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Abstract

Background In 2019, the World Health Organization identified improving access to safe abortion as an important
priority toward improving sexual and reproductive health and rights and achieving Sustainable Development Goals.
One strategy for addressing this priority is strengthening access to medicines for medical abortion. All 11 countries
in the South-East Asia Region have some indications for legal abortion and permit post-abortion care. Therefore,
strengthening access to medical abortion medicines is a reasonable strategy for improving access to safe abortion
for the Region.

Methodology We applied an adapted version of an existing World Health Organization landscape assessment proto-
col for the availability of medical abortion medicines at the country-level in the South-East Asia Region. We collected
publicly available data on the existence of national health laws, policies, and standard treatment guidelines; inclusion
of medical abortion medicines in the national essential medicines list; and marketing authorization status for medi-
cal abortion medicines for each country and verified by Ministries of health. The findings were once more presented,
discussed and recommendations were formulated during regional technical consultation workshop. Each country
teams participated in the process, and subsequently, the suggestions were validated by representatives from Minis-
tries of Health.

Results Few countries in the Region currently have national policies and guidelines for comprehensive safe abor-
tion. However, either mifepristone-misoprostol in combination or misoprostol alone (for other indications) is included
in national essential medicines lists in all countries except Indonesia and Sri Lanka. Few countries earmark specific
public funds for procuring and distributing medical abortion commaodities. In countries where abortion is legal,
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and indicated areas for support.

abortion medicines, WHO South-East Asia Region

the private sector and NGOs support access to medical abortion information and medicines. Several countries
only allow registered medical practitioners or specialists to administer medical abortion.

Conclusion Following this rapid participatory assessment and technical consultation workshop, the World Health
Organization South-East Asia Regional Technical Advisory and Sexual and Reproductive Health and Rights technical
committee recommended priority actions for policy and advocacy, service delivery, and monitoring and evaluation,

Keywords Access model, Comprehensive abortion care, Medical abortion, National essential medical list, Medical

Plain Language summary

The World Health Organization suggests improving
access to safe abortion to reduce maternal deaths. All
11 countries in the Region permit abortion for some
indication. A safe and effective way to end a pregnancy
is medical management of abortion with mifepristone
and misoprostol pills, or just misoprostol. We reviewed
global, regional, and national policy documents, guide-
lines, training materials and data about the use of medical
abortion medicines in South-East Asia and then con-
firmed the results in a technical consultation workshop
with key stakeholders from each country in the Region.
We found that about half of the countries had national
policies and guidelines related to safe abortion care. Mis-
oprostol is included in the national Essential Medicines
Lists in all countries except Indonesia and Sri Lanka.
There is no standardized forecasting of resources needed
for medical abortion medicines within health budgets in
any of the countries except India and Nepal. Most coun-
tries only allow registered medical practitioners or spe-
cialists to provide medicines for medical abortion. To
improve access the medical abortion medicines in the
Region the World Health Organization recommended
specific actions that should take priority.

Background

The rate of unintended pregnancy in South-East Asia
declined by 21% between 1990-1994 and 2015-2019.
During the same period, the abortion rate increased by
21% [1]. Further, the proportion of unintended pregnan-
cies ending in abortion in the region increased from 42
to 65% [1]. Abortion is responsible for approximately 7%
of maternal deaths in South-East Asia [2]. In 2019, World
Health Organization’s (WHO) South-East Asia Regional
Technical Advisory Group (SEAR-TAG) and sexual and
reproductive health and rights (SRHR) technical com-
mittee identified improving access to safe abortion as
an important priority for the region toward improving
SRHR and achieving Sustainable Development Goals
(SD@Gs). Among the recommended strategies for address-
ing this priority was strengthening access to medicines
for medical abortion (MA).

Although the context for abortion varies in the 11
countries of the Region, all countries have some indi-
cations for legal abortion and permit post-abortion
care. All 11 countries in the WHO South-East Asia
Region (SEAR)—Bangladesh, Bhutan, Democratic Peo-
ple’s Republic of Korea (DPR Korea), India, Indone-
sia, Maldives, Myanmar, Nepal, Sri Lanka, Thailand,
and Timor-Leste — legally permit abortion to save a
woman’s life [3, 4]. Bhutan, India, Maldives and Thai-
land additionally allow abortion for a wider range of
indications, such as preserving a woman’s physical
or mental health, in case the pregnancy is a result of
rape or incest, or for fetal impairment or abnormality.
Nepal has the most liberal indications for abortion in
the Region permitting abortion upon request up to 12
weeks’ gestation. Bangladesh has provisions for men-
strual regulation and post-abortion care during first
trimester of pregnancy [4]. Therefore, strengthening
access to MA medicines is a reasonable strategy for
improving access to safe abortion for all the countries
in the Region.

