use has been reported to contribute to a decrease 
in complications from unsafe abortion (96), the use 
of misoprostol alone appears to be common where 
mifepristone is unavailable.

The recommended misoprostol regimens are 800 μg 
administered vaginally or sublingually, and repeated 
at intervals no less than 3 hours but no more than 
12 hours for up to three doses. This regimen is 
75–90% effective in completing abortion. Sublingual 
administration is less effective than vaginal admin-
istration unless it is given every 3 hours, but this 
regimen has high rates of gastrointestinal side-effects 
(4, 96, 97). Oral administration is not recommended 
due to its low efficacy.

For pregnancies of gestational age over 
12 weeks (84 days)  
Misoprostol is effective in inducing abortion after 
12 weeks of pregnancy, although the time to com-
plete abortion is not as short as when it is used in 
combination with mifepristone. The recommended 
regimen is 400 μg of vaginal or sublingual mis-
oprostol every 3 hours for up to five doses (91, 98). 
Particularly for nulliparous women, vaginal admin-
istration of misoprostol is more effective than sub-
lingual dosing. For pregnancies beyond 24 weeks’ 
gestation, the dose of misoprostol should be reduced 
due to the greater sensitivity of the uterus to prosta-
glandins; however, the lack of clinical studies pre-
cludes dosing recommendations.

Vaginal administration of gemeprost alone is regis-
tered for termination of second-trimester pregnancy 
in several countries. The recommended dose is 1 mg, 
which is given every 3 hours up to five times during 
the first day and repeated the next day if necessary. 
With this treatment, 80% and 95% of women will 
abort within 24 and 48 hours, respectively (99).
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Incomplete abortion may be treated using either 
vacuum aspiration or misoprostol. Vacuum aspira-
tion is recommended over D&C for uterine evacu-
ation, as it is associated with less blood loss, less 
pain and shorter procedure times (105). Incomplete 
abortion may also be treated using misoprostol: 
no differences were demonstrated in rates of com-
plete abortion or of adverse events between uterine 
aspiration or misoprostol for women with incomplete 
spontaneous abortion (miscarriage) with uterine size 
up to 13 weeks’ gestation, although there were more 
unplanned surgical interventions with misoprostol use 
(106). The recommended misoprostol dose and route 
of administration for this indication is either 600 μg 
oral or 400 μg sublingual (106, 107). The presence 
of bleeding may decrease misoprostol absorption 
when the drug is administered vaginally (108); thus, 
a non-vaginal route is generally preferable, although 
vaginal administration of 400–800 μg has been used 
effectively (106). Incomplete spontaneous abortions 
may also be managed expectantly, for women who 
are clinically stable and wish to avoid medical or 
surgical treatment, but the process takes more time 
(106). The decision about management of incomplete 
abortion should be based upon the clinical condition 
of the woman and her preference for treatment.

2.2.6.3 Haemorrhage

Haemorrhage can result from retained products of 
conception, trauma or damage to the cervix, coagu-
lopathy or, rarely, uterine perforation. Depending on 
the cause of the haemorrhage, appropriate treatment 
may include re-evacuation of the uterus and admin-
istration of uterotonic drugs to stop the bleeding, 
intravenous fluid replacement, and, in severe cases, 
blood transfusion, replacement of clotting factors, 
laparoscopy or exploratory laparotomy. Because of 
the low incidence of haemorrhage using vacuum 
aspiration, oxytocic drugs are not routinely needed, 

2.2.6 Managing abortion complications

When abortion is performed by appropriately trained 
personnel under modern medical conditions, com-
plications are impressively rare and the risk of death 
is negligible (in contrast to unsafe abortion, see 
Chapter 1). Nevertheless, every service-delivery 
site at each level of the health system should be 
equipped and have personnel trained to recognize 
abortion complications and to provide, or refer 
women for, prompt care, 24 hours a day (104). The 
facilities and skills required to manage most abortion 
complications are similar to those needed to care 
for women who have had a spontaneous abortion 
(miscarriage).

2.2.6.1 Ongoing pregnancy

Failed abortion with ongoing pregnancy can occur in 
women who have undergone either surgical or medi-
cal methods of abortion, although it is more common 
after medical procedures. Women with continuing 
symptoms of pregnancy or clinical signs of failed 
abortion should be offered a uterine evacuation pro-
cedure as expeditiously as possible (19).

2.2.6.2 Incomplete abortion

Incomplete abortion is uncommon following vacuum 
aspiration when the abortion is performed by a skilled 
provider. It is more common with medical methods 
of abortion (56). Common symptoms include vaginal 
bleeding and abdominal pain, and signs of infection 
may be present. Incomplete abortion should also 
be suspected if, upon visual examination, the tissue 
aspirated during surgical abortion is not compat-
ible with the estimated duration of pregnancy. Staff 
at every health-care facility should be trained and 
equipped to treat incomplete abortion by empty-
ing the uterus, paying attention to the possibility of 
haemorrhage, which might cause anaemia, or infec-
tion, which would necessitate antibiotic treatment.
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with pelvic pain, abdominal or adnexal tenderness, 
vaginal discharge, and fever should be treated with 
broad-spectrum antibiotics.

Rare cases of anaerobic infection without fever have 
been reported from Canada and the USA, following 
medical abortion (10, 12, 109). No such cases have 
been reported elsewhere. In these cases, women had 
little or no fever; variable nausea, vomiting, weakness 
and some abdominal pain; rapid deterioration within 
hours or days; tachycardia and refractory hypoten-
sion; multiple effusions; elevated haematocrit; and 
elevated leukocyte count and neutrophilia. All women 
had Clostridium-related toxic shock. Reported cases 
have also occurred outside of abortion care, such 
as during the postpartum period following a normal 
delivery (110). There is no evidence that prophylactic 
antibiotic treatment during medical abortion would 
eliminate these rare fatal cases of serious infec-
tion; therefore, prophylactic provision of antibiot-
ics for women undergoing medical abortion is not 
recommended.

2.2.6.5 Uterine perforation

Uterine perforation usually goes undetected and 
resolves without the need for intervention. A study 
of more than 700 women undergoing concurrent 
first-trimester abortion and laparoscopic sterilization 
found that 12 out of the 14 uterine perforations were 
so small that they would not have been recognized 
had laparoscopy not been performed (111). When 
uterine perforation is suspected, observation and 
antibiotic treatment may be all that is necessary. 
When available and necessary, laparoscopy is the 
investigative method of choice. If the laparoscopy 
examination and/or the status of the patient give 
rise to any suspicion of damage to the bowel, blood 
vessels or other structures, a laparotomy to repair the 
damaged structures may be needed.

although they may be indicated with D&E. Prolonged 
menstrual-like bleeding is an expected effect of 
medical methods of abortion. On average, vaginal 
bleeding gradually diminishes over about 2 weeks 
after medical abortion but, in individual cases, bleed-
ing and spotting may persist for up to 45 days; such 
bleeding is rarely heavy enough to constitute an 
emergency. Surgical evacuation may be performed 
on the woman’s request, or in cases where the bleed-
ing is heavy or prolonged, causes anaemia, or there 
is evidence of infection. However, every service-deliv-
ery site must be able to stabilize and treat or refer 
women with haemorrhage immediately (19).

2.2.6.4 Infection

Infection rarely occurs following properly performed 
abortions. The genital tract, however, is more suscep-
tible to ascending infection when the cervix is dilated 
after abortion or childbirth. Common signs and 
symptoms of infection include fever or chills, foul-
smelling vaginal or cervical discharge, abdominal or 
pelvic pain, prolonged vaginal bleeding or spotting, 
uterine tenderness, and/or an elevated white blood 
cell count. When infection is diagnosed, health-care 
staff should administer antibiotics and, if retained 
products of conception are a likely cause of the 
infection, re-evacuate the uterus. Women with severe 
infections may require hospitalization. As discussed 
in Section 2.1.5, prophylactic provision of antibiotics 
for women undergoing surgical abortion has been 
found to reduce the risk of post-abortion infection (9) 
and they should be provided where possible.

There are few data on the incidence of clinically 
significant pelvic infection after medical abortion, 
but it occurs rarely and possibly less frequently than 
after vacuum aspiration. Many of the symptoms of 
pelvic infection, such as pain, are rather nonspecific 
and hence precise diagnosis is difficult. Women 
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2.2.6.9 Other complications

Following unsafe abortion, various other compli-
cations may occur that result from the manner or 
method of provoking the abortion. Examples are poi-
soning, abdominal trauma, or the presence of foreign 
bodies in the genital tract, among others. Women 
with these complications should be stabilized and 
treated or referred for appropriate treatment, in addi-
tion to managing any abortion-related complications 
(see Sections 2.2.6.1–2.2.6.6) and receiving appropri-
ate post-procedure care (see Section 2.3).

2.2.7 Other issues related to abortion 
procedures

2.2.7.1 Infection prevention and control

Since abortion procedures and care involve contact 
with blood and other body fluids, all clinical and sup-
port staff in all facilities that provide these services 
should understand and apply standard precautions 
for infection prevention and control, for both their 
own protection and that of their patients.

Standard precautions are simple infection-control 
practices to be used in the care of all patients, at all 
times, to reduce the risk of transmission of blood-
borne infections. They include: hand-washing with 
soap and water before and after all procedures; use 
of protective barriers such as gloves, gowns, aprons, 
masks, and goggles to avoid direct contact with 
blood and other body fluids; safe disposal of waste 
contaminated with blood or other body fluids; proper 
handling of soiled linen; careful handling and disposal 
of “sharps”; and proper disinfection of instruments 
and other contaminated equipment (123).

Hand-washing and use of protective barriers

All staff should wash their hands thoroughly before 
and after coming into contact with the woman, as 

2.2.6.6 Anaesthesia-related complications

Local anaesthesia is safer than general anaesthesia, 
both for vacuum aspiration in the first trimester and 
for D&E in the second trimester (1, 49, 50). Where 
general anaesthesia is used, staff must be skilled in 
management of seizures and cardiorespiratory resus-
citation. Narcotic-reversal agents should always be 
readily available in settings where narcotics are used.

2.2.6.7 Uterine rupture

Uterine rupture is a rare complication. It is associ-
ated with later gestational ages and uterine scar, but 
has also been reported in women without these risk 
factors. In a meta-analysis, the risk of uterine rupture 
in women with a prior caesarean delivery having a 
misoprostol-induced abortion in the second trimester 
was found to be 0.28% (112).

2.2.6.8 Long-term sequelae

The vast majority of women who have a properly 
performed induced abortion will not suffer any long-
term effects on their general or reproductive health 
(113–115). In modern times, the risk of death from a 
safe, induced abortion is lower than from an injection 
of penicillin (116) or carrying a pregnancy to term (1).

Research shows no association between safely 
induced first-trimester abortion and adverse out-
comes in subsequent pregnancies (117). Although 
second-trimester abortions have not been studied 
as extensively, there is no evidence of an increased 
risk of adverse outcomes in subsequent pregnan-
cies (114, 118). Sound epidemiological data show no 
increased risk of breast cancer for women following 
spontaneous or induced abortion (119, 120). Negative 
psychological sequelae occur in a very small number 
of women and appear to be the continuation of pre-
existing conditions, rather than being a result of the 
experience of induced abortion (121, 122).
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waste, such as blood or other body fluids, should 
be poured down a drain connected to an adequately 
treated sewer or pit latrine.

Safe handling and disposal of “sharps”

The greatest hazard of HIV transmission in health-
care settings is through skin puncture with contami-
nated needles or “sharps”. This also applies to trans-
mission of hepatitis B and C. Most “sharps” injuries 
involving such transmission are through deep injuries 
with hollow-bore needles. Such injuries frequently 
occur when needles are recapped, cleaned, disposed 
of, or inappropriately discarded. Although recapping 
needles is to be avoided whenever possible (124), 
sometimes recapping is necessary. When this is the 
case, a single-handed scooping method should be 
used. Puncture-resistant disposal containers must 
be available and readily accessible for the disposal of 
“sharps”. These can be burned in a closed incinera-
tor or buried in a deep pit. Added precautions to pre-
vent “sharps” injuries include wearing gloves, having 
an adequate light source when treating women, 
placing “sharps” containers directly at the point of 
use, never discarding “sharps” in general waste, 
and keeping “sharps” out of the reach of children. 
Whenever possible, needle holders should be used 
when suturing.

Safe cleaning of equipment after use

Immediately after use, all reusable surgical instru-
ments used in abortion should be sent for cleaning 
and sterilization. Medical equipment and supplies 
intended for single use should not be reused (124). 
Where central services for instrument processing are 
not available, or in resource-poor settings, the follow-
ing procedures are recommended.

The most important step to ensure proper final 
decontamination of instruments is physical cleaning 

well as immediately following any contact with blood, 
body fluids or mucous membranes (124). High-level 
disinfected or sterile gloves should be worn and 
replaced between contacts with different patients 
and between vaginal (or rectal) examinations of 
the same woman. After completing the care of one 
woman and removing gloves, the health-care pro-
vider should always wash their hands, as gloves may 
have undetected holes in them (124). The use of aux-
iliary supplies, such as sterile booties, does not make 
a significant difference in infection rates, although it 
increases costs.

Cleaning

Detergents and hot water are adequate for the 
routine cleaning of floors, beds, toilets, walls, and 
rubber draw sheets. Following spillage of body fluids, 
heavy-duty rubber gloves should be worn and as 
much body fluid as possible removed with an absor-
bent material. This can then be discarded in a leak-
proof container and later incinerated or buried in a 
deep pit. The area of spillage should be cleaned with 
a chlorine-based disinfectant and then thoroughly 
washed with hot soap and water.

All soiled linen should be handled as little as possi-
ble, bagged at the point of collection and not sorted 
or rinsed in patient-care areas. If possible, linen with 
large amounts of body fluid should be transported 
in leak-proof bags. If leak-proof bags are not avail-
able, the linen should be folded with the soiled parts 
inside, and handled carefully, wearing gloves.

Safe disposal of waste contaminated with  
body fluids

Solid waste that is contaminated with blood, body 
fluids, laboratory specimens or body tissue should 
be treated as clinical waste, and disposed of properly 
and in accordance with local regulations (123). Liquid 
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including bacterial endospores such as those that 
cause tetanus and gas-gangrene. High-level disin-
fection (HLD) destroys all microorganisms including 
hepatitis and HIV but does not reliably kill bacterial 
endospores.

Sterilization is best achieved with pressurized steam 
(autoclave) or multi-hour (>5 hours) soaks in fresh 
glutaraldehyde solution (125). HLD can be achieved 
by shorter soaks in glutaraldehyde or bleach (sodium 
hypochlorite) solutions (125). The use of phenol or 
antiseptics will not achieve HLD. Instruments that 
were cold-processed (soaked in solutions) must be 
thoroughly rinsed after processing. Instruments that 
were subjected to HLD may be rinsed in boiled water; 
instruments that were sterilized should be rinsed in 
sterile water (see Table 2.1 for instrument-processing 
details).

(123). Instruments should be kept wet until cleaning. 
Letting the devices dry may make it difficult to com-
pletely remove all contaminants. A disinfectant such 
as a 0.5% chlorine solution can be used. Aspirators 
must be disassembled before cleaning and further 
processing. Detachable adaptors must be removed 
from cannulae. 

Caution: aspirators, cannulae and adaptors are not 
safe to handle with bare hands until cleaned. 

After soaking, wash all surfaces thoroughly in running 
water and detergent. Detergent is preferable to soap, 
which can leave a residue. All instruments should 
then be sterilized (preferred) or disinfected with a 
high-level disinfectant (where sterilization is not pos-
sible or feasible). Sterilization kills all microorganisms, 

Table 2.1 Instrument processing

Method Agent Time Notes

Sterilization Pressurized steam 
(autoclave)

20 minutes at 121°C and 103.5–140 kPa 
pressure

Assumes the areas of equipment 
targeted for decontamination are 
accessible to steam. Time should 
be increased to 30 minutes for 
wrapped items.

2% glutaraldehyde 5 hours contact at 20–25°C with a 2% 
activated alkaline formulation  
(pH = 7.5–9) 

Some sources/manufacturers 
suggest 10 hours for sterilization.

High-level 
disinfection 
(HLD)

Chlorine (sodium 
hypochlorite)

5 minutes contact at 20–25°C with 
buffered hypochlorite (pH = 7–8) at a 
concentration of 5000 ppm available 
chlorine (approximately 10% dilution of 
household bleach – can be corrosive to 
metals) 

Some sources recommend  
20 minutes in a 5% dilution if 
made with tap water, or 1% dilu-
tion if made with boiled water.

