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Medication Abortion and Family Physicians’ Scope
of Practice
Linda W. Prine, MD, and Ruth Lesnewski, MD
Since the founding of family medicine, family physicians have repeatedly defended its scope of practice. The right to provide maternity care, colonoscopy, and surgical procedures has been disputed
and defended in many forums. Medication abortion, an ofﬁce-based service that many family physicians would like to offer to women with unintended pregnancies, is a new addition to this list of
contested procedures. Nearly half of all pregnancies in the United States are unintended; of these,
approximately half end in abortion. Approximately
35% of American women have an abortion at some
point in their lives.1 But many women have difﬁculty accessing abortion care; 87% of all counties in
the United States have no abortion provider.2
When the FDA approved mifepristone in 2000,
many observers believed that pro-choice primary
care physicians would expand abortion care to underserved communities in the United States.3– 6
Unfortunately, restrictions in professional liability
coverage and insurance reimbursement have hindered this progress. Many family physicians have
found that their professional liability insurance
does not cover medication abortion.7,8

Who Determines the Scope of Family
Medicine?
The American Academy of Family Physicians
(AAFP) “maintains responsibility for determining
the philosophy, content, and scope of family practice.”9 Family physicians’ practices vary widely, inﬂuenced not only by an individual physician’s training and preferences but also by local demographics,
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hospital privileges, insurance reimbursement, and
relationships with other specialists. Although multiple factors determine the range of services that
individual physicians provide, the AAFP has resolved that, through the organization’s advocacy
efforts, its members should retain control over the
content of the specialty—that is, its scope.9 Because
family physicians provide the only medical care in
many rural areas of the United States, restricting
the scope of family medicine would decrease the
care available to many Americans. Without family
physicians, 43% of US counties would meet the
criteria for Health Professional Shortage Areas,
which means that these areas would have fewer
than one primary care physician per 3500 residents.10 However, even in some regions with adequate primary care medical stafﬁng, abortion remains unavailable. In many rural areas, women
must travel more than 100 miles to end an unintended pregnancy.11 The abortion provider shortage has multiple causes. Only a small minority of
obstetrics-gynecology and family medicine residency programs offer abortion training, some
trained physicians fear antiabortion violence, and
other physicians personally oppose abortion.12–14

Medication Abortion in Family Medicine:
Recent History
Insurance restrictions have not prevented all family
physicians from offering medication abortion. Over
the past decade, numerous family physicians have
successfully integrated medication abortion into
their practice. Before the release of mifepristone,
some family physicians provided medication abortion with methotrexate,15 and several participated
in the US mifepristone trials. Most of these family
physicians have liability coverage through their institutional employer rather than individual policies.
The National Abortion Federation, the organization representing abortion providers, reports that
18% of its members are family physicians and 50%
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are gynecologists.16 Numerous articles published in
family medicine journals (Table 1) and presentations at family medicine scientiﬁc and academic
meetings (Table 2) demonstrate that family physicians can safely provide medication abortion and
that they consider it within their scope of practice.
During mifepristone’s approval process, the
FDA considered restricting the medication’s use to
gynecologists. However, the ﬁnal approval allows
mifepristone to be sold to “physicians who can
accurately determine the duration of a patient’s
pregnancy and detect an ectopic (or tubal) pregnancy.” All family physicians receive training in the
determination of gestational age and in detection of
ectopic pregnancy. Physicians who prescribe mifepristone “must also be able to provide surgical
intervention in cases of incomplete abortion or
severe bleeding— or they must make plans in advance to provide such care through others.”17 This
language conforms to the way family medicine is

Table 1. Medication Abortion Articles in Family
Medicine Journals
Gold M, Luks D, Anderson MR. Medical options for early
pregnancy termination. Am Fam Physician 1997;56:533–8.
Leeman L, Espey E. “You can’t do that ’round here”: a case
study of the introduction of medical abortion care at a
University Medical Center Contraception 2005;71:84–8.
Lesnewski R, Prine L, Gold M. Abortion training as an integral
part of residency training. Fam Med 2003;35:386–7.
Nothnagle M, Taylor JS. Medical methods for ﬁrst-trimester
abortion. Am Fam Physician 2004;70:81–3.
Prine L. In sickness and health: choosing. Fam Syst Health
2002;20:431–7.
Prine L, Lesnewski R, Berley N, Gold M. Medical abortion
in family practice: a case series. J Am Board Fam Pract
2003;16:290–5.
Prine L, Lesnewski R, Bregman R. Integrating medical
abortion into a family medicine practice. Fam Med 2003;
35:469–71.
Raymond E, Kaczorowski J, Smith P, Sellors J, Walsh A.
Medical abortion and family physicians. Survey of residents
and practitioners in two Ontario settings. Can Fam
Physician 2002;48:538–44.
Schaff EA, Eisinger SH, Franks P, Kim SS. Combined
methotrexate and misoprostol for early induced abortion.
Arch Fam Med 1995;4:774–9.
Schaff EA, Eisinger SH, Franks P, Kim SS. Methotrexate and
misoprostol for early abortion. Fam Med 1996;28:198–203.
Schaff EA, Stadalius LS, Eisinger SH, Franks P. Vaginal
misoprostol administered at home after mifepristone
(RU486) for abortion. J Fam Pract 1997;44:353–60.
Winikoff B, Ellertson C, Elul B, Sivin I. Acceptability and
feasibility of early pregnancy termination by mifepristonemisoprostol. Results of a large multicenter trial in the
United States. Mifepristone Clinical Trials Group. Arch
Fam Med 1998;7:360–6.
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Table 2. Medication Abortion Presentations at
Academic Family Medicine Conferences
STFM National Meetings 2000 to present: 9 workshops,
seminars, and research papers on the topic of medication
abortion
STFM Northeast Regional Meetings: 1999 to present: 7
workshops, seminars, and research papers on the topic of
medication abortion
AAFP National Meetings 2000 to present: 3 workshops and
seminars on options counseling for unintended pregnancy
which included discussions of using mifepristone in a family
medicine setting

practiced: family physicians treat to the extent that
they can, and refer to specialists when indicated.
Studies have demonstrated that surgical intervention (ie, a uterine aspiration procedure) is needed in
only 0.8% to 5% of mifepristone abortions.18 –20

Conclusion
Medication abortion is not a surgical procedure but
rather a treatment process that requires a signiﬁcant amount of counseling. Assessing the patient’s
support system, emotional state, and understanding
of the process ﬁts squarely within family medicine.
Family physicians’ extensive training in counseling
prepares them well for this service. Perhaps even
more important, the skills required for medication
abortion are easier to apply in the context of an
ongoing relationship between a patient and her
family physician.
Medication abortion clearly falls within family
physicians’ scope of practice. The incidence of
complications with mifepristone abortion is extraordinarily low.18,21 Providing medication abortion entails less risk than managing a continuing
pregnancy.22–24 In fact, mifepristone may be less
risky to prescribe than the recently released medications for erectile dysfunction.26 –29 Professional
liability carriers seem to have based their decisions
regarding insuring family physicians for providing
medication abortion on factors far removed from
actuarial risk. Perhaps the politically charged nature of abortion plays a role here? In any case,
insurance companies’ refusal to cover family physicians for medication abortion amounts to an inappropriate restriction of our scope of practice—
effectively impeding American women’s access to a
much needed service. The AAFP should work with
insurance companies and their regulators to resolve
this problem.
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