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Objective: Access to abortion care in the United States (US) is restricted by numerous logistical and financial bar-
riers, which have been further intensified by the COVID-19 pandemic. We sought to understand the ways in
which COVID-19 prompted changes in clinical practices in abortion care among independent abortion clinics.
Study design: We surveyed independent US abortion clinics and documented changes in practice regarding the
provision of abortion since March 1, 2020.
Results: Among about 153 independent clinics invited, 100 clinics contributed relevant data andwere included in
the analytic sample. A total of 87% reported changes in protocols in response to the COVID-19pandemic. Reported
changes includedmoving to telehealth (phone or video) for follow-up (71%), starting or increasing telehealth for
patient consultations and screening (41%), reducing Rh testing (43%) and other tests (42%), and omitting the
preabortion ultrasound (15%). A total of 20% reported allowing quick pickup of medication abortion pills, and
4% began mailing medications directly to patients after a telehealth consultation. Clinical practice changes were
reported throughout all regions of the US, but facilities in the Northeast (73%) were more likely to report starting
or increasing telehealth than facilities in the South (23%, p < .001).
Conclusion: The COVID-19 pandemic accelerated use of telehealth among independent abortion clinics, butmany

clinics, particularly those in the South, have been unable to make these changes. Other practices such as reducing
preabortion ultrasoundswere less common in all regions despite clinical guidelines and evidence supporting such
changes in practice and positive benefits for public health and patient-centered care.
Implications: The COVID-19 pandemic has created a window of opportunity to remove barriers to abortion, in-
cluding expanding telehealth and reducing preabortion tests. Clinics can strive for a culture shift towards simpli-
fying the provision of medication abortion and routinely avoiding preabortion tests and in-person visits. Such
changes in practice could have positive benefits for public health and patient-centered care.

© 2020 The Authors. Published by Elsevier Inc. This is an open access article under the CC BY-NC-ND license
(http://creativecommons.org/licenses/by-nc-nd/4.0/).
1. Introduction

Access to abortion care in the United States (US) is hampered by nu-
merous logistical and financial barriers, and the COVID-19 context has
intensified these barriers. Nearly 90% of US counties have no abortion
provider [1], and there are 27 abortion deserts—major cities where res-
idents must travel 100 miles or more to reach an abortion provider [2].
Traveling long distances for abortion care, which often involvesmultiple
visits, results in increased costs for travel and childcare, lost wages from
time off work andmissed days of school [2–5]. The COVID-19 pandemic
has strained the healthcare workforce; forced people to travel greater
distances for care, including crossing state lines; reduced appointments
available; and increased wait times for abortion services [6,7]. Addition-
ally, 11 states declared that abortion is not an essential health service
hyay).
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and attempted to discontinue all abortion services [8,9].
The COVID-19 pandemic has brought new attention to medication

abortion because it can be provided without any physical contact be-
tween a patient and clinician, which protects both patients and clinical
staff. In recent months, professional organizations, including the
American College of Obstetricians and Gynecologists and the National
Abortion Federation, have issued statements endorsing telehealth and
no-test (also called no-touch or no-contact) approaches for abortion
care to maintain social distancing [10–12]. Additionally, several leading
professional organizations came together to publish a sample protocol
for providing no-test medication abortion [13].

These no-test approaches preserve the usual standard of care, except
that they replace the in-person ultrasound or physical examwith other
evidence-based methods to assess the patient's duration of pregnancy
and screen for ectopic pregnancy [14]. They involve evaluating the pa-
tient by video or phone and rely on the reported date of the patient's
last menstrual period to assess duration of pregnancy and thenmonitor
patient symptoms via remote follow-up to rule out ectopic pregnancy
the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
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[14,15]. This practice has been shown to be safe and effective for those
who are certain of the date of their last menstrual period and have no
known risk factors for ectopic pregnancy [14].

Adoption of no-test medication abortion practices could minimize
the time that patients spend in healthcare facilities and reduce physical
contact between patients and providers. Telehealth approaches —
where a clinical consultation is conducted over video or phone and the
medications are mailed to the patient—would confer the most protec-
tion. However, efforts to use telehealth for medication abortion have
been hindered because the Federal Drug Administration (FDA) has
placed a strict set of rules known as the Risk Evaluation and Mitigation
Strategy (REMS) on mifepristone, the first pill taken for a medication
abortion [16,17]. Among these restrictions is the requirement that mi-
fepristonemust be dispensed in a clinic, doctor's office or hospital rather
than allowing for the common dispensing of medication in a pharmacy.
In addition to the FDA restrictions, 18 states have effectively prohibited
telemedicine for abortion [18].

