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Abstract
Background  Unsafe abortions are a leading cause of maternal mortality. This study aimed to conduct a legislative 
analysis and scoping review to i) describe the abortion laws in Papua New Guinea (PNG), Fiji, Vanuatu, Solomon 
Islands, and Samoa, ii) identify what safe and unsafe abortion practices and services are available in these countries, 
and iii) understand women's experiences of accessing these services.

Methods  Abortion law data for these five countries were extracted and examined from the Global Abortion Policies 
Database. A scoping review identified relevant peer-reviewed and grey literature. Studies from all years and all 
languages were eligible. A systematic search was conducted on 1 December 2024 using Medline (Ovid), Embase 
(Ovid), and CINAHL (EBSCO) databases. Additionally, we hand-searched Google Scholar and the websites and 
databases of organisations focused on sexual and reproductive health (SRH) in the selected Pacific Island countries. 
Two independent reviewers screened studies for eligibility using Covidence software. An expert advisory group of 
Pacific Islander clinicians guided this review.

Results  The legislative analysis revealed that abortion laws are generally unclear and restrictive in all five countries. 
Fiji has the most legal grounds for abortion (five), while Vanuatu has the fewest (one). In all five countries, abortion 
law specifies penalties (imprisonment) for women, providers, and anyone assisting with abortion. The scoping review 
included 17 articles: 10 from PNG, three from Vanuatu, one from the Solomon Islands, one from Fiji, and two from 
the Pacific Islands. Studies discussed various abortion strategies and experiences of post-abortion care, but none 
discussed safe abortion care. Misoprostol use was widely documented to induce abortion. Unsafe abortion methods 
included using various physical means and consuming traditional herbs. Women lacked control over abortion 
decision-making and described their experiences seeking post-abortion care for complications.

Conclusion  We found limited evidence surrounding safe abortion services in these five countries. Future research 
should examine what optimal safe abortion care may look like within these countries’ health systems. Concerted 
advocacy is necessary to drive legislative reform, dismantle barriers, and create an enabling environment for safe 
abortion services, thereby facilitating the achievement of SRH and rights.
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Introduction
Unsafe abortions are one of the leading causes of global 
maternal morbidity and mortality, accounting for 
approximately 7·9% of maternal deaths [1]. Low- and 
middle-income countries (LMICs) account for approxi-
mately 88% of abortions reported globally [2]. Almost all 
(97%) unsafe abortions occur in LMICs, where abortion 
is either highly restricted by law or where safe abortion 
is difficult to access even when it is legally permitted [3]. 
Yet, unsafe abortions are one of the most preventable and 
neglected causes of maternal mortality [4].

The World Health Organization (WHO) defines an 
abortion as unsafe when it is carried out by either a per-
son lacking the necessary skills or in an environment that 
does not conform to minimal medical standards, or both 
[5]. Abortions are safe when they are performed by ade-
quately trained personnel using evidence-based methods 
appropriate to the pregnancy duration [6, 7]. Safe abor-
tion also encompasses self-managed medical abortions 
for pregnancy gestational ages below 12  weeks, accord-
ing to the latest WHO abortion care guidelines [7]. Full 
access to safe abortion care is a human right and a sexual 
and reproductive health (SRH) right. It is also impera-
tive for advancing the United Nations (UN) Sustainable 
Development Goals (SDGs) 2030 Agenda, particularly 
target 3.7, which aims to ensure universal access to SRH 
services.

Contraceptive use in the small islands of the Pacific 
is lower than in other LMICs [8, 9]. Only 18–48% of all 
partnered women aged 15–49 years in the Pacific Islands 
are currently using any contraceptive method, signifi-
cantly below the 62% average for low-income countries 
[10]. Unmet need for family planning is also high, rang-
ing from 8 to 46% [11]. National SRH policies in the five 
countries studied generally support the provision of free 
or affordable contraception and family planning counsel-
ling [12–16]. For example, PNG’s National SRH Policy 

(2014) states free contraceptive access for women, girls, 
men, and boys in all health facilities, while Vanuatu’s 
Reproductive, Maternal, Newborn, Child and Adolescent 
Health Policy and Implementation Strategy (2017–2020) 
ensures everyone can access affordable family plan-
ning methods [14, 15]. However, despite these policy 
commitments, implementation challenges persist, and 
sociocultural, religious, geographical, and health service 
delivery-related barriers exist [17]. In particular, male 
involvement in reproductive decision-making, control 
over transport, and allocation of financial resources can 
influence women’s ability to access SRH services [18]. 
Additionally, many of the small island countries, much of 
the population lives in rural, often isolated areas, or atolls 
with limited infrastructure such as roads, electricity, and 
running water. As a result, health facilities are difficult to 
reach [17]. For those living on remote islands, geographi-
cal, logistical and economic barriers prevent them from 
travelling to neighbouring countries to access safe, legal 
abortion services [19].