2% glutaraldehyde 30 minutes contact at 20–25°C with a 
2% activated alkaline formulation  
(pH = 7.5–9) 

Some sources/manufacturers 
suggest 20 minutes for HLD.

Boiling 20 minutes at a “rolling boil” The pot should be covered; items 
that float do not need to be fully 
immersed.

Note: the effectiveness of all sterilization and HLD techniques depends on prior cleaning to remove organic matter or material that is dried and 
adherent to the equipment (123, 125, 126).
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not be started immediately following an abortion: the 
contraceptive diaphragm and cervical cap should not 
be used until about 6 weeks after a second-trimester 
abortion, and fertility-awareness-based methods 
should only be started after the resumption of regular 
menses (127). IUDs placed immediately post-abor-
tion offer better protection against unintended preg-
nancy than postponing insertion (128–130). Although 
it is safe, there is a higher risk of expulsion of IUDs 
if inserted at the time of a second-trimester abortion 
(131). For medical abortion, hormonal contraceptives 
can be started by the woman after taking the first pill 
of a medical abortion regimen, but confirmation that 
the abortion is complete should precede insertion of 
an IUD or sterilization. Additionally, special attention 
should be given when women request sterilization, 
to ensure their choice is not unduly influenced by the 
nature of the moment.

Abortion-service-delivery sites should be able to 
provide a woman’s contraceptive method of choice in 
the facility. If the contraceptive method chosen by the 
woman cannot be provided on-site (e.g. sterilization 
is rarely offered at primary-care level), the woman 
should be given information about where and how 
she can obtain it, and be offered an interim method. 
For those methods not available on-site, the abor-
tion facility should develop a direct referral system to 
ensure women are able to obtain their chosen contra-
ceptive method. All women should be informed about 
emergency contraception, and consideration should 
be given to providing it to them to be kept at home 
for future use, particularly for women who choose 
condoms as their primary method of contraception 
and those who choose not to start using a routine 
contraceptive method immediately.

Providers should discuss prevention of STIs, includ-
ing HIV, and the importance of condom use with 
women who choose methods other than condoms 

Some manufacturers produce aspirators and cannu-
lae made of high-grade plastics that are engineered 
to be sterilized in an autoclave, while other plas-
tic instruments will crack and melt when exposed 
to high heat for sterilization. Health-care workers 
should always refer to the instructions for use of all 
items being disinfected, to ensure they are using the 
appropriate form of disinfection. Additionally, the 
manufacturers’ instructions for all products used in 
the disinfection process should be followed.

2.3 Post-abortion care and follow-up
Following an induced or spontaneous abortion, 
women should receive appropriate post-abortion 
care. For those women whose abortions were per-
formed unsafely, post-abortion care is used as a 
strategy to attenuate the morbidity and mortality 
associated with complications, including uterine aspi-
ration for incomplete abortion (see Section 2.2.6.2); 
offer of contraception to prevent future unintended 
pregnancies; and linking women with other needed 
services in the community. Following safe, induced 
abortion, post-abortion care may not require a 
follow-up visit if the woman has adequate information 
about when to seek care for complications and has 
received any needed supplies or information to meet 
her contraceptive needs.

All women should receive contraceptive informa-
tion and be offered counselling for and methods of 
post-abortion contraception, including emergency 
contraception, before leaving the health-care facil-
ity. All methods of contraception, including IUDs and 
hormonal contraceptives, can be initiated immedi-
ately following surgical or medical abortion, as long 
as attention is paid to each woman’s health profile 
and the limitations associated with certain methods 
(see Annex 6). There are a few methods that should 
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uterus through the abdominal wall. In the absence 
of complications, most women can leave the health-
care facility as soon as they feel able and their vital 
signs are normal (19). After abortions performed later 
in pregnancy, and after heavy sedation or general 
anaesthesia, recovery periods may be longer and 
women may require closer observation.

After a surgical abortion, women may experience 
light menstrual-like bleeding or spotting for several 
weeks. Women should be informed that bleeding 
similar to or heavier than a heavy menstrual period 
might be expected with medical methods of abor-
tion. Symptoms that warrant clinical attention include 
excessive bleeding, fever lasting more than one day, 
and worsening pelvic pain, or, rarely, signs of ongo-
ing pregnancy. Nausea, sometimes accompanied 
by vomiting, generally subsides within 24 hours 
after surgical abortion. Staff should advise women 
to expect cramping, which they can usually alleviate 
sufficiently with non-prescription non-steroidal anti-
inflammatory drugs, such as ibuprofen. Information 
on recognizing complications and where and how to 
seek help for them should be made available in picto-
rial form for women who cannot read.

After first-trimester abortion, most women can return 
to their usual activities and responsibilities within 
hours or days (19). Women undergoing surgical abor-
tion may be offered a follow-up visit with a trained 
practitioner, within 2 weeks after the procedure. This 
visit can be an opportunity for providers to talk with 
women about their experiences, if needed. For exam-
ple, women having an abortion for medical reasons, 
or following rape, may need to speak about their 
sense of loss or ambivalence, or may want additional 
counselling.

for contraception (127). Information about infec-
tion prevention should be particularly emphasized 
for individuals who may be at increased risk, and 
in areas of known high prevalence of HIV and other 
STIs. HIV counselling and testing should be avail-
able in the facility, or by referral to other facilities. 
Dual protection, or the use of one method such as 
condoms, or a combination of methods, to pro-
tect against both pregnancy and STIs should be 
promoted.

Women undergoing abortion should receive clear, 
simple, oral and written instructions about how to 
care for themselves after leaving the health-care facil-
ity, and how to recognize complications that require 
medical attention. These instructions should include: 
abstaining from sexual intercourse and from placing 
anything in the vagina until bleeding stops; the avail-
ability of contraception, including emergency contra-
ception, to avoid a pregnancy (fertility may return as 
soon as 2 weeks following abortion); and the need to 
return to the health-care facility in case of increasing 
pelvic pain, heavy bleeding or fever (19). During the 
time it takes for a medical abortion to be completed, 
women should be able to contact, at any time, a phy-
sician or other health-care worker who can answer 
questions and provide support.

2.3.1 Surgical methods of abortion

During the observation period following surgical 
abortion, staff should offer women comfort and sup-
port and monitor their recovery. Health-care work-
ers should take special note of women’s reports of 
pain, since pain may be due to uterine perforation 
(which may require observation or laparotomy for 
treatment) or acute haematometra (blood filling the 
uterus, which can be treated by re-aspiration of the 
uterine cavity). Thus, particularly with late abortions, 
it is important to confirm manually the size of the 
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an unsuccessful medical abortion are limited and 
inconclusive; therefore, it is unnecessary to insist on 
termination of an exposed pregnancy if the woman 
wishes to continue it. Women should, nevertheless, 
be informed that due to the unknown risk to the 
fetus of abortifacient drugs, follow-up is important 
(12, 133).

Women with incomplete abortions can generally be 
observed unless vaginal bleeding is heavy, or they 
may be offered re-administration of misoprostol or 
surgical completion of their abortion. In view of the 
greater risk of haemorrhage and of incomplete abor-
tion associated with procedures undertaken after 
12 weeks of pregnancy, all women in these situa-
tions should remain under clinical observation until 
both the fetus and placenta have been expelled. 
Additionally, medical abortions after 9 weeks’ ges-
tation should take place in a health-care facility, 
although research is ongoing to determine whether 
home abortion among a subgroup of this gestational 
age range is safe and appropriate.

2.3.2 Medical methods of abortion

Due to the high effectiveness of the mifepristone and 
misoprostol combination for medical abortion up to 
9 weeks (63 days) of gestation, there is no need for 
medical follow-up to confirm completed abortion. 
Women, however, should be advised to return for 
follow-up if they are experiencing signs of ongoing 
pregnancy or for other medical reasons, such as 
prolonged heavy bleeding or fever. Those who had 
a medical abortion using a misoprostol-only regi-
men should return for follow-up for confirmation of 
complete abortion 7–14 days following misoprostol 
intake.

Treatment protocols for mifepristone followed by 
misoprostol used up to 9 weeks of pregnancy that 
require women to remain under clinical observa-
tion for 4–6 hours after taking the misoprostol 
should have confirmation of an abortion during this 
time, if possible. Confirmation is generally made by 
inspecting sanitary pads and bed pans used during 
the period of observation, for expelled products of 
conception.

Complete abortion may be confirmed by pelvic 
examination, pelvic ultrasound or a repeat hCG 
measurement. If hCG measurements are used, it 
should be remembered that in some cases low hCG 
levels can be detectable for up to 4 weeks after 
successful expulsion. Ultrasound is useful to detect 
ongoing pregnancy; measuring endometrial thick-
ness, however, is not useful for diagnosing incom-
plete abortion and may lead to inappropriate surgical 
interventions (132). Women who continue to have 
symptoms of pregnancy or have minimal bleeding are 
likely to be still pregnant.

Women with failed abortion (the pregnancy is ongo-
ing) should be offered either vacuum aspiration or 
repeat administration of misoprostol. Available data 
regarding a potential risk of fetal abnormality after 
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chapter 3

Planning and managing safe abortion care
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Planning and managing safe, legal abortion care 
requires consideration of a number of health system 
issues. These issues apply whether services are 
public, private or not-for-profit. In most cases, minor 
modifications of existing facilities, acquisition of mini-
mal additional equipment and medications, and/or 
provision of basic training can facilitate service provi-
sion where none previously existed, or can improve 
the quality, safety, efficiency and capacity of existing 
services. Establishing and/or strengthening existing 
services should be based on careful planning encom-
passing the following principles and recommenda-
tions, which have been generated from reviews of 
the relevant scientific literature and on recent World 
Health Organization (WHO) consultative processes 
(indicated by links to online publications).

 y Establishment of national standards and guide-
lines facilitating access to and provision of 
safe abortion care to the full extent of the law. 
Standards and guidelines should cover: types of 
abortion service, where and by whom they can be 
provided; essential equipment, instruments, medi-
cations, supplies and facility capabilities; refer-
ral mechanisms; respect for women’s informed 
decision-making, autonomy, confidentiality and 
privacy, with attention to the special needs of 
adolescents; special provisions for women who 
have suffered rape; and conscientious objection 
by health-care providers.

 y Ensuring health-care provider skills and per-
formance through: training; supportive and 

facilitative supervision; monitoring, evaluation, 
and other quality-improvement processes. 
Training should be competency based and 
address health-care provider attitudes and ethical 
issues related to the provision of safe, induced 
abortion (http://whqlibdoc.who.int/publica-
tions/2011/9789241501002_eng.pdf). Monitoring 
and evaluation include the collection of routine 
service statistics and safe abortion indicators, the 
use of checklists, periodic special studies, and 
feedback mechanisms to ensure continuous qual-
ity improvement (http://www.who.int/reproduc-
tivehealth/publications/monitoring/924156315x/
en/index.html).

 y Financing: health-service budgets should include 
the costs of staff, training programmes, equip-
ment, medications, supplies and capital costs. 
Consideration also needs to be given to making 
services affordable to women who need them. 
The costs of adding safe abortion services to 
existing health services are likely to be modest, 
relative to the costs to the health system of unsafe 
abortion and to gains for women’s health (http://
screening.iarc.fr/doc/policybrief1.pdf).

 y A systematic approach to policy and programme 
development: this means planning and imple-
menting policies and programmes with the end 
result – promoting women’s health and their 
human rights – in mind. It involves assessing 
the current situation; introducing interventions 
and testing their feasibility, acceptability and 
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effectiveness on a small scale; and then scaling-
up successful interventions so that the benefits 
can have broader impacts on health-system 
performance and the health and well-being of 
women, their families and communities (http://
www.who.int/reproductivehealth/publications/ 
strategic_approach/9789241500319/en/index.
html).

3.1 Introduction
This chapter sets out considerations for establishing 
and/or strengthening safe abortion care. It highlights 
the key components of safe abortion care as well as 
the process of putting policies, programmes and ser-
vices in place, including issues such as assessment 
of needs and priorities, introducing interventions on a 
small scale, and scaling-up successful interventions 
for broader impact. 

Policy-makers and health-care managers working to 
provide reproductive health services should always 
ensure that safe abortion care is readily accessible 
and available to the full extent of the law. Women in 
all countries have induced abortions. Where legal 
services are readily accessible and available, those 
abortions are generally safe; where access and avail-
ability of legal services are highly restricted, they tend 
to be unsafe (1, 2). Abortion laws and services should 
protect the health and human rights of all women, 
including adolescents. They should not create situ-
ations that lead women and adolescents to seek 
unsafe abortion. Indeed, most countries have one or 
more legal indications for the provision of safe abor-
tion. However, in countries with highly restrictive laws 
on induced abortion, services may be largely limited 
to the treatment of complications from unsafe abor-
tion. Such treatment is often referred to as “post-
abortion care”. Emergency treatment of abortion 

complications is essential to reduce deaths and 
injuries from unsafe abortion but it cannot replace the 
protection of women’s health and their human rights 
afforded by safe, legal induced abortion.

3.2 Constellation of services
Abortion services should be integrated into the health 
system, either as public services or through publicly 
funded, non-profit services, to acknowledge their 
status as legitimate health services and to protect 
against stigmatization and discrimination of women 
and health-care providers.

Constellation of services should always involve, at a 
minimum:

 y medically accurate information about abortion 
in a form the woman can understand and recall, 
and non-directive counselling if requested by the 
woman to facilitate informed decision-making;

 y abortion services delivered without delay; 

 y timely treatment for abortion complications, 
including complications from unsafe abortion;

 y contraceptive information, services and referrals, 
to help prevent repeat unintended pregnancy and 
reduce the need for another abortion.

Access to safe abortion depends not only on the 
availability of services, but also on the manner in 
which they are delivered and the treatment of women 
within the clinical context. Services should be 
delivered in a way that respects a woman’s dignity, 
guarantees her right to privacy and is sensitive to her 
needs and perspectives. Attention should be given to 
the special needs of the poor, adolescents, and other 
vulnerable and marginalized women.
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3.3 Evidence-based standards and 
guidelines
In many countries, evidence-based standards and 
guidelines for abortion service delivery, including 
treatment of abortion complications, do not exist. 
Standards for abortion care refer to the underlying 
principles and essential requirements for providing 
equitable access to, and adequate quality of, lawful 
abortion services. Guidelines for abortion care are 
evidence-based recommendations for the delivery of 
safe abortion care. In countries where standards and 
guidelines already exist, routine review and updates 
ensure that they continue to promote women’s physi-
cal, mental, and social well-being and reflect new 
evidence of best practices. Standards and guidelines 
should be developed and updated with the intent of 
eliminating barriers to obtaining the highest attainable 
standard of sexual and reproductive health.

3.3.1 Types of abortion services, where and 
by whom they can be provided

The availability of facilities and trained providers 
within reach of the entire population is essential to 
ensuring access to safe abortion services. Regulation 
of providers and facilities should be based on evi-
dence of best practices and be aimed at ensuring 
safety, good quality and accessibility of services. 
Abortion facilities within both the public and pri-
vate sectors should be available at all levels of the 
health system, with appropriate referral mechanisms 
between facilities. 

Abortion care can be safely provided by any properly 
trained health-care provider, including midlevel (i.e. 
non-physician) providers (3–5, 6). The term “midlevel 
providers” in the context of this document refers to 
a range of non-physician clinicians (e.g. midwives, 
nurse practitioners, clinical officers, physician assis-
tants, family welfare visitors, and others) who are 

trained to provide basic clinical procedures related to 
reproductive health, including bimanual pelvic exami-
nation to determine age of pregnancy and positioning 
of the uterus, uterine sounding and other transcervi-
cal procedures, and who can be trained to provide 
safe abortion care.

Abortion care provided at the primary-care level and 
through outpatient services in higher-level settings is 
safe, and minimizes costs while maximizing the con-
venience and timeliness of care for the woman (7). 
Where capacity to provide good-quality abortion ser-
vices at the primary level does not yet exist, referral 
to services at higher levels is essential (see Box 3.1). 
Allowing home use of misoprostol following provi-
sion of mifepristone at the health-care facility can 
further improve the privacy, convenience and accept-
ability of services, without compromising on safety 
(8–10). Inpatient abortion care should be reserved for 
the management of medical abortion for pregnan-
cies of gestational age over 9 weeks (63 days) and 
management of severe abortion complications (see 
Chapter 2).

