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Abstract

Context: Despite instituting a policy in 2004, Médecins Sans Frontières (MSF)

continuously struggled to routinely provide safe abortion care (SAC). In 2016, the

organization launched an initiative aimed at increasing availability of SAC in MSF

projects and increasing understanding of abortion-related dynamics in humanitarian

settings.

Methodology: From March 2017 to April 2018, MSF staff conducted support visits

to 10 projects in a country in sub-Saharan Africa. Each visit followed a systematic

approach with six key components and related tools that were later shared with

teams worldwide. Data regarding women seeking abortion services and related

outcomes were collected and analyzed retrospectively.

Results: From Q1 2017 through Q4 2019, SAC provision increased significantly in all

10 projects, rising from three to 759 safe abortions per quarter. Teams received

3831 patients seeking SAC and provided 3640 first and second trimester abortions,

over 99% via medication methods. The overall complication rate was 4.29% and

0.3% for severe, life-threatening complications. No major security incidents were

reported. MSF provision of SAC worldwide increased from 781 in 2016 (the year

before this initiative began) to 21,546 in 2019.

Conclusion: Implementation of SAC in humanitarian settings—even those with

significant legal restrictions—is possible and necessary. Both first and second

trimester medication abortion can be safely and effectively provided through both

home- and facility-based models of care. Programmatic data provide valuable insights

into abortion-related dynamics which must shape operational decision-making.

Addressing internal barriers and providing direct field support were key to stimulating

organizational cultural change.
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INTRODUCTION

The overwhelming majority (94%) of maternal deaths take place in

low- or middle-income countries, with over half occurring in countries

affected by conflict, displacement, or natural disasters.1,2 Unsafe abor-

tion is one of the top five causes of this mortality, responsible for at

least 22,800 deaths annually and likely many more that remain unre-

ported.3,4 Beyond these deaths, each year an estimated 7 million

women are treated for complications from unsafe abortion and many

suffer life-long consequences and disability.5 Yet death and suffering

from unsafe abortion are almost entirely preventable via timely access

to contraception and safe abortion care (SAC).

Despite the magnitude of the problem and the existence of well-

known solutions, the availability of SAC in humanitarian contexts has

remained very limited. A 2013 global assessment of sexual and repro-

ductive health (SRH) services in humanitarian settings revealed that

SAC was unavailable in all the evaluated facilities.6 Key reasons cited

by humanitarian organizations for not providing SAC include: (1) there

is no need; (2) abortion is illegal in these settings; (3) donors are not

willing to fund abortion services; and (4) abortion is too complicated

to provide during acute emergencies.7

Médecins Sans Frontières (MSF) is a medical humanitarian

organization that has long witnessed first-hand the maternal death

and suffering which result from unwanted pregnancies and unsafe

abortions. In 2019 alone, MSF teams treated over 25,800 women and

girls presenting with abortion-related complications, including hemor-

rhage, infection, and uterine perforation, most of which were likely

due to unsafe abortions.8

The need for greater access to SAC in humanitarian settings was

formally recognized by MSF more than a decade ago. In 2004, MSF’s

International Council made a formal policy declaration that “the avail-

ability of safe abortion care should be integrated as a part of reproductive

health care in all contexts where it is relevant.”9 However, this intention

did not translate into action: in subsequent years, MSF, like many

other humanitarian organizations, still did not routinely provide SAC

as part of its medical care. Few staff did, however, provide it sporadi-

cally, often dependent on the initiative of an individual committed

staff member but without dialogue or support from colleagues or

managers and therefore subject to staff turnover. As a result, women

and girls were largely denied access to this potentially life-saving

health service in most MSF projects around the world.

From 2013 to 2015, MSF conducted multiple internal assessments

to understand better what accounted for this failure to provide SAC.

These assessments revealed that internal resistance—including social

and cultural norms, personal values and attitudes, concerns regarding

staff safety and security, and myths and misperceptions around

abortion—was one of the main contributors and that dialogue within

the organization was sorely needed. Arguments made by staff at all

levels of the organization for not providing SAC echoed those men-

tioned above, such as “there is no need,” “it is too complicated,” “it’s
not the organization’s role,” and “it will put the project in danger.”

In 2015, MSF’s reproductive health and sexual violence care advi-

sors proposed a 2-year Task Force initiative as a practical means to

move from SAC policy to action. The working hypotheses of the Task

Force were that: (1) addressing internal barriers and providing direct

project support in a specific region would lead to increased SAC provi-

sion in that context; and (2) experience gained in these settings would

catalyze change throughout MSF and lead to increased SAC in our

operations worldwide.

