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Background

• The term “AANHPI” represents an extremely vibrant and diverse 
population, comprising of more than 50 ethnic subgroups and 100
languages and dialects.

• AAPI women believe that women should have the right to make 
their own reproductive choices.

• Almost no research to date has examine the reproductive 
healthcare needs and experiences of specific AANHPI communities.
▪ The abortion rate among Asian women in New York City was 13 per 1,000 

women but varied by Asian subgroup.

▪ Evidence indicates Asian people may be more likely to choose medication 
abortion over other methods because they felt it was safer.

https://www.napawf.org/equalpay
https://intersectionsofourlives.org/wp-content/uploads/2021/07/ISOOL_Fact-Sheet-Summary-AAPI-Women-final.pdf
https://doi.org/10.3390/ijerph18126182


Abortion Methods

Medication Abortion (MA) – commonly referred to as “the abortion pill(s)” is a safe and effective abortion 
method. There are two types of MA – the first consists of taking two medication (mifepristone followed 24-48 
hours later by one dose of misoprostol) or taking three (or more) doses of misoprostol three hours apart. MA can 
be used throughout pregnancy, however, most clinics in the U.S. provide MA up to 10 weeks of pregnancy.
Note: MA is not the same thing as emergency contraception

Procedural Abortion – sometimes referred to as surgical, in-clinic, suction or aspiration abortion, takes place in 
a medical office or clinic by a medical provider who uses instruments to remove a pregnancy from the uterus.

Self-managed Abortion (SMA) – The use of abortion pills or other methods such as using herbs, drinking 
special teas or mixes, etc. to end a pregnancy without clinical supervision.



Study Aims

1. Assess AANHPI’s knowledge of and attitudes towards 

medication abortion within and across subgroups, countries, and 

generations

2. Understand how AANHPIs access medication abortion and the 

pathways to accessing medication abortion 

3. Document the experiences of AANHPIs using medication 

abortion in the U.S. 

4. Recommend ways to improve and increase access to medication 

abortion at the individual, community, and health system levels



Study Design

• 17 FGDs conducted with foreign- and US-born AANHPIs of reproductive age (18-49 years)
• 12 FGDs conducted in English and 5 in other languages (Urdu, Bangla, Vietnamese, Korean, 

Mandarin).

1: Focus group discussions (FGDs)

• 29 IDIs conducted with AANHPIs aged 18-49 who self-identify as having used medication 
abortion in the past five years (2016-present). 

2: In-depth interviews (IDIs)

• 15-minute survey with two modes: phone and online 
• 1,500 AANHPI people of reproductive age (16-49 years) 

• Soft targets were created based on sub-samples (e.g. 250 Asian Indians, 250 Chinese, 250 
Filipino, 250 Korean, 250 Vietnamese, and 250 Native Hawaiian or other Pacific Islander)

• Survey was offered in English, Chinese, Korean, and Vietnamese

3: Survey



Community Advisory Board
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Qualitative participants

In-depth interviews:

• Average age: 28 years (range: 
20 to 43 years)

Focus group discussions: 

• Average age: 27 years (range: 
18 to 46 years)

• 60% English speakers; 40% 
spoke a primary language 
other than English

Survey respondents

• Average age: 33 years (range: 16 
to 49 years)

• 46% U.S. born; 54% foreign-
born

• 53% had previously given birth
• 85% identified as Asian*
• 17% identified as NHPI*

▪ 62% Native Hawaiian
▪ 13% Samoan/American 

Samoan
▪ 12% Other Pacific Islander
▪ 6% Guamanian or Chamorro

Participant Characteristics

*Respondents could select more than one option



Key findings



Sexual and Reproductive Health Attitudes and 
Knowledge 

• Sexual and reproductive health (SRH) topics, including abortion, are treated 
as secretive and taboo

• Lack of openness around SRH topics limited participants’ knowledge of 
abortion methods and where to access care

• Stigma related to sex and pregnancy outside of marriage as well as abortion 
stigma in communities led to participants feeling isolated during their 
abortion



• Lack of available and accessible information sources resulted in decreased 
knowledge of SRH topics

• Participants often felt “lost” about where to go and often relied on online 
information

Sexual and Reproductive Health Information 
Sources





Abortion Knowledge, Attitudes and 
Experiences

• Study participants described limited knowledge of abortion methods, particularly MA

• Participants in the qualitative study spoke to the misinformation they heard about 
abortion in their communities, but when provided information about MA often 
preferred this method over procedural abortions because they believed it was easier, 
less invasive, and more private.





Barriers to Accessing Abortion Care

General barriers

• High cost of abortion 
care/lack of insurance 
coverage

• Limited appointment 
availability

• Lack of transportation
• Legal restrictions
• Wait times at the clinic
• Protesters outside of 

clinics

Community-related 
barriers

• Stigmatizing attitudes 
toward abortion and SRH 
topics broadly

• Lack of family support
• Living with or near family 

members 
• Lack of Asian and NHPI 

language options at clinics





Barriers to Accessing Medication Abortion

• Among survey respondents who previously had a procedural or medication 
abortion, 61% reported experiencing at least one community-related barrier 
when seeking or receiving abortion care





Recommendations

• Collect and publish more disaggregated data and research 
on sexual and reproductive health for AANHPI subgroups

• Build and increase support for community-based 
organizations and providers serving large immigrant, 
limited-English proficient populations

• Normalize the experience of abortion as a part of health 
care

• Ensure culturally competent care within the healthcare 
system