3.3.1.1 Community level

Community-based health-care workers can play an 
important role in helping women avoid unintended 
pregnancy, through providing contraceptive informa-
tion, counselling and methods, and informing them 
about the risks of unsafe abortion (11). They can also 
inform women about where to obtain a pregnancy 
test and how to obtain safe, legal abortion care, and 
they can refer women with complications from unsafe 
abortion for emergency care. Chemists/pharmacists, 
like community health-care workers, can help women 
avoid unintended pregnancy through provision of 
accurate contraceptive information and methods. 
They can also provide pregnancy tests and referral to 
safe abortion services.
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BOX 3.1

Types of service suitable to each level of the health system

Community level:

 y public health education/information on reproductive health, including contraception and abortion;

 y community-based distribution of appropriate methods of contraception;

 y all health-care workers trained to provide information on, and referral to, pregnancy-detection and 
safe, legal abortion services;

 y all health-care workers trained to recognize abortion complications and promptly refer women for 
treatment;

 y transportation to services for management of complications of abortion;

 y all health-care workers (and other key community professionals such as police or teachers) trained to 
recognize signs of rape and to provide referral to health-care or other social services.

Primary-care facility level:

 y all elements of care mentioned for the community level;

 y all health-care workers providing reproductive health services trained to provide counselling on con-
traception, unintended pregnancy and abortion;

 y a broad range of contraceptive methods, including IUDs, implants, and injectables;

 y vacuum aspiration (manual or electric) for pregnancies of gestational age up to 12–14 weeks (see 
Chapter 2);

 y medical methods of abortion for pregnancies of gestational age up to 9 weeks, or up to 12 weeks if 
the woman can stay in the facility until the abortion is complete (see Chapter 2);

 y clinical stabilization, provision of antibiotics, and uterine evacuation for women with complications of 
abortion;

 y vacuum aspiration or treatment with misoprostol for incomplete abortion;

 y prompt referral for women needing services for abortion or for management of abortion complica-
tions that cannot be provided on-site.

Referral hospitals:

 y all elements of abortion care mentioned for the primary-care level;

 y provision of sterilization in addition to other contraceptive methods;

 y abortion services for all circumstances and stages of pregnancy, as permitted by law;

 y management of all abortion complications;

 y information and outreach programmes covering the full catchment area;

 y training of all relevant cadres of health-care professionals in abortion provision.
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3.3.1.2 Primary-care facility level

Both vacuum aspiration and medical abortion can 
be provided at the primary-care level on an outpa-
tient basis and do not require advanced technical 
knowledge or skills, expensive equipment such as 
ultrasound, or a full complement of hospital staff 
(e.g. anaesthesiologist) (12). Primary health-care staff 
are likely to include nurses, midwives, health-care 
assistants and, in some contexts, physicians. Health-
care personnel with the skills to perform a bimanual 
pelvic examination to diagnose and date a preg-
nancy, and to perform a transcervical procedure such 
as intrauterine device (IUD) insertion, can be trained 
to perform vacuum aspiration (5, 6, 13–15). Where 
medical methods of abortion are registered and avail-
able, midlevel health-care providers can also admin-
ister and supervise abortion services (3, 16, 17). 
For both vacuum aspiration and medical abortion, 
procedures for referral to higher-level care should be 
in place (12).

3.3.1.3 Referral hospitals

Referral hospitals should have the staff and capacity 
to perform abortions in all circumstances permitted 
by law and to manage all abortion complications.

3.3.2 Methods of abortion

Respect for a woman’s choice among different safe 
and effective methods of abortion is an important 
value in health-service delivery. Although the choice 
of methods will reflect health-system capability, 
even the most resource-constrained health systems 
should be able to provide medical methods and 
manual vacuum aspiration. Where a choice of meth-
ods cannot be offered, at least one recommended 
method should always be available. Vacuum aspi-
ration and medical methods should also be widely 
available to treat women with complications from 
spontaneous as well as unsafe abortion. 

3.3.3 Certification and licensing of health-
care professionals and facilities

Where certification of abortion providers is required, 
it should ensure that health-care providers meet the 
criteria for provision of abortion care according to 
national standards, and it should not create barri-
ers to accessing legal services. The certification and 
licensing of abortion-care services should be the 
same as for other medical procedures and should not 
be a barrier to the availability and provision of abor-
tion care.

Licensing criteria, where required, should not impose 
excessive requirements for infrastructure, equipment, 
or staff that are not essential to the provision of safe 
services. Facility licensing criteria should clearly dif-
ferentiate between requirements at primary-care level 
versus requirements at referral levels, in order to facil-
itate, rather than restrict, access to care. Licensing 
criteria should be the same for both the public and 
private sectors and not-for-profit facilities.

3.3.4 Referral mechanisms

As with all health interventions, well-functioning 
referral systems are essential for the provision of 
safe abortion care. Timely referrals to appropriate 
facilities reduce delays in seeking care, enhance 
safety, and can mitigate the severity of abortion 
complications (12).

3.3.5 Respect for women’s informed and 
voluntary decision-making, autonomy, 
confidentiality and privacy, with attention to 
adolescents and women with special needs

Within the framework of national abortion laws, 
norms and standards should include protections for 
informed and voluntary decision-making, autonomy 
in decision-making, non-discrimination, and con-
fidentiality and privacy for all women, including 
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adolescents (18). These human rights are enshrined 
in international and regional human rights treaties, as 
well as in national constitutions and laws.

3.3.5.1 Informed and voluntary decision-making

Depending upon the context and her individual situ-
ation, a woman trying to resolve the decision about 
an unintended pregnancy may feel vulnerable. She 
needs to be treated with respect and understanding 
and to be provided with information in a way that she 
can understand so that she can make a decision free 
of inducement, coercion or discrimination. Health-
care providers should be trained to support women’s 
informed and voluntary decision-making. They 
should also be aware of situations in which a woman 
may be coerced into having an abortion against her 
will (e.g. based on her health status, such as living 
with HIV). Extra attention is needed in such cases, to 
ensure that the woman is fully informed and makes a 
free decision.

3.3.5.2 Third-party authorization

A woman seeking an abortion is an autonomous 
adult. Autonomy means that mentally competent 
adults do not require the authorization of any third 
party, such as a husband, partner, parent or guard-
ian, to access a health service. Therefore, health-care 
providers should not impose a requirement of third-
party authorization unless required by law and related 
regulations.

Adolescents may be deterred from going to needed 
health services if they think they will be required to 
get permission from their parents or guardians, which 
increases the likelihood of them going to clandestine 
abortion providers. Health-care providers should 
therefore be trained to inform, counsel and treat 
adolescents according to their evolving capacities 
to understand the treatment and care options being 
offered, and not according to an arbitrary age cut-off 

(19). Health-care workers should support minors 
to identify what is in their best interests, including 
consulting parents or other trusted adults about their 
pregnancy, without bias, discrimination or coercion.

3.3.5.3 Protection of persons with special needs

Depending upon the context, unmarried women, 
adolescents, those living in extreme poverty, women 
from ethnic minorities, refugees and other displaced 
persons, women with disabilities, and those facing 
violence in the home, may be vulnerable to inequita-
ble access to safe abortion services. Abortion-service 
providers should ensure that all women are treated 
without discrimination and with respect.

Stigma and discrimination associated with physi-
cal and mental disabilities, and health status such 
as living with HIV, are widespread and may be used 
as a reason to coerce women into having an abor-
tion. Coercion violates women’s rights to informed 
consent and dignity, and should not be tolerated 
(20). Thus, health-care providers have a human rights 
obligation to ensure that women are not subject to 
coercion and that they receive the necessary psy-
chological, social and health services to support their 
choice.

3.3.5.4 Confidentiality and privacy

The fear that confidentiality will not be maintained 
deters many women – particularly adolescents and 
unmarried women – from seeking safe, legal abor-
tion services, and may drive them to clandestine, 
unsafe abortion providers, or to self-induce abortion. 
Confidentiality is a key principle of medical ethics 
and an aspect of the right to privacy (21) and must 
be guaranteed. Health-care providers therefore have 
a duty to protect medical information against unau-
thorized disclosures, and to ensure that women who 
do authorize release of their confidential informa-
tion to others do so freely and on the basis of clear 
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information. Adolescents deemed mature enough 
to receive counselling without the presence of a 
parent or other person are entitled to privacy, and 
may request confidential services and treatment (see 
Section 3.3.5.2).

Health-service managers should ensure that facilities 
provide privacy for conversations between women 
and providers, as well as for actual services. For 
example, procedure rooms should be partitioned 
for visual and auditory privacy, and only facility staff 
required for the induced abortion should be present. 
There should be a private place for undressing, cur-
tained windows, and cloth or paper drapes to cover 
the woman during the procedure.

3.3.5.5 Special provisions for women who have 
suffered rape

Women who are pregnant as a result of rape have a 
special need for sensitive treatment, and all levels of 
the health system should be able to offer appropri-
ate care and support. Standards and guidelines for 
provision of abortion in such cases should be elabo-
rated, and appropriate training given to health-care 
providers and police. Such standards should not 
impose unnecessary administrative or judicial pro-
cedures such as requiring women to press charges 
or to identify the rapist (22). The standards should 
ideally be part of comprehensive standards and 
guidelines for the overall management of survivors 
of rape, covering physical and psychological care, 
emergency contraception, post-exposure prophylaxis 
for HIV prevention, treatment for sexually transmitted 
infections (STIs) and injuries, collection of forensic 
evidence, and counselling and follow-up care (20).

3.3.6 Conscientious objection by health-care 
providers

Health-care professionals sometimes exempt 
themselves from abortion care on the basis of 

conscientious objection to the procedure, while 
not referring the woman to an abortion provider. 
Individual health-care providers have a right to con-
scientious objection to providing abortion, but that 
right does not entitle them to impede or deny access 
to lawful abortion services because it delays care for 
women, putting their health and life at risk. In such 
cases, health-care providers must refer the woman to 
a willing and trained provider in the same, or another 
easily accessible health-care facility, in accordance 
with national law. Where referral is not possible, the 
health-care professional who objects, must provide 
safe abortion to save the woman’s life and to prevent 
serious injury to her health. Women who present with 
complications from an unsafe or illegal abortion must 
be treated urgently and respectfully, as any other 
emergency patient, without punitive, prejudiced or 
biased behaviours (see also Chapter 4).

3.4 Equipping facilities and training 
health-care providers
The provision of safe abortion care requires properly 
equipped facilities and well-trained health-care pro-
viders. Public health authorities have a responsibility 
to ensure that systems are in place for continuous 
and timely procurement and distribution of all medi-
cal equipment, drugs, contraceptives and supplies 
necessary for the safe delivery of services. In addi-
tion, health-care providers require appropriate pre-
service and in-service training, based on routinely 
updated guidelines for safe abortion care.

3.4.1 Preparing and equipping facilities

Abortion facilities must be well prepared and 
equipped to provide safe care. Supportive services, 
such as commodity procurement, logistics supply 
chain functioning, and financing mechanisms, are as 
important as training providers for introducing new 
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Table 3.1 Drugs, supplies and equipment for safe abortion care

Procedural step Drugs and supplies Equipment

Clinical assessment

Surgical abortion pro-
cedure (equipment for 
dilatation and evacua-
tion (D&E) highlighted 
in bold font)

 y Clean examination gloves
 y Clean water
 y Detergent or soap
 y Cervical preparation agent (e.g. mis-

oprostol tablets, osmotic dilators, 
mifepristone)

 y Pain medications, such as analgesics 
and anxiolytics

 y Gloves
 y Gown, face protection
 y Needles (22 gauge spinal for parac-

ervical block and 21 gauge for drug 
administration)

 y Syringes (5, 10 and 20 ml)
 y Lidocaine for paracervical block
 y Gauze sponges or cotton balls
 y Antiseptic solution (non-alcohol based) 

to prepare the cervix
 y Instrument-soaking solution
 y Sterilization or high-level disinfection 

solutions and materials
 y Silicone for lubricating syringes

 y Blood pressure equipment
 y Stethoscope
 y Speculum (wide mouth to increase exposure 

of the cervix and short to avoid pushing the 
cervix away, or a Sims speculum if an assis-
tant is available)

 y Tenaculum (atraumatic tenaculum)
 y Tapered dilators up to 37 mm (up to 51 mm) or 

equivalent circumference
 y Electric vacuum aspirator (with 14 or 16 mm 

cannulae) or MVA aspirator and cannulae up to 
12 mm

 y Bierer uterine evacuation forceps (large and 
small)

 y Sopher uterine evacuation forceps (small)
 y Large, postpartum flexible curette
 y Sponge (ring) forceps
 y Stainless steel bowl for prepping solution
 y Instrument tray
 y Clear glass dish for tissue inspection
 y Strainer (metal, glass or gauze)

Medical abortion  y Mifepristone
 y Misoprostol
 y Pain medications

 y Private area with chairs separate from antenatal 
or labour care, for women who wait in clinic for 
expulsion

 y Adequate toilet facilities

Recovery  y Sanitary napkins or cotton wool
 y Analgesics
 y Antibiotics
 y Information on post-procedure self-care
 y Post-abortion contraceptive methods 

and information, and/or referral

 y Blood pressure equipment
 y Stethoscope

In case of 
complications

 y Appropriate antagonists to medications 
used for pain

 y Uterotonics (oxytocin, misoprostol or 
ergometrine)

 y IV (intravenous) line and fluids (saline, 
sodium lactate, glucose)

 y Clear referral mechanisms to higher-
level facility, when needed

 y Oxygen and Ambu bag
 y On-site access to an ultrasound machine 

(optional)
 y Long needle-driver and suture
 y Scissors
 y Uterine packing
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services. Where services already exist, infrastructural 
upgrades can facilitate more efficient patient flow and 
increase privacy and user satisfaction, while intro-
ducing updated methods, such as vacuum aspiration 
and medical abortion, can improve safety and reduce 
costs (23, 24).

3.4.1.1 Essential equipment, medications and 
supplies

Most of the equipment, medications, and sup-
plies needed to provide vacuum aspiration (manual 
and electric) and medical methods of abortion (see 
Table 3.1) are the same as those needed for other 
gynaecological services.

The shift towards using vacuum aspiration with 
plastic cannulae depends upon official approval and 
local availability of the instruments. In settings where 
manual vacuum aspiration (MVA) instruments are not 
approved medical devices, efforts will be needed to 
add them to the government’s standard equipment 
list.

These instruments and medications should be 
routinely included in the planning, budgeting, pro-
curement, distribution and management systems. 
Criteria for determining what instruments to use 
include: quality, durability, cost, and system capac-
ity to ensure consistent availability and maintenance 
over time. As with any other drug, mifepristone and 
misoprostol for medical abortion should be sourced 
from manufacturers that adhere to good manufactur-
ing practice (GMP).

Instruments for MVA are made for either single or 
multiple use. In contexts where instruments will be 
reused, it is essential to purchase those that can 
withstand multiple use, cleaning and high-level disin-
fection or sterilization, as well as to ensure supplies 
for such disinfection/sterilization. Single-use instru-
ments must be carefully disposed of to avoid health 

risks to providers and the community. Reusable 
equipment saves costs, but rigorous cleaning and 
disinfection procedures must be followed (see 
Chapter 2).

3.4.1.2 Regulatory requirements for drugs and 
devices

Each country has specific regulatory requirements for 
the registration and importation of drugs and medi-
cal equipment such as MVA instruments. However, 
the WHO model list of essential medicines, which 
has been adapted by many countries as a national 
essential drugs list, includes combination mifepris-
tone and misoprostol for medical abortion, misopros-
tol alone for treatment of incomplete abortion and 
miscarriage, non-narcotic analgesics such as non-
steroidal anti-inflammatory agents (e.g. ibuprofen), 
tranquillizers (e.g. diazepam) and local anaesthetics 
(e.g. lidocaine) (25). Inclusion on the national essen-
tial drugs list usually means that the drug is regis-
tered and available in the country. Where a drug is 
not registered, some countries will allow importation 
through the WHO Certification Scheme on the Quality 
of Pharmaceutical Products Moving in International 
Commerce (26).