MA, the termination of pregnancy using medication, is
a method of abortion recommended by the WHO [5, 6].
The WHO suggests that MA medicines, mifepristone, and
misoprostol, be included in National Essential Medicines
Lists (NEMLs), registered, marketed, and made avail-
able in private, public, and non-governmental sectors
in countries according to the specific context. Indeed in
2005, MA medicines were placed on the WHO comple-
mentary model list and later, in 2019, added to the core
list of the WHO Model List of Essential Medicines [7]. To
strengthen access to MA medicines, understanding the
existing regional context of their availability is critical.

As part of an overall effort to improve access to all
medicines in the Region and toward a health systems
approach to expanding and upscaling access to MA, we
undertook a rapid participatory assessment and techni-
cal consultation workshop to understand the existing
availability of MA medicines in the SEA Region. The
SEAR-TAG suggested broad stakeholder engagement
and data triangulation among ministries, national pro-
fessional associations, and the WHO to assure regional
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commitment and robustness of the evidence. Our rapid
participatory assessment and technical consultation
workshop was also designed to promote stakeholder
dialogue and to identify priorities for action in the SEA
Region. This paper reports on the process and findings of
the rapid participatory assessment and technical consul-
tation workshop on the availability of MA medicines in
the SEA Region.

Methods

We applied an adapted version of an existing WHO land-
scape assessment protocol for the availability of MA
medicines at the country-level in the SEA Region [8].
The original WHO country assessment protocol includes
five steps: 1) adaptation of an availability framework, 2) a
desk review including a literature review and online data
gathering, 3) country-level key informant interviews, 4)
analysis of the data to identify barriers and opportunities
to improve MA availability, and 5) validation of findings
by a technical advisory group. This protocol was previ-
ously used in an assessment of eight countries conducted
by the UNDP-UNFPA-UNICEF-WHO-World Bank Spe-
cial Programme of Research, Development and Research
Training in Human Reproduction in 2020 [9]. However,
given that the aim of this assessment in the SEA Region
was to inform a regional dialogue rather than to conduct
in-depth national assessments, a technical advisory group
was convened, including the Family, Gender Life Course
and Essential Drug and Medicine Unit in the WHO SEA
Regional office, to adapt the methodology.

For the SEA Region, the adapted protocol relied on a
desk review of publicly available data that was later veri-
fied by in-country stakeholders and a regional technical
consultation workshop to validate and discuss the find-
ings and develop priorities for actions. Given the vari-
ability of available data for countries in the Region, the
technical advisory group decided to collect data on a
small selection of reliable key indicators for MA medi-
cines. These were: availability of national health laws,
policies and standard treatment guidelines; inclusion in
the NEML; and marketing authorization status.

As part of the desk review, we searched trustworthy
publicly available databases, such as the Global Abortion
Policies Database [4] and the MEDAB Medical Abor-
tion Commodities Database [10], and reviewed appro-
priate documents, such as NEMLs, and national policy
and procurement guidelines to develop an overview of
MA access and availability for each of the 11 countries
in the Region. Data collection took place between April
and July 2020. For each country, the information gath-
ered in the desk review was compiled into a structured
document (Appendix 1) and shared with program man-
agers in the relevant WHO country office for verification.
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WHO country office program managers further shared
the documents with local Ministries of Health (MOHs).
Overall, twenty-eight program managers and national
professional officers in the Reproductive Health and
Drug Administration units in MOHs across the Region
verified and provided additional information about avail-
ability of and access to MA in country.

Findings from the desk review and responses to the
structured documents from each country were compiled,
analyzed manually, and presented at a regional techni-
cal consultation workshop in November 2020. Approxi-
mately 40 stakeholders engaged in family planning and
reproductive health, maternal health, supply chain man-
agement and drug regulation from MoHs and National
Drug Regulatory Agencies in the 11 SEA Region coun-
tries, in collaboration with Essential Drug and Medicine
and Health System team from the WHO SEA Regional
Office, participated in the virtual meeting to validate the
assessment findings and agree upon recommendations.
Below, we describe the findings from the desk review and
the discussions and recommendations arising from the
technical consultation workshop.

Results

We received responses to the structured document from
eight of the 11 countries (Bangladesh, Bhutan, Indonesia,
Maldives, Myanmar, Nepal, Sri Lanka, and Timor-Leste),
and a further two countries provided responses during
the regional technical consultation workshop (India and
Thailand). The WHO Country Office for DPR Korea pro-
vided information for the desk review.