It is unknown how many abortion providers have adopted such
practices in response to COVID-19. In this paper, we document the
changes in clinical practice regarding the provision of abortion begin-
ning March 1, 2020, through mid-May 2020 among a sample of inde-
pendent abortion providers.

2. Methods

2.1. Sample and recruitment

From April 16 to May 22, 2020, we invited independent abortion
providers throughout the US to participate in a brief online survey
about the ways in which COVID-19 had affected their abortion clinic.
The larger study aimed to understand management strategies that
clinics adopted to respond to the COVID-19 pandemic. The main find-
ings that focus on changes in administrative and nonclinical practices
were published separately [7]. The University of California, San
Francisco Institutional Review Board approved this study (#20-30453).

We recruited participants via two abortion clinic listservs: the Abor-
tion Care Network (ACN) [19] with about 110 independent clinics and
the Abortion Clinical Research Network (ACRN) with 70 members,
which included academic/hospital-affiliated independent clinics and
Planned Parenthood clinics [20] (personal communication with Mary
Tschann, September 1, 2020). We also sent emails directly to approxi-
mately 96 abortion clinic contacts with whom the authors had existing
Fig. 1. Percentage of clinics enacting each clini
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relationships and requested colleagues to forward the survey to other
clinic contacts. There was some overlap between the two listservs,
with 29 clinics subscribing to both, and about 90 of the emailed invitees
were also members of the ACN. Taken together and removing dupli-
cates, we estimate that the study team, ACN, and ACRN directly sent
the invitation to 110 ACNmembers, 37 ACRNmembers, and 6 other in-
dependent clinic contacts, totaling approximately 153 unique indepen-
dent abortion clinics.

Respondents aged 18 or older andwho could complete the survey in
Englishwere eligible to complete the survey.Whilewe primarily sought
to survey clinic managers or directors, we also accepted responses from
any individual at an independent abortion clinic who could report on
the clinic's practices during COVID-19.

2.2. Data collection

The recruitment email contained a link to a Qualtrics survey. All re-
spondents first provided electronic consent before answering a series of
questions about their role at the clinic, the clinic's regional location and
the services provided before COVID-19. If respondents indicated that
they oversaw more than one clinic, we invited them to complete a sepa-
rate survey for each clinic. The survey asked respondents their age, posi-
tion at the clinic and geographic location of the clinic. We then asked a
series of questions regarding how COVID-19 impacted their clinic and
about any clinical practice changes as a result of the pandemic. The survey
asked two specific items regarding medication abortion. The first item
was, “Has your clinic changed your telemedicine practices related to abor-
tion since March 1, 2020, due to COVID-19?”with response choices of no
change, decreased existing telemedicine abortion services, started new
telemedicine abortion services and increased telemedicine abortion ser-
vices. The second itemwas, “How have the clinical practices in your clinic
changed since March 1, 2020, due to COVID-19?” with specific response
choices listed (as shown in Fig. 1). Participants could select all that applied
to their practices. Additionally, the survey asked open-ended questions
about other ways COVID-19 affected their clinic or services.

2.3. Data analysis

Data analysis sought to describe the proportion of clinics reporting
changes to their clinical practices as a result of the COVID-19 pandemic.
Because the geographic distribution of abortion clinics and state laws
that either support or hinder abortion access often influences access to
cal practice change by geographic region.
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abortion care, we then used Fisher's Exact Test to analyze whether clin-
ical practice changes differed by geographic region of facilities, setting
significance at p < .05.

3. Results

3.1. Sample

Overall, 120 people working at independent clinics responded to the
survey. As reported previously [7], among these, there were five in
which more than one respondent per clinic responded to the survey.
In those instances, we kept only one response per clinic in the dataset
for analysis, retaining the survey that was completed at the later date
with the assumption that it would be more likely to capture the
broadest range of experiences unless this survey was completed by
someone other than the clinic manager or director. Another 15 respon-
dents did not provide responses to the specific questions of interest for
this manuscript. The final analytic sample was 100 clinics, resulting in a
response rate of 65%. Clinics were well distributed among the 4 regions,
including 31 in the South, 22 in the Northeast, 24 in theMidwest and 23
in theWest. Clinics also reported a range of clinic volumes, with 8% pro-
viding fewer than 100 medication abortions in 2019, 36% providing
100–500, 29% providing 500–1000 and 25% providing more than 1000.

3.2. Closed-ended responses

Overall, 87% of abortion clinics stated that they changed their clinical
practice in someway for at least some patients in response to COVID-19.
Moving to phone or video follow-up to confirm complete abortion was
the most commonly reported change in practice due to COVID-19, with
71% of clinics reporting this change (Fig. 1). Similarly, 41% reported
starting or increasing telehealth for the patient's initial consultation
appointment.