The commodities included in Table 3.1 that are 
specific to the provision of abortion services should 
be included in the national medical supplies logistics 
management programme and be available to health-
care providers that provide abortion services.
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3.4.2 Ensuring provider skills and 
performance

3.4.2.1 Health-care provider skills and training

Health-care providers who perform vacuum aspira-
tion for treatment of incomplete abortion can learn to 
use the technique for induced abortion, with minimal 
additional training. All such health-care providers can 
also be trained to provide medical abortion.

In addition to skills training, participating in values-
clarification exercises can help providers differenti-
ate their own personal beliefs and attitudes from 
the needs of women seeking abortion services (27). 
Values clarification is an exercise in articulating how 
personal values influence the way in which provid-
ers interact with women seeking abortion. Despite 
providers’ attempts at objectivity, negative and pre-
defined beliefs about abortion, and the women who 
have them, often influence professional judgement 
and the quality of care (28, 29).

In many contexts, making safe, legal abortion ser-
vices readily available to all eligible women will 
require training of midlevel health-care professionals 
(30–34). Comparative studies have shown no dif-
ference in complication rates between women who 
had first-trimester abortions with MVA performed by 
midlevel health-care providers and those who had 
the procedure performed by a physician (6). Skills 
and performance expectations set out in standards 
and guidelines should serve as the basis of pre-ser-
vice training for all appropriate cadres, and abortion-
care providers should receive periodic in-service 
training to ensure they maintain their skills to perform 
their jobs according to abortion-care standards.

3.4.2.2 Training programmes

As for any other health intervention, abortion train-
ing programmes should be competency based and 

conducted in facilities that have sufficient patient 
flow to provide all trainees with the requisite practice, 
including practice in managing abortion complica-
tions. In addition, training should address health-
care provider attitudes and beliefs about sexual and 
reproductive health, including induced abortion, 
safeguarding privacy and confidentiality, treating all 
women with dignity and respect, and attending the 
special needs of adolescents, women who have been 
raped, and those who may be vulnerable for other 
health or socioeconomic reasons.

Training health-service providers in new or updated 
clinical procedures can be a powerful tool in chang-
ing practices. However, training alone is not suf-
ficient. Trained providers need support following 
training to put skills into practice, and need to work in 
an environment that ensures adequate drugs, equip-
ment, remuneration and professional development to 
support the provision of safe abortion services. They 
also need supportive and facilitative supervision and 
oversight to ensure that standards and guidelines 
are followed. Box 3.2 lists the recommended train-
ing content for all health-care professionals providing 
abortion services.

3.5 Monitoring, evaluation and quality 
improvement
As with all health services, ensuring good-quality 
abortion care depends upon effective processes for 
monitoring, evaluation and quality assurance and 
improvement. The accurate collection of service 
statistics and routine monitoring and evaluation at 
the health-care facility level are a key component of 
programme management, and feedback based on 
analysis of these data provides necessary information 
for improving access and maintaining and improving 
the quality of services delivered.
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BOX 3.2

Recommended training content for abortion-service providers

Background for abortion service delivery:

 y legal, regulatory and policy provisions;
 y health effects of unsafe abortion;
 y ethical responsibility to provide abortion (or to refer women when the health-care professional has 

conscientious objection to providing abortion) and to treat complications from unsafe abortion;
 y national standards and guidelines for abortion care;
 y human rights related to safe abortion.

Counselling and provider–patient interaction:

 y clarification of health-care provider attitudes and beliefs regarding abortion;
 y confidentiality and privacy;
 y interpersonal communication and counselling skills;
 y information on abortion and contraception;
 y issues and risks associated with HIV and other STIs;
 y consideration of needs of all women, including adolescents, poor women, women from ethnic minori-

ties, displaced women and refugees, women with disabilities, survivors of rape, women living with 
HIV or other STIs;

 y recognition of signs that the woman has been subjected to violence, and guidance in helping her 
obtain additional counselling and services;

 y informed decision-making.

Clinical skills:

 y anatomy and physiology relevant to pregnancy and abortion;
 y pre-procedure assessment (e.g. medical history, examinations, pregnancy dating);
 y STI screening;
 y cervical dilatation;
 y uterine evacuation;
 y infection prevention;
 y pain management;
 y recognition and management of complications of abortion;
 y management and care following the procedure, including provision of contraceptive information, 

counselling and methods;
 y criteria for referral and referral procedures.

Administrative/managerial issues and quality assurance:

 y organization of services to ensure efficient patient flow while maintaining privacy and confidentiality;
 y record-keeping and reporting of service statistics;
 y practices for maintaining privacy and confidentiality;
 y logistics, equipment and inventory management;
 y monitoring, evaluation, and quality improvement/assurance;
 y mechanisms for effective referral and transport;
 y standards for supervision.
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3.5.1 Monitoring

Monitoring oversees the processes of implement-
ing services, including changes over time. Routine 
monitoring can assist managers and supervisors to 
identify and manage, or avoid, problems before they 
become serious or overwhelming. Good monitoring 
includes listening to service providers, who can have 
important recommendations to improve the quality of 
care. Well-designed monitoring enables facility man-
agers and staff supervisors to give feedback on prob-
lems to staff and to engage staff in a participatory 
process to implement solutions. At the facility level, 
mechanisms for monitoring services include analysis 
of routine service statistics, case reviews, logbook 
reviews, observation, checklists, facility assessments, 
maternal death and near-miss audits, and obtaining 
feedback from service users to improve the quality 
of care. Routine abortion-service statistics include: 
the age and number of women provided an induced 
abortion by method (vacuum aspiration, medical 
abortion, D&E) and the gestational age of pregnancy.

Monitoring national indicators of safe abortion is 
important and has been largely neglected (35). The 
introduction of abortion-specific indicators and ser-
vice statistics should be developed within the context 
of monitoring the national maternal and reproductive 
health programme. Health-facility data on abortion 
services can be integrated into existing management 
information systems (e.g. forms, logbooks, supply 
stock records, checklists, patient records, daily 
activity registers) rather than creating separate ones 
(36, 37). The WHO indicators for safe abortion care 
(38) are shown in Table 3.2.

3.5.2 Quality assurance and quality 
improvement

Quality assurance and improvement encompasses 
planned and systematic processes for identifying 
measureable outcomes based on national standards 
and guidelines and the perspectives of health-service 
users and care providers, collecting data that reflect 
the extent to which the outcomes are achieved, and 
providing feedback to programme managers and 
service providers. Quality-improvement processes 
should attempt to identify and address both indi-
vidual and organizational barriers to the achieve-
ment of good quality of care (39–41). For abortion 
care, the goal is to promote change for continuous 
improvement as part of maintaining good-quality 
services that respond to the needs of health-care 
providers, as well as the health-care needs and rights 
of women. Quality improvement involves ongoing 
monitoring of routine service delivery, provider per-
formance and patient outcomes, as well as periodic 
assessments conducted at facility level (42).

3.5.3 Evaluation

Evaluation is the systematic assessment of service-
delivery processes and outcomes. Comprehensive 
evaluation requires multiple data sources, including 
service statistics, feedback from health-care provid-
ers and from women and communities served, and 
financial records. Programme evaluators can focus 
their attention on three key areas related to policies, 
programmes and services: access; availability; and 
quality of care. Examples of a range of issues and 
questions to consider for periodic assessment and 
evaluation are highlighted in Box 3.3. Answering 
these questions can provide information that will 
enable policy-makers and programme managers to 
better understand and overcome existing barriers to 
access and improve the quality of care.
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Table 3.2. Indicators for safe abortion carea

Area Indicator
Type of 

measure
Type of indicator 

(coreb, additionalc)
Source of data

Access: 
availability

Number of facilities offering 
safe abortion services per  
500 000 population

Rate Additional HISd

Health-care providers trained 
to provide safe abortion 
services to the full extent of 
the law

Percentage Additional Survey (facility)

Population living within  
2 hours travel time from a 
facility providing safe abortion 
services 

Percentage Additional Survey (population)

Access: 
information

Population with correct 
knowledge of the legal status 
of abortion

Percentage Additional Survey (population)

Health-care personnel with 
correct knowledge of the legal 
status of abortion

Percentage Additional Survey (facility)

Access: 
quality

Service-delivery points that 
use WHO-recommended 
methods for induced abortion

Percentage Additional Survey (facility)

Service-delivery points that 
use WHO-recommended 
methods for management of 
abortion complications

Percentage Additional Survey (facility)

Outcome/
impact

Obstetric and gynaecological 
admissions due to abortion

Percentage Core HIS

Hospitalization rate for unsafe 
abortion per 1000 women 

Rate Additional HIS

Abortions per 1000 live births Ratio Core HIS/survey (population)

Maternal deaths attributed to 
abortion

Percentage Core HIS/survey (special)/vital 
registration

a Other indicators relevant to achieving universal access to reproductive health can be found in reference 38.

b Indicators that all countries should report.

c Indicators that countries could report based on their special needs, contextual characteristics, and capabilities (e.g. when coverage for core data is high).

d Health information system.

Table adapted from reference 38.
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BOX 3.3

Questions and issues to consider for periodic assessment and evaluation of abortion services

These questions and issues are for assessment purposes only; for relevant WHO recommendations see 
Chapters 2, 3 and 4.

Access to safe abortion services
What are the legal grounds for induced abortion?

 y on request;
 y socioeconomic reasons;
 y health (unspecified; as defined by WHO; or with 

specific conditions);
 y mental health (unspecified or with specific 

conditions);
 y physical health (unspecified or with specific 

conditions);
 y rape;
 y incest;
 y preservation of life. 

What are the costs of abortion services to 
women?

 y official fees:
 – provider fees;
 – facility fees;

 y informal fees for health-care providers;
 y transportation costs;
 y accommodation costs;
 y opportunity costs;
 y private insurance coverage;
 y social welfare coverage. 

Are permissions from third parties required 
before performing abortion?

 y parental/guardian or spousal/partner 
authorization;

 y authorization of medical commissions;
 y authorization by more than one specialist or 

physician. 

Availability of safe abortion services
Are there enough facilities to provide safe care 
for all women seeking abortion?

 y number of facilities offering safe abortion services 
per 500 000 population. 

What are the facility costs of providing safe 
abortion care?

 y provider time;
 y equipment/instruments and supplies;
 y medications;
 y in-service training;
 y other capital and recurring costs. 

What abortion statistics are available?

 y total number of obstetric/gynaecological 
admissions;

 y total number of induced abortions;
 y total number of immediate and delayed 

complications;
 y percentage of complications requiring 

hospitalization;
 y total number of presenting complications (as a 

result of unsafe or spontaneous abortion). 

What abortion methods are available and 
utilized? 

For pregnancies of gestational age <12–14 weeks: 

 y vacuum aspiration;
 y mifepristone and misoprostol;
 y misoprostol alone;
 y dilatation and curettage.
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box 3.3 continued

For pregnancies of gestational age >12–14 weeks: 

 y dilatation and evacuation;
 y mifepristone and misoprostol;
 y misoprostol alone;
 y instillation with hypertonic saline;
 y ethacridine lactate. 

Quality of care
Do abortion providers have the competencies 
required to perform safe abortion?

 y confirmation of pregnancy;
 y estimation of gestational age;
 y appropriate surgical procedure technique;
 y appropriate pain management;
 y appropriate medical abortion regimen;
 y appropriate follow-up.

 
Are good infection-prevention practices routinely 
followed?

 y standard precautions routinely followed;
 y no-touch technique employed for surgical 

methods;
 y initial soaking of used instruments;
 y instrument cleaning;
 y high-level disinfection or sterilization of medical 

instruments;
 y prophylactic antibiotics administered for surgical 

methods.
 
What pain-management options are available 
and what pain management is actually provided?

 y verbal relaxation techniques;
 y analgesia;
 y local anaesthesia;
 y sedation;
 y general anaesthesia.

What contraceptive methods are available and 
what methods are provided?

 y barrier methods:
 – condoms;
 – cervical barriers;

 y fertility-based awareness methods;
 y hormonal methods:

 – pills;
 – vaginal ring;
 – skin patch;
 – injectables;
 – implants;

 y IUDs;
 y sterilization;
 y emergency contraceptives.

 
What information, education and communication 
material is available and what information is 
routinely provided?

 y for the procedure;
 y for follow-up care;
 y for contraception;
 y for other needs.

Is counselling routinely offered?

 y for the procedure;
 y for follow-up care;
 y for contraception;
 y for other needs.

 
Are services managed effectively and efficiently?

 y in-service training routinely provided;
 y adequate supervision;
 y sufficient financing;
 y sufficient procurement, distribution and restock-

ing of instruments, medications and supplies;
 y adequate management information systems;
 y mechanisms for quality improvement/assurance;
 y mechanisms for monitoring and evaluation of 

services.
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box 3.3 continued

Is an adequate referral system in place for:

 y induced abortion (especially for cases of consci-
entious objection to service provision);

 y management of complications;
 y contraception;
 y reproductive tract infections;
 y gender-based violence.

 
Are all aspects of a woman’s privacy maintained 
regarding her abortion?

 y visual privacy during examination and procedure;
 y auditory privacy during counselling, examination 

and procedure;
 y non-essential staff excluded from the room during 

the procedure;
 y offer of home use of misoprostol following provi-

sion of mifepristone;
 y adequate toilets with privacy;
 y discreet signage for location of abortion services.

 
Is a woman’s confidentiality protected regarding 
her abortion?

 y access to medical records restricted;
 y confidentiality maintained for all women, including 

adolescents.
 
Are delays for seeking care minimized?

 y no mandatory waiting periods;
 y time required between requesting and scheduling 

the procedure;
 y time waiting for the procedure;
 y total time in hospital/clinic.

Do other potential service-delivery barriers exist?

 y requirements for HIV and other tests that are not 
clinically indicated;

 y mandatory counselling beyond provision of 
adequate information relevant to the woman’s 
abortion care;

 y requirement for mandatory ultrasound prior to 
abortion;

 y requirement for women to listen to fetal heartbeat 
prior to abortion;

 y requirement for listing induced abortion on per-
manent medical records, where confidentiality 
cannot be assured.

 
Women’s perspectives about abortion services

 y were the abortion provider and clinic staff friendly 
and professional?

 y was sufficient information provided about the 
procedure, contraception and follow-up?

 y did the woman have an opportunity to ask 
questions?

 y were questions appropriately answered?
 y was privacy protected?
 y would the woman recommend the facility?
 y would the woman recommend the provider?

 
Provider perspectives

 y does the organization and implementation 
of abortion services meet evidence-based 
standards?

 y is the quality of care sufficient?
 y how could job satisfaction be improved?
 y is supervisor support adequate?
 y are work incentives (e.g. salary, fees, professional 

development opportunities) sufficient?
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3.6 Financing
Health-service budgets should include sufficient 
funds for the following types of costs:

 y equipment, medications and supplies required to 
provide safe abortion care;

 y staff time;

 y training programmes and supervision;

 y infrastructure upgrades;

 y record-keeping;

 y monitoring and evaluation.

To the extent that the abortion programme can be 
integrated within the national maternal and reproduc-
tive health programme, the marginal costs of putting 
in place or improving abortion services will be mini-
mized. In general, safe abortion services require few, 
if any, additional provider skills, medications, equip-
ment or supplies from those that should already be 
available for emergency obstetric and gynaecological 
care.

3.6.1 Cost to the facility or health system

The provision of safe, legal abortion is considerably 
less costly than treating the complications of unsafe 
abortion (43–47). Costs for providing abortion care 
with vacuum aspiration include infrequent, modest 
capital investments, such as a suction machine or 
MVA equipment; an examination table; a steam steri-
lizer or autoclave; renovation of waiting, consultation 
and recovery rooms; and toilets. Recurrent costs 
include those associated with purchasing instru-
ments and supplies that will need to be restocked 
regularly, such as cannulae and manual vacuum aspi-
rators; antiseptic solutions and high-level disinfect-
ants used for instrument processing; and drugs for 
pain management, infection prevention and medical 
abortion.

