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Abstract  

Background: Despite the progressive legal framework in South Africa, access to abortion 

services remains difficult for women. The barriers to accessing abortion services are complex 

and include fragilities in the health system. The aim of this thesis is to identify the main 

barriers and facilitators in the health system influencing access to abortion care in South 

Africa. 

Methods: To respond to the thesis objectives, a literature review was conducted. Advanced 

research for scientific articles was conducted on the PubMed database and Google Scholar. 

All the searches took place from July 2022 to February 2023. The analysis was carried out 

using the conceptual framework for abortion care developed by the World Health 

Organization. 

Results: The barriers found included provider-related factors such as stigma and objection to 

rendering services, a lack of staff, the unavailability of services, and a lack of commodities and 

effective chain supply management. The facilitators identified were a legal framework, a 

national guideline for termination of pregnancy, a clear pathway for abortion care, a referral 

system, and abortion services provided at no cost. 

Conclusion: The framework identified both barriers and facilitators, although barriers were 

more prominent. Barriers were found on the pathway for abortion care at the level of health 

providers, type of services provided, and how services are delivered. The health system needs 

adjustments in relation to the health workforce and their attitudes, commodities, and supply 

chain to create an enabling environment for comprehensive abortion care and meet women’s 

needs and preferences. 
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Glossary 

 

• Gestational age: is the duration of pregnancy expressed in number of days or weeks 

since the first day of the woman’s last menstrual period for those with regular cycles. 

For women with irregular cycles or when the last menstrual period is not known, the 

gestational age is the size of the uterus, estimated in weeks, based on clinical 

examination or ultrasound, that corresponds to a pregnant uterus of the same 

gestational age dated by last menstrual period (1). 

 

• Medical abortion: use of pharmacological agents to terminate a pregnancy (2). 

 

• Safe abortion: termination of pregnancy carried out using a method recommended 

by the World Health Organization (WHO) appropriate to pregnancy duration and by 

someone with the necessary skills (3). 

 

• Self-management of abortion: personal handling of the entire process of medical 

abortion or one or more component steps, namely, evaluation of eligibility for medical 

abortion, auto-administration of medicines without direct supervision of a health 

worker, and self-assessment of the success of the abortion process (1). 

 

• Surgical abortion: use of transcervical procedures as vacuum aspiration and dilatation 

and evacuation, for terminating a pregnancy (2). 

 

• Values clarification: is an ongoing process of defining what one values, and how one 

acts on those values in daily life (4). 

Training on abortion values clarification assists health providers to be involved  and 

reflect on their feelings and beliefs about abortion at both personal and professional 

level (5). 
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Introduction  

I am a Mozambican medical doctor. Since 2016, I’ve been working for the National Institute 

of Health of Mozambique as a researcher and project manager. 

I chose this topic for my thesis because I have always been passionate about sexual and 

reproductive health. I intend to work in this field, specifically in programs to improve sexual 

and reproductive health in low-income settings. 

Abortion has been legal in Mozambique since 2014, yet unsafe abortion is a public health 

problem and one of the main causes of maternal mortality. My initial intention was to do my 

thesis in Mozambique and conduct primary data collection. Due to the lengthy process of 

requesting ethical approval and the lack of evidence needed to conduct a literature review, I 

decided to change the setting to South Africa. The reason for choosing South Africa was 

because, when I was writing the problem statement about Mozambique, I found some articles 

about abortion in South Africa. I was intrigued by the fact that the country had legalized 

abortion so long ago—earlier than many developed countries—and was still struggling to 

provide quality care services.  

This thesis is a literature review and is focused on barriers and facilitators of abortion care in 

the South African public health system; however, information about other countries is 

discussed only to fill information gaps.  

With this thesis, I expect to develop a document that could be used to guide South Africa or 

any other country with similar conditions to improve abortion care services and to align it 

with the recent guidelines of the WHO.  
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1. Background  

With a total area of 1 221 037 Km2, South Africa, officially known as the Republic of South 

Africa (RSA), is the southernmost country in Africa. The Indian Ocean and the Atlantic Ocean 

border the nations along about 3000 km of coastline. The country borders with Namibia, 

Botswana, and Zimbabwe to the north, and Mozambique, Eswatini to the east and northeast, 

respectively, and an enclave of the Kingdom of Lesotho. The RSA has three capital cities: 

Pretoria is the executive capital, Cape Town is the legislative capital, and Bloemfontein is the 

judicial capital (6). 

 

 
Figure 1 - Map of South Africa (7) 

 

With a population of almost 60 million, it is the world’s 23rd most populated country. The 

population is composed of roughly 51.1% women and 48.9% men. With about 80.7% of the 

population being black South Africans, 7.9% being white South Africans (of European 

descent), 2.6% being Asian (of Indian and Chinese origin), and 8.8% being coloured, 

(multiracial ancestry). The country has eleven official languages derived from its 

multiethnicity and multiculturalism (8). 

 

1.1 History 

 South Africa was officially colonized by the Netherlands between 1652 and 1806 and by Great 

Britain between 1795 and 1961 (9). 
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Even after becoming a union in 1910 and establishing its own white people-led government, 

the nation was nonetheless viewed as a British colony until 1961. In 1948, the National Party 

officially established apartheid as a law. Apartheid was a system of racial segregation and 

denial of human rights with the aim of oppressing black South Africans. The historical 

resistance movements, numerous violent confrontations, and militarism of South African 

society all played a pivotal role in the abrogation of the apartheid law, which was in effect 

until 1991 (6),(10). 

The first non-racial democratic elections in the RSA took place on April 27th of 1994. It marked 

the end of more than 300 years of colonialism, and the establishment of a new democratic 

government led by Nelson Mandela governed by a new constitution (8),(10). 

 

1.2 Economy  

According to the World Bank the RSA is categorized as an upper-middle-income country, with 

a gross domestic product of 6,994.2million in 2021, a growth rate of 23.6% from the year 

before (11). It is considered a dual economy, agriculture and manufacturing industries are the 

main drivers of economic growth (12). However, the country has one of the highest rate of 

inequalities worldwide (13), with a Gini score of 63 in 2014-15. A report from the World Bank 

found that approximately 55.5% of the population lives in poverty at the national upper 

poverty line (14). 

The unemployment rate in 2022 was 34.5%, being higher for individuals aged 15-24 years 

(63.9%), and 42.1% for individuals aged 25-34 years (15). 

 

1.3 Education 

According to the South African Schools Act 1996, compulsory education in the RSA begins at 

the age of six and continues until the age of fifteen (grade 9). The country has made progress 

in implementing the right to education since 1994, rapidly constructing an efficient, 

accessible, and high-quality education system for children and adolescents (16). 