In this paper, we describe the systematic approach of the Task

Force and present the outcomes from this initiative in terms of its

impact on SAC provision at 10 pilot sites and more generally across all

MSF projects. We then analyze programmatic data to gain insight into

abortion-related dynamics in humanitarian settings, including who

seeks safe abortion services, safety and efficacy of medication

abortion in the first and second trimester, frequency and severity of

related security incidents, and populations at risk for exclusion

from care.

METHODOLOGY

Setting

MSF’s reproductive health and sexual violence advisors selected a

country in sub-Saharan African for project support based on relevance

and medical need, as indicated by the high volume of MSF-supported

sexual and reproductive health activities, and the low volume of SAC

provided by MSF and other health actors. Another criterion for coun-

try selection was the existence of a restrictive legal framework, so

that the approach and outcomes could be relevant to other countries

with minimal legal provision for abortion. The country is not named

here to mitigate legal or security consequences from this publication

for patients and staff and to preserve our capacity to continue assist-

ing the population.

For over 35 years MSF, along with other actors, has provided

medical humanitarian assistance in the selected country to address

the health needs and high rates of mortality and morbidity. Most of

our projects in this country are in rural areas affected by decades of

protracted conflict, resulting in frequent population displacements,

widespread poverty, and violence against civilians. Ten existing pro-

jects providing reproductive health and/or sexual violence care ser-

vices in this country were selected for support. Prior to the Task

Force, all 10 projects reported receiving women seeking SAC, but

none systematically provided that care.

Components of the Task Force intervention package

MSF’s medical and operational directors approved the Task Force pro-

posal in October 2016 and agreed to oversee activities and manage

any related tensions. Improving access to SAC was therefore made an

organizational priority with full acknowledgment of the subject’s polit-

ical relevance and potential contribution to global change.

From March 2017 to April 2018, an in-country coordinator orga-

nized project support visits to each pilot site. Visits were 2–3 weeks
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in duration and utilized a systematic approach to address barriers in

six areas through the specific intervention components described

below, with a preliminary package of tools created for implementing

each component. During the visits, staff feedback helped refine these

tools and develop additional ones. In this way, the Task Force process

was dynamic, iterative, and collaborative. After project visits ended,

the Task Force provided follow-up support remotely from May 2018

through 2019.

The intervention package comprises six components.

Exploring values and attitudes

To begin addressing internal resistance to providing SAC, MSF created

the Exploring Values and Attitudes workshop. The Exploring Values

and Attitudes workshop is an interactive one-day workshop where

participants reflect upon, question, and affirm their values and

attitudes about abortion. It is based on the Values Clarification and

Attitude Transformation (VCAT) workshop developed by Ipas, a non-

governmental organization focused on expanding access to abortion

and contraception.10 A recent study of outcomes from several hun-

dred Ipas VCAT workshops in over 12 countries documented signifi-

cant shifts among participants in knowledge, attitudes, and intention

to provide, support, and advocate for SAC.11 In 2016, MSF entered

into a collaboration with Ipas to learn from and adapt their VCAT

methodology for the contexts where we work.

Clinical trainings

We developed trainings for three main topics: contraception; post-

abortion care (PAC), including manual vacuum aspiration (MVA); and

medication abortion, using the safe abortion procedures described

below. Trainings included both theoretical elements and hands-on

practice with mannequins and/or role-plays.

Discussions with local stakeholders

The project team organized discussion with key interlocutors they

identified in their context (e.g., Ministry of Health [MoH] officials,

community leaders). A total of 14 meetings with 47 stakeholders were

held across the 10 projects; the project team held two additional

meetings at capital level (see Table 2). Due to the restrictive legal con-

text, we used an indirect, public health approach rather than directly

discussing the provision of SAC, which would have both exposed the

organization and put the interlocutors in a difficult position. Staff

introduced MSF’s general activities in the region, explained our focus

on reproductive health, and then drew attention to the problem of

maternal death and suffering due to unsafe abortion. The project

team asked stakeholders for their insights into the local dynamics of

this issue and what they thought should be done to address the

problem.