Decisions made about which abortion methods to 
offer and how to organize services directly influ-
ence the cost of providing services and their afford-
ability. Two organizational issues are of particular 
importance: preferential use of vacuum aspiration or 
medical abortion over D&C, and informing women to 
come earlier rather than later for induced abortion.

 y Switching from D&C to vacuum aspiration or 
medical abortion for uterine evacuation is safer for 
the woman and can reduce health-system costs 
(23, 24). Vacuum aspiration can be performed 
by a trained midlevel health-care provider in an 
office or examination room, whereas D&C is often 
performed in an operating theatre by a physician. 
Also, vacuum aspiration usually requires less 
medication for pain than D&C (23, 47, 48).

 y If the health system effectively informs women to 
come early in pregnancy for abortion, the use of 
lower-cost early procedures increases and use of 
costlier later procedures declines. For example, 
the introduction of combination mifepristone and 
misoprostol has been associated with popula-
tion shifts to abortion at earlier gestational ages 
(49, 50). Home use of misoprostol contributes to 
greater flexibility for the woman and decreased 
staff and facility utilization. This also enables ser-
vices to be provided at lower levels of the health 
system and thus closer to women’s residences, 
thereby decreasing travel and time-associated 
costs.

3.6.2 Making services affordable for women

In many settings, national health insurance schemes 
do not exist or do not cover large portions of the 
population or do not include abortion within the 
benefit package. Other sources of financing of health 
services are often employed, including requiring 
contributions from individuals who use the health 
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system. WHO recommends that payments from 
individuals for health services be collected as a type 
of prepayment, rather than at the time of service 
delivery (51). However, in many settings, user fees are 
customarily charged and can be an important bar-
rier to services for poor women and adolescents. In 
addition, women seeking abortion may be expected 
to pay substantial informal fees (charges made 
by providers on top of the official health-system 
charges) which, when combined with travel expenses 
and opportunity costs such as time lost from paid 
employment, pose a barrier for many women. The 
barrier of high costs to women is likely to generate 
higher costs for the health system, by increasing the 
number of women who attempt to self-induce abor-
tion or go to unsafe providers and, as a result, require 
hospitalization for serious complications (52, 53). 

The respect, protection, and fulfilment of human 
rights require that women can access legal abortion 
services regardless of their ability to pay. Financing 
mechanisms should ensure equitable access to 
good-quality services (54). Where user fees are 
charged for abortion, such fees should be matched 
to women’s ability to pay, and procedures should be 
developed for exempting the poor and adolescents 
from paying for services. As far as possible, abortion 
services should be mandated for coverage under 
insurance plans. Abortion should never be denied 
or delayed because of a woman’s inability to pay. 
Furthermore, all facilities should have procedures 
in place to ensure that informal charges are not 
imposed by staff.

3.7 The process of planning and 
managing safe abortion care
Establishing abortion services or strengthening 
access to and the quality of care of existing abortion 

services at national or subnational level, to the full 
extent of the law, should be driven by dedicated and 
committed stakeholders who can provide strong 
leadership, identify and recruit other stakeholders, 
and mobilize funding and technical assistance to 
support a wide range of activities. Ideally, leader-
ship would be situated in the ministry/department 
of health or another institution with the mandate to 
influence and mobilize national action. Important 
stakeholders include: representatives from other 
government ministries or departments, such as 
education, gender and women’s affairs, justice, local 
government, social welfare, and youth affairs; medi-
cal universities; professional health associations – 
particularly those of obstetrician-gynaecologists but 
also those of family physicians, nurses, midwives and 
pharmacists; other public health cadres; women’s 
health advocates; nongovernmental organizations 
focused on women, youth, health, and human rights; 
other relevant representatives of civil society; and key 
development partners (55).

Principles underlying the process of improving 
access to and the quality of abortion care include 
the following. The process should be: country owned 
and country led; evidence based; inclusive of multi-
ple perspectives; participatory; embracing sex and 
gender equality and non-discrimination; health and 
human-rights based; and system focused (55).

Strengthening abortion services is a political and 
managerial challenge, in addition to being a clinical 
or technical task. One methodology that has been 
used effectively is the WHO Strategic Approach to 
strengthening sexual and reproductive health policies 
and programmes (55–60). The Strategic Approach 
begins with the creation of an assessment team 
representing a broad range of stakeholders, such as 
those mentioned above, who conduct a field-based 
assessment to identify and prioritize needs related 
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to abortion and contraceptive-service access, avail-
ability and quality of care. Based on the findings 
and recommendations of the assessment team, a 
package of policy and programme interventions are 
implemented on a limited scale to provide local evi-
dence of feasibility, effectiveness and acceptability. 
If successful, the interventions are then scaled-up to 
have broader impact.

Whatever methods are used, it is important that 
actions to strengthen policies and services are based 
on a thorough understanding of the service-delivery 
system, the needs of providers, the needs of women, 
and the existing social, cultural, legal, political and 
economic context. It is also important that multiple 
perspectives are incorporated. This helps to ensure 
that recommendations and plans based on the 
assessment will be broadly acceptable and there-
fore more likely to be implemented. It is particularly 
important to include the perspectives on services 
from users and potential users, as they are the main 
source of identifying barriers to service use. It is also 
important that the assessment examines people’s 
access to sexual and reproductive health services 
generally, and specifically their access to contracep-
tive information, counselling and methods, since 
these are important determinants of the incidence of 
unintended pregnancy.

3.7.1 Assessing the current situation

Local contexts in need of improved abortion care 
vary considerably in terms of scale – from system 
level to individual facilities – and with regard to 
specific areas requiring strengthening. For improving 
abortion care at facility level, see Section 3.5.2. At 
the national or health-system level, the first step in 
assessing the current situation related to unintended 
pregnancy and abortion involves collecting and ana-
lysing existing information on:

 y laws on sexuality, contraception, and abortion;

 y ratified human rights agreements;

 y access to and availability of contraceptives;

 y sexuality education;

 y service-delivery standards and guidelines;

 y curricula of health-care and other relevant profes-
sional schools;

 y availability of abortion-related medical devices 
and drugs;

 y facility- and national-level health statistics;

 y demographic/reproductive health surveys;

 y relevant research studies;

 y health insurance or other measures to reduce out-
of-pocket expenditures for abortion services.

Following a thorough compilation and review of exist-
ing information, the field team can develop discus-
sion guides for use with policy-makers, health-care 
providers, women and other relevant community 
members. Guiding questions for a field assessment 
might include how policies, programmes and ser-
vices can be strengthened to:

 y prevent unintended pregnancy;

 y improve access to and the availability of safe 
abortion;

 y improve the quality of abortion care.

Exploring each of these in detail will help the team 
to identify and prioritize the most critical policy and 
programmatic needs. A field guide is available with 
more detailed information about the process of con-
ducting a strategic assessment (61) (available from: 
http://www.who.int/reproductivehealth/publications/
familyplanning/RHR_02_11).
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3.7.2 Introducing interventions to strengthen 
abortion care

New policy and programme interventions should be 
guided by evidence-based best practices. Much of 
the evidence for abortion policies and programmes 
is reflected in the recommendations presented in this 
guidance document. However, programme managers 
often want to be assured through local evidence of 
the feasibility, effectiveness, acceptability and cost 
of the introduction of changes in policy and pro-
gramme design, or service-delivery practices, prior 
to committing resources for their implementation on 
a larger scale. Even when interventions are based on 
accepted international best practices, some evidence 
of the capacity for local implementation and accept-
ability among community members is likely to be 
necessary to facilitate scaling-up. Depending on the 
quality of evidence required by policy-makers, testing 
of the intervention(s) could range from simple pilot 
or demonstration projects to more rigorous imple-
mentation research incorporating quasi-experimental 
designs.

3.7.3 Scaling-up policy and programmatic 
interventions

Scaling-up involves expanding the health system’s 
capacity for implementation of policy and pro-
gramme interventions that have been demonstrated 
to improve access to and the quality of abortion 
care, in order to achieve population-level impact. Too 
often, scaling-up is considered a matter of routine 
programme implementation that does not need 
special attention. Once a package of interventions 
has proved to be successful in a pilot or demon-
stration project, it is expected to be taken up by a 
health system and spread throughout, based on the 
assumption that success in the pilot phase is suf-
ficient to catalyse large-scale change. While this 

sometimes happens, more frequently it does not. 
Successful scaling-up requires systematic planning, 
management, guidance and support for the process 
by which interventions are expanded and institution-
alized. Scaling-up also requires sufficient human and 
financial resources to support the process. Guidance 
for the development of comprehensive strategies for 
scaling-up and for management of the process is 
available from WHO and ExpandNet (62–64; http://
www.expandnet.net/tools).

Systematic approaches to scaling-up recognize that 
the process takes place in a context of “real-world” 
complexity, with multiple and often competing play-
ers and interests. Attention to technical concerns 
is essential, but equally important are the political, 
managerial and ownership issues that come into play, 
since interventions to improve access and quality of 
care often call for changes in values as well as prac-
tices. This is especially relevant for an issue such as 
safe abortion.

Health systems are often limited in their ability to 
deliver the range of needed services that current poli-
cies mandate, and integrating a new set of interven-
tions can place additional burdens on an already 
stressed system. Yet, when scaling-up is approached 
systematically and with sufficient financial and human 
resources to support it, the process can be success-
ful and contribute to achieving the goal of universal 
access to reproductive health care, including safe 
abortion.
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 y Unsafe abortion is one of the four main causes of 
maternal mortality and morbidity. One of the rea-
sons for unsafe abortion is because safe abortion 
services are frequently not available, even when 
they are legal for a variety of indications in almost 
all countries.

 y International, regional and national human rights 
bodies and courts increasingly recommend 
decriminalization of abortion, and provision of 
abortion care, to protect a woman’s life and 
health, and in cases of rape, based on a woman’s 
complaint. Ensuring that laws, even when restric-
tive, are interpreted and implemented to promote 
and protect women’s health is essential.

 y Additional barriers, that may or may not be codi-
fied in law, often impede women from reaching 
the services for which they are eligible and con-
tribute to unsafe abortion. These barriers include 
lack of access to information; requiring third-party 
authorization; restricting the type of health-care 
providers and facilities that can lawfully provide 
services; failing to guarantee access to afford-
able services; failing to guarantee confidentiality 
and privacy; and allowing conscientious objection 
without referrals on the part of health-care provid-
ers and facilities. 

 y An enabling regulatory and policy environment is 
needed to ensure that every woman who is legally 
eligible has ready access to good-quality abortion 
services. Policies should be geared to respecting, 

protecting and fulfilling the human rights of 
women, to achieving positive health outcomes for 
women, to providing good-quality contraceptive 
and family planning information and services, and 
to meeting the particular needs of poor women, 
adolescents, rape survivors and women living 
with HIV. 

4.1 Women’s health and human rights
Unsafe abortion accounts for 13% of maternal 
deaths (1), and 20% of the total mortality and dis-
ability burden due to pregnancy and childbirth (2). 
Almost all deaths and morbidity from unsafe abor-
tion occur in countries where abortion is severely 
restricted in law and in practice. Every year, about 
47 000 women die from complications of unsafe 
abortion (3), an estimated 5 million women suffer 
temporary or permanent disability, including infertility 
(4). Where there are few restrictions on access to safe 
abortion, deaths and illness are dramatically reduced 
(5). This chapter highlights the inextricable link 
between women’s health and human rights and the 
need for laws and policies that promote and protect 
both.

Most governments have ratified legally binding inter-
national treaties and conventions that protect human 
rights, including the right to the highest attainable 
standard of health, the right to non-discrimination, 
the right to life, the right to liberty and the right to 
security of the person, the right to be free from 
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inhuman and degrading treatment, and the right to 
education and information. These rights are further 
recognized and defined in regional treaties, enacted 
in national constitutions and laws of many countries.

In consideration of these human rights, govern-
ments agreed in the United Nations International 
Conference on Population and Development, 1999 
(ICPD+5) review and appraisal process that “in 
circumstances where abortion is not against the law, 
health systems should train and equip health-service 

providers and should take other measures to ensure 
that such abortion is safe and accessible. Additional 
measures should be taken to safeguard women’s 
health” (6). The original document, Safe abortion: 
technical and policy guidance for health systems, 
published by the World Health Organization (WHO) in 
2003 started from this mandate (7). 

Over the past 15 years, human rights have been 
increasingly applied by international and regional 
human rights bodies and national courts, including 

BOX 4.1

Examples of application of human rights to safe abortion, in the context of comprehensive 
reproductive health care, by international and regional human rights bodies

Human rights, as they are enshrined in international and regional treaties and in national constitutions, and the 
output of United Nations treaty monitoring bodies, including their general comments/recommendations and 
concluding observations to States, as well as regional and national court decisions form a reference system for 
human rights accountability at international, regional and national levels. They give clear guidance to States (in 
the case of concluding observations, to individual States) on the measures to be taken to ensure the respect, 
protection and fulfilment of human rights. 

UN treaty monitoring bodies, regional and national courts have given increasing attention to the issue of abortion 
during the past decades, including maternal mortality due to unsafe abortion, criminalization of abortion, and 
restrictive legislation that leads women to obtain illegal and unsafe abortions. Increasingly they have called upon 
States to provide comprehensive sexual and reproductive health information and services to women and ado-
lescents, eliminate regulatory and administrative barriers that impede women’s access to safe abortion services 
and provide treatment for abortion complications. If they do not do so, States may not meet their treaty and 
constitutional obligations to respect, protect and fulfil the right to life, the right to non-discrimination, the right to 
the highest attainable standard of health, the right to be free from cruel, inhuman and degrading treatment and 
the rights to privacy, confidentiality, information and education. UN treaty monitoring body recommendations 
and regional court decisions to States include the following examples: 1

Ensuring comprehensive legal grounds for abortion
 y Take action to prevent unsafe abortion, including by amending restrictive laws that threaten women’s, includ-

ing adolescents’, lives  (9). 
 y Provide legal abortion in cases where the continued pregnancy endangers the health of women, including 

adolescents (10).
 y Provide legal abortion in cases of rape and incest (11).
 y Amend laws that criminalize medical procedures, including abortion, needed only by women and/or that 

punish women who undergo those procedures (12).

1  The detailed references reflect a growing number of UN treaty monitoring body general comments/recommendations and 
concluding observations, as well as regional treaty provisions and regional court decisions related to abortion.
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abortions and that abortion should be legal at a mini-
mum when continuation of the pregnancy endangers 
the life (9) and health (10) of the woman and in cases 
of rape and incest (11). They also recommended that 
States should ensure timely and affordable access to 
good-quality health services, which should be deliv-
ered in a way that ensures that a woman gives her 
fully informed consent, respects her dignity, guaran-
tees her confidentiality, and is sensitive to her needs 
and perspectives (8).

the United Nations treaty monitoring bodies in the 
context of abortion (see Box 4.1). They recom-
mended that States reform laws that criminalize med-
ical procedures that are needed only by women, and 
that punish women who undergo these procedures 
(8), both of which are applicable in the case of abor-
tion. In order to protect women’s health and human 
rights these human rights bodies recommended that 
States should make all efforts to ensure that women 
do not have to undergo life-threatening clandestine 

box 4.1 continued

Planning and managing safe abortion care
 y Ensure timely access to a range of good-quality sexual and reproductive health services, including for ado-

lescents,  which are delivered in a way that ensures a woman’s fully informed consent, respects her dignity, 
guarantees her confidentiality and is sensitive to her needs and perspectives (13).

 y Reduce maternal morbidity and mortality in adolescents, particularly caused by early pregnancy and unsafe 
abortion practices, and develop and implement programmes that provide access to sexual and reproductive 
health services, including family planning, contraception and safe abortion services where abortion is not 
against the law (14).

 y Provide information on sexual and reproductive health, and mechanisms to ensure that all women, including 
adolescents, have access to information about legal abortion services (15).

Eliminating regulatory, policy and access barriers
 y Remove third-party authorization requirements that interfere with women’s and adolescents’ right to make 

decisions about reproduction and to exercise control over their bodies (16).
 y Eliminate barriers that impede women’s access to health services, such as high fees for health-care services, 

the requirement for preliminary authorization by spouse, parent or hospital authorities, long distances from 
health facilities and the absence of convenient and affordable public transport, and also ensure that the exer-
cise of conscientious objection does not prevent individuals from accessing services to which they are legally 
entitled (17).

 y Implement a legal and/or policy framework that enables women to access abortion where the medical proce-
dure is permitted under the law (18).

Providing treatment of abortion complications
 y Provide timely treatment for abortion complications regardless of the law on induced abortion, to protect a 

woman’s life and health (19).
 y Eliminate the practice of extracting confessions for prosecution purposes from women seeking emergency 

medical care as a result of illegal abortion and the legal requirement for doctors and other health-care per-
sonnel to report cases of women who have undergone abortion (20).
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Given the clear link between access to safe abortion 
and women’s health, it is recommended that laws 
and policies should respect and protect women’s 
health and their human rights.