Despite these accomplishments, poverty and inequality remain harsh determinants that 

restrict so many children from receiving a fundamental education. In 2020, the percentage of 

people over the age of 20 who might be considered functionally illiterate was 10%. The 

illiteracy levels were higher for women (10.7%), compared to men (9.3%) (17). Reports reveal 
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that learner dropout becomes a severe issue after ninth grade, but that the underlying factors 

accumulate in earlier grades. This access disparity is exacerbated by a gender disparity that 

disproportionately affects young girls. Only 28.5% of youths graduating from postsecondary 

institutions in Science, Technology, Engineering, and Mathematics related occupations are 

women (18). 

 

1.4 Health 

In 2021, the life expectancy at birth was 59.3 years for males and 64.6 years for females (19). 

Maternal mortality rate was 119 per 100 000. Abortion and miscarriages are the fifth cause 

of maternal mortality contributing with 7.4% of all deaths (20). 

The infant mortality rate was 24.1 per 1000 live births in 2021 (19). The neonatal mortality 

rate declined from 14 per 1000 live births to 10.8 per 1000 from 2014 to 2019, which is one 

of the lowest rates in sub-Saharan Africa (21),(22). 

The health system is divided into three levels: (1) primary care facilities, with a range of 

different sub-categories (health posts, mobile clinics, satellite clinics, clinics, community day 

centre and specialized health centre). They are more nurse-staffed, serve as the patient's first 

point of contact and provide predominantly ambulatory care; (2) district hospitals, which are 

more specialized and larger than primary care facilities and offer inpatient services; and (3) 

tertiary hospitals, which are larger in infrastructure and more advanced in terms of services 

and technology offered, and patients can only be referred or present themselves in case of 

an emergency (23),(24). 

In 2020, the health system expenditure was composed by  approximately 62 % of the 

domestic government transfers, 30% of voluntary health insurance contributions and 5.4% of 

out-of-pocket spending and less than 2% of external aid (25). The funds are allocated and 

managed at the municipal level (23). 

The government has implemented a national health insurance system to ensure that all South 

Africans, regardless of their socioeconomic background, have access to high-quality 

healthcare services supplied by both the public and private sectors (11). It includes family 

planning, screening and treatment for breast and cervical cancer, and free antenatal care in 

the form of 8 visits (19). 
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HIV/AIDS is the major cause of disability-adjusted life years in the country (27). The RSA has 

the highest number of people with HIV, contributing to 17% of the global burden of HIV 

infections (23), with approximately 7.5 Million people infected (28). 

 

1.4.1 Abortion   

In 1996, during the transition from apartheid to independence and democracy, the Republic 

of South Africa legalized abortion. The act was influenced in part by the findings of a 

nationwide research on the epidemiology of incomplete abortions conducted in 1994 and the 

need to address sexual and reproductive health rights disparities. The 1975 Abortion and 

Sterilization Legislation, which limited access to abortion services by requiring a physician's 

and, in certain situations, a court magistrate's authorization for the operation, was repealed 

by the act (29). In 2008, the legislation was changed to let registered nurses conduct abortions 

after receiving training and certification and to expand the types of institutions that might 

offer safe abortion services (30). 

The Choice on Termination of Pregnancy Act (CTOPA) of 1996 addressed the imperative need 

to eliminate disparities in maternal mortality by establishing a rights-based strategy (29),(30). 

The CTOPA grants women the right to obtain abortion services upon request throughout the 

initial 12 weeks of pregnancy, regardless of their age or marital status. In circumstances where 

a medical practitioner considers that the pregnancy endangers the woman’s physical or 

mental health, if it resulted from rape or incest, or if there is risk of severe physical or mental 

abnormality of the fetus the pregnancy can be terminated from the 13th to the 20th week. The 

act also grants women the right to terminate the pregnancy after 20th week after a 

consultation with two medical practitioners or a medical practitioner and a registered nurse 

in the circumstance that it would constitute a severe threat to women’s life; would result in 

severe malformation of the fetus; or would constitute a risk of injury to the fetus (31),(32). 
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2. Problem statement and justification 

Worldwide, it is estimated that approximately 73 millions of induced abortions occur every 

year (3) and around 45% of these are unsafe, meaning that they are not performed by a 

trained person or by using  a safe method (33). Unsafe abortion is particularly reported in 

countries with restrictive laws, and it is expected that in countries where women have legal 

access to safe abortion care (SAC) services the casualties to be virtually absent (34). However, 

even  in countries with liberal legal frameworks, personal values, religion and social 

reservations can negatively influence women’s care seeking behaviour as well as influence 

healthcare workers attitudes towards women seeking abortion care and consequently affect 

the accessibility and the quality of services (35). 

The barriers to women accessing abortion services are complex, and include besides law 

restrictions, fragilities of the health system such as opposition of the providers’ to deliver  

abortion services due to religious or moral beliefs, also known as conscientious objection; lack 

of standards and guidelines (35),(36), and unavailability of services (37) especially in rural 

areas. On the other hand, women, especially adolescent women, lack information about the 

legal status of abortion, and on where to seek safe abortion care (35), not to mention the role 

that traditional values, fear of stigma, and socio-economic restrictions play (38).  

The Office of the High Commissioner for Human Rights has stated that denying women access 

to SAC does not only constitute  gender-based violence,  torture, or a violation of their right 

to health but also a violation of their right to life (39). 

 

In South Africa, abortion-related mortality decreased by 91.1% between 1998 and 2001 as a 

result of legislation (5). Despite the progressive legal framework, many women still struggle 

to access SAC services, especially in marginalized communities, where sometimes recur to 

unsafe abortion. Unsafe abortion remains a public health concern in the country as it is one 

of the main causes of maternal mortality (20), not to mention the financial burden that it 

constitutes for the health system to treat the complications of unsafe abortion. 

According to an Amnesty International report from 2014, less than half of public health 

institutions designated to provide safe abortions do so and there are differences between and 

within the RSA’s nine provinces and 52 health districts. These relate to disparities in health-

care spending and health-system administration (40). In 2016/7, the public health system, 
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which serves 80% of the population, rendered only 20% of the total number of abortions, 54% 

was provided in private sector and the remain 26% in informal sector (41). 