There is a lack of national data on induced abortion 
in the Pacific Islands, and details surrounding abortion-
related services are equally scarce [8]. Prevalence esti-
mates from demographic and health surveys (DHS) 
suggest that between 0–4% of 20–24-year-olds have had 
an induced abortion [20]. However, due to the signifi-
cant stigma surrounding abortion, this figure is likely to 
be an underestimation of the true prevalence [20]. Abor-
tion laws in the region can be restrictive, often permit-
ting abortion only under exceptional circumstances, 
such as when it is necessary to preserve a woman’s life 
[21]. Colonialism has profoundly shaped abortion laws 
and discourse in the Pacific Islands, with colonial-era 
legal frameworks, missionary influence, and gender 
norms entrenching restrictive abortion policies that per-
sist today, reinforcing stigma and limiting reproductive 
autonomy [19]. Christian nationalism, views of the fetus 
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as “life”, and portrayals of women seeking abortions as 
ignorant or murderous criminals shape public and politi-
cal opinion and underpin abortion stigma for Pacific 
Island women [19]. In settings where abortion laws are 
restrictive, rates of unintended pregnancies ending in 
abortion are higher compared to those in settings with 
more liberal abortion laws [22]. Meanwhile, less restric-
tive abortion laws can reduce the rate of abortion-related 
morbidity and mortality [3]. While the liberalisation of 
abortion laws is a vital step, it may not necessarily always 
translate into improved access to safe abortion services 
[4].

Knowledge gaps in the Pacific Island countries exist 
regarding access to safe abortion services and post-
abortion care, unsafe abortion methods, experiences 
of abortion care, and how these relate to the legal sta-
tus of abortion in each Pacific Island country. To our 
knowledge, no scoping review has been conducted that 
explores the state of abortion services in Pacific Island 
countries. Therefore, this study aimed to i) describe the 
abortion laws in Papua New Guinea (PNG), Fiji, Vanuatu, 
Solomon Islands, and Samoa, ii) identify what safe and 
unsafe abortion practices and services are available in 
these countries, and iii) understand women's experiences 
of accessing these services.

Methodology
Legislative analysis
A legislative analysis was conducted to review the leg-
islation governing abortion in PNG, Fiji, Vanuatu, Solo-
mon Islands and Samoa. For the purposes of our study, 
abortion laws that are “liberal” refer to those which allow 
legal access to abortion under a broad set of grounds 
and/or gestational limits. Abortion laws are described 
as “defined” when they clearly specify whether abor-
tion is allowed under different legal grounds. Data were 
extracted from the Global Abortion Policies Database 
(GAPD), an open-access database that comprehen-
sively details the abortion laws, policies, health stan-
dards, and guidelines for the WHO and UN member 
states [21]. (Table 1.) Only data provided in the GAPD 
were extracted and examined, and there was no sepa-
rate review of the individual countries’ statutes. A 
spreadsheet was created in Microsoft Excel, and data on 
whether abortion is allowed at the woman’s request, the 
legal grounds for abortion, penalties incurred for illegal 
abortions, and allowed providers were extracted. Where 
data were not specified according to the GAPD, this was 
recorded. A descriptive analysis was conducted, and the 
abortion legislation was mapped, described, and com-
pared across the five selected Pacific Island countries.

Scoping review
A scoping review was undertaken as the most suitable 
approach, given the need to collate and synthesise avail-
able peer-reviewed and grey literature and identify the 
gaps in existing literature [23]. The scoping review meth-
odology was informed by Arksey and O’Malley’s system-
atic five-stage methodological framework. This involves 
identifying the research question, identifying relevant 
studies, study selection, charting the data, and collating, 
summarising, and reporting the results [23]. This review 
focuses on PNG, Fiji, Vanuatu, the Solomon Islands, and 
Samoa because these are the five largest and most highly 
populated countries in the Pacific that are also signato-
ries of the UN SDGs for 2015- 2030.

A research protocol was developed a priori and 
adhered to (available upon request). An expert advisory 
group of leading obstetricians and gynaecologists from 
the five Pacific Island countries guided the research pro-
cess, as well as the synthesis, interpretation, and confir-
mation of findings.

The Population, Concept, and Context framework, 
recommended by the Joanna Briggs Institute for scop-
ing reviews, underpinned the development of the search 
terms and inclusion and exclusion criteria [24]. The 
population included women with experiences of abor-
tion; the concepts included safe abortion services, unsafe 
abortion methods, and post-abortion care; and the con-
text included PNG, Fiji, Vanuatu, the Solomon Islands 
and Samoa. Abortion is considered safe when per-
formed or supported by a trained person using WHO-
recommended methods appropriate for the pregnancy 
duration. The latest WHO abortion care guidelines also 
recognise the self-management of medical abortion 
(using mifepristone plus misoprostol or misoprostol 
alone) at gestational ages less than 12 weeks as safe [7]. 
Meanwhile, unsafe abortion is defined as when a preg-
nancy is terminated either by persons lacking the neces-
sary skills or in an environment that does not conform 
to minimal medical standards or both [7]. Multiple study 
designs were eligible for inclusion, including qualitative 
studies, quantitative studies, case–control studies, cross-
sectional studies, retrospective or prospective cohort 
studies, case series, and program/service evaluations. 
Grey literature reports were also eligible for inclusion. 
Previously conducted reviews were excluded. Editorials, 
commentaries, and opinion pieces were also excluded, as 
they do not follow a research methodology.