4.2 Laws and their implementation 
within the context of human rights
Legal restrictions on abortion do not result in fewer 
abortions nor do they result in significant increases in 
birth rates (21, 22). Conversely, laws and policies that 
facilitate access to safe abortion do not increase the 
rate or number of abortions. The principle effect is 
to shift previously clandestine, unsafe procedures to 
legal and safe ones (21, 23).

Restricting legal access to abortion does not 
decrease the need for abortion, but it is likely to 
increase the number of women seeking illegal and 
unsafe abortions, leading to increased morbidity and 
mortality. Legal restrictions also lead many women 
to seek services in other countries/states (24, 25), 
which is costly, delays access and creates social 
inequities. Restricting abortion, with the intent of 
boosting population has been well documented in 
several countries. In each case, abortion restrictions 
resulted in an increase of illegal and unsafe abortions 
and pregnancy-related mortality, with insignificant net 
increase in the population (26–29). 

Abortion laws began to be liberalized, through leg-
islation and/or through broader legal interpretations 
and applications, in the first part of the 20th century 
when the extent of the public health problem of 
unsafe abortion began to be recognized. Dating from 
the late 1960s, there has been a trend towards liber-
alization of the legal grounds for abortion (30). Since 
1985, over 36 countries have liberalized their abor-
tion laws, while only a few countries have imposed 

further restrictions in their laws (31). These reforms 
have come about through both judicial and legislative 
action.

Evidence increasingly shows that, where abortion 
is legal on broad socioeconomic grounds and on a 
woman’s request, and where safe services are acces-
sible, both unsafe abortion and abortion-related 
mortality and morbidity are reduced (32–35)  
(see Figure 4.1).

Fifty-seven countries, representing almost 40% of 
the world’s women, allow abortion upon request of 
the pregnant woman (31, 36). In this context, the 
ultimate decision on whether to continue or terminate 
her pregnancy belongs to the woman alone. In some 
criminal or penal codes abortion throughout preg-
nancy, or up to a set gestational limit, is no longer 
subject to criminal regulation, and has been removed 
as a distinct offence. In these situations, abortion 
services have usually been integrated into the health 
system and are governed by the laws, regulations 
and medical standards that apply to all health ser-
vices. Approximately 20% of the world’s women live 
in countries that have laws that allow abortion based 
on a woman’s social and economic circumstances 
(31), including the effect of continued pregnancy on 
her existing children and other family members.

Nonetheless, across the world, 40% of women of 
childbearing age live in countries that have highly 
restrictive laws (31, 37), and/or where abortion, even 
when lawful, is neither available nor accessible. 
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Figure 4.1 Deaths attributable to unsafe abortion per 100 000 live births, by legal grounds for abortion 
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4.2.1 Understanding legal grounds for 
abortion

4.2.1.1 When there is a threat to the woman’s life

Almost all countries allow abortion to be performed 
to save the life of the pregnant woman. This is con-
sistent with the human right to life, which requires 
protection by law, including when pregnancy is life-
threatening or a pregnant woman’s life is otherwise 
endangered (9). 

Both medical and social conditions can constitute 
life-threatening conditions. Some countries provide 
detailed lists of what they consider life-threatening 
medical conditions. Such lists may be interpreted 
restrictively or be considered exhaustive, when in 
fact they are meant to provide illustrations of situa-
tions that are considered life-threatening and do not 
preclude clinical judgement of what is life-threatening 
for a particular woman. In some cases, physicians 
argue that it is necessary to provide a safe abortion 
because, if they did not, the woman would risk her 
life by going to an unqualified practitioner (38). An 
example of a life-threatening social condition is a 
pregnancy that implicates so-called family “honour”. 
For example, in some societies pregnancy out of 
wedlock may result in a woman being subjected to 
physical violence or even killed.

 y Even where protecting a woman’s life is the only 
allowable reason for abortion, it is essential that 
there are trained providers of abortion services, 
that services are available and known, and that 
treatment for complications of unsafe abortion 
is widely available. Saving a woman’s life might 
be necessary at any point in the pregnancy and, 
when required, abortion should be undertaken 
as promptly as possible to minimize risks to a 
woman’s health. Treatment of complications from 
unsafe abortion should be provided in ways that 
preserve women’s dignity and equality.

4.2.1.2 When there is a threat to a woman’s health

The fulfilment of human rights requires that women 
can access safe abortion when it is indicated to pro-
tect their health (10). Physical health is widely under-
stood to include conditions that aggravate pregnancy 
and those aggravated by pregnancy. The scope of 
mental health includes psychological distress or 
mental suffering caused by, for example, coerced 
or forced sexual acts and diagnosis of severe fetal 
impairment (39). A woman’s social circumstances are 
also taken into account to assess health risk.

 y In many countries, the law does not specify the 
aspects of health that are concerned but merely 
states that abortion is permitted to avert risk of 
injury to the pregnant woman’s health. Since all 
countries that are members of WHO accept its 
constitutional description of health as “a state of 
complete physical, mental and social well-being 
and not merely the absence of disease or infir-
mity” (40), this description of complete health 
is implied in the interpretation of laws that allow 
abortion to protect women’s health.

4.2.1.3 When pregnancy is the result of rape or 
incest 

The protection of women from cruel, inhuman and 
degrading treatment requires that those who have 
become pregnant as the result of coerced or forced 
sexual acts can lawfully access safe abortion ser-
vices (41). Nearly 50% of countries reflect this stand-
ard and permit abortion in the specific case of rape, 
or more generally where pregnancy is the result of a 
criminal act, such as in cases of incest (36). Some 
countries require as evidence the woman’s report of 
the act to legal authorities. Others require forensic 
evidence of sexual penetration or a police investiga-
tion to confirm that intercourse was involuntary or 
exploitative. Delays owing to such requirements can 
result in women being denied services because they 
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have exceeded gestational age limits prescribed 
by law. In many contexts, women who have been 
victims of rape may fear being stigmatized further by 
the police and others and will therefore avoid report-
ing the rape at all, thus precluding access to legal 
abortion. Either situation can lead women to resort 
to clandestine, unsafe services to terminate their 
pregnancy.

 y Prompt, safe abortion services should be pro-
vided on the basis of a woman’s complaint 
rather than requiring forensic evidence or police 
examination (42, 43). Administrative requirements 
should be minimized and clear protocols estab-
lished for both police and health-care providers 
as this will facilitate referral and access to care 
(44, 45).

4.2.1.4 When there is fetal impairment

Countries with otherwise restrictive abortion laws are 
increasingly permitting abortion upon diagnosis of 
fetal impairment or anomalies due to genetic or other 
causes. Several countries specify the kinds of impair-
ment, such as those considered to be incompatible 
with life or independent life, while others provide lists 
of impairments (36). Such lists tend to be restrictive 
and are therefore a barrier to women accessing safe 
abortion services. In some countries, no reference 
is made in the law to fetal impairment; rather, health 
protection or social reasons are interpreted to include 
distress of the pregnant woman caused by the diag-
nosis of fetal impairment (46, 47).

 y Prenatal tests and other medical diagnostic 
services cannot legally be refused because the 
woman may decide to terminate her pregnancy. 
A woman is entitled to know the status of her 
pregnancy and to act on this information.

4.2.1.5 For economic and social reasons

In countries that permit abortion for economic and 
social reasons, the legal grounds are interpreted by 
reference to whether continued pregnancy would 
affect the actual or foreseeable circumstances of 
the woman, including her achievement of the high-
est attainable standard of health. Some laws specify 
allowable reasons, such as pregnancy outside of 
marriage, failed contraception, or intellectual disabil-
ity affecting capacity to care for a child, while others 
only imply them (48). Laws may also require distress 
as a result of changed circumstance, for example, 
the distress of caring and providing for a child addi-
tional to existing family members. 

4.2.1.6 On request

Nearly a third of UN Member States allow abortion 
upon the free and informed request of the preg-
nant woman (36). Allowing abortion on request has 
emerged as countries have recognized that women 
seek abortions on one, and often more than one of 
the above grounds, and they accept all of these as 
legitimate, without requiring a specific reason. This 
legal ground recognizes the conditions for a woman’s 
free choice. Most countries that allow abortion on 
request set limitations for this ground based on dura-
tion of pregnancy.

4.2.1.7 Limits on length of pregnancy

Laws or policies that impose time limits on the length 
of pregnancy for which abortion can be performed 
may have negative consequences for women who 
have exceeded the limit. Such policies/laws force 
some women to seek services from unsafe provid-
ers, or self-induce with misoprostol or a less-safe 
method, or force them to seek services in other 
countries, which is costly, delays access (thus 
increasing health risk) and creates social inequities.
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In addition, some service-delivery contexts restrict 
the services they offer by gestational limits that are 
not evidence based. For example, some countries 
offer outpatient abortion services only up to 8 weeks 
gestation when they could be safely provided even 
after 12–14 weeks gestation (see Chapters 2 and 3). 
Also some countries offer vacuum aspiration only up 
to 6 or 8 weeks, when it can be safely provided to 
12–14 weeks gestation by trained health-care per-
sonnel. These policies also encourage the continued 
use of less-safe procedures, such as dilatation and 
curettage.

4.2.2 Legal, regulatory or administrative 
barriers to safe abortion access in the 
context of human rights

The legal grounds, and the scope of their interpreta-
tion, are only one dimension of the legal and policy 
environment that affects women’s access to safe 
abortion. Health system and service-delivery barriers 
as they are explained in Chapter 3 may also be codi-
fied in laws, regulations, policies and practices. Laws, 
policies and practices that restrict access to abortion 
information and services can deter women from care 
seeking and create a “chilling effect” (suppression 
of actions because of fear of reprisals or penalties) 
for the provision of safe, legal services. Examples of 
barriers include:

 y prohibiting access to information on legal abor-
tion services, or failing to provide public informa-
tion on the legal status of abortion;

 y requiring third-party authorization from one or 
more medical professionals or a hospital com-
mittee, court or police, parent or guardian or a 
woman’s partner or spouse;

 y restricting available methods of abortion, includ-
ing surgical and medical methods through, for 
instance, lack of regulatory approval for essential 
medicines;

 y restricting the range of health-care providers and 
facilities that can safely provide services, e.g. to 
physicians in inpatient facilities with sophisticated 
equipment;

 y failing to assure referral in case of conscientious 
objection; 

 y requiring mandatory waiting periods;

 y censoring, withholding or intentionally misrepre-
senting health-related information;

 y excluding coverage for abortion services under 
health insurance, or failing to eliminate or reduce 
service fees for poor women and adolescents 
(see Chapter 3);

 y failing to guarantee confidentiality and privacy, 
including for treatment of abortion complications 
(see Chapter 3);

 y requiring women to provide the names of practi-
tioners before providing them with treatment for 
complications from illegal abortion;

 y restrictive interpretation of legal grounds.

These barriers contribute to unsafe abortion because 
they:

 y deter women from seeking care and providers 
from delivering services within the formal health 
system;

 y cause delay in access to services, which may 
result in denial of services due to gestational 
limits on the legal grounds;

 y create complex and burdensome administrative 
procedures;

 y increase the costs of accessing abortion services;

 y limit the availability of services and their equitable 
geographic distribution.

Details of selected policy barriers follow.
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4.2.2.1 Access to information

Access to information is a key determinant of safe 
abortion. Criminal laws, including on the provision of 
abortion-related information, and the stigmatization 
of abortion deter many women from requesting infor-
mation from their regular health-care providers about 
legal services. Women may prefer not to consult their 
regular health-care providers, or to seek care outside 
their communities. 

Many women and health-care providers (as well as 
police and court officers) do not know what the law 
allows with regard to abortion (50, 51). For instance, 
in a country where abortion is permitted up to 20 
weeks of pregnancy to protect a woman’s heath 
and for contraceptive failure, a survey revealed that 
more than 75% of married women and men were not 
aware that abortion was legal in these circumstances 
(52). Public health policies or regulations may con-
tain special provisions that clarify how to interpret an 
abortion law. In many countries, however, no formal 
interpretation or enabling regulation exists (53). The 
fear of violating a law produces a chilling effect. 
Women are deterred from seeking services within the 
formal health sector. Health-care professionals tend 
to be overly cautious when deciding whether the 
legal grounds for abortion are met, thereby denying 
women services to which they are lawfully entitled. In 
other cases, there is inadequate or conflicting infor-
mation, for instance, about appropriate dosages of 
drugs for medical abortion.

 y The provision of information about safe, legal 
abortion is crucial to protect women’s health and 
their human rights. States should decriminalize 
the provision of information related to legal abor-
tion and should provide clear guidance on how 
legal grounds for abortion are to be interpreted 
and applied, as well as information on how and 
where to access lawful services. Legislators, 

judges, prosecutors and policy-makers also need 
to understand the human rights and health dimen-
sions of legal access to safe abortion services, 
made available through training or other appropri-
ately targeted information.

4.2.2.2 Third-party authorization

The requirement for partner or parental authorization 
may deter women from seeking safe, legal services 
(54). Access to care may also be unduly delayed by 
burdensome procedures of medical authorization, 
especially where required specialists or hospital com-
mittees are inaccessible. The requirement for authori-
zation by spouse, parent or hospital authorities may 
violate the right to privacy and women’s access 
to health care on the basis of equality of men and 
women (8,16). Negotiating authorization procedures 
disproportionately burdens poor women, adoles-
cents, those with little education, and those sub-
jected to, or at risk of, domestic conflict and violence, 
creating inequality in access. Parental authorization 
– often based on an arbitrary age limit – denies the 
recognition of evolving capacities of young women 
(55).

 y Third-party authorization should not be required 
for women to obtain abortion services. To pro-
tect the best interests and welfare of minors, and 
taking into consideration their evolving capacities, 
policies and practices should encourage, but not 
require, parents’ engagement through support, 
information and education (see also Chapter 3).

4.2.2.3 Provision of essential medicines

Medical methods of abortion may be unavailable 
due to the lack of regulatory approval or registra-
tion for essential medicines. Both mifepristone and 
misoprostol have been included on the WHO model 
list of essential medicines since 2005 (56, 57), yet 
many countries have not yet registered the drugs or 
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placed them on their national list of essential drugs. 
Sometimes legal restrictions may also be placed on 
the distribution of medicines after their approval.

 y Registration and distribution of adequate sup-
plies of drugs for medical abortion (see Chapter 3) 
are essential for improving the quality of abor-
tion services, for any legal indication. Access to 
essential medicines is also necessary to avoid 
injury to women’s health caused by use of unreg-
istered drugs purchased through channels that 
are uncontrolled for quality.

4.2.2.4 Regulation of facilities and providers

Restrictions on the range of providers (e.g. gynae-
cologists only) or facilities (e.g. tertiary level only) that 
are legally authorized to provide abortion reduce the 
availability of services and their equitable geographic 
distribution, requiring women to travel greater dis-
tances for care, thereby raising costs and delaying 
access (58).

 y The regulation of facilities and providers should 
be evidence-based to protect against over-
medicalized, arbitrary or otherwise unreasonable 
requirements. Facility and provider regulation 
should be based on criteria currently required for 
provision of safe abortion care (see Chapter 3). 
Vacuum aspiration and the medical methods rec-
ommended in Chapter 2 can be safely provided 
at primary health-care level by midlevel providers 
(59, 60). The regulation of providers and facili-
ties should be directed to ensuring that WHO-
recommended methods can be provided both 
safely and efficiently.

4.2.2.5 Conscientious objection

Health-care professionals sometimes exempt them-
selves from abortion care on the basis of conscien-
tious objection to the procedure, while not referring 

the woman to an abortion provider. In the absence 
of a readily available abortion-care provider, this 
practice can delay care for women in need of safe 
abortion, which increases risks to their health and 
life. While the right to freedom of thought, con-
science, and religion is protected by international 
human rights law, international human rights law also 
stipulates that freedom to manifest one’s religion or 
beliefs might be subject to limitations necessary to 
protect the fundamental human rights of others (61). 
Therefore laws and regulations should not entitle 
providers and institutions to impede women’s access 
to lawful health services (62). 

 y Health-care professionals who claim conscien-
tious objection must refer the woman to another 
willing and trained provider in the same, or 
another easily accessible health-care facility, 
in accordance with national law. Where refer-
ral is not possible, the health-care professional 
who objects must provide abortion to save the 
woman’s life or to prevent damage to her health. 
Health services should be organized in such a 
way as to ensure that an effective exercise of the 
freedom of conscience of health professionals in 
the professional context does not prevent patients 
from obtaining access to services to which they 
are entitled under the applicable legislation.