Threat and risk assessment

During the visit, the project team was guided through a project-

specific security assessment. This was based on a template threat and

risk assessment for SAC provision, developed using MSF’s standard

approach to security management: identification of threats, assess-

ment of vulnerabilities, likelihood and impact of each, and elaboration

of mitigation and contingency measures. This template served as the

basis for discussion and was adapted to each project’s unique

circumstances.

Implementation planning

At the end of the visit, teams developed a SAC implementation plan

with systematic examination of issues such as the patient circuit, staff

roles and responsibilities, supplies, etc. SAC was provided mainly on

an outpatient basis by midwives and nurses, without routine blood

tests or ultrasound, in line with guidance from the World Health Orga-

nization (WHO).

Data collection and analysis

To assess the understanding and support of MSF project staff for

provision of SAC, we conducted an anonymous written survey of

Exploring Values and Attitudes workshop participants before and

after the event. The project team collected data related to people

seeking SAC at the pilot sites—including patient demographics, pro-

vision versus refusal of care, abortion method provided, medical

complications, and security incidents—through a standardized, anon-

ymized, electronic register. The register was password-protected

and accessible only to staff involved in SAC provision. It was also

based on patient ID number, which allowed staff to enter data from

follow-up visits. Since routine follow-up appointments were not

required, medical complications were only reported if the patient

returned with a problem or concern. We then analyzed these

patient data retrospectively using basic mathematical formulas

(subsets of patients as percentages of the total). We used Pearsons

chi-square to compare subsets of the total cohort in terms of

patient age and gestational age.

Medical protocols for SAC

Staff estimated gestational age using last menstrual period and con-

firmed with physical exam when needed. Where MVA was available,

patients in the first trimester were given the option of medication

abortion or MVA.

Medication abortion was provided via the protocols described in

Table 1. While routine follow-up was not mandatory, we informed all

patients that they could return at any time with any questions or

concerns.

KUMAR ET AL. 3
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RESULTS

Implementation of the intervention package

Table 2 summarizes the implementation activities conducted at the

10 pilot sites and the numbers and staff roles of participants. The key

activity that started each pilot site visit was the Exploring Values and

Attitudes workshop. During the Task Force visits, a total of 40 Explor-

ing Values and Attitudes workshops were organized for 746 staff and

took place both at project sites and in the capital. Pre- and post-

surveys of participants revealed a significant increase in support for

and understanding of SAC provision in MSF projects (see Figure 1).

Prior to the workshop, less than 50% of MSF staff agreed or strongly

agreed that they support SAC provision; after the workshop, this fig-

ure increased to over 80%. Clinical trainings conducted with hundreds

of staff during these visits focused on contraception care, provision of

medication abortions and post-abortion care, while community

engagement initiatives involved a total of 47 MoH workers and com-

munity leaders across all pilot sites (see Table 2).

Characterization of patients and care provided from
the pilot sites

Characteristics of patients seeking SAC

From January 2017 to December 2019, teams in the 10 pilot projects

reported receiving 3831 women seeking SAC. Patients seeking SAC

were an average of 23 years old, with a large majority (85%) 18 years

or older; gestational ages ranged from 2 to 36 weeks with a mean of

9.6 weeks (see Table 3). Over half (63%) of patients presented directly

to MSF staff, while 13% were referred from a sexual violence care

consultation and 16% were referred by MoH staff. Some disclosed

prior abortion attempts via unsafe methods before seeking care, but

this information was not systematically asked nor collected.

Comparison of patients provided and refused SAC

Of the 3831 women seeking SAC, MSF teams provided SAC to 3640

(95%) patients, did not provide SAC to 190 (5%), and referred one

patient to another SAC provider (see Figure 2). Patients younger than

18 years were significantly less likely (90%) to receive SAC compared

to women aged 18 and above (96%) (χ 2 = 36.1, p < 0.0001). Patients

with a gestational age of 13 or more weeks were significant less likely

(75.8%) to receive SAC compared to women with a gestational age of

less than 13 weeks (99.5%) (χ 2 = 695.3, p < 0.0001). Patients who

were refused SAC were not followed.

T AB L E 1 Protocols for medication abortion during first and
second trimester

Medication protocol

Gestational age less

than 13 weeks

Mifepristone 200 mg orally

1–2 days later: Misoprostol 800mcg

sublingually

Repeat dose of misoprostol 800mcg

sublingually if needed

If mifepristone was not available, then

take misoprostol 800mcg sublingually

every 3 hours for 3 doses.

Mifepristone is usually taken at the clinic

but can also be taken at home.