Some authors attribute it to a lack of political willingness from the Department of Health 

(DoH) leadership, considering that termination of pregnancy (TOP) might not be at the top of 

the list of health concern priorities of the DoH and to a lack of formalized and operational 

guidelines in all facilities (30). Because of abortion-related stigma and competing public health 

agendas, abortion care has been under-resourced and pushed to the margin of public-sector 

maternal health care. The widespread public scepticism of public health care and expectation 

of poor quality of care prevent women from seeking services in public sector to obtain 

abortion and contraceptive services (42), leading to unwanted birth or women seeking 

informal abortion services. This lack of political will along with health care providers attitudes 

can shape the quality of care of abortion care services in the public health system. There is 

currently a paucity of published literature on assessment of public abortion care services in 

South Africa, despite its legalization for more than 25 years. This thesis, through literature 

review will identify the main barriers and facilitators influencing access to SAC in South Africa. 

The findings from this thesis therefore will provide a valuable reference for policy makers and 

decision-makers as well to improve the quality of services of SAC in the RSA. 

 

2.1 Study objectives  

2.1.1 Main objective 

• To identify the main barriers and facilitators in the health system influencing access to 

safe abortion care in South Africa. 

 

2.1.2 Specific objectives 

• To analyse the experiences that women or couples have in the health system when 

seeking abortion care; 

• To determine the different models of care, including who delivers, where, and how 

services are delivered; 

• To analyse the components of the health system that support or restrict the effective 

delivery of safe abortion care; 
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• To draw recommendations to relevant national and international stakeholders to 

refine the strategies to improve the abortion services at a national and subnational 

level. 
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3. Methods  

To respond to the thesis objectives, a literature review was conducted. Advanced research 

for scientific articles was conducted on the PubMed database and the Google Scholar search 

engine. 

The main key words “abortion” AND “South Africa” were combined with different terms, 

chosen according to the WHO conceptual framework for abortion care. This framework was 

also used to analyse the data. The search terms are described in table 1. 

The selection of the articles was conducted in different phases. It started with a screening of 

the abstracts to assess if the articles were relevant to respond the thesis objectives. Once this 

was done, a second screen on the initially selected articles in full was done to ensure that 

they met the inclusion criteria. 

Snowballing was used to find additional and relevant articles that might not have been found 

at first. For each selected article, the reference list was scanned to identify other articles that 

might be relevant for the topic, and an additional scan was conducted to ensure the articles 

fulfilled the study objectives. When adding these references, the published date and other 

inclusion criteria (described below) were taken into consideration. 

All relevant articles were catalogued in an Excel spreadsheet, emphasizing each one’s author, 

date of publication, methodology, title, and key findings. 

The references information was logged in the reference management software Zotero. All the 

searches took place from July 2022 to February 2023. 

Grey literature from relevant international organizations such as WHO and United Nations, as 

well as non-governmental organizations like Partners for Reproductive Justice (Ipas) and 

Marie Stopes Institution working in the field of safe abortion in South Africa, was also 

searched using the key words. The South African government websites were accessed for the 

national decree, guidelines on abortion, and other relevant information about the country. 

 

Inclusion criteria 
• Articles in English since it is relevant for South Africa.  

• Articles from 2012 onwards were preferably selected. 

• Peer-reviewed articles as well as gray literature from relevant international and 

national institutions and organizations in the field of safe abortion as well as South 

African government websites. 
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Exclusion criteria  

• Thesis dissertations 

 

Table 1 - Search Terms combined with key words “Abortion” AND “South Africa” 

 
 

3.1 Analytical Framework   

The analysis of the literature has been carried out thematically using a framework. The 

conceptual framework for abortion care of the WHO abortion care guideline was selected as 

a guide for describing the many factors impacting abortion care in the RSA (Fig.1). This 

framework was selected since it is quite contemporary and has a significant health system 

emphasis. This approach is applicable for program development, implementation, and 

monitoring. As the framework demonstrates, the WHO guideline is centered on the values 

and preferences of women concerning abortion and views them as both active participants 
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and recipients of health care. According to this concept, when a woman progresses through 

the abortion care pathway (pre-abortion, abortion, and post-abortion), services must be 

integrated into the health system to fulfill her requirements. As each woman progresses along 

this pathway, recommendations on the exact approaches required (i.e., the "what") as well 

as information on the kind of personnel who may safely provide them (i.e., the "who") are 

provided. Also shown are areas where services may be rendered (the "where") and service-

delivery mechanisms that can be used (the "how"). The enabling environment offers the 

context essential for the successful execution of these actions (1). 

Consequently, the components of the enabling environment are linked with those of the 

other framework levels. Elements of the enabling environment for data analysis were 

included in other framework parts. 

Even though not all persons seeking abortions may identify as women, the word "women" 

will be used. 

 
Figure 2: WHO conceptual framework for abortion care (1)  
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4. Results  

The results are organized according to the framework, in the form of four layers. The first 

layer considers the services provided at each stage of abortion: pre-abortion, abortion, and 

post abortion. The second considers who provides the abortion services and their attitude 

towards women. The third layer is about different places where abortion services are 

provided. Finally, the last layer considers models of service delivery and how they are 

integrated into the health system. For all four layers, women’s experiences and opinions are 

described. To ease comprehension, background information on the local TOP decree and 

guidelines, as well as the WHO guideline on abortion care, is provided. 

 

4.1 “What” services are provided? 
 
CTOPA – The Right to information   

According to the CTOPA every pregnant woman seeking TOP should be offered pre- and post- 

abortion counselling from trained healthcare professionals. Pre-TOP counselling provides 

women information about: (1) methods for TOP available for their gestational age; (2) pain 

management options available before, during, and after the TOP procedure; (3) contraceptive 

methods and (4) HIV and HIV testing services. The post-TOP counselling includes the following 

information: (1) oral and written instructions for follow-up care; (2) complications that need 

medical attention; (3) health care facilities for emergencies, if needed; (4) offer of a 

contraceptive method and prescription on request; and (5) when to resume normal activities, 

including sexual intercourse (29),(32).  

Abortion Guideline  

The policy guideline of the CTOPA of the national DoH recommends what different abortion 

methods should be available according to gestational age: for up to 10 weeks, medical TOP 

with Mifepristone and Misoprostol as an outpatient; after that period, medical abortion 

should be undertaken in a health facility; up to 14 weeks and 0 days: surgical TOP with manual 

vacuum aspiration (MVA); over or equal to 14 weeks and 1 day– surgical TOP by dilatation 

and evacuation (D&E) (43). 
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4.1.1 Pre-abortion 

A report of the Health Systems Trust published in 2012 found that only 76% of the national 

primary health care facilities were providing TOP counselling (24). Sometimes the providers 

conducted group counselling before abortion procedures to prevent turning women away, 

due to shortages in staff and infrastructure limitations (42),(44). In a study conducted among 

health facilities providing abortion services in KwaZulu-Natal province, women reported being 

uncomfortable with group counselling, because they could not speak openly and discuss their 

concerns with health providers without other women listening. However, there were some 

study participants who showed no constraints with group counselling (45). 

