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Global Abortion facts1,2,3

• 41% of all pregnancies are unintended
• Contraception failure
• Changes in life circumstances
• Negative consequences for health and well-being
• Rape or incest

• 56% of unintended pregnancies end in induced abortion

• 50% of all performed abortions are unsafe
• 30,000 women die each year
• 5 million permanent disability
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Early Abortion procedures (-12 weeks’ pregnancy)

• Surgically: manual or electric vacuum aspiration technique

• Medication abortion (MA)
• Misoprostol (prostaglandins) combined with mifepristone (RU486)

• Trialled since the 1970
• Current guidelines for pregnancies up to 9 weeks:3,4
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Mifepristone 200 mg orally followed within 36–48 hours by 
misoprostol 800 mcg taken buccally

Effectiveness and safety early medication 
abortion (EMA)5,6

• As effective as surgical abortions (success rates 96%)
• Method failure

• Incomplete abortions (2.9 - 4.8%) 

• Ongoing pregnancies (0.6 - 0.8%)

• Side-effects of EMA procedure 
• Common: uterine cramping and bleeding 

• Less common: nausea, vomiting, diarrhoea, headache and dizziness
• Rare (0.1- 0.2%): infections or severe bleeding 

• Ectopic pregnancies: reduced incidence after EMA (0.007-
0.02%) compared to among all pregnancies (1.5-2%)7,8
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Abortion facts and abortion access in Australia9,10

• 40-50% of all pregnancies in Australia are unplanned

• Half of the women with an unplanned pregnancy will have an 
abortion 

• One in three women will have an abortion during their life

• Most (90%-92%) abortions performed up to 11-14 weeks

Abortion should be legally obtainable on request, or on broad 
social and economic grounds, and easily accessible and available

BUT: abortion access in Australia is not without barriers
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EMA provision in the primary health care 
setting11,12

• EMA legally allowed up to 9 weeks’ pregnancy (Therapeutic 
Goods Act (TGA)) 

• Low uptake EMA by General Practitioners (GPs), despite: 
• Easy to obtain abortion medication
• Simple mode of administration
• MA accepted by providers and the public

• Solution: including primary health care nurses (PHCNs) in 
EMA delivery

• Implemented in many developed countries (US, France, 
Great Britain and Sweden)
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Nurse-led EMA provision12

PHCNs

Nurse-led EMA model
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 Are capable of making autonomous decisions
 Deliver safe, effective and equitable PHC services
 Including to women of reproductive age

 Ensures optimisation of the health workforce
 Improves health outcomes
 Is cost effective
 Increases access to PHC services 
 Addresses shortage of physicians and time-

intensive aspect of the EMA process
 Provides women with choice and flexibility
 Defines and enhances the role of the PHCNs

Victoria

Potential for a full-service nurse-led model of 
MA provision in Victoria13,14,15
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Abortion is legalised in 2008
Abortion access is still compromised in regional and rural areas

Scope of practice includes all essential clinical competencies for EMA
Qualified registered nurses are entitled to administer or supply EMA 
Restricted by the TGA for pregnancies up to 9 weeks
Certified physicians need to prescribe EMA and refer for pathology tests
Physicians do not need to be present during EMA administration

Study

AIM: 

To develop a nurse-led model of EMA provision for the PHC setting of 
regional and rural Victoria, including barriers and solutions to model 
implementation.

METHODS:
Three-round Delphi study
Obtain consensus from experts in the field 
24 panellists: Physicians, Nurses and non-medical professionals
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Nurses
44%

Physicians
30%

Other 
experts

26%
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1
ST

PHASE

Non-directive pregnancy counselling (if required)

Medical and physical assessment MA eligibility

Provision of blood test and ultrasound referrals for pregnancy dating, assessment blood group, Rhesus status and ruling 

out contra-indications and co-morbidities

2
nd

PHASE

Assessment of blood test and ultrasound

If eligible: prescription EMA (by GP) and administration mifepristone

Provision of procedure instructions

Management prophylactic pain medication

3rd PHASE

Management non-life threatening complications

Assessment completion abortion

Carry out contraception plan (if required)

Provision of emotional support (if required)
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E Implications and recommendations for practice

• Support requires professional and community EMA education

• Improving local support systems: declare EMA to be core 
business for PHC system in underserved regions

• Improve and expand affordable EMA training for PHCNs

• Include EMA provision in sexual and reproductive health courses
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Implications and recommendations for policy

• EMA prescription policy change (qualified nurses)

• Policy review of the current funding model

• Remuneration for EMA consultations provided by PHCNs 
(Medicare item numbers)

• Task-specific funding for PHCNs to enable Medicare rebates

• Allow a wider scope of practice for PHCNs
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Conclusion

• Alternative solution required for shortage in abortion 
provision, particularly in regional and rural areas

• Uptake EMA by GPs remains low

• Solution: Nurse-led EMA provision 

• Guided by nurse-led EMA provision models

• Recommendations for support elements and prescription 
and funding reform

• Model application possible in different jurisdictions
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Thank you
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PHCNs have excellent skills generally in having challenging 
conversations about difficult topics, have more time to 
discuss the wellbeing of the patient and provide a more 
empathetic ear to listen to a woman’s concern. We also know 
patients are more likely to disclose sensitive issues to a nurse 
than a doctor…[Delphi participant]

Strengths and limitations

Cross-sectional study:

• Low PHCNs’ sample size

• GP response rate (11%) is slightly higher than in similar studies1,2

• Selection and response bias > representative for target population?

Delphi:

• Sample size fits well within the acceptable range3

• Representative panellists?

• Low attrition rate (17%) > commitment panellists
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