Misoprostol is taken at home

Gestational age

between 13 and

22 weeks

Mifepristone 200 mg orally

1–2 days later: misoprostol 400mcg every

3 hours until expulsion

If mifepristone was not available, then

misoprostol 400mcg sublingually

every 3 hours until expulsion

MSF guidance recommends facility-based

care but allows outpatient or home-

based management and self-

administration of medications if

desired by patient

T AB L E 2 Intervention activities and participants at the 10 Médecins Sans Frontières (MSF) pilot sites

Activity Number of activities held

Participants

Number Characteristics

Exploring values and attitudes workshops 40 746 492 men, 204 women, 51 no info

336 medical staff, 380 non-medical staff (logistics,

human resource staff, drivers, guards, cleaners,

etc.), 30 project coordination-level

Clinical trainings

Contraception 12 226 80 MSF, 146 Ministry of Health

Post-abortion care 12 219 64 MSF, 155 Ministry of Health

Medication abortion 10 148 MSF staff

Local stakeholder meetings 14 47 Ministry of Health; community leaders

Threat and risk assessment 10 59 MSF staff

Implementation planning 10 42 MSF staff

Data collection 10 12 12 MSF

4 SAFE ABORTION CARE IN MÉDECINS SANS FRONTIÈRES
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Characteristics of patients who received SAC

The ages of women who received SAC ranged from 13 to 46 with

a mean of 23 years, while gestational age ranged from 2 to

27 weeks with an average of 9 weeks (Table 3). MSF staff provided

3018 (85%) abortions before 13 weeks gestation, 520 (14%)

between 13 and 22 weeks, and 2 (0.05%) beyond 22 weeks (see

Figure 3).

Abortion method

The overwhelming majority of patients (n = 3632, >99%) patients

received a medication abortion (abortion with pills) and eight (0.2%)

underwent MVA or another surgical procedure as the primary abor-

tion method. Almost all patients undergoing a medication abortion

(n = 3607, 99%) received the combined regimen of mifepristone and

misoprostol, and 25 (1%) received misoprostol only (see Figure 2).

F I GU R E 1 Pre- and post-Exploring Values and attitudes workshop survey of participant attitudes (N = 746). Responses of exploring values

and attitudes workshop participants to a pre- and post-workshop questionnaire, expressed on a 5-point scale of strong agreement to strong
disagreement with the indicated statement. Data show responses of 746 participants in 40 exploring values and attitudes workshops conducted
at the 10 pilot sites over the course of the Task Force initiative. MSF, Médecins Sans Frontières

T AB L E 3 Characteristics of women seeking safe abortion care (SAC) through the 10 Médecins Sans Frontières (MSF) pilot sites

All women seeking SAC Women who received SAC by MSF Women who were denied SAC

Patient age (years)

Mean 23.3 � 6 23.4 � 6 20.8 � 5

Range 13–46 13–46 14–38

Gestational age (weeks)

Mean 9.6 � 5 8.9 � 4 23.1 � 6

Range 2–36 2–27 3–36

KUMAR ET AL. 5
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Complication rates

Patients reported a total of 156 (4.28%) complications for the 3640

abortions provided (see Table 4). The total complication rate for medi-

cation abortions with the combined regimen before 13 weeks’ gesta-

tion (n = 3083) was 3.02% (93 patients). The complication rate for

medication abortions with the combined regimen between 13 and

22 weeks’ gestation (n = 514) was 9.72% (50 patients); for the subset

of 180 patients in this gestational age range who managed the pro-

cess at home, the complication rate was 10.6% (19 patients). The most

commonly reported complication was incomplete abortion (2.8%), fol-

lowed by continuing pregnancy (0.74%); both were managed through

repeat doses of misoprostol or a procedure (MVA or curettage). The

overall rate of severe, life-threatening complication such as infection

or hemorrhage requiring blood transfusion was 0.3% (12 patients).

Security of patients, staff, and programs

During the three-year period in which teams provided 3640 abortions,

there were no reported major security incidents (e.g., kidnapping,

injury or death of patients or staff, etc.) There were 19 minor inci-

dents reported, including tension with the patient’s family, within the

team, or with local authorities. All minor incidents were resolved at

the local level using routine MSF security management strategies

without long-term consequences for staff or projects.