Harries et al. found that around half of the women that participated in their study were aware 

of the legal status of abortion in South Africa, and of those who were aware of the law, 17% 

had been discouraged from obtaining assistance due to an anticipated fear of hostile 

behaviour of medical staff and a prediction of low service quality. Some women reported 

distress and frustration when they were denied TOP services for being beyond the legal 

gestational age limit. Others reported that they had to return to the health facility because 

there was no medical doctor available. When questioned about the reason for delayed 

seeking for TOP, some women disclosed not seeking first for public health facilities for 

abortion due to past negative experiences but most of them replied being aware of the 

pregnancy right before seeking for TOP services (44). 

In their research, Somefun et al. identified late detection of an unplanned pregnancy as one 

of the leading causes of second-trimester abortions. Even though many women recognized 

pregnancy signs and symptoms, they did not immediately associate them with the potential 

of pregnancy and instead waited for more instruction on how to interpret them. Deferral was 

often the consequence of a prior missed period unrelated to pregnancy, irregular periods, or 

failure to monitor the menstrual cycle. There were a variety of reasons for the initial 

reluctance to seek confirmation through testing. Some wanted to wait for their period to 

begin, while others were apprehensive about the chance of pregnancy. (46). 

In an exploratory study conducted in the Western Cape, Harries et al found that some health 

providers attributed this delay to limitations of the health system, such as system for making 

appointments, the capacity of health facilities to respond to TOP demand, and the scarcity of 

enthusiastic and skilled providers, while other health providers blamed women for late 

presentation (47). 
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Meanwhile, in other studies, women mentioned fear of judgment, privacy and confidentiality 

concerns (48) and a lack of adequate health information (44) as  reasons for delaying looking 

for TOP services. 

Long waits to obtain safe abortion care services are also a barrier that women commonly 

encounter. In the assessment conducted by Ipas in the provinces of Gauteng and Limpopo, 

the health providers and managers reported overdependence on ultrasound to determine 

the gestational age as an important reason for long waiting  between the appointment and 

service delivery (42). 

In a qualitative study conducted in the Western Cape, Sullivan et al found that women 

perceived their pathway through abortion care as disorganized and replete with discomfort, 

criticism, and uncertainty. They reported that the process of pregnancy confirmation was 

carried out in a primary care clinic, then they were referred to a second facility to receive an 

ultrasound, prior to the abortion procedure, and it involved long walking distances. In 

addition to that, they received poor directions over the addresses of referral clinics, 

misinformation about how to access abortion services , and no transparency on the available 

and suitable procedures (49). 

 

4.1.2 Abortion 

In a retrospective study conducted in the Johannesburg Academic Hospital, in Gauteng 

province, women reported that their first assessment of the pregnancy was always conducted 

by a medical doctor. An ultrasound was performed to determine the gestational age, followed 

by counselling. The abortion method commonly used was MVA, not often D&E, and 

evacuation of the uterus was performed in cases of incomplete abortion or managed with 

MVA and Misoprostol. After the TOP procedure, women were sent to a 10- to 15-minute 

recovery room. However, the average rate of performed TOP procedures in this health facility 

were about 100 procedures a month (50). 

In the assessment conducted by Ipas in the provinces of Gauteng and Limpopo, the health 

providers and managers reported a frequent absence of pain management provision for 

clients undergoing MVA. Only 21% of TOP providers conducting MVA provided paracervical 

blocks for pain management. Some TOP providers reported being bothered by performing 

MVA, as well as by the related pain that women suffer throughout the procedure (42). In a 

qualitative study to explore the challenges of performing second trimester abortion in the 
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public health system in the Western Cape, some health providers had a different opinion 

about pain management. They felt that TOP should be an unpleasant experience in order to 

discourage women from seeking abortion in the future (47). In an exploratory study to assess 

women’s perceptions on abortion services in Kwazulu-Natal, study participants complained 

not receiving any analgesic to help them cope with pain during the surgical procedure of 

abortion. Women classified it as barbaric (51). 

The Ipas report stated that the provision of medical abortion was somehow limited due to 

difficulties in acquiring Mifepristone. Only 21% of the interviewed providers offered medical 

abortions. As a result, almost all women seeking abortions underwent MVA procedures (42). 

Favier et al. reported that for years Ipas has played an important role in medication and 

equipment procurement for the public health system (30). 

When it comes to second trimester abortion, medical induction was frequently the selected 

procedure due to a lack of trained doctors willing to perform D&E procedure. Health providers 

also reported that surgical procedure was emotionally traumatic for those who performed 

especially between 17 and 20 weeks. However, the health providers recognized that medical 

abortion also comes with limitations, such as insufficient beds for hospitalization (47). A study 

conducted in KwaZulu-Natal corroborated these findings, women reported being discharged 

right after the procedure because the hospital did not have sufficient beds (51). 

According to the Amnesty International report, there were no public clinics in the Eastern 

Cape province that provided second-trimester abortions (40). Harries et al. found that there 

were around nine health facilities rendering second trimester abortion in the Western Cape 

public health system, and it was the only province rendering D&E. However, it  was only 

provided in three of the hospitals  by private medical doctors hired by the provincial DoH (47). 

 

4.1.3 Post-abortion 

In a cross-sectional study to analyse the contraceptive uptake trends among women who had 

legal TOP, conducted in a hospital in Johannesburg, the overall contraceptive uptake 

prevalence from 2010 to 2019 was 74%. From 2010 to 2014, there was a 15.1% yearly 

reduction in contraceptive uptake per 100 customers, followed by an 11.1% annual increase 

from 53.45 per 100 clients in 2014 to 98 per 100 clients in 2019. In the same study, women 

reported that after undergoing TOP procedures, they received counselling for contraception 

and were offered the contraception of their choice. In case it was not available they were 
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either referred to another health facility or asked to return on another day. Either way, they 

were always counselled to use a barrier method until they could have access to their method 

of choice (50). 

In a qualitative study conducted in health facilities performing second trimester abortion in 

the Western Cape, TOP providers reported that contraceptives were not available in one of 

the facilities, and clients frequently complained that they had to walk around 200 meters after 

finishing the abortion procedure to access family planning (47). Netshinombelo et al. 

corroborated that long-distance can be a barrier to accessing postabortion services, especially 

for women living in rural areas, where the estimated long-distance to access a tertiary hospital 

in case of an emergency is approximately 300 Km. In the same study, 48% of women were not 

taking any contraceptive method. The barriers pointed out by study participants as a reason 

for delay and inaccessibility to post abortion contraception despite the long distance were 

experiences of stigma and mistreatment (51). 
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4.2 “Who” provides the services? 