National health laws, policies, and standard treatment
guidelines

Our desk review of national reproductive health policies,
standard treatment guidelines for safe abortion care and
post abortion care, and training manuals for safe abor-
tion or post abortion care for each country revealed that
it was often difficult to access these documents or deter-
mine whether these documents existed, particularly in
restrictive legal contexts.

Not all countries in the Region currently have compre-
hensive national policies and guidelines in place for safe
abortion (Table 1). Comprehensive abortion care guide-
lines for safe abortion care existed in Bangladesh, DPR
Korea, India, Maldives, Nepal, and Thailand. Bhutan,
Indonesia, Myanmar, and Sri Lanka only had guidelines
for post-abortion care. Maldives and Timor-Leste did not
have either a safe abortion guideline or a post-abortion
care guideline (Table 1).

Stakeholders participating in the technical consulta-
tion workshop supported the finding of availability of
national guidelines for comprehensive abortion care that
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Table 1 Inclusion of MA in national policies and guidelines related to reproductive health

Country Reproductive Health policy/ Guideline on safe abortion  Guideline on Post Abortion  Training manuals
strategy/guideline care Care

Bangladesh Not included included Not included Not included
Bhutan Not included Not included included Not included
DPR Korea Not included Included Not included Included
India Included Included Not included included
Indonesia Not included Notincluded included Not included
Maldives Not included included included Not included
Myanmar Not included Not included included Not included
Nepal included included Not included Not included
SriLanka Not included Not included included Not included
Thailand Not included included Not included Notincluded
Timor Leste included Not included Not included Not included

are evidence based, regularly updated, and provide the
necessary guidance to achieve equitable access to quality
care. Where guidelines, policies and/or strategies exist,
stakeholders agree that increasing awareness among rel-
evant government agencies, providers and the public is
critical to increasing access and minimizing the use of
unsafe methods. Where the legal context is restrictive, an
enabling policy and regulatory environment is necessary
for ensuring that women who are legally eligible have
access to safe abortion care and MA medicines.

Inclusion in national essential medicines lists

We collected information on the inclusion of mifepris-
tone, misoprostol, and the combi-pack (mifepristone
200 mg+ misoprostol 200mcg) in the NEMLs of each
SEA Region country. For misoprostol, we reported on
all formulations, including the 100-mcg formulation
which is used for other obstetric indications, such as

Table 2 National EML status of MA medicines in SEA Region

prevention or management of post-partum hemorrhage
among others. Therefore, our analysis includes mis-
oprostol formulations that may not be indicated for use
in MA (Table 2).

Although mifepristone and misoprostol have been
included in the WHO Model List of Essential Medi-
cines for several years [7], of the 11 SEA Region coun-
tries, only Bangladesh has included mifepristone,
misoprostol, and the combi-pack in its NEML. In addi-
tion to either mifepristone and misoprostol, the combi-
pack is also included in the NEMLs of only Nepal, and
Thailand. None of the medicines have been included in
the NEML for Indonesia, although at the time of the
study, misoprostol 200 mcg and 100 mcg were under
review for inclusion. The remaining countries in the
SEA Region have one or more of the compositions
included in their NEML (Table 2).

Country Mifepristone 200mg Misoprostol 200mcg/100mcg Combi-pack (Mifepristone
200mg + Misoprostol
200mcg)

Bangladesh (2016) v v v

Bhutan (2018) X v X

DPR Korea (2019) X v X

India (2015) v v X

Indonesia (2019) X Application under review X

Maldives (2018) v v X

Myanmar (2016) X v X

Nepal (2016) X v e

Sri Lanka (2014) X X X

Thailand (2019) X X v

Timor Leste (2015) X v X

Included in NEML v Not included in NEML x
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Marketing authorization status

Figure 1 illustrates the number of MA products that
have been granted approval and registered for market
in each of the SEA Region countries. Bangladesh, India,
and Nepal have the greatest number of MA products
authorized for the market (Fig. 1). Among the remain-
ing countries, DPR Korea and Indonesia have not granted
market authorization for any of the essential MA medi-
cines to be used within their respective jurisdictions. In
five other countries, namely Bhutan, Maldives, Myan-
mar, Sri Lanka, and Timor-Leste, the regulatory authority
has granted market authorization solely to misoprostol.
Stakeholders attending the technical consultation work-
shop highlighted that in addition to the lack of avail-
ability of legally registered products, many countries
struggle with the challenges associated with presence of
falsified and illegally supplied MA medicines and require
increased regulation.