Search strategy and selection criteria
The search strategy, including the search terms (Sup-
plementary Table  1), was used to identify studies that 
addressed the research question and met the inclusion 
criteria. Studies in all languages and from all years were 
eligible. The databases MEDLINE (Ovid), Embase (Ovid), 
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and CINAHL (EBSCO) were accessed. Google Scholar, 
websites, and databases of non-governmental organisa-
tions (NGOs), and organisations that focus on women’s 
SRH and operate in the five selected Pacific Island coun-
tries were searched for relevant studies. This included 
the United Nations Population Fund, WHO, Population 
Services International, countries’ Ministries of Health, 
International Women’s Development Agency, Interna-
tional Planned Parenthood Federation, Pacific Society for 
Reproductive Health, and MSI Reproductive Choices.

The search was conducted on 1 December 2024 and 
returned 4020 studies, with a total of 2008 duplicates 
removed. The titles and abstracts of 2012 studies were 
independently screened, using Covidence software by 
two reviewers (JC and AB). Discrepancies were discussed 
between the two reviewers to reach a consensus and 
any disagreements were resolved through consultation 
with a third reviewer (AW). 1941 studies were excluded 
at the title and abstract stage. 64 studies’ full texts were 
reviewed, and 50 studies were excluded, with reasons 
for exclusion reported. All studies’ reference lists were 
screened for eligible studies and one eligible report was 
identified.

Further hand-searching of Google Scholar, interna-
tional organisations’ and relevant NGOs’ websites was 
conducted to identify additional relevant peer-reviewed 
and grey literature not captured through the database 
search. This process identified two additional relevant 
papers. Ultimately, 17 studies were included in the review 
(Fig. 1).

A data extraction form was created using Micro-
soft Excel and key information was charted including 
author/s, year of publication, study country/setting; aim, 
relevance to safe abortion, unsafe abortion, or post-abor-
tion care, study design, methods, and sample size. Key 
findings relevant to safe abortion, unsafe abortion, and 
post-abortion care, according to the research questions 
were also extracted.

Participant study quotes and case studies were charted 
as well as study strengths and limitations. All extracted 
data was reviewed by the second reviewer, AB, to ensure 
the data-extraction process was robust. A descriptive 
analysis of findings was conducted as only five of the 
included studies were qualitative.

Patient and public involvement
Patients or members of the public were not directly 
involved in this research study. Advisory group members 
were from authors’ professional SRH networks in the 
Pacific Islands and they were each invited to collaborate 
on this study.

These research findings will be shared widely with local 
community organisations, international NGOs, research 
institutes and medical practitioners in the five Pacific 

Island countries through authors’ professional networks 
and associations. In addition, these research findings 
have been presented at relevant SRH conferences such 
as Pacific Society for Reproductive Health, International 
Federation of Gynaecology and Obstetrics, and Perinatal 
Society of Australia and New Zealand.

Results
Legislative analysis
The legislation related to induced abortion was exam-
ined for PNG, Fiji, Vanuatu, Solomon Islands, and Samoa 
(Table 1).

Fiji was found to have the greatest number of legal 
grounds for abortion in its legislation. Abortion is per-
mitted in cases of fetal impairment, rape, or incest, to 
preserve a woman’s mental or physical health, or save 
her life. Legal grounds are not specified around whether 
abortion is permitted for economic or social reasons, if 
the woman has an intellectual or cognitive disability, or 
for preserving the health of the woman.

Abortion to save a woman’s life is permitted in the leg-
islation of four out of the five countries reviewed, that 
is, Fiji, PNG, Samoa, and Solomon Islands. In Vanuatu, 
the legislation does not specify whether abortion to save 
the life of the woman is legal. Although the legal grounds 
for abortion are not specified in Vanuatu, the penal code 
includes a broad statement that abortion would be legal 
“if the miscarriage procured constituted a termination of 
pregnancy for good medical reasons.” There is no clear 
definition for “good” medical reasons.

In Fiji, PNG and Solomon Islands the legality of abor-
tion at the woman’s request (without identifying any rea-
sons e.g. health, rape, incest etc.) is not specified in the 
countries’ penal or criminal code. It is unclear if a woman 
requesting an abortion could be charged with an offence. 
In Samoa and Vanuatu, the penal code states that abor-
tion at the woman’s request is illegal. Of the five coun-
tries examined, Samoa’s Crimes Act 2013 is the clearest 
and outlines all legal grounds for abortion. This includes 
abortion in cases where it is necessary to preserve the 
mental health, physical health, or life of the woman. In all 
other cases, abortion is illegal.