 
CTOPA - timelines and personnel assigned to provide the services 

Registered medical practitioners, registered nurses, and registered midwives who have 

undergone the training can perform TOP up to 12 weeks and 6 days of pregnancy. For 13 

weeks and above, the procedure should be performed only by a registered medical 

practitioner (29),(43). 

 

CTOPA – Conscientious objection, offenses, and penalties 

The CTOPA contains no explicit provision for the exercise of conscientious objection. 

However, the South African constitution recognizes the right to freedom of conscience and 

indirectly allows for conscientious objection to TOP in some instances (29). 

According to the law, healthcare providers who are not directly involved in the abortion 

procedure or decide to conscientiously object to performing abortions cannot use their 

personal beliefs and opinions to refuse to offer information and suitable referrals to a woman 

seeking abortion services (29),(52). However, there are instances in which the right to 

conscientious objections cannot be invoked: (1) when a pregnancy threatens a woman's life 

or health, regardless of gestational age; (2) in circumstances of life-threatening emergencies 

related to TOP services; and (3) ancillary personnel and staff involved in a patient's general 

care (32),(53). Any person who is not a medical practitioner or a registered midwife and 

performs or prevents the lawful TOP or obstructs access to a facility for the TOP on conviction 

of a crime faces a fine or incarceration for up to ten years (32). 

 

4.2.1 Facility-based health workers and other health workers 

Different studies pointed to a variety of factors that influence healthcare providers’ 

perceptions of abortion, including personal, moral, and religious beliefs. Abortion is perceived 

by some healthcare workers as a murder or a sin, whereas others see it as an important 

component of a woman’s right to reproductive autonomy, preventing abortion-related 

morbidity and mortality (5). 

In a study conducted among abortion providers in Gauteng and Limpopo Province, TOP 

providers reported experiencing judgmental attitudes from their co-workers and being called 
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names such as “murderers” and “baby killers.” Study participants provided examples of TOP 

providers who departed because they could not deal with stigma and discrimination from co-

workers and health facility managers (54). 

An evaluation undertaken by Ipas in 2018 yielded similar results, with providers claiming a 

hostile atmosphere in which they were humiliated, called names, and lacked support from 

co-workers; in some institutions, cleaning employees even refused to clean the procedure 

room (42). TOP providers stated that in certain instances, their colleagues discouraged and 

stigmatized clients from receiving TOP services and often refused to assist or offer services to 

TOP clients, despite receiving TOP training (42),(54). In different studies women corroborated 

this information. They reported a feeling of relative disempowerment as health providers 

frequently tried to discourage them undergoing TOP procedures (49), as well as being called 

bad names such as “killers, sinners and mother of devils”, and mocked as bad influences for 

other women in the community (51). Similarly, on the assessment conducted by Ipas, women 

reported health staff harsh attitudes, neglect of patients, and unpleasant, disrespectful 

behaviour, particularly toward young and/or unmarried women, as a key cause for women 

seeking unsafe abortions (42), and sometimes this mistreatment is perpetrated by other 

cadre not directly involved in TOP procedures such as administrative personnel and cleaning 

crew. Some pharmacists refuse to hand out abortifacients (30). 

Not uncommonly, women ended up terminating their pregnancies outside of the formal 

health system based on concerns about mistreatment and privacy (55). 

Some TOP service providers complained that medical assistance for TOP services was 

insufficient, with very few medical doctors available to help with emergencies, not to mention 

that not infrequently doctors declined to be labelled as TOP providers and sometimes 

delegated responsibilities for managing complications and second trimester TOP to nurse 

providers (54). 

The practice of conscientious objection is not standardized among TOP providers in the same 

health facility or between different health facilities. Harries et al. reported that some medical 

professionals assisted with the procedure and/or provided pre- and post-abortion 

counselling, including contraception, while others limited their involvement to 

responsibilities related primarily to pre-abortion care, such as abortion counselling or referral. 

In addition, some clinicians go so far as to refuse to deliver cervical priming agents, pain 

medicine, and other abortion-related medications (5). In a qualitative study to examine the 
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practice of conscientious objection and its effects, done in the Western Cape Province, it was 

discovered that there was a lack of knowledge about the scenarios in which health care 

personnel could use their right to refuse to render TOP or even assist in abortion services in 

most of the the assessed public health facilities. In other cases, providers refused to offer 

abortion services while being aware of the circumstances and constraints placed on 

conscientious objection, and the policies and processes for dealing with conscientious 

objection were neither formalized nor documented. The same study found that there is a lack 

of clear understanding among health care providers about the grounds on which 

conscientious objection can be claimed and the procedures (36). 

A qualitative study conducted in Western cape found that the practice of conscientious 

objections was more dramatic in rural areas, where entire health facilities refuse to provide 

TOP services. Some TOP providers believed that the objection of some health providers has 

nothing to do with moral beliefs, but rather with the health providers’ workload and the fact 

that they can simply object rendering the service. Some objectors started to perform TOP 

procedures when they were offered some kind of monetary incentive (30). 

In a qualitative study to explore the challenges of providing second trimester abortion 

services in public health facilities, gestational age emerged as a leading indicator of 

willingness to deliver services, and clinicians reported that it was more traumatic to manage 

an abortion conducted between 17 and 20 weeks than an abortion performed at 12 weeks or 

earlier. The physical and emotional reactions of providers toward later stage abortions, 

formed by the visual encounter with a more developed fetus, were a key feature in second 

trimester abortion discourse. Many providers found second-trimester abortions to be 

traumatic and, hence, chose not to participate in the second trimester abortion provision. 

With second trimester abortion possibilities, the scarcity of trained providers was 

exacerbated. Managers’ reported having a hard time finding medical doctors willing to render 

second trimester abortions, especially to perform D&E (47). 

The scarcity of skilled providers is evident throughout the country. The report of Ipas pointed 

out the lack of a clear succession plan to train and replace retiring physicians’, and as a 

consequence abortion providers face heavy workloads and a significant risk of burnout (42). 

While there is a general shortage of health care workers in South Africa, the shortage of 

abortion providers is especially visible due to the stigma associated with abortion provision 

(5). 
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The motivations for women seeking abortion have been investigated as potentially impacting 

clinicians' views and decision-making towards abortion services. In a qualitative study to 

explore providers’ perceptions, study participants reported seeing an unwanted pregnancy 

caused by rape or incest as a legitimate reason to obtain an abortion (5),(44). In a similar 

study, providers were found to be more sympathetic and supportive to a woman seeking an 

abortion due to congenital abnormalities since this was considered a legitimate medical 

reason for obtaining an abortion and something over which women had little control. 