Change in SAC provision over time

From January 2017 to December 2019 there was a significant and

steady increase in the number of abortions provided collectively at

the 10 pilot sites: from a total of three safe abortions provided in Q1

of 2017 to 759 provided in Q4 of 2019 (see Figure 4), resulting in

3640 abortions provided during this time period. We also assessed

changes in SAC provision at MSF projects globally, since the Task

Force approach—including tools and resources, implementation strat-

egies, trainings, and lessons learned—was shared with and implemen-

ted by MSF staff in projects worldwide starting after the first Task

Force visit. MSF’s provision of SAC worldwide during this period

increased from 74 safe abortions at 27 projects in five countries in

2015 (the year the Task Force was originally proposed) to 21,546 at

90 projects in 30 countries in 2019 (see Figure 5).

DISCUSSION

Despite a longstanding policy to provide SAC, MSF, like many humani-

tarian actors, struggled to implement this service systematically within

our medical programs. To move from policy to action, MSF created a

Task Force to overcome internal barriers and support SAC implemen-

tation at 10 pilot projects in a sub-Saharan African country. This direct

support resulted in a substantial and sustained increase in provision of

SAC—from three safe abortions in Q1 2017 to 759 in Q4 2019. This

is one of the few reports in the literature on how a global health actor

achieved expansion of its SAC services in extremely fragile settings.

This successful scale-up uprooted many long-held beliefs

about the feasibility of providing SAC in humanitarian contexts and

served as a catalyst for organizational change, resulting in a signifi-

cant increase in SAC provision across MSF operations worldwide.

F I GU R E 2 Flowchart of patients seeking and receiving safe abortion care (SAC) through the 10 Médecins Sans Frontières (MSF) pilot sites.
MVA, manual vacuum aspiration

F I GU R E 3 Gestational age of patients who received safe
abortion care (SAC) through the 10 Médecins Sans Frontières (MSF)
pilot sites
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Considering that thousands of people sought and received SAC from

MSF during the study period, our experience demonstrates that provi-

sion of SAC is not only possible but essential for saving lives in

humanitarian and fragile settings. It also shows that the barriers to

providing SAC were more internal than external and related to values,

stigma, and personal beliefs, which highly influence perception of risk

and feasibility of SAC implementation. These lessons are potentially

also valuable as a roadmap that other non-governmental organizations

(NGOs) struggling to implement SAC in fragile contexts can use and

adapt.

The programmatic data captured in this process are among the

few such reports providing insight into abortion-related dynamics in

humanitarian settings. Within MSF, data collection regarding both

SAC and PAC was sporadic and inconsistent prior to the Task Force,

due to low priority given to the subject together with fear of expo-

sure; thus there was little visibility regarding peoples’ actual needs.

The Task Force experience shows that data collection around abortion

in humanitarian and fragile contexts is not only possible but also criti-

cally important and can provide valuable insights which in turn can

help identify gaps in service delivery and inform operational decision-

making.

Implementation package

While individual components of the implementation package were

not evaluated separately, our experience suggests that success of the

Task Force initiative reflected its comprehensive approach to addres-

sing the common barriers to providing SAC. The first component, the

Exploring Values and Attitudes workshop, worked to break the silence

around abortion and provided a safe space for project staff to reflect

on their beliefs, share their experiences, and learn about the medical

need for SAC. Conducting Exploring Values and Attitudes workshops

at all levels of our organization—headquarters, country-level coordina-

tion, and field projects—and all levels of staff, including non-medical,

increased support for providing SAC and helped to shift organizational

culture. Consequently, it also enabled a more receptive environment

for implementing subsequent components of the Task Force strategy.

Exploring Values and Attitudes workshops have since been adapted

for MoH staff, community members, and online platforms, and have

engaged thousands of people in dozens of countries.

The second contributor to success was a focus on clinical train-

ings and support materials for medication abortion. Medication abor-

tion is safe and effective, and has several advantages compared to

abortion procedures (including MVA and dilatation and evacuation): it

is non-invasive, easy to learn, and does not require the infrastructure

or skilled staff needed for abortion procedures. While medication

abortion is relatively simple and straightforward, we found that most

health care workers are not properly informed about this topic during

their general medical education. Thus, trainings provide much-needed

guidance and reassurance for health care workers to feel comfortable

and supported in providing this care. Moving forward, humanitarian

actors could make great strides in advancing abortion provision byT
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focusing on medication methods. At the same time, it is important to

acknowledge the full spectrum of abortion services and strive toward

ensuring populations also have access to abortion procedures when

needed or desired.