In all five countries, there are penalties for unlawful/
illegal abortions. In addition, any provider who assists 
the woman in procuring an abortion can face imprison-
ment, although the severity of penalties varies between 
countries. The most severe penalties for providers exist 
in the Solomon Islands, where they may face life impris-
onment. Any person who assists the woman in procur-
ing an abortion is subject to the most severe penalties in 
Samoa, with up to seven years imprisonment. In all five 
countries, penalties for the woman having an abortion 
also apply, the Solomon Islands has the most severe pun-
ishment being life imprisonment.
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Fig. 1  PRISMA flow diagram

 

Table 1  Abortion at the woman’s request, legal grounds for abortion and penalties incurred for illegal abortions in the Pacific Island 
countries
Pacific Island countries

Fiji Papua New Guinea Samoa Solomon Islands Vanuatu
Abortion at the woman's request NS NS N NS N
Legal Grounds Economic or Social Reasons NS NS N NS NS

Foetal Impairment Y NS N NS NS
Rape Y NS N NS NS
Incest Y NS N NS NS
Intellectual or cognitive disability of the woman NS NS N NS NS
Mental Health Y NS Y NS NS
Physical Health Y NS Y NS NS
Health NS NS N NS NS
Life Y Y Y Y NS
Other NA Y NA Y Y

Penalties For provider Y Y Y Y Y
For a person who assists Y Y Y Y Y
For the woman Y Y Y Y Y

Years of imprisonment For provider 14 years 14 years 7 years life 2 years
For a person who assists 3 years 3 years 7 years 5 years 2 years
For the woman 7 years 7 years 7 years life 2 years

NS (not specified), N (No), Y (Yes)
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Only Fiji specifies who can provide abortion services. 
In Fiji, a medical practitioner defined in the Crimes 
Decree 2009 as “any person lawfully registered under a 
law of Fiji to practice as a medical practitioner” can pro-
vide abortion services. None of the legislation for the 
five countries reviewed specifies where abortion or post-
abortion services can be provided [21].

Scoping review
Ultimately, 17 articles were included in the scoping 
review. Of these, 14 were journal articles and three were 
reports, 10 were from PNG, three from Vanuatu, one 
from the Solomon Islands and one from Fiji. No articles 
were identified from Samoa. Two articles focused on 
the Pacific Islands more broadly. This included all five of 
our countries of focus. Five papers were qualitative stud-
ies, involving analysis of data from individual interviews, 
focus groups, court documents or articles, opinion pieces 
and letters to the editor, eight were quantitative stud-
ies, involving medical record reviews and survey data, 
and four studies employed mixed-methods. Articles 
were published between 1974 to 2024. Topics covered by 
papers included unsafe abortion (n = 15), post-abortion 
care (n = 7), and private abortion care (n = 2). (Supple-
mentary Table 2.)

Abortion and post-abortion care services and practices
Safe abortion  Limited studies were identified that dis-
cussed safe abortion services or models of safe abortion 
care in the five Pacific Island countries. Vallely et al.’s study 
in PNG, based at The Eastern Highlands Provincial Hos-
pital in Goroka, reported that no safe abortion services 
were delivered by their hospital during the six-month 
study period. [25] They reviewed case records of women 
presenting with abortion complications over the same 
period. It was found that out of the 14 identified women 
using misoprostol, the two who received a dose of miso-
prostol appropriate for their gestation received the miso-
prostol from hospital-based healthcare workers (HCWs) 
[25]. Both women were in their second trimester. Another 
PNG study surveyed women who had exchanged sex for 
money or goods and undergone an abortion for unin-
tended pregnancies [26]. It found that 17% (n = 23) had 
undergone a termination by a medical professional and 

that in 5% of cases, the method of abortion was “medi-
cal surgery” [26]. However, it was unclear whether it was 
medical, surgical or safe according to WHO definitions 
[7].

Misoprostol  Misoprostol was a commonly reported 
abortion strategy to manage unintended pregnancies. 
Three studies from PNG reported the prevalence of dif-
ferent abortion methods used (Table  2). Asa et al. [27] 
and Vallely et al. [28] both found that misoprostol was the 
most frequently used abortion method, reported by 85% 
and 39% of their participants, respectively. In Vallely et 
al.’s [28] study, women described using two to five tablets 
used through oral and vaginal routes. Misoprostol was 
reported to be easily accessible by 75% (n = 51) of women 
interviewed who had a misoprostol-induced abortion 
[28]. The scoping review advisory group also confirmed 
the widespread informal use of misoprostol for abortions 
across the five Pacific Island countries.