Recognizing the difficulty of having a child with little financial resources or having to 

discontinue studies, most providers were compassionate and understanding of the situation 

and the difficulties connected with an unexpected pregnancy (5). 

Sneeringer et al. argued that pharmacists and pharmacy personnel may have moral objections 

to abortion and refuse to supply drugs, even if the client has a prescription. Pharmacists may 

be reluctant to counsel and inform women about abortifacients. Concerns about job security; 

ethical, moral, and religious concerns; fear of retaliation from anti-abortion groups; and 

attitudes that physicians, rather than pharmacy staff, should deliver such information are 

among the reasons given (56). 

 

4.2.2 Self 
 
WHO guideline - self-management of abortion 

The WHO guideline for abortion care recommends self-management of parts or all the 

abortion process for reasons linked to circumstances and preferences. It includes self-

evaluation of eligibility (determining pregnancy duration and stating out contraindications); 

self-administration of abortion medicines outside of a health-care facility and without the 

direct supervision of a qualified health worker; management of the abortion process; and self-

evaluation of the abortion's success. All individuals who self-manage medical abortion must 

also have access to correct information, quality-assured drugs, including those for pain 

management, the assistance of skilled health workers, and access to a health-care facility and 

referral services if they require or choose it (1). 

 

In South Africa, the legal limit for using abortion medicines at home is up to 10 weeks of 

gestation. Women are provided Mifepristone at the health facility, followed by home use of 



 20 

Misoprostol (43). No literature on women’s experiences with abortion self-management has 

been found. 

In a review of the literature conducted in several countries (with both legal and restrictive 

laws) to explore women’s experience with self-management of abortion, the authors found 

that most women who described their experiences with medical abortion preferred the ability 

to self-manage, while others voiced a wish for more medicalized care. Reasons included 

concerns about correct medicine administration, convenience, the ability to manage 

difficulties, having assistance during the process, and keeping privacy (57). 

 

4.3 “Where” are services provided? 

 
CTOPA - Health facility designated for TOP  

As stipulated by the national abortion decree, TOP can take place in designated facilities with 

the following criteria: (1) medical and nursing personnel; (2) operating room; (3) surgical 

equipment, supplies of intravenous and intramuscular medicines; (4) emergency 

resuscitation equipment and an emergency referral centre; (5) appropriate transport for 

emergency transfer; (6) inpatient facilities and equipment for clinical observation; (7) 

appropriate infection control measures; (8) safe waste disposal infrastructure; (9) 

communication equipment; and (10) approval of the Medical Executive Council (MEC) 

(29),(31),(32). However, any facility with a 24-hour maternity service that meets the first nine 

requirements may be eligible to provide TOP services for up to 12 weeks without the need 

for MEC approval (29). 

 

4.3.1 Primary care facilities, community outreach centres and High-level facilities  

The  report of the Amnesty International in 2013 found that out of 3880 public health facilities 

designated to provide TOP  services, fewer than 50% were providing first- and second- 

trimester TOP (58), the main reason cited was the unregulated objection by healthcare 

providers and managers to rendering TOP services (40). 

According to the national guideline for implementation of the CTOPA, clients requesting the 

service should enter the health system at the primary care level. The first trimester TOP 

should take place at a primary health care facility that meets minimum criteria. Second 
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trimester TOP should take place at district or at a specialist level (secondary hospital or 

appropriate service with specialist backup) (43). 

Women living in rural areas struggle to access safe abortion care. The rural areas are served 

by only 12% of the national medical doctors and 19% of the nurses (40). Many women seeking 

second-trimester abortions are turned down by public health facilities. According to a 2015 

study conducted in Cape Town (Western Cape Province), 20% of women wanting TOP in their 

second trimester of pregnancy were denied this service (59). Another study conducted in 

Gauteng and the Northwest provinces found that only 77% of the designated facilities on the 

national database were providing TOP services. The reported reason was human resources 

scarcity, deficiencies of the health system as well as lack of management support. The health 

professionals claimed that insufficient management support and the delayed or non-supply 

of essential equipment led to the perception of a debilitating work environment. Due to the 

absence of management support for TOP services, managers were often hesitant to hire 

personnel or acquire equipment and supplies for TOP service delivery (54). Some managers, 

for example, were unaware about the timing of TOP services, the average number of clients 

seen per day, the sort of psychological support TOP providers get, if any, and the distinction 

between first- and second-trimester protocols (40),(42),(54). 

 

4.3.2 Pharmacy 

In a review of studies conducted in Africa, Asia, and Latin America, the authors concluded that 

regardless of the setting (liberal or restrictive), whenever women want to end an unwanted 

pregnancy, they seek guidance at pharmacies. There was a lack of awareness and knowledge 

concerning medical abortion among pharmacy employees, which was frequently worsened 

by the fact that Misoprostol is not registered or labeled for abortion in some countries. Even 

pharmacists and pharmacy staff who were eager to provide information and sell 

pharmaceuticals frequently provided incorrect or inadequate information to consumers 

about the mode of administration, doses, side effects, and gestational restrictions for 

medications used for medical abortion (56). 

In the RSA, abortion medication is safely available in public facilities and is subject to 

prescription; however, there is a plethora of sellers providing medication without a 

prescription (60). 
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4.4 “How” are services delivered? 
 

4.4.1 Integration within health system and Links to other services  
 
 

WHO abortion care guidelines - service integration 

To offer quality care, health facility services should be accessible to adolescents, gender 

minorities, persons with disabilities, and any other vulnerable or marginalized populations. 

Services should be integrated with other pertinent care, such as HIV testing and treatment, 

contraception, and other sexual and reproductive health services, as well as support services 

for victims of gender-based violence. Abortion must be integrated into primary health care to 

facilitate both abortion access and the realization of universal health coverage (1). 

 
 

To request TOP services, women should enter the health system through the primary 

healthcare level. The health facility assesses and refers women (if needed) to the closest 

facility providing TOP at the individual's gestation according to the referral algorithm. As per 

the national guideline for implementation of CTOPA, regular laboratory testing is not a 

requirement for TOP services and should not delay the TOP procedures. Depending on the 

specific risk factors or results of the physical examination, some tests might be carried out: 

Haemoglobin, Rhesus testing, HIV counselling and testing, sexually transmitted infections, 

cervical cancer screening, etc. are a few examples; additionally services should be able to 

identify any issue that make women seeking abortion vulnerable such as being victims of 

domestic abuse, or gender-based violence, etc and refer to appropriate services for support 

(43). 