The Task Force experience also demonstrated that engagement

with community and local stakeholders is possible—even in places

where abortion is legally restricted or considered taboo. Framing the

conversation as part of a shared goal to reduce maternal death and

suffering can foster understanding and support. The frankness of dia-

logue varied according to the interlocutor, but in general stakeholders

appeared to appreciate the medical need for SAC and be aware of

MSF’s intentions to provide SAC, even if this was not explicitly stated.

While many staff were initially hesitant to initiate these conversations,

in practice these discussions were usually not only positive but also

welcomed—especially by MoH staff, who are often well aware of the

complications from unsafe abortion and can be discreet partners in

successful SAC implementation. Moreover, these discussions often

yielded valuable insights into local abortion dynamics.

The fourth component, the template threat and risk matrix, was a

breakthrough for MSF in addressing the security concerns often cited

as a key reason for inaction on SAC provision. It utilized an approach

and terminology familiar to staff responsible for security management:

describing the risk (threat, likelihood, impact) and elaborating ways to

reduce and manage risk (contingency and mitigation). Practical tips on

how to avoid and handle potentially problematic situations increased

staff confidence to implement SAC. While each analysis was

approached afresh and adapted for each project, ultimately they did

not differ significantly among projects. The main threats discussed

were those arising from breaches of confidentiality; protection

of medical confidentiality thus became a primary means of risk

mitigation.

The fifth and sixth components, the implementation plan and data

collection, were rolled out relatively smoothly, but are nevertheless

important for delineating patient circuits, assigning responsibilities,

and monitoring and evaluating services. Crucially, data collected at the

pilot sites allowed for new insights and lessons learned regarding

abortion-related dynamics in these and similar humanitarian settings.

The impact of self-managed abortion

One of the most striking points to emerge from our data is that over

99% of the abortions provided in these pilot locations were

F I GU R E 4 Number of abortions provided at the 10 Médecins Sans Frontières (MSF) pilot sites, 2017–2019. SAC, safe abortion care;
Q, quarter

F I GU R E 5 Number of abortions provided by Médecins Sans
Frontières (MSF) worldwide (2013–2019). SAC, safe abortion care

8 SAFE ABORTION CARE IN MÉDECINS SANS FRONTIÈRES

 19312393, 0, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1363/psrh.12209 by T

est, W
iley O

nline L
ibrary on [19/02/2024]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense



medication abortions. This is additional supporting evidence for what

has already been proposed12: medication abortion, specifically self-

managed medication abortion, has the potential to revolutionize

access to SAC in humanitarian and fragile settings. Self-managed

abortion is a type of self-care where individuals conduct some or all

steps of the abortion process on their own or with varying levels of

support from the health care system.13 For many patients, self-

managed abortion has the potential to meet their needs for privacy

and support their autonomy compared to facility-based care. Due

partly to the COVID-19 pandemic, there has been a recent surge in

evidence and sharing of experiences around “no test” and telehealth

abortion,14–16 yet there is very little research evaluating related

interventions in humanitarian contexts.

One of few examples comes from Foster and colleagues,17 whose

work on community-based distribution of abortion pills at the

Thailand-Burma border provides important evidence for the safety

and effectiveness of this model of abortion care. While MSF teams

provided abortion care in a more traditional set-up, with women com-

ing to a healthcare facility and having an in-person consultation with a

healthcare worker, they typically returned home to self-administer the

pills and self-manage the abortion process. The success of this experi-

ence, and the increased confidence in women’s ability to self-manage

the abortion process, encouraged MSF to explore more self-managed

and community-based models of abortion care that do not require a

visit to a healthcare facility, for example with support from peer edu-

cators, telephone hotlines, and community health workers. This work

further supports the findings from Foster and colleagues, as well as

more recent interventional studies in Nigeria and Pakistan,18,19 and is

an example of the synergy between health care organizations and

communities to support self-care and uphold people’s dignity in

humanitarian settings.

The WHO has recognized the safety and importance of self-

managed abortion and recently produced new guidance recommending

it until 12 weeks.13 While this is a much-welcomed development, the

data reported here suggests that self-management of medication abor-

tion until 13 weeks and well into the second trimester is safe and

effective. Reports from staff suggest that self-management at home is

markedly preferred by patients because it better meets their needs for

privacy, confidentiality, and less time away from home. Therefore, any

requirement that restricts abortion services beyond 12 weeks to health

facilities may result in limiting access to much-needed care. Moving

forward, increased research and sharing of experiences regarding abor-

tion services in general—and self-care in particular—beyond 12 weeks

and throughout the second trimester is urgently needed.