4.2.2.6 Waiting periods 

Mandatory waiting periods are often required by 
laws or regulations and/or administrative proce-
dures imposed by facilities or individual providers. 
Mandatory waiting periods can have the effect of 
delaying care, which can jeopardize women’s ability 
to access safe, legal abortion services and demeans 
women as competent decision-makers (24, 43).

 y States and other providers of health services 
should ensure that abortion care is delivered in a 
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a woman being able to freely give her fully informed 
consent, respects her dignity, guarantees her privacy 
and confidentiality and is sensitive to her needs and 
perspectives (8). 

 y States should refrain from limiting access to 
means of maintaining sexual and reproductive 
health, including censoring, withholding or inten-
tionally misrepresenting health-related information 
(63). 

4.2.2.8 Access to treatment for abortion 
complications

Health-care providers are obligated to provide 
life-saving medical care to any woman who suffers 
abortion-related complications, including treatment 
of complications from unsafe abortion, regardless of 
the legal grounds for abortion (19). However, in some 
cases, treatment of abortion complications is admin-
istered only on condition that the woman provides 
information about the person(s) who performed the 
illegal abortion. This has been considered torture and 
inhuman and degrading treatment (20).

manner that respects women as decision-makers. 
Waiting periods should not jeopardize women’s 
access to safe, legal abortion services. States 
should consider eliminating waiting periods that 
are not medically required, and expanding ser-
vices to serve all eligible women promptly. 

4.2.2.7 Censoring, withholding or intentionally 
misrepresenting health-related information

Women have a right to be fully informed of their 
options for health care by properly trained personnel, 
including information about the likely benefits and 
potential adverse effects of proposed procedures 
and available alternatives (8). Censoring, withholding 
or intentionally misrepresenting information about 
abortion services can result in a lack of access to 
services or delays, which increase health risks for 
women. Provision of information is an essential part 
of good-quality abortion services (see Box 4.2 and 
also see Chapter 2 “Information and couselling”).

Information must be complete, accurate and easy 
to understand, and be given in a way that facilitates 

BOX 4.2

Essential information for women 

 y Women have the right to decide freely and responsibly whether and when to have children without 
coercion, discrimination or violence.

 y How pregnancy occurs, its signs and symptoms, and where to obtain a pregnancy test.
 y How to prevent unintended pregnancy, including where and how to obtain contraceptive methods, 

including condoms.
 y Where and how to obtain safe, legal abortion services and their cost.
 y The details of legal limitations on the maximum gestational age when abortion can be obtained.
 y That abortion is a very safe procedure but the risk of complications increases with increasing gesta-

tional age.
 y How to recognize complications of miscarriage and unsafe abortion, the life-saving importance of 

seeking treatment immediately, and when and where to obtain services.
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accessible. Existing policies should be examined to 
ascertain where there are gaps and where improve-
ments are needed (see also Chapter 3).

Policies should aim to:

 y respect, protect and fulfil the human rights of 
women, including women’s dignity, autonomy and 
equality;

 y promote and protect the health of women, as 
a state of complete physical, mental and social 
well-being;

 y minimize the rate of unintended pregnancy by 
providing good-quality contraceptive information 
and services, including a broad range of contra-
ceptive methods, emergency contraception and 
comprehensive sexuality education;

 y prevent and address stigma and discrimination 
against women who seek abortion services or 
treatment for abortion complications;

 y reduce maternal mortality and morbidity due to 
unsafe abortion, by ensuring that every woman 
entitled to legal abortion care can access safe 
and timely services including post-abortion 
contraception;

 y meet the particular needs of women belonging to 
vulnerable and disadvantaged groups, such as 
poor women, adolescents, single women, refu-
gees and displaced women, women living with 
HIV, and survivors of rape.

While countries differ in prevailing national health 
system conditions and constraints on available 
resources, all countries can take immediate and 
targeted steps to elaborate comprehensive polices 
that expand access to sexual and reproductive health 
services, including safe abortion care. 

 y The practice of extracting confessions from 
women seeking emergency medical care as a 
result of illegal abortion, and the legal require-
ment for doctors and other health-care personnel 
to report cases of women who have undergone 
abortion, must be eliminated. States have an 
obligation to provide immediate and unconditional 
treatment to anyone seeking emergency medical 
care (19, 20, 41).

4.2.2.9 Restrictive interpretation of laws on 
abortion 

The respect, protection and fulfilment of human rights 
require that governments ensure abortion services 
that are allowable by law are accessible in practice 
(10, 64). Institutional and administrative mechanisms 
should be in place and should protect against unduly 
restrictive interpretations of legal grounds. These 
mechanisms should allow service provider and 
facility administrator decisions to be reviewed by an 
independent body, should take into consideration the 
views of the pregnant woman, and should provide 
timely resolution of review processes (64).

4.3. Creating an enabling environment
An enabling environment is needed to ensure that 
every woman who is legally eligible has ready access 
to safe abortion care. Policies should be geared to 
respecting, protecting and fulfilling the human rights 
of women, to achieving positive health outcomes 
for women, to providing good-quality contracep-
tive information and services, and to meeting the 
particular needs of groups such as poor women, 
adolescents, rape survivors and women living with 
HIV. The respect, protection, and fulfilment of human 
rights be require that comprehensive regulations and 
policies in place and they address all elements listed 
in Section 4.2.2, to ensure that abortion is safe and 
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aNNEx 1
Research gaps identified at the technical consultation

 y The efficacy of lower doses (such as 600 μg) of misoprostol when used following 
mifepristone (200 mg) at earlier gestational ages or for certain routes of administration.

 y Whether a benefit exists when a starting dose, higher than the repeat dose of misoprostol, is 
used during second-trimester medical abortion.

 y Identification of the most effective combined regimen of medical abortion between 9 and 
12 weeks of gestation.

 y Identification of the interval between mifepristone and misoprostol that women prefer, given 
that the timing that achieves the highest efficacy for abortion is between 24 and 48 hours.

 y Evaluation of whether cervical preparation has an effect on the pain experienced by women 
during surgical abortion.

 y Evaluation of whether cervical preparation has an effect on surgical abortion complications 
in the late first trimester (9–12 weeks of gestation).

 y The risks and benefits of cervical preparation, and whether they vary by provider experience 
level.

 y Identification of whether the pharmacokinetics of carboprost are similar to those of 
gemeprost.

 y Evaluation of algorithms for follow-up after medical and surgical abortion.

 y Evaluation of the safety of contraceptive use (particularly IUDs, implants and injectables) 
following medical abortion.

 y Evaluation of the safe period of delay after a septic abortion when an IUD may be inserted.

 y Evaluation of the best pain-management options for both first- and second-trimester 
abortions, including the timing of their administration.

 y Evaluation of the role of incentives to providers for provision of abortion, and whether it 
differentially affects access to abortion services.

 y Identification of how women pay for abortions and whether this information can be used to 
provide more equitable services.

 y Evaluation of the effect of Internet provision, telemedicine, social marketing and other similar 
services on the safe provision of, and access to abortion services.
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aNNEx 2
Final GRADE questions and outcomes

1. When mifepristone is not available, what is the recommended method of medical 
abortion up to 12 weeks of gestation?

a. Outcome 1: failure to complete abortion    

b. Outcome 2: ongoing pregnancy     

c. Outcome 3: side-effects (overall, individual)   

d. Outcome 4: abortion interval from initiation of treatment  

e. Outcome 5: other procedure-related complications   

2. What method of pain control should be used for surgical abortion up to 12–14 weeks 
of gestation?

a. Outcome 1: effectiveness in decreasing procedural pain  

b. Outcome 2: side-effects (overall, individual)   

c. Outcome 3: complications related to pain-control methods  

3. Should antibiotics be used to prevent post-abortion infection?

a. Outcome 1: infection       

b. Outcome 2: side-effects (overall, individual)   

c. Outcome 3: complications      

d. Outcome 4: cost       

4. What is the recommended medical regimen for abortion up to 12 weeks of 
gestation?1

a. Outcome 1: failure to complete abortion    

b. Outcome 2: ongoing pregnancy     

c. Outcome 3: side-effects (overall, individual)   

d. Outcome 4: abortion interval from initiation of treatment  

e. Outcome 5: other procedure-related complications   
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5. What is the recommended method of abortion after 12 weeks of gestation?

a. Outcome 1: failure to complete abortion    

b. Outcome 2: ongoing pregnancy     

c. Outcome 3: side-effects (overall, individual)   

d. Outcome 4: abortion interval from initiation of treatment

e. Outcome 5: other procedure-related complications   

          

6. How should incomplete abortion be treated?

a. Outcome 1: failure to complete abortion    

b. Outcome 2: side-effects (overall, individual)   

c. Outcome 3: abortion interval from initiation of treatment  

d. Outcome 4: other procedure-related complications   

7. What method of medical abortion should be used beyond 12 weeks of gestation?

a. Outcome 1: complete abortion     

b. Outcome 2: side-effects (overall, individual)   

c. Outcome 3: procedure-related complications   

d. Outcome 4: abortion interval from initiation of treatment  

8. How should cervical preparation prior to surgical abortion be accomplished?

a. Outcome 1: successful cervical dilatation    

b. Outcome 2: degree (in mm) of cervical dilatation   

c. Outcome 3: patient acceptability     

d. Outcome 4: procedure duration     

e. Outcome 5: interval from treatment to completed abortion  

f. Outcome 6: side-effects (overall, individual)   

g. Outcome 7: complications      

9. Who should receive cervical preparation prior to surgical abortion?

a. Outcome 1: no need for further dilatation    

b. Outcome 2: degree (in mm) of cervical dilatation   

c. Outcome 3: patient preference     

d. Outcome 4: complications      
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10. What methods of pain control should be used for medical abortion?

a. Outcome 1: side-effects (overall, individual)   

b. Outcome 2: complications      

c. Outcome 3: abortion interval from initiation of treatment  

d. Outcome 4: effectiveness in relieving procedural pain  

11. Should pre-abortion ultrasound be recommended?

a. Outcome 1: complications      

b. Outcome 2: failure to complete abortion    

12. What method of surgical abortion should be used prior to 12 weeks of gestation?

a. Outcome 1: failure to complete abortion    

b. Outcome 2: side-effects (overall, individual)   

c. Outcome 3: other procedure-related complications   

13. Should women have routine follow-up following induced abortion?

a. Outcome 1: complications      

b. Outcome 2: cost       

c. Outcome 3: patient acceptability     

1  Note that in the recommendations (Annex 5), this question was separated into two recommendations, 

   based on gestational age <9 weeks and gestational age 9–12 weeks
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aNNEx 3
Standard GRADE criteria for grading of evidence
See references 19–23.

Domain Grade Characteristic
Study design 0 All randomized controlled trials

–1 All observational studies
Study design 
limitations

0 Most of the pooled effect provided by studies, with low risk of bias 
–1 Most of the pooled effect provided by studies with moderate or high risk of bias 
–2 Most of the pooled effect provided by studies with moderate or high risk of bias

Note: Low risk of bias: no limitations or minor limitations

Moderate risk of bias: serious limitations or potentially very serious limitations including unclear con-
cealment of allocation or serious limitations, excluding limitations on randomization or concealment 
of allocation

High risk of bias: limitations for randomization, concealment of allocation, including small blocked 
randomization (<10) or other very serious, crucial methodological limitations

Inconsistency 0 No severe heterogeneity (I2 < 60% or χ2 ≥ 0.05)
–1 Severe, non-explained, heterogeneity (I2 ≥  60% or χ2 < 0.05)

If heterogeneity could be caused by publication bias or imprecision due to small studies, downgrade 
only for publication bias or imprecision (i.e. the same weakness should not be downgraded twice)

Indirectness 0 No indirectness 
–1 Presence of indirect comparison, population, intervention, comparator, or outcome

Imprecision

 

0 The confidence interval is precise according to the figure below

The total cumulative study population is not very small (i.e. sample size is more than 300 participants) 
and the total number of events is more than 30

–1 One of the above-mentioned conditions is not fulfilled 
–2 The two above-mentioned are not fulfilled

Note: If the total number of events is less than 30 and the total cumulative sample size is appropriately large 
(e.g. above 3000 patients), consider not downgrading the evidence. If there are no events in both 
intervention and control groups, the quality of evidence in the specific outcome should be regarded 
as very low.

Publication bias 0 No evident asymmetry in the funnel plot or fewer than five studies to be plotted
–1 Evident asymmetry in the funnel plot with at least five studies

 

suggested 
appreciable benefit

suggested 
appreciable harm

precise

imprecise

0.75 1.0 1.25

risk ratio
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recommendation 2: medical abortion up to 
gestational age 9 weeks (63 days)
 
recommendation 2.1

The recommended method for medical abortion is 
mifepristone followed by misoprostol. 

(Strength of recommendation: strong)

Remarks

 y Randomized controlled trials demonstrate supe-
rior effectiveness of the combined regimen (mife-
pristone followed by misoprostol) when compared 
with misoprostol used alone.

 y The quality of the evidence based on randomized 
controlled trials is moderate.

recommendation 2.2

Mifepristone should always be administered orally. 
The recommended dose is 200 mg. 

(Strength of recommendation: strong)

Remarks

 y Randomized controlled trials indicate that 200 mg 
of mifepristone is as efficacious as 600 mg.

 y The quality of the evidence based on randomized 
controlled trials is moderate.

recommendation 1: surgical abortion up to 
gestational age 12 to 14 weeks
Vacuum aspiration is the recommended technique 
of surgical abortion for pregnancies of up to 12 to 
14 weeks of gestation. The procedure should not be 
routinely completed by sharp curettage. Dilatation 
and sharp curettage (D&C), if still practised, should 
be replaced by vacuum aspiration. 

(Strength of recommendation: strong)

Remarks

 y Observational studies indicate that vacuum aspi-
ration is associated with fewer complications than 
D&C; however, randomized controlled trials were 
underpowered to detect a difference in complica-
tion rates.

 y No evidence supports the use of sharp curette 
checks (i.e. the use of sharp curettage to “com-
plete” the abortion) following vacuum aspiration.

 y The quality of the evidence based on randomized 
controlled trials is low to moderate.

aNNEx 5
Recommendations from the technical consultation for 
the second edition of Safe abortion: technical and policy 
guidance for health systems
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recommendation 2.3

For vaginal, buccal or sublingual routes, the recom-
mended dose of misoprostol is 800 μg. For oral 
administration, the recommended dose of misopros-
tol is 400 μg. 

(Strength of recommendation: strong)

Remarks

 y The efficacy of misoprostol may vary depending 
upon gestational age, the route of administration, 
or the frequency of dosing. Research is currently 
ongoing to determine in what clinical situations, 
if any, a lower dose of misoprostol might be used 
with comparable efficacy.

 y The quality of the evidence based on randomized 
controlled trials is moderate.

recommendation 2.4

Recommended dosages and routes of administration 
for mifepristone followed by misoprostol:

Mifepristone should always be administered orally. 
The recommended dose is 200 mg. 

Administration of misoprostol is recommended  
1 to 2 days (24 to 48 hours) following ingestion of 
mifepristone.

 y For vaginal, buccal or sublingual routes, the rec-
ommended dose of misoprostol is 800 μg. 

 y For oral administration, the recommended dose of 
misoprostol is 400 μg.

 y With gestations up to 7 weeks (49 days) mis-
oprostol may be administered by vaginal, buccal, 
sublingual or oral routes. After 7 weeks of gesta-
tion, oral administration of misoprostol should not 
be used.

 y With gestations up to 9 weeks (63 days) mis-
oprostol can be administered by vaginal, buccal 
or sublingual routes. 

(Strength of recommendation: strong)

Remarks

 y Vaginal administration of misoprostol is recom-
mended based on its higher effectiveness and 
lower rates of side-effects than other routes of 
administration; however, some women may prefer 
a non-vaginal route.

 y The quality of the evidence based on randomized 
controlled trials is moderate.

recommendation 2.5

Administration of misoprostol is recommended  
1 to 2 days (24 to 48 hours) following ingestion of 
mifepristone.

