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The provision of safe abortion is crucial to the public health of all communities. WHO 
advises that the choice of abortion should be readily available to women in all national 
healthcare systems.(1) For more than 25 years medical abortion with combined 
mifepristone and misoprostol has proved to be safe, effective and acceptable.  Non-
surgical methods of abortion have been developed for both first and second trimester 
abortion. Medical abortion not only increases access but there is evidence that abortions 
are done at lower gestations, which is both safer and more acceptable to women. (The 
risks of terminating a pregnancy increase with gestation). Furthermore medical abortion in 
the early first trimester offers the possibility of having the abortion at home or in a 
primary healthcare clinic, while medical abortion at later gestations provides an 
alternative to highly skilled surgery which is not always available. 

Abortions done according to medical guidelines carry a very low risk of complications.(2) 
On the other hand, unsafe abortions continue to contribute substantially to maternal 
morbidity and death worldwide. In Europe, the association of restrictive abortion laws and 
maternal mortality is best illustrated in Romania which saw a dramatic rise in maternal 
mortality when abortion was suddenly restricted in 1963, and then an equally dramatic 
decline after abortion was legalized in 1988.(3) There is evidence that unsafe abortions 
still take place in some parts of Europe.(4) Although clandestine medical abortions are 
likely to be of lower risk than other illegal (usually surgical) approaches, there is 
substantial variation in the medical regimens used, and complications such as prolonged or 
heavy bleeding and infection, associated with use of incorrect dosages, mean that 
abortion should always be carried out with access to a healthcare provider. Medical 
abortion services using simplified protocols are a further step towards increasing access 
and acceptability, as well as helping to de-medicalize abortion.(1,5)  

The safety of an abortion procedure depends on a number of factors, but mainly the skill 
and training of providers in the method used, as well as the environment. Thus, training in 
abortion care is fundamental and should be included in the curriculum for anyone training 
in the specialty of gynaecology and obstetrics. It is important that all trainees are versed 
in abortion methods and know how to deal with complications. Ready access to a free and 
legal abortion service with no delays for unrequested counselling and no obligatory waiting 
or requirements for parental or partner consent are essential. Furthermore access to 
immediate post abortion, long acting contraception is crucial in the prevention of future 
unwanted pregnancy. (2) 

Medical abortion is one of the safest procedures in medical practice, with minimal 
morbidity and mortality, and as such there appears to be no good reason to restrict the 
licensing of mifepristone and misoprostol. EBCOG considers that its universal availability in 
all countries in Europe is fundamental to women’s health and well-being. EBCOG 
recommends that training in abortion care is mandatory and is included in the curriculum 
for anyone training in the specialty of gynaecology and obstetrics. Finally, EBCOG endorses 
the WHO safe abortion guidance (2), which recommends that abortion should be simplified 
as far as possible to improve access.  
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