Financing, procurement, and distribution

In conjunction with the varied market authoriza-
tion status of MA medicines, countries have adopted
diverse approaches to public financing, procurement,
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and distribution needed to ensure the broad accessibil-
ity of these medicines to the general public. In Bang-
ladesh there is no public financing, procurement, or
distribution of medicines for MA. However, it is note-
worthy that misoprostol is procured for alternative
obstetric indications. Similarly in Bhutan, there is no
public procurement of MA medicines, apart from mis-
oprostol, which is procured for alternative purposes.
Although there is no specific budget for MA medicines
in DPR Korea, misoprostol, for other uses, is centrally
procured and distributed to government hospitals. In
India, states procure and distribute MA medicines, as
part of the National Health Mission budget, to hospi-
tals and registered health facilities at the sub-district
level. There is no public budget, procurement, or dis-
tribution of MA medicines. In Maldives, misoprostol is
procured centrally and distributed in designated gov-
ernment hospitals. Misoprostol is procured for active
management of third stage of labor and prevention
of postpartum hemorrhage through the government
annual budget in Myanmar. There is no specific budget
or financing for MA medicines in the country, but mis-
oprostol is widely available. In Nepal, funding for MA
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Fig. 1 Number of market authorized MA medicines in countries of the Southeast Asia Region. *Note: these are actual numbers. Legend:
Misoprostol 100/200mcg (Blue colour in the graph). Mifepristone 200 mg (Green colour in the graph). Combi pack (Mifepristone

200 mg + Misoprostol 200mcg) (Yellow colour in the graph)
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medicines is decentralized to municipal level health
facilities. Medicines are stocked and dispensed at
approved health facilities. There is no public budget or
procurement for MA medicines in Sri Lanka. In Thai-
land, there is centralized procurement of MA by spe-
cific public hospitals. In Timor Leste, there is no public
procurement of MA medicines.

Stakeholders during the workshop reported that there
is no standardized forecasting of service requirements
and specific provisions for MA medicines within health
budgets in any of the countries except India and Nepal.
The consultation additionally revealed that there was no
incentive in the countries in the Region to support the
private sector to expand distribution.

Access models used across countries

Although MA regimens are safe and can be managed by
a broad range of health workers at primary care level, in
the SEA Region, who is authorized to provide services is
heavily regulated, limiting access. In most countries, reg-
istered medical practitioners and/or specialists, such as
obstetrician-gynecologists, with specific experience and
training can provide MA, as is the case for India, Bang-
ladesh, Myanmar, and Sri Lanka. Nepal allows skilled
birth attendants and auxiliary nurse midwives to pro-
vide MA after undergoing abortion care training and
being certified as MA providers. India, Nepal and Thai-
land permit pharmacies to dispense MA with a prescrip-
tion, while Bhutan allows trained nurses to conduct post
abortion care in addition to medical practitioners and/or
specialists.

In India, Nepal, and Thailand private sector and non-
governmental organizations (NGOs) also support access
to MA information and medicines. Availability of MA
medicines in private pharmacies is very low across the
Region, except in a few countries such as Nepal and
India. Despite restrictions, some NGOs are also working
towards providing improved access to MA both directly
and indirectly. Participants in the technical consulta-
tion workshop recommended that, for countries such
as Bangladesh, Bhutan and Timor Leste, existing strong
social marketing organizations and NGO networks
should be leveraged to expand access to information and
services.

To expand access to points of care, key stakeholders rec-
ommended advocacy to increase awareness of national
guidelines on safe abortion, the availability of MA medi-
cines, regular training, and mandated certification for
service providers. They furthermore suggested widening
the geographic coverage of provision to include all public
facilities and hospitals, as in the cases of DPR Korea and
Thailand, and urban low-income settlements, rural areas
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and underserved areas through pharmacies and a broader
range of health care workers, for example, in India.
Countries in the Region can also learn from successful
access models in other countries. For example, in India,
Nepal, and Thailand the private sector and NGOs sup-
port access to MA information and medicines. In India,
91% of MA occurs outside of facilities [9, 11]. In Mal-
dives MA is fully covered by the social insurance scheme.
Another example of an innovative approach to expanding
access is the inclusion of the menstrual regulation pro-
gram in the family planning service in Bangladesh. Other
countries in the Region can learn from these models.

Discussion

This rapid participatory assessment and technical con-
sultation workshop was designed as a first step toward
strengthening regional commitment to ensuring access
to MA in South-East Asia. However, our approach was
somewhat limited. First, the adapted version of the WHO
landscape assessment protocol for availability of MA
medicines used in this rapid assessment did not include
key informant interviews and did not allow for the col-
lection of in-depth information at the country-level. We
relied exclusively on publicly available data and infor-
mation from brief interactions with stakeholders in the
technical consultation workshop. Nevertheless, this rapid
assessment provides a coherent overview of the availabil-
ity of MA medicines in the SEA Region and ignited active
engagement of relevant stakeholders in data collection,
validation and in determining priority strategies.