Despite its widespread use, challenges remain in ensur-
ing the correct dosage and timing. Two studies high-
lighted that women who sourced their misoprostol from 
outside the health services were sometimes provided 
with inaccurate instructions, dosage, and advice for their 
gestation [25, 28]. In a 2014 study, Vallely et al. [25] found 
that 86% (n = 14) of study participants using misopros-
tol for abortions were administering incorrect dosages. 
However, in 2021, more recent evidence from Bolnga et. 
al’s [29] prospective observational study revealed that 
35% (n = 51) of participants who used misoprostol for 
abortion used incorrect dosages.

Unsafe abortion  Most forms of abortion identified in 
this review were unsafe. In USAID’s [26] study in PNG, 
23% of women reported using ‘tablets’, although what 
these tablets were was not described.

In PNG, women described using physical means to 
terminate their pregnancy including squeezing or tying 
a rope around the abdomen, excessive exercise, run-
ning over mountains, jumping over streams, falling 
onto their abdomen, hard physical work, and insertion 
of a stick into the vagina [28]. Physical means of induc-
ing abortion were also reported in the Solomon Islands 
and Vanuatu such as massage, climbing trees, extended 

Table 2  Different abortion methods reported
Study Country Sample size Misoprostol Traditional Herbs Physical means Other
 Asa et al. 2012 [27] PNG n = 27 85% (23/27) 7% (2/27) 7% (2/27) N/A
 USAID 2011 [26] PNG NS 23%a 45% 9%b 18%
 Vallely et al. 2014 [25] PNG n = 28 39% (11/28) 11% (3/28) 21% (6/28) 11% (3/28)
a This study mentioned using tablets and did not specify misoprostol
b Massage was the physical means of abortion measured in this study

N/A Not applicable

NS Not specified
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exercise (running, jumping and skipping), lifting heavy 
leads while working, falling or jumping down from trees 
or hitting, kneeing, jumping, or walking on the stomach 
or back while lying on the ground [30, 31]. Traditional 
herbs were widely reported to be used to induce abortion 
in PNG, Solomon Islands and Vanuatu [25–28, 30–33]. 
This included tree bark or grasses chewed and swallowed 
or squeezed to make juice, and other concoctions with 
leaves, flowers, ginger, lime, or unripe papaya juice that 
were consumed [28, 31]. One PNG-based study analysed 
the causes of hospital and health centre maternal deaths 
between 1971 and 1972, finding that four out of 364 
deaths were attributed to “criminally induced” abortions 
[34].

Post-abortion care  Most studies that referenced post-
abortion care (spontaneous and induced) were based in 
PNG and focused on hospital-based care. Varied man-
agement of post-abortion complications was described, 
including evacuation or dilatation and curettage for 
retained products and antibiotics [25, 27]. Some women 
presented to the hospital seeking to be “cleaned” to ensure 
the remaining conception products were cleared [28]. 
In 2014, the Vanuatu Family Health Association clinics 
reported providing 390 post-abortion counselling ser-
vices [30]. In the Solomon Islands, post-abortion care 
providers included nurses and doctors in public facilities, 
and pharmacists, doctors and traditional doctors in pri-
vate settings [31].

Women’s experiences of abortion and post-abortion care
Decision-making  In PNG and Fiji, studies highlighted 
women’s lack of control over decision-making around 
abortions. Women described instances of sexual and 
reproductive coercion, and many felt pressured by their 
partners to have an abortion when their partners did not 
want the baby [28, 35]. Boyfriends, husbands, and family 
members were also often involved in the decision-making 
process and determining the means for the abortion [28, 
35]. According to two women in PNG:

“……he said to me,"I don’t want you to do that (be 
pregnant), I have a lot of friends so I will get this 
Cytotec and come and give you and you will end 
this pregnancy” …. I was happy that he came and 
gave it to me, and I ended this pregnancy….”Noreen, 
20 years, grade 8 student (PNG) [28].
“My husband brought me to see a relative at the hos-
pital….he did not want the baby, so he brought me….
[to get an abortion]”.Mary, 30–34  years, housewife 
(PNG) [28].

In Burry et al.’s [36] qualitative analysis of 18 court 
cases of illegal abortions in the Pacific Islands, five young 

women experienced reproductive coercion from pow-
erful individuals. Among them, two 14-year-old girls 
became pregnant after being sexually abused by older 
men. One girl, who was sexually abused by her uncle, was 
coerced by her aunt into undergoing an abortion without 
her full informed consent or understanding of the proce-
dure. Another girl was sexually abused by a man paying 
for her education with financial control over her. She did 
not report the abuse due to his threats of physical vio-
lence. To induce an abortion, he fed her strong tea, raw 
eggs, and rum mixed with milk [36].