(Strength of recommendation: strong)

Remark

 y The quality of the evidence based on randomized 
controlled trials is moderate.

recommendation 3: medical abortion for ges-
tational age between 9 and 12 weeks  
(63 and 84 days) 
The recommended method for medical abortion is 
200 mg mifepristone administered orally followed 36 
to 48 hours later by 800 μg misoprostol administered 
vaginally. Subsequent misoprostol doses should be 
400 μg, administered either vaginally or sublingually, 
every 3 hours up to four further doses, until expulsion 
of the products of conception. 

(Strength of recommendation: weak)
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recommendation 5: methods of abortion after 
gestational age 12 to 14 weeks  
(84 to 98 days) 
Dilatation and evacuation (D&E) and medical meth-
ods (mifepristone and misoprostol; misoprostol 
alone) are both recommended methods for abortion 
for gestations over 12 to 14 weeks. Facilities should 
offer at least one, and preferably both, methods if 
possible, depending on provider experience and the 
availability of training. 

(Strength of recommendation: strong)

Remarks

 y Evidence for this question is limited by women’s 
willingness to be randomized in clinical trials 
between surgical and medical methods of abortion.

 y The quality of the evidence based on randomized 
controlled trials is low.

 y A woman’s choice of abortion method may be 
limited or not applicable if she has medical con-
traindications to one of the methods.

recommendation 6: medical abortion after 
gestational age 12 weeks (84 days)
The recommended method for medical abortion is 
200 mg mifepristone administered orally followed  
36 to 48 hours later by repeated doses of 
misoprostol. 

(Strength of recommendation: strong)

 – With gestations between 12 and 24 weeks, the 
initial misoprostol dose following oral mife-
pristone administration may be either 800 μg 
administered vaginally or 400 μg administered 
orally. Subsequent misoprostol doses should 
be 400 μg, administered either vaginally or sub-
lingually, every 3 hours up to four further doses. 

Remarks

 y The regimen for medical abortion between 9 
and 12 weeks of gestation is an area of ongo-
ing research; this recommendation is likely to be 
affected as studies are completed.

 y The quality of evidence based on one randomized 
controlled trial and one observational study is low.

recommendation 4: medical abortion up to 
gestational age 12 weeks (84 days) where 
mifepristone is not available
The recommended method of medical abortion 
where mifepristone is not available is 800 μg of mis-
oprostol administered by vaginal or sublingual routes. 
Up to three repeat doses of 800 μg can be adminis-
tered at intervals of at least 3 hours, but for no longer 
than 12 hours. 

(Strength of recommendation: strong)

Remarks

 y Sublingual misoprostol is associated with higher 
rates of side-effects than vaginal administration. 
In nulliparous women, the sublingual route is 
also less efficacious when intervals greater than 
3 hours between repeat doses are used.

 y The quality of the evidence based on one rand-
omized controlled trial is high.

 y Mifepristone with misoprostol is more effective 
than misoprostol used alone, and is associated 
with fewer side-effects. Methotrexate combined 
with misoprostol, a regimen used in some areas 
but not recommended by WHO, is less effective 
than mifepristone with misoprostol, but is more 
effective than misoprostol used alone.
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 – For pregnancies beyond 24 weeks, the dose 
of misoprostol should be reduced, due to the 
greater sensitivity of the uterus to prostaglan-
dins, but the lack of clinical studies precludes 
specific dosing recommendations.

(Strength of recommendation: strong)

The recommended method of medical abortion 
where mifepristone is not available is 400 μg of 
misoprostol administered vaginally or sublingually, 
repeated every 3 hours for up to five doses. 

(Strength of recommendation: strong)

Remarks

 y An interval of less than 36 hours between admin-
istration of mifepristone and misoprostol is asso-
ciated with a longer interval to abortion and higher 
rates of incomplete abortion.

 y Ethacridine lactate is associated with a similar 
interval to abortion as regimens using misoprostol 
alone; studies have not compared the safety or 
efficacy of its use to that of combined mifepris-
tone and misoprostol.

 y Women with a uterine scar have a very low 
(0.28%) risk of uterine rupture during medical 
abortion in the second trimester.

 y When using misoprostol alone in nulliparous 
women, vaginal administration of misoprostol is 
more effective than sublingual administration.

 y The quality of the evidence based on randomized 
controlled trials is low to moderate.

recommendation 7: cervical preparation prior 
to surgical abortion up to gestational age 12 
to 14 weeks (84 to 98 days) 

recommendation 7.1

Prior to surgical abortion, cervical preparation is rec-
ommended for all women with a pregnancy over 12 
to 14 weeks of gestation. Its use may be considered 
for women with a pregnancy of any gestational age. 

(Strength of recommendation: strong)

Remarks

 y Consideration should be given to the increase 
in time and side-effects, including pain, vaginal 
bleeding and precipitous abortion, associated 
with cervical preparation if used at gestational 
ages <12 to 14 weeks.

 y Lack of availability of cervical preparation should 
not limit access to abortion services.

 y The quality of the evidence based on randomized 
controlled trials is low.

recommendation 7.2

Any one of these methods of cervical prepara-
tion before surgical abortion in the first trimester is 
recommended: 

 – oral mifepristone 200 mg (24 to 48 hours in 
advance); or

 – misoprostol 400 μg administered sublingually, 
2 to 3 hours prior to the procedure; or

 – misoprostol 400 μg administered vaginally 
3 hours prior to the procedure; or

 – laminaria placed intracervically 6 to 24 hours 
prior to the procedure. 

(Strength of recommendation: strong)
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Remarks

 y Cost, local availability of and training in the use 
of cervical preparatory methods will affect the 
choice of method to use.

 y The quality of the evidence based on randomized 
controlled trials is low to moderate.

recommendation 8: cervical preparation 
prior to surgical abortion for gestational age 
≥14 weeks (98 days)

recommendation 8.1

All women undergoing dilatation and evacuation 
(D&E) with a pregnancy over 14 weeks of gesta-
tion should receive cervical preparation prior to the 
procedure. 

(Strength of recommendation: strong)

Remark

 y The quality of the evidence based on randomized 
controlled trials is low to moderate.

recommendation 8.2

The recommended methods of cervical preparation 
prior to dilatation and evacuation (D&E) after 14 weeks 
of gestation are osmotic dilators or misoprostol. 

(Strength of recommendation: strong)

Remarks

 y Osmotic dilators reduce procedure time and the 
need for further dilatation when compared with 
use of misoprostol. The effect of misoprostol 
prior to D&E for pregnancies of gestational age 
over 20 weeks has not been the subject of clinical 
research.

 y The quality of the evidence based on randomized 
controlled trials is moderate.

recommendation 9: follow-up after induced 
abortion
There is no medical need for a routine follow-up visit 
following uncomplicated surgical abortion or medical 
abortion using mifepristone followed by misoprostol. 
However, women should be advised that additional 
services are available to them if needed or desired. 

 (Strength of recommendation: strong)

Remarks

 y Women must be adequately informed regarding 
symptoms of ongoing pregnancy and other medi-
cal reasons, such as prolonged heavy bleeding or 
fever, to return for follow-up.

 y Alternative follow-up strategies to in-clinic visits 
after first-trimester medical abortion are the sub-
ject of ongoing research.

 y The quality of the evidence based on observa-
tional studies and indirect evidence is low.

recommendation 10: treatment of incomplete 
abortion
If uterine size at the time of treatment is equivalent 
to a pregnancy of gestational age 13 weeks or less, 
either vacuum aspiration or treatment with misopros-
tol is recommended for women with incomplete 
abortion. The recommended regimen of misoprostol 
is a single dose given either sublingually (400 μg) or 
orally (600 μg). 

(Strength of recommendation: strong)

Remarks

 y Expectant management of incomplete abortion 
can be as effective as misoprostol, but the pro-
cess takes more time. The decision for treatment 
or expectant management of incomplete abortion 
should be based on the clinical condition of the 
woman and her preferences for treatment.
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 y The quality of the evidence based on randomized 
controlled trials for surgical abortion is moderate. 
The quality of the evidence based on one obser-
vational trial for medical abortion is very low; for 
surgical abortion it is moderate.

recommendation 12: ultrasound use prior to 
induced abortion
Use of routine pre-abortion ultrasound scanning is 
not necessary.

(Strength of recommendation: strong)

Remark

 y The quality of the evidence based on a rand-
omized controlled trial and observational studies 
is very low.

recommendation 13: contraception following 
abortion
Women may start hormonal contraception at the time 
of surgical abortion, or as early as the time of admin-
istration of the first pill of a medical abortion regimen.

(Strength of recommendation: strong)

Following medical abortion, an IUD may be inserted 
when it is reasonably certain that the woman is no 
longer pregnant.

Remarks

 y Initiation of hormonal contraception during medi-
cal abortion prior to expulsion of the pregnancy 
has not been the subject of clinical trials.

 y The quality of evidence based on randomized 
controlled trials is very low.

 y This recommendation is extrapolated from 
research conducted in women with reported 
spontaneous abortion. Missed abortion is a differ-
ent condition from incomplete abortion following 
either spontaneous or induced abortion.

 y Based on the recommendation for surgical abor-
tion through the first trimester, vacuum aspiration 
may also be used in women with a uterine size of 
14 weeks of gestation.

 y Misoprostol may also be used vaginally. Studies 
of vaginal misoprostol have used doses ranging 
from 400 μg to 800 μg, and comparative dosing 
trials have not been reported.

 y The quality of the evidence based on randomized 
controlled trials is low.

recommendation 11: antibiotic prophylaxis for 
induced abortion
All women having surgical abortion, regardless of 
their risk of pelvic inflammatory infection, should 
receive appropriate prophylactic antibiotics pre- or 
peri-operatively. 

(Strength of recommendation: strong)

For women having medical abortion, routine use of 
prophylactic antibiotics is not recommended.

(Strength of recommendation: strong)

Remarks

 y Lack of antibiotics should not limit access to 
abortion services.

 y Single-dose administration of nitroimidazoles, 
tetracyclines or penicillins has been shown to be 
effective.
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 y Some women may require additional narcotic pain 
medication, especially during second-trimester 
abortion.

 y The use of regional anaesthesia during medical 
abortion for pregnancies of gestational age over 
12 weeks has not been the subject of clinical 
trials.

 y General anaesthesia is associated with higher 
rates of side-effects and adverse events than 
other methods of pain management.

 y The quality of the evidence based on randomized 
controlled trials is low.

recommendation 14: pain management dur-
ing abortion
All women should routinely be offered pain medi-
cation (e.g. non-steroidal anti-inflammatory drugs) 
during both medical and surgical abortions.

(Strength of recommendation: strong)

General anaesthesia is not routinely recommended 
for vacuum aspiration abortion or D&E.

(Strength of recommendation: strong)

Remarks

 y Medication for pain management for both medical 
and surgical abortions should always be offered, 
and provided without delay to women who desire 
it. In most cases, analgesics, local anaesthesia 
and/or conscious sedation supplemented by 
verbal reassurance are sufficient, although the 
need for pain management increases with gesta-
tional age.

 y The timing of pain medication administration has 
been inadequately and poorly studied, which pre-
cludes making recommendations about specific 
regimen(s); however, providing pain management 
is an important part of safe abortion care.

 y Intravenous narcotics and/or tranquillizers and 
paracervical block are widely used, despite being 
inadequately studied.

 y Non-steroidal anti-inflammatory drugs have 
demonstrated effectiveness in decreasing pain; in 
contrast, paracetamol has been shown to be inef-
fective at decreasing pain associated with surgi-
cal or medical abortion.
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aNNEx 6
Post-abortion medical eligibility for contraceptive use1

Definition of categories

 y 1: a condition for which there is no restriction for the use of the contraceptive method.

 y 2: a condition where the advantages of using the method generally outweigh the theoretical or proven risks.

 y 3: a condition where the theoretical or proven risks usually outweigh the advantages of using the method.

 y 4: a condition which represents an unacceptable health risk if the contraceptive method is used.

1 Based on Medical eligibility criteria for contraceptive use, 4th ed. Geneva, World Health Organization, 2009.

Table A1. Summary table of post-abortion medical eligibility recommendations for hormonal contraceptives, 
intrauterine devices and barrier contraceptive methods

Post-
abortion 
condition

COC CIC Patch & 
vaginal 

ring

POP DMPA, 
NET-EN

LNG/
ETG 

implants

Copper-
bearing 

IUD

LNG- 
releasing 

IUD

Condom Spermicide Diaphragm

First 
trimester

1 1 1 1 1 1 1 1 1 1 1

Second 
trimester

1 1 1 1 1 1 2 2 1 1 1

Immediate 
post-septic 
abortion

1 1 1 1 1 1 4 4 1 1 1

CIC, combined injectable contraceptive; COC, combined oral contraceptive; DMPA/NET-EN, progestogen-only injecta-
bles: depot medroxyprogesterone acetate/norethisterone enanthate; IUD, intrauterine device; LNG/ETG, progestogen-
only implants: levenorgestrel/etonorgestrel; POP, progesterone-only pill.
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Table A2. Post-abortion medical eligibility recommendations for female 
surgical sterilization

Post-abortion condition Female surgical sterilization

Uncomplicated A

Post-abortal sepsis or fever D

Severe post-abortal haemorrhage D

Severe trauma to the genital tract; cervical 

or vaginal tear at the time of abortion

D

Uterine perforation S

Acute haematometra D

Definition of categories

 y A = (accept): there is no reason to deny sterilization to a person with this condition.

 y C = (caution): the procedure is normally conducted in a routine setting, but with extra 
preparation and precautions.

 y D = (delay): the procedure is delayed until the condition is evaluated and/or corrected; 
alternative temporary methods of contraception should be provided.

 y S = (special): the procedure should be undertaken in a setting with an experienced 
surgeon and staff, and equipment is needed to provide general anaesthesia, and 
other back-up medical support. For these conditions, the capacity to decide on the 
most appropriate procedure and anaesthesia regimen is also needed. Alternative tem-
porary methods of contraception should be provided, if referral is required or there is 
otherwise any delay.
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Table A3. Core international human rights treaties

International human rights treaty (date of entry into force) Treaty monitoring body

International Convention on the Elimination of All Forms of Racial 
Discrimination (ICERD) (1969)

Committee on the Elimination of Racial 
Discrimination

International Covenant on Economic, Social and Cultural Rights 
(ICESCR) (1976)

Committee on Economic, Social and Cultural 
Rights

International Covenant on Civil and Political Rights (ICCPR) (1976) Human Rights Committee

Convention on the Elimination of Discrimination Against Women 
(CEDAW) (1981)

Committee on the Elimination of 
Discrimination Against Women

Convention against Torture and Other Cruel, Inhuman or 
Degrading Treatment or Punishment (CAT) (1987)

Committee Against Torture

Convention on the Rights of the Child (CRC) (1990) Committee on the Rights of the Child

International Convention on the Protection of the Rights of all 
Migrant Workers and Members of their Families (2003)

Committee on Migrant Workers

Convention on the Rights of Persons with Disabilities (CRPD) 
(2008)

Committee on the Rights of Persons with 
Disabilities

aNNEx 7
Core international and regional human rights treaties
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Table A4. Regional human rights treaties

Regional human rights treaty (date of entry into force) Treaty monitoring body

American Declaration on the Rights and Duties of Man 
(1948)

Inter-American Commission on Human Rights

Convention for the Protection of Human Rights and 
Fundamental Freedoms (as amended by Protocols 1, 4, 6, 
7, 12 and 13) (1953)

European Court of Human Rights

American Convention on Human Rights (1978) Inter-American Commission on Human Rights

African Charter on Human and Peoples’ Rights (1986) African Commission on Human and Peoples’ Rights

Inter-American Convention on the Prevention, Punishment 
and Eradication of Violence Against Women (“Convention 
of Belem do Para”) (1994)

Inter-American Commission on Human Rights

European Social Charter (1961)/Revised European Social 
Charter (1996)

European Committee on Social Rights

African Charter on the Rights and Welfare of the Child 
(1999)

African Committee of Experts on the Rights and 
Welfare of the Child

Additional Protocol to the American Convention on Human 
Rights in the Area of Economic, Social and Cultural Rights 
(“Protocol of San Salvador”) (1999)

Inter-American Commission on Human Rights

Protocol to the African Charter on Human and Peoples’ 
Rights on the Rights of Women in Africa (2005)

African Commission on Human and Peoples’ Rights

Arab Charter on Human Rights (2008) Arab Human Rights Committee

Charter of Fundamental Rights of the European Union 
(2009)

General Court/European Court of Justice
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