Overall, we found that legal abortion in the Region
is mixed and, in many cases, quite limited. Such legal
restrictions hinder access for people seeking services and
act to fuel abortion stigma [12]. Restrictive legal envi-
ronments have also been strongly associated with an
increase in unsafe abortions and maternal mortality in
low-middle-income countries [13]. Improved awareness
of existing policies, guidelines and strategies is important
to promote safe abortion care in SEA Region. Stakehold-
ers participating in the technical consultation workshop
added that this variation in the existence of abortion
laws, policies and standard treatment guidelines across
countries has resulted in limited access, poor quality of
care and persistent abortion stigma in the Region.

All countries in the Region permit MA for legal abor-
tion but few include medicines designated for MA in
their NEMLs. The countries with liberal legal provi-
sions—India, Nepal, and Bangladesh—have a greater
number of quality-assured MA medicines authorized for
the market. Registration of multiple sources of products
for each medicine will ensure sustainable access [9]. In
the technical consultation workshop, stakeholders were
clear that advocacy efforts should be directed towards
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inclusion of all MA medicines in the NEMLs of all the
countries in the SEA Region.

Even though MA medicines are low-risk, simple to
administer and can be safely managed by health workers
[5, 14] some countries continue to impose restrictions
that create significant barriers to access. Task sharing,
and the potential use of telemedicine is recommended
to improve access to comprehensive abortion care ser-
vices including MA. For the public sector, MA medicines
should be accessible to non-physician providers, such as
nurses and midwives as per the guidelines [5, 14]. Simi-
larly, for the private sector, countries may consider access
through certified pharmacists where regulation allows.

Stakeholders attending the technical consultation
workshop participated in a live poll to put forth recom-
mendations and potential strategies based upon the
assessment findings. The results of the live poll showed
that 89% of participants thought that advocacy for poli-
cies to support the availability and use of MA within
the country’s abortion legal context were required for
improving access to MA medicines in the country. About
40 percent of stakeholders in the technical consultation
workshop thought that encouraging market authoriza-
tion of a greater number of products was essential for
improving access to MA medicines in the Region. Close
to half (44%) of participants supported strengthening
procurement and logistics for MA medicines. Further-
more, a third suggested enhancing budgeting and financ-
ing for MA medicines. They also recommended that
MOHs centrally forecast, budget specifically for, procure
and distribute all MA medicines for permitted uses.

Forty-one percent of stakeholders in the technical con-
sultation workshop believed that all approved MA medi-
cines should be included in the NEMLs of countries in
the Region regardless of the legal context. For example,
the inclusion of MA medicines, mifepristone, and mis-
oprostol, in the NEML of the Maldives was identified
as an example of a strategic and innovative approach to
advancing access to safe abortion and MA in a restrictive
context. At the technical consultation workshop, 44% of
stakeholders desired expansion of point of care access.
Where policy support exists, wider distribution should
follow. SEA Region countries tend to have extensive
networks of health centers, remote health posts, mobile
clinics, and community health workers already providing
reproductive health services and could add MA to their
existing services.

Following this rapid participatory assessment and tech-
nical consultation workshop, the SEAR-TAG and SRHR
technical committee recommended priority actions for
policy and advocacy, service delivery, and monitoring
and evaluation, and indicated areas for support. They
suggested strengthening engagement with MOHs and

Page 7 of 8

professional associations to bolster legal frameworks
and policies that improve access to safe abortion for all
women and adolescents. They encouraged MOHs in the
Region to ensure financial resources, supplies, includ-
ing MA medicines, competent heath workforce, accurate
data systems and public awareness of abortion services,
as well as a rights-based approach.

To reinforce service delivery, they suggested that
MOH:s install program managers dedicated to the deliv-
ery of high-quality safe comprehensive abortion care at
national and sub-national levels, and further engage with
the private sector including pharmacies, and community-
based organizations to improve access to services. Finally,
the WHO aimed to support countries to include abor-
tion-related indicators in their health information sys-
tems and monitor the program against national targets.
These actions are ongoing and rely on high-level regional
commitment and collaboration among a range of rel-
evant sectors, some of which were established during this
rapid participatory assessment and technical consulta-
tion workshop.

Conclusion

This rapid participatory assessment and technical con-
sultation workshop provided a foundation from which to
develop effective strategies to expand safe abortion access
and the availability of MA medicines in the SEA Region.
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