Fact Sheet 5

Barriers to best care
While each individual experience of abortion is unique, all women seeking an abortion
in South Australia will encounter a law that constrains the possibilities for medical
practitioners and health services to provide them with best care. Considered an act of
liberalisation in 1969, Section 82A of the current Criminal Law Consolidation Act 1935
(SA) has become a barrier, rather than an enabler, of good health care.
The regulation of abortion within the State’s criminal law not only reinforces the stigma associated with seeking
or providing an abortion, it also produces significant barriers to best care. These barriers do not prevent women
from seeking abortions, but they do place unnecessary limits on the capacity of doctors to provide them. Doctors
and other health practitioners have the capacity to provide better care for women and repealing section 82A will
enable them to do this in four key ways.
Barrier 1: The prescribed hospital clause
The current law requires that all abortions must be performed in a ‘prescribed hospital’. Originally intended
to ensure the safe provision of surgical abortion, the global emergence of safe and effective Early Medication
Abortion (EMA) in 1988 means that the current interpretation of ‘prescribed hospital’ is out-of-step with
evidence-based, best care practices.1 2 The law does not enable GPs to prescribe EMA for their patients from
their general practice setting as occurs in other states. Furthermore, SA women are not able to use telemedicine
services for EMA. To access EMA women in SA must attend a ‘prescribed hospital’ for two or more visits.
Across other Australian jurisdictions, EMA services are provided according to best practice guidelines of leading
health authorities.3 These guidelines enable women to take the prescribed medication at home with support and
follow up care available, if required.
The impact of the current legal requirement for all abortions to be performed in a ‘prescribed hospital’ is felt
most by women living in regional SA where abortion services are scarce. The majority of women living in
regional SA who have an abortion within the current law need to travel and this involves delays, stress and
financial burden. For some women, this can mean a 700km round-trip, often for the purpose of taking
a tablet.4 The solution of accessing EMA from a GP is not available to them.
In more distressing circumstances, these legal constraints can mean that women who have accessed an
EMA experience the commencement of their abortion on the way home from the ‘prescribed hospital’.
These experiences are totally avoidable.
Barrier 2: Requirement for examination and certification by two doctors
In SA, abortion is the only health procedure that requires examination and certification by two legally qualified
medical practitioners in order to make the procedure lawful. By delegating this decision-making authority to not
one, but two, medical practitioners, the current law compromises women’s right to self-determination. Not only
is abortion one of the safest health procedures in Australia,5 6 it should always be a decision made by the person
who is pregnant.
This requirement enforces the inefficient over use of scarce medical resources. This can contribute to delay in
access when a second doctor may not be available to certify the procedure. Some medical practitioners identify
the location of abortion in the criminal law as a reason for their reluctance to be the second examiner.

Barrier 3: Provision of abortion is limited to medical practitioners
International research demonstrates that abortion can be safely and effectively provided by appropriately trained
health care providers, not only by medical practitioners.7 The World Health Organisation advises that EMA is
the responsibility of women with the support of trained health care providers. These providers can include not
only doctors, but also nurses, midwives and pharmacists. By precluding these providers from supporting women
in this way, the current law constrains the possibilities for best care.
Barrier 4: Gestational limits
More than 90% of SA women who have an abortion do so within the first 14 weeks of pregnancy.8 For a small
but significant population the decision may be made after this stage. These decisions emerge out of varied and
complex lived experiences. For more than half, the delay derives from the little recognised fact that pregnancy
is not always easily identifiable or, for women who are pre- and peri-menopausal, pregnancy is not considered
likely or possible.
Domestic violence, mental and physical health problems, injury, trauma and addiction often frame the personal
circumstances of women’s decision to have an abortion beyond 14 weeks. In the case of foetal anomaly, the
complexities of making the decision to have an abortion is bound up with the timing of tests. The timing
restrictions set out in the current law prescribe an upper time limit of 28 weeks. Interpretation of the law means
that abortion is provided in SA only up to 24 weeks. Certain tests may only be available after 20 weeks. If an
anomaly is identified, further tests may be ordered to give women as much information as possible for decision
making. While health care practitioners can provide women this important information, the current law restricts
them from giving women this information with time to decide.
Best care practices require that women be able to make decisions about their reproductive health as the experts
of their situation with the support of their health practitioner. When the law limits women’s access to the
information and time needed to act autonomously with the support of their health practitioners, the law needs
to change.
Best care happens when women have convenient access to abortion services, and when we trust women and
health care professionals. Best care is timely care that happens when it is needed. Repealing Section 82A
will enable more trained health practitioners to respect women’s decision making capacities and provide
better care for them — no matter where they live.
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