In PNG, Agyemang-Duah et al. [37] showed that 
women who had experienced intimate partner violence 
(IPV) in the last 12 months before the PNG DHS 2016–
2018 survey were significantly more likely to terminate 
a pregnancy compared to those who did not experience 
IPV. Maviso et. al [38] corroborated these results. These 
two studies posited that in abusive relationships, the 
husband or partner may not want the baby and may use 
violence or other coercive means to force the woman to 
have an abortion [37, 38]. Additionally, many women 
expressed fear of raising a baby without the support of 
their partner [28, 33, 35]. One Fiji-based study included 
a case study of a young woman being pressured by her 
partner to have an abortion at a private clinic, although it 
is unclear whether this would be classified as a safe abor-
tion per WHO’s definition [5, 35].

"Rachel resisted, but over the next 2 weeks, Mikaele 
continued to pressure her to have an abortion. He 
went as far as obtaining the details of a doctor and 
organizing an appointment for Rachel, and later 
insisting she go through with the procedure. Feeling 
overwhelmed and unsure whether she could raise a 
baby without the support of Mikaele, she yielded to 
his pressure and agreed to the abortion."Case study 
(Fiji) [35].

In the Solomon Islands, some women autonomously 
made their own decisions about whether to undergo 
abortion, whilst other women took advice from their 
partners, friends, mothers, other female relatives or 
HCWs [31]. A woman was less likely to confide in her 
father or other male relatives due to fear of verbal or 
physical violence [31].

Women described several reasons for desiring an abor-
tion, including individual socioeconomic circumstances, 
medical issues, relationship problems, sociocultural fac-
tors, and stigma associated with having a child outside 
of marriage [28–31, 35]. Younger and single women 
expressed feeling ‘not ready’ for a baby, concerned it 
would interrupt their education [28]. Fear of reactions 
from parents, partners, family members, and community 
members was also a key motivator for women seeking 
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abortions [36]. Notably, in PNG, women who were aware 
of modern contraceptive methods and made indepen-
dent decisions about contraceptive use were 3.38 and 
2.54 (adjusted Odds Ratio = 3.38; 95% Confidence Inter-
val: 1.39–8.18 and adjusted Odds Ratio = 2.54; 95% Con-
fidence Interval: 1.18–5.45, respectively) more likely to 
undergo abortions [38].

Women often delay seeking post-abortion care by up 
to four weeks to avoid disclosure about having an abor-
tion [28]. Signs and symptoms, such as feeling dizzy, back 
pain, abdominal pain, blood clotting or prolonged/exces-
sive vaginal bleeding were common prompts for women 
to seek care [28]. Stigma and fears of prosecution were 
reported as reasons for women not disclosing that they 
had an induced abortion, often only discovered upon 
clinical observation [28]. Instances of women seeking 
post-abortion care too late were described in the litera-
ture, where women were dead upon arrival at the emer-
gency department [27].

Cost  In PNG, women reported that misoprostol was 
expensive and described paying K200 (USD $56·90) for 
two tablets from HCWs, and paying K40 (USD $11·38) 
and a traditional basket of high value [28]. These were 
described as very high payments by women in this study. 
In PNG, one woman reported obtaining traditional herbs 
from a “woman in the village” for K20 (USD $5·69), while 
another obtained “ginger” from a “medicine man” cost-
ing her K10 (USD $2·84) [28]. In another study, 36.4% 
(n = 51) of women reported the cost of misoprostol to be 
over K587 (USD $165·81) [29]. In the Solomon Islands, 
traditional doctors were reported to provide their services 
in exchange for payments of SBD 100–700 (USD $28·25—
$197·73), food, betel nut, cigarettes, or sex [31].

People who assisted  Misoprostol was obtained by 
women with the help of friends or relatives, from private 
pharmacies (over the counter or with prescriptions from 
HCWs), or directly from doctors or hospitals [28, 31, 39]. 
HCWs also assisted women with administration [27]. One 
case in the Pacific Islands identified a nurse who admit-
ted to performing abortions on 20 to 30 women at their 

request [36]. She was charged with 16 separate counts of 
providing surgical abortions for women at the hospital, 
their homes, public housing, or motels [36]. However, it 
was not specified which Pacific Island country this case 
occurred in. Asa et al. [27], Bolnga et al. [29] and USAID’s 
[26] studies quantitatively reported different people who 
assisted women with their abortions (Table  3). These 
people included HCWs, friends, relatives, neighbours, 
and traditional healers. In PNG, USAID found that 83% 
(n = 23) of women reported that their last abortion was 
conducted without HCWs’ assistance, highlighting the 
extent to which abortion occurs outside of formal medi-
cal settings [26]. Furthermore, Burry et al. ‘s [36] qualita-
tive court data analysis identified seven HCWs and five 
untrained abortion providers charged with illegal abor-
tions in Pacific Island countries between 1967 and 2014. 
In Vanuatu and PNG, some young women described 
accessing traditional healers for abortion [40].