 
4.4.2 Commodities  

In the RSA, TOP services are provided free of charge in public sector health care facilities that 

have been accredited by the National Department of Health (5). 

In a cross-sectional study conducted in health facilities in Gauteng and the Northwest 

Province, the healthcare workers pointed to the absence of an enabling environment, which 

included medicine shortages, malfunctioning or unavailable equipment, particularly sonar 

machines, a lack of working space, and staff shortages. They stated that it was not unusual 
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that healthcare workers providing TOP services had to share workspace and/or sonar 

machines with other units, and that they were sometimes required to transport clients to 

other units to perform sonars (54).  

Harries et al. outlined that there was a lack of infrastructure and trained staff to meet the 

demand of TOP services as some of the challenges of providing second trimester abortion 

care in public health facilities (47).  

Different studies conducted in the RSA found that human resources are one of the most 

critical challenges. The problem with human resources ranges from a deficiency of trained 

providers to the unwillingness of trained providers to assist women seeking TOP. TOP 

providers resigning or retiring without being replaced, and nurses being transferred to other 

health programs or sent for training to assist other programs (such as primary health care) 

since TOP services were not deemed a priority. In other situations, women had to wait until 

the TOP doctors returned from sick leave before obtaining an abortion, which was distressing, 

and respondents felt that this increased provider workload (54),(59). 

In a study to assess the quality of the structure of CTOP services in public health facilities in 

Gauteng province, managers and professional nurses/midwives had different opinions about 

the structure of the health facilities. With 50% of managers indicating that the space for 

rendering CTOP services was enough to allow for the delivery of quality and safe services, 

68.5% of nurses found the space inadequate; 85% of the managers reported that the CTOP 

unit was not well-ventilated, while 68.5% of the nurses agreed it was the case. When 

questioned about staffing, 53.9% of managers said enough professionals were allocated to 

TOP units, while 75% of the nurses felt the TOP units did not have enough staff. However, 

when asked about the equipment, there was no difference in the opinions of managers and 

nurses, approximately 40% of them agreed that the equipment available was not enough (61). 
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4.4.3 Context-specific service-delivery approaches 

Mobile health services 

The South African health system has mobile health services available. With the majority 

engaged on HIV/AIDS, women’s health, and children’s health (62). 

More recently, efforts have been made to use this technology to improve abortion services 

in the country. In 2014, a study was conducted in two health facilities in Cape Town to 

evaluate the feasibility of mobile health technology approaches to calculate gestational age. 

In the pilot study, 90% of women found the online gestational age calculator easy to use, 86% 

believed in its accuracy, and 94% found it helpful (63). 

Another study was conducted to assess the feasibility and efficacy of text messages to instruct 

women through medical abortion and family planning information. About 97.9% of the 

women reported that the text messages helped them through medical abortion, and 85% of 

women found the family planning information useful, especially as a reminder to take their 

contraception pills (64). 

In a randomized controlled trial, the authors assessed the efficacy of computerized text 

messages in reducing anxiety and pain and informing women undergoing medical abortions 

about the symptoms they may feel. The authors found that the text message intervention 

decreased women's anxiety and emotional stress. Most women (98%) said that the messages 

supported them throughout the TOP process and that they would suggest it to a friend. Thus, 

the authors concluded that text messages sent after the ingestion of abortion pills could 

benefit women having a medical abortion in controlling their symptoms (65). 

 
Telemedicine 

In 2020, the Marie Stopes Institute, a non-profit provider of services related to sexual and 

reproductive health, launched a telemedicine service channel to give access to safe abortions 

during the COVID-19 pandemic. At first, the services were provided by the organization's clinic 

nurses, but more recently, telemedicine hubs with specialized telehealth medical staff have 

been made accessible in Cape Town and Sandton (in the Western Cape and Gauteng 

provinces, respectively). There was an option to have a package sent or picked up. The 

package included Mifepristone, Misoprostol, a pregnancy test, a brochure with instructions 

and aftercare information, and analgesics. However, there have been some reported 

difficulties, including: (1) a preference for face-to-face services; (2) logistical delays in package 



 25 

delivery; (3) challenges getting written informed consent; and (4) challenges calculating the 

gestational age as some clients did not know their date of last period (66). 

A randomized clinical trial was carried out between 2020 and 2021 to evaluate the efficacy 

and acceptability of a modified telemedicine technique for abortion. In the telemedicine 

group, 95.4% of the women underwent full abortions, compared to 96.6% of the women 

receiving conventional treatment. Endler et al. found that, in terms of effectiveness, safety, 

adherence, or satisfaction, online consultation and instruction for medical abortion and self-

management of abortion at home were equivalent to in-clinic conventional abortion care 

(67). 
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5. Discussion  

This literature identified several barriers and facilitators that women encounter when seeking 

TOP services in the public health system in the RSA. The barriers and facilitators were 

identified at the level of health providers, services provided, and where and how abortion 

services are delivered. The following discussion will cover the main barriers and facilitators 

found and will explore key strategies that might be implemented to improve abortion care 

services in South Africa. 

 

Abortion-related stigma seems to play a huge influence on the quality of care of abortion 

services. Its influence can be seen at various levels, including the providers and leadership. At 

the leadership level, there seems to be a lack of will to improve the quality of care. There is a 

shortage of health providers, inefficient supply chain management, a shortage of 

commodities, and an incorrect practice of conscientious objection. These are elements that 

require good leadership and management to be addressed. Another factor that reiterates 

that is the fact that the country had its first national guideline for CTOPA more than 20 years 

after the legalization of abortion. Before that, the only guideline available and used by many 

health facilities was the guideline of the Western Cape DoH. 

At the level of providers, the literature demonstrated objections to performing TOP as well as 

to providing analgesics for pain management. Knowledge about the correct practice of 

conscientious objection seems to be limited among health providers. They frequently fail to 

provide other TOP package services and refer women to other health facilities to obtain the 

services. The discrimination does not occur only from providers to clients, but also between 

providers or other cadres and TOP providers. Because of it, some providers refuse to perform 

TOP or to work in abortion services, worsening even more the problem of a shortage of 

workers. 

The WHO recommends the participation of other health workers (not only medical doctors 

and nurses/midwives) for the provision of some services in the abortion package. There is no 

evidence of the role of community health workers and pharmacists in the RSA. 

Another recommendation of the WHO is self-management of abortion. In the RSA, this topic 

is highly debated among TOP providers. Some believe that women should not self-manage 

abortion, while others defend it as a way of empowering women. Self-management of 
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abortion requires a permissive law, an accepting health system, and supportive health 

professionals; otherwise, it may remain the privilege of those who find out how to do it safely. 