Safe abortion in the second trimester

While second trimester abortions comprise a minority (roughly 10%–

15%) of abortions worldwide,12 they account for the majority (up to

60%–100%) of the morbidity and mortality from unsafe abortion.20

Moreover, women who seek abortion in the second trimester are more

likely to be younger, victims of sexual violence, have detected their

pregnancy later, and/or have financial or logistical barriers to care.21

Therefore, second trimester abortion services are a crucial, life-saving

component of reproductive health services, especially in humanitarian

and fragile settings.

Despite this reality, second trimester abortion remains an often-

neglected service, even by organizations and agencies that provide

and advocate for SAC. Prior to the systematic data collection reported

here, there was little visibility on the need for second trimester ser-

vices in MSF projects, and MSF policy and guidance extended only to

12–14 weeks. Once teams started to report women seeking second

trimester services, the need was more clearly identified and MSF

expanded its abortion policy and clinical guidelines to 22 weeks’

gestation (and beyond on a case-by-case basis).

The guidelines recommended medication abortion via facility-

based care and gave an option for home-based self-care only if the

patient was unable or unwilling to be hospitalized. Using this guid-

ance, the 10 pilot sites successfully provided a remarkable volume

(520) of second trimester medication abortions, with 35% (181) man-

aged at home. No patients required dilatation and evacuation. To our

knowledge, this is the first report to document the safety and effec-

tiveness of second trimester medication abortion services in a human-

itarian context using both facility- and home-based models of care.

At the same time, MSF teams still did not manage to consistently

address the need for second trimester abortions: our pilot site data

indicate that patients with gestational ages above 13 weeks were sig-

nificantly more likely to be refused SAC than patients with first tri-

mester pregnancies. Challenges to second trimester abortion

provision include heightened stigma, longer duration of the abortion

process, management and disposal of the products of conception, and

pain management. Moving forward, humanitarian actors, including

MSF, must be willing to not only change policy and provide clinical

guidance, but also to tackle these issues head-on and proactively sup-

port staff in providing this much-needed second trimester care.

Re-framing success in abortion care

Our data show that the rate of incomplete abortion in the second tri-

mester at our sites (6.8%) was higher than that of recent studies22

using unlimited misoprostol dosing (less than 1%). Much of the litera-

ture and discussion around abortion focuses on completion rate as an

indicator of success and quality of care. While completion rates are

important, we view an exclusive focus on this outcome as problematic

for several reasons. First, incomplete abortion is a subjective diagno-

sis: what is perceived as abnormal bleeding by one person may be

interpreted as normal by another. Over the three-year period of the

Task Force, the rate of incomplete abortion reported by staff gradually

decreased, suggesting that success rates do not simply reflect inher-

ent properties of the pills themselves, but are highly influenced by

individual comfort, fears, attitudes, and experience. Therefore, high

rates of incomplete abortion may indicate that staff need additional

support and reassurance, rather than reflecting problems with the

medical protocol or intervention strategy per se. Second, incomplete
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abortion by itself is not a sign that a patient’s health or well-being is in

jeopardy. As long as there are no warning signs, some patients simply

need more time and/or doses of misoprostol for the uterus to

completely empty. This notion is supported by the work of Moseson

and colleagues,18 who found higher success rates when more time was

given for the abortion to be considered complete. This should be nor-

malized and expected as part of the abortion process, which means

ensuring that people are given adequate time and that multiple doses

of misoprostol are easily available in case of need. Finally, a focus solely

on quantitative completion rates fails to consider broader, qualitative

measures of what success in abortion care means to women (e.g., ease

of access, privacy, autonomy, etc.). As the safety and efficacy of abor-

tion pills is well documented, future research should seek to under-

stand better other key elements of high-quality abortion care, such as

people’s experience and satisfaction with the abortion experience.

Who seeks and who receives SAC

Our pilot site data shed light on some populations who face especially

high obstacles in accessing SAC. In particular, adolescents were signif-

icantly more likely to be denied SAC than adults. Adolescents face

multiple barriers in their path to accessing SAC, present for care at

later gestations, and are at higher risk of complications from unsafe

abortion.23,24 When they do manage to reach a facility, they are often

turned away due to lack of parental consent, which ultimately jeopar-

dizes their health and well-being. Moving forward, targeted efforts

should be made to ensure that young people have access to this

essential reproductive health service.