Discussion
This scoping review examined the state of abortion ser-
vices including, safe and unsafe abortion, post-abortion 
care and women’s experiences of abortion in PNG, Fiji, 
Vanuatu, Solomon Islands and Samoa. A legislative 
analysis of abortion laws in these countries was also con-
ducted. Despite a rigorous literature search, documen-
tation of safe abortion services was not identified. This 
absence reflects HCWs’ inability to provide safe abortion 
services due to the restrictive nature of abortion laws in 
these five countries where abortion is only allowed under 
certain legal grounds. In addition to legal restrictions, 
women experience challenges in accessing safe abortion 
services due to costs, lack of quality services, and stigma. 
We identified a variety of unsafe abortion methods used 
including physical means and traditional herbs, con-
sistent with findings from other LMICs [41–43]. These 
challenges highlight the urgent need for increased access 
to safe abortion services for women in cases where abor-
tion is legal [44].

This study found that most of the limited research 
available was based in PNG. Further research across the 
Pacific Islands is required to better understand women’s 

Table 3  Who assisted the women with their abortions?
Study Country Sample size Health Care 

Workers
Friend(s) or 
relative(s)

Friend(s) or 
neighbour(s)

Traditional 
Healer

Self-
admin-
istered

Asa et al. [27] PNG n = 27 52%
(14/27)

22%
(6/27)

N/A N/A N/A

Bolnga et al. [29] PNG n = 51 63%
(32/51)

37%
(19/51)

N/A N/A N/A

USAID [26] PNG n = 23 17%
(4/23)

N/A 48%
(11/23)

13%
(3/23)

22%
(5/23)

Percentages (%) represent the proportion of women reporting assistance from each type of provider or individual

N/A – Not applicable
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access to and experiences of safe abortion services and 
post-abortion care. In addition to exploring women’s 
experiences, HCWs’ attitudes to abortion and experi-
ences of providing abortion should also be investigated. 
HCWs play a pivotal role in providing comprehensive 
abortion care [45, 46]. As such, their attitudes and per-
sonal views towards abortion can facilitate and obstruct 
service provision [45, 46]. Generating evidence on these 
issues is needed to advocate for legal reform and fur-
ther investment into increasing access to safe abortion 
services.

Our findings indicate that misoprostol is widely being 
used for abortion outside of formal health services. Miso-
prostol offers a safer and effective option for abortion and 
is associated with less maternal morbidity and mortality 
[47–50]. It is used for various medical purposes and is 
therefore readily available [51, 52]. We found that access 
to misoprostol often occurs through informal networks, 
including HCWs and pharmacists, aligning with find-
ings from other multi-country surveys [53]. Some HCWs 
were reported to assist women seeking abortion by ille-
gally supplying or administering misoprostol. However, 
some women who used misoprostol received inaccurate 
advice regarding correct dosage and administration, 
highlighting the need to improve the promotion of accu-
rate information on its correct use. The WHO abor-
tion care guidelines emphasise that in contexts where 
abortion access is restricted, ensuring that women have 
access to precise and adequate information on misopro-
stol use outside of medical settings is essential [7]. Even 
in restrictive legal environments, the use of misopros-
tol is likely to persist, making accurate guidance crucial. 
Despite the restrictive abortion laws in the Pacific Island 
countries we examined, post-abortion care provision is 
accepted as part of standard women’s health care, and 
women experiencing complications from unsafe abortion 
need access to care [54]. Hence, access to high-quality, 
comprehensive post-abortion care must be strengthened 
to include immediate treatment of complications, con-
traceptive counselling and service provision, care for 
sexually transmitted infections and HIV, and commu-
nity empowerment through awareness and mobilisation 
[55]. Before abortion was legalised in Uruguay, one major 
risk and harm reduction strategy focused on providing 
information about various abortion methods, includ-
ing evidence-based information about misoprostol (e.g. 
dose, routes, symptoms, side effects, mechanisms of 
action, effectiveness, Moebius syndrome, problems of 
use at late gestational ages that might cause premature 
birth). Post-abortion care was also offered as part of this 
approach [56]. This model effectively reduced maternal 
morbidity and mortality in Uruguay [57]. Adopting simi-
lar approaches in the Pacific Island countries could help 
improve the safety of abortions.

We found that men had significant control over wom-
en’s decision-making around abortion. Studies from 
other LMICs have also found that men often have control 
over women’s SRH choices, including decisions about 
abortions [58–61]. Our review found that men, particu-
larly partners, often took the lead in navigating abor-
tion services and arranging for abortions to take place 
without the woman’s consent. These power imbalances 
exist within a socio-cultural context steeped in gender 
inequity and are exacerbated by economic and educa-
tional inequities, which limit women’s SRH autonomy 
[62]. Although there was a lack of studies on safe abor-
tion, we found examples of women being pressured by a 
partner to undertake an abortion. This speaks to whether 
the WHO definition needs to be expanded to include that 
the person getting the abortion is fully informed and is 
consenting without coercion or pressure from others [7]. 
Beyond direct coercion, women may also be motivated to 
have an abortion due to fear of their partner not support-
ing the baby, a finding echoed by Rehnstrom et al.’s [61] 
study in Kenya. Additionally, women’s relationship with 
their partner could also influence their decision to seek 
an abortion as has been previously documented [58, 63]. 
The significant influence of men on women’s abortion-
related care can undermine women’s autonomy, imped-
ing universal SRH rights [58].

