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Although the majority of abortions worldwide are 
performed surgically, termination of pregnancy using 
medication (termed “medication abortion” in reproductive 
health fields)1 is becoming more common due to its cost-
effectiveness, accessibility, and desirability among patients. 
Mifepristone, also known as RU486, is an anti-progesterone 
steroid, and it is considered the gold standard of medication 
abortion.2 This medication is taken in the form of a tablet 
and is effective for early abortion up through 63 days (nine 
weeks) after the start of the last menstrual period. When 
mifepristone is used in conjunction with misoprostol, a 
medication that induces uterine contractions, the regimen 
results in a complete abortion 95-98% of the time.2 

Despite this regimen being the international gold standard, 
mifepristone is currently not registered in Canada and is 
therefore unavailable for commercial distribution in the 
country. However, early 2014 was met with national media 
reports and discussions within the published literature about 
a pending Health Canada application to register the drug.3 

In the midst of awaiting a decision from Health Canada, it 
is important to consider the potential role for mifepristone 
in Canada’s healthcare system. Mifepristone could increase 
access to abortion at the primary health care level due to 
the fact that it can be prescribed and administered by a 
variety of providers.4 Therefore, mifepristone’s registration 
in Canada should be of tremendous interest to primary 
health care practitioners and patients.

Canada’s primary health care system is currently 
experiencing a pivotal moment of transformation; increases 
in patient-centered care, expanded and improved training 
programs, and task sharing within interprofessional teams 
are reshaping the way we conceptualize and deliver 
primary health care.5,6 Since 1997, the number of primary 
health care providers in Canada who are able to provide 
reproductive health services, including physicians, nurse 
practitioners, and midwives has grown.6 Physicians and 

nurse practitioners are increasingly being trained in the 
prescription and administration of medication previously 
only available through specialized providers; mifepristone 
could be included in this scope. Counselling women on 
their pregnancy options, determining gestational age, and 
providing medication abortion and post-abortion care all 
fall within the scope of primary care clinicians’ practice.4 A 
2002 study found that Canadian family medicine physicians 
and residents expressed an interest in receiving more 
information about medication abortion. More than half of 
physicians said they would consider providing medication 
abortion care to their patients.7

If primary health care providers can provide medication 
abortion using mifepristone in their practices, abortion 
may become more accessible to women across Canada. 
Women in Canada are reported to travel long distances 
and experience wait times when seeking abortion care; 
one survey found that 73.5% of women at a Toronto 
abortion clinic travelled one hour or more to access care.8 

An increase in the number of primary providers who can 
potentially provide abortion care means more avenues 
through which abortion options are shared with patients, 
thus empowering women to have greater control and 
input into their own reproductive health. By increasing the 
provision of reproductive health services through primary 
health care providers, women have more opportunities to 
become engaged in their reproductive health and able to 
seek abortion care with fewer travels and delays.

Bringing abortion into the offices of primary health care 
providers offers an opportunity for knowledge transfer 
and reduced stigma. Due to an established relationship 
and comfort with their family physician, provision of 
medication abortion within the family health care unit is 
highly acceptable among female patients.9 A model that 
encourages knowledge transfer between provider and 
female patients about abortion options within familiar � 
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health settings allows women to make informed decisions 
with a trusted provider with whom they have an existing 
relationship. Historically, the fact that abortion care has 
been relegated to a specialized setting has contributed to 
stigmatization of the procedure and patients. Since the 
public discourse on abortion can be entrenched in polemic, 
integrating the procedure into a familiar environment at the 
primary health care level may reduce the stigma women 
face when accessing care.

One in three Canadian women will choose to terminate a 
pregnancy in their lifetimes.10 If mifepristone is registered 
in Canada, it will open a new channel of choice for patients; 
it also has the potential to expand access to safe, high quality 
services. Reframing abortion within primary health care 
could make it more accessible to Canada’s diverse population, 
simultaneously reducing the stigma associated with the 
procedure by bringing it into doctor’s offices and women’s 
homes. Through shared knowledge between primary care 
providers and patients, women seeking abortion care would 
be empowered to make educated decisions rooted in sound 
evidence, thus leading to more optimal reproductive health 
outcomes for women across Canada. ¾
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