We also found that most people who sought SAC did not report a

history of sexual violence. Yet much of the dialogue about SAC in

humanitarian settings centers around victims of sexual violence,25,26

with some authors advocating that access to abortion services in fragile

contexts should start with this group as an “entry point” or step-wise

approach for increasing access to care for all.7 While ensuring access to

SAC for sexual violence victims is crucial, our experience suggests that

a targeted focus on this population may miss the majority of people in

need of care, and that a more inclusive approach, for example based on

reducing maternal mortality and morbidity or upholding autonomy,

would have broader impact. Moreover, disclosing a history of sexual

violence is a highly personal, and in some cases risky, decision, and

access to SAC should not be contingent on reporting this history.

Lastly, prioritizing access exclusively for victims of sexual violence rein-

forces a hierarchy of abortion deservedness that perpetuates abortion

stigma and ultimately undermines efforts to expand access. People

need SAC for variety of reasons and all action must be directed toward

providing non-judgmental care that is available to all.

Security around SAC provision

Security risks are often cited by NGOs, including MSF, as the main rea-

son for not providing SAC. However, our data show that security

incidents were very infrequent (approximately 0.5% of abortions pro-

vided). When such incidents did occur, they were generally of low sever-

ity and could be successfully managed without long-term consequences

for staff, patients, or organizational capacity to continue assistance.

LIMITATIONS

While we believe the approach described here can be adapted to

many other contexts and organizations, there are some limitations to

implementing, reproducing, and sustaining our results. First, the Task

Force approach itself is relatively means-intensive. However, once the

strategy was established, MSF has taken a lighter approach in other

contexts (e.g., without an in-country coordinator) and still achieved

improvements in SAC provision. Notably, MSF has the benefit of

strong financial and administrative independence and is experienced

managing tensions with various local actors when it comes to defend-

ing medical priorities and managing security risks. The increase in SAC

provision cannot only be attributed to the work of the Task Force:

other MSF entities invested resources into implementation of SAC

which also contributed to organizational momentum and overall

increase in SAC provision. Finally, maintaining interest and momentum

around a stigmatized topic in such a large, rapidly-evolving organiza-

tion remains a challenge. Regarding sustainability, the organization

created plans to integrate the work of the Task Force into its daily

Operations and continue abortion-related efforts after its closure;

however the long-term impact of these plans is yet to be seen.

There are also limitations to the data collected. Information was

not systematically recorded by the projects until after the Task Force

visit, so it is possible that not all SAC cases prior to the Task Force

visit were documented. However, dialogue with staff suggests that

the number of SAC that they provided but did not report were very

few. In addition, it is likely that many women seeking SAC were not

recorded if they were turned away before reaching a provider, or that

providers may not have documented patients who were denied care.

There may also have been more complications or undesired outcomes

than what was reported, since routine follow-up visits were not

required. However, since all patients who received SAC had by defini-

tion been able to access the health care facility, and given MSF’s

strong relationship with the community in the pilot sites, the number

of unreported complications is likely minimal.

CONCLUSION

The MSF initiative for improving access to SAC has shown that

implementation of SAC in humanitarian settings—even those with sig-

nificant legal restrictions—is both possible and urgently needed. The

significant increase in SAC provision achieved at the pilot projects and

across MSF at large did not result from favorable external, contextual

or legal changes. Implementation of SAC only became systematic and

available in multiple contexts by addressing barriers internal to the

organization, and internal to each and all of us.
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The data collected from the pilot projects reveal that both first and

second trimester medication abortion can be safely and effectively pro-

vided in low-resource, conflict settings without requiring routine testing or

follow-up appointments. The complication rate was low and all cases were

successfully managed without a single death or major security incident.

Additionally, the data provide valuable insights regarding populations seek-

ing abortion services and their outcomes, which must shape programmatic

decision-making to better meet the needs of the most vulnerable.

This experience suggests that even in fragile and conflict-affected

settings, old excuses for not providing SAC do not hold up. Barriers

can be overcome, frank dialogue is possible, safe and effective abor-

tion services can be provided very simply, and women and girls can

successfully self-manage most or all of the abortion process. The

global health community can no longer sit back and wait for political

and legal change while the complications from unsafe abortion con-

tinue their devastating toll on people’s lives in humanitarian settings.

Strong organizational commitment, trust in the populations served,

and bold action are urgently needed to ensure that people in humani-

tarian settings have access to safe abortion services.
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