Even in developed settings such as Great Britain, where abortion has been legally available 

for just over 50 years, health professionals are sceptical about the idea of women self-

managing abortion. The evidence of women’s experiences with abortion self-management is 

limited. However, in a qualitative evidence synthesis of countries with liberal and restrictive 

laws, some women preferred this method due to its convenience and the possibility of having 

the support of their loved ones, but the opposite was also found. Some women were not sure 

when the process was completed or how they could manage a complication in case they 

encountered one (57). Nevertheless, women should have the right to choose among the 

different available options. 

 

Another barrier that women encounter on their pathway to abortion care is the unavailability 

of commodities. To meet the demand for abortion services, the chain supply management 

system appears inefficient. The literature illustrated a shortage of abortifacients, 

contraception, and equipment in some health facilities. The shortage of abortifacients limits 

the right of women to choose a TOP method according to their preferences. Some health 

facilities did not have the contraception packages integrated into their abortion services; 

consequently, women had to be referred to other facilities to obtain contraception. It 

prevented them from starting contraception right away, as it implied traveling to another 

facility, booking an appointment, and perhaps facing financial hardships as there are extra 

costs involved. Similarly, evaluations conducted in seven different regions of the world 

concluded that postabortion counseling and contraceptive services were usually missing in 

abortion services, despite the fact that it is well known that access to these services is crucial 

to reducing unintended pregnancy (70). 

 

Regarding the availability and accessibility of information, the literature has shown a large 

amount of knowledge about the abortion law among women and health providers in South 

Africa; however, there is a knowledge gap among both women and health providers about 

the correct practice of conscientious objection and the obligation to refer women to another 

health facility to obtain the services. 
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Moreover, the literature has evidenced that women recognize the symptoms and signs of 

pregnancy late, suggesting a limited knowledge of sexual and reproductive health. This is one 

of the main reasons why so many women have abortions in the second trimester: they wait 

too long to get help. 

In terms of service delivery approaches in the country, there was evidence of evaluation and 

implementation of other models to improve abortion services and make TOP more 

convenient and pleasant. However, it is important to evaluate the feasibility and sustainability 

of these models and adjust them to the different settings of the country. Telemedicine was 

recently added to the WHO recommendations as an alternative to an in-person appointment. 

Telemedicine could be convenient in a setting where women have to travel long distances, 

such as in rural areas. Despite some logistical constraints, these models are well accepted 

among women seeking abortion care in the RSA. In the United States of America, this modality 

has been reported to be very useful because it alleviates women’s problems with logistical 

arrangements such as taking time off from work, finding childcare and company, traveling 

long distances, and other arrangements required for in-facility abortions. Not to mention the 

comfort and privacy (71). 

 

Relevance of the framework 

To the best of my knowledge, this thesis is one of the first to use this new framework to assess 

the health system for abortion care in the RSA. The framework proved to be effective for 

analyzing the health system's barriers and facilitators. It could be because the centerpiece of 

this framework is the health system. Nevertheless, the framework does not allow for the 

analysis of important factors at the community level, such as socio-cultural factors and stigma, 

which have a huge influence. 

 

Limitations  

This thesis is not without limitations. Throughout the presentation of the results, the barriers 

are more emphasized than the facilitators. This is probably because of the tendency to 

identify problems. However, some facilitators have been identified. 

There was no specific information found about the financing of abortion services. However, 

general information about health financing is provided in the background chapter. 
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Evidence was scarce in many areas of the country, especially in rural areas, and the 

information gathered came mainly from the same provinces (Gauteng and the Western 

Cape). 

Information related to places where abortion should be provided (primary health facilities, 

community health centers, etc.) was not disaggregated by different levels of health facilities 

in most studies, as the framework requires. Finally, no evidence was found among the 

vulnerable population. 

The data limitation could have been avoided if another method to triangulate the information 

had been used. Unfortunately, this constraint was not anticipated. 
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6. Conclusion and Recommendations  

The literature identified both barriers and facilitators, although barriers were more 

prominent. The results found demonstrate that legalization is not enough. Effective abortion 

access initiatives must be carefully planned, strategically executed, and routinely monitored 

and reviewed. A coordinated national effort to improve abortion education and service 

delivery is required, involving the public and private sectors, the provincial DoH’s, research 

institutions, and nongovernmental health organizations. 

The country has a national guideline for CTOPA in place, a clear pathway for abortion services 

within the health system, a referral mechanism, and TOP services provided at no cost; 

however, the health system needs some adjustments in relation to the health workforce and 

their attitudes, commodities, and supply chain management to create an enabling 

environment for comprehensive abortion care that meets women’s needs and preferences. 

 

6.1 Recommendations:  
 

1. The CTOPA as well as the providers and facilities authorized to provide TOP should be 

made universally known to health professionals, policymakers, women, and the 

population at large. The act should be part of the curriculum of health professionals’ 

training. For women and the general population, it could be by using social media as 

a tool and through lectures in the community and schools. The provincial DoH’s can 

launch awareness campaign in each province. 

2. Inform women and the general community about the availability of free abortion 

services in the public health sector and educate them on sexual and reproductive 

health so women can learn to prevent pregnancy, identify early signs of pregnancy, 

and understand the risks of unsafe methods of TOP. It could be through lectures or 

workshops in the community and at school; counselling, curriculum-based lessons, 

and social media. It is also important to address stigma related to abortion. Values 

clarification workshops in the community should also be conducted to address socio-

cultural values and stigma around abortion. 

3. Develop more evidence on women’s and their partners’ experience and preferences 

related to safe abortion care in the RSA and strengthen abortion services to meet the 

preferences and needs of women.  
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4. Strengthening the health system’s capacity by increasing the workforce, especially in 

areas with unmet needs. It is important that DoH destigmatize working in TOP 

services. 

5. Regular training on values clarification is needed to address stigma and bias among 

policymakers, decision-makers, managers, health professionals, and community 

health workers. 

6. Ensure the implementation of the national guidelines for TOP and the practice of 

conscientious objection throughout the country. Develop tools to conduct regular 

monitoring and evaluation at the abortion care services and ensure that the guidelines 

are systematically revised to incorporate updated recommendations and evidence-

based information.  

7. Enhance the supply chain management of abortifacients, pain medications, and 

equipment procurement: stablish a pull system that gives each facility a line of credit 

to purchase high-quality medicines at low cost, improve the distribution network, 

develop efficient tools to optimize stock control, and if not already in place, create a 

supply chain council dedicated to abortion services. 
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