Women may be deterred from seeking an abortion 
or post-abortion care due to fear of legal repercussions, 
stigma, and poor treatment from HCWs [64]. None of 
the laws in the five countries we reviewed explicitly spec-
ify whether abortion at a woman’s request is legal. Of 
these countries, Fiji has the most liberal abortion laws, 
while Samoa’s laws are the most defined. However, the 
abortion laws of these five countries are generally restric-
tive and unclear. This lack of clarity is common in LMICs, 
where there is often an incongruity between the abortion 
law and its implementation in practice [65]. Restrictive 
abortion laws disproportionately impact LMICs, increas-
ing the prevalence of unsafe abortion and resulting in 
high maternal mortality rates [66].

In the Pacific Island countries, there is an urgent need 
for the decriminalisation of abortion to enable skilled 
practitioners to provide abortion services openly and 
safely [4, 67]. International organisations increasingly 
regard the denial of safe abortion services as a human 
rights violation [4], and the UN has urged its mem-
ber states to decriminalise abortion [67]. All five of the 
selected Pacific Island countries have ratified the Conven-
tion on the Elimination of All Forms of Discrimination 
against Women (CEDAW) [21]. Yet, despite this com-
mitment, they have failed to bring their domestic laws 
in line with CEDAW’s standards. The CEDAW Commit-
tee has raised concerns that the restrictive abortion laws 
in PNG, Fiji, Solomon Islands and Samoa undermine 
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women's rights to life, health, and personal security [19, 
68–71]. However, liberal abortion laws alone are insuf-
ficient to guarantee access to safe abortion services. For 
instance, despite the legalisation of abortion in India and 
Zambia in the 1970 s, unsafe illegal abortion persists due 
to the unavailability of safe, legal abortion services and 
over-burdened and under-resourced healthcare systems 
[4, 72]. The connection between abortion law, policy, 
and service access is complex and interconnected to 
the socioeconomic, cultural and political context [73]. 
Women’s limited knowledge of the abortion law, lack of 
provisions for providers on how to interpret them, and 
socio-cultural barriers such as religion and moral beliefs, 
all interplay to encumber women’s access to safe abortion 
services [4, 66, 74].

Strengths of this study include the use of a broad search 
strategy to ensure all relevant research was captured. An 
expert advisory group of leading senior obstetricians 
and gynaecologists from each of the five Pacific Island 
countries provided guidance and oversight. Limitations 
include a focus on five of the most highly populated and 
largest countries in the Pacific, despite the Pacific com-
prising over 25 nations and territories. Limiting the scope 
of this review to five countries was a pragmatic decision 
to ensure that the review could be conducted within the 
available time and resources, while still capturing the 
variation in the region. Whilst we searched the grey lit-
erature for relevant reports, we were limited by search 
engine capability and publicly available documents 
reviewed. Although our scoping review included studies 
in all languages in its eligibility criteria, we were unable 
to identify studies in languages other than English, which 
may result in an underrepresentation of local and com-
munity perspectives. Additionally, there is limited litera-
ture from the Pacific Islands that describes the impact 
of legislation on abortion care. For example, Burry et al. 
[36] analysed 18 court cases from 12 Pacific Island coun-
tries. We included this study because the five Pacific 
Island countries in our review were among those listed. 
However, it remains unclear which specific countries 
the court cases discussed originated from, and whether 
any pertain to the five countries included in our review. 
Our legislative analysis was limited to data provided by 
the GAPD and did not involve a review of each country’s 
statutes. We also did not examine legislation related to 
conscientious objection, requirements of parental con-
sent for minors, and substitute decision-making for those 
with intellectual disability [21]. Moreover, the legislative 
analysis does not capture the complexity of what occurs 
on the ground in the Pacific with regard to the varying 
interpretations of the law by the community, service pro-
viders, and law enforcement officers. To this effect, the 
advisory group reported that what is written in the law 
may not be enforced in actual practice.

Conclusion
We examined abortion services and laws in five LMICs 
in the Pacific. We found a lack of evidence regarding safe 
abortion care, largely reflective of the restrictive abortion 
laws. Misoprostol was commonly used for abortion, but 
unsafe methods, including various physical means and 
traditional herbs, were also reported. Decriminalising 
abortion is necessary to improve SRH outcomes. Women 
need greater access to modern contraception and safe 
abortion care by appropriately trained and skilled provid-
ers within an enabling environment. Community-driven 
advocacy and programs are vital to shifting rigid gender 
and sociocultural norms regarding contraception use and 
abortion access, ultimately empowering women to have 
more control over their own SRH
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