In terms of reducing tests, 43% of clinics reported omitting Rhesus
(Rh) testing, 42% reported omitting other tests like hemoglobin and
anemia, and 15% began omitting the preabortion ultrasound for some
patients due to COVID-19. To dispense the medications, 20% reported
allowing quick pickup ofmedications after a phone or telehealth consul-
tation, and 4% reported mailingmedications to patients after a phone or
telehealth evaluation. No clinics reported initiating in-person delivery of
medications to a patient's home.

The only statistically significant change in practice by region was
adoption of telehealth, with facilities in the Northeast (73%) more likely
to report starting or increasing telehealth than facilities in the South
(23%, p < .001). Addition of quick pill pickup was higher in the West
(35%) than in the Midwest (4%), though this difference did not reach
statistical significance (p = .06).

3.3. Open-ended responses

In response to the open-ended questions, several participants, mostly
in theMidwest, mentionedwanting to reduce tests andmake other prac-
tice changes but cited state-level restrictions that prohibited such changes
or the REMS requirement that bans mailing of medications.

“Weare limited by the state as towhatwe can and cannot omitwith-
out facing possible legal repercussions. We have not been able to
changemuch in terms of the provision of abortion care (testing, con-
sult and ultrasound 24 hours prior to starting, medication ab's in-
stead of aspiration for those under 11 weeks, etc.). We are not
permitted to waive Rh testing, ultrasounds, or hemoglobin testing.”
— Clinic director of a Midwest clinic.

“We have a state law … that requires medication abortions to be
given in person by a physician. We also have a 24-hour consent
3

law. The same physician who signs the 24-hour consent form with
the patient is required to physically give the patient the pill. With
reworking of physician schedules due to the pandemic, we have
had difficulty with follow-up. We also are required to recommend
the patient follow up in our clinic for an in-person ultrasound after
a pill abortion—which we still recommend, but the patients are do-
ing at homepregnancy tests in 1month and callingus if they are pos-
itive.” — Clinic director of a Midwest clinic.

“Our state criminalizes teleabortion [telemedicine for abortion] so
we have not moved mife [mifepristone] patients to video as we'd
like.” — Physician at a Midwest clinic.

Other participants mentioned that the reductions in tests and an in-
crease in telehealth improved or have the potential to improve quality
of care.

“… patients mostly love the increased access and convenience of
telehealth visits; for the patients we do see in clinic, we generally
have so much more time to spend with them now without being
rushed; some clinicians have been able to expand their practice to
now offer medication abortion to meet the need.” — Clinician at a
clinic in the West.

“I would be delighted to do No-Touch abortion for pts [patients] un-
able to come in to the office and mail pts their medication directly.
This would be the safest and most effective way to deliver abortion
care and would reach the greatest number of patients at lowest risk
to all and would expand access and reduce unnecessary delays.” —
Physician and owner at a clinic in the Northeast.

However, at least one participant was so enthusiastic about the po-
tential for no-test medication abortions to reduce potential COVID risk
that the clinic is “strongly encouraging” it over aspiration abortion.

“We implemented telehealth as a result of COVID-19 and are
strongly encouraging MAB when appropriate. We are using Low-
touch & No-touch MAB protocols and sending patients home with
pregnancy tests for follow-up purposes (along with follow up call).”
— Administrative Officer at a clinic in the West.

4. Discussion

This paper finds that the COVID-19 pandemic accelerated the use of
telehealth for abortion. The use of telehealth has become common prac-
tice among independent abortion providers, used in somewaywith pa-
tients either for preabortion counseling or in follow-up, although not
necessarily negating a visit to the clinic. This is consistent with practices
that were already changingwell before the COVID-19 pandemic [21,22].
Moving more of the patient–provider interaction to video or phone for
all abortions, even those that require a clinic visit like a later abortion,
may be cost-effective andmay facilitate staffingmanagement for clinics
especially during a timewhen COVID-19 risksmake some staff reluctant
or unable to physically work at the clinic. Additionally, more clinics are
now omitting Rh testing for patients, which is consistent with trends
that began in 2019when the National Abortion Federation first released
a guideline that providers may forego anti-D immune globulin for Rh-
negative patients, also before COVID-19 [23].

Omitting the ultrasound for patients who are medically eligible
was surprisingly less common, with only 15% of providers nationally
making this change in the first three months of the pandemic in the
US despite evidence that it is safe [14] and the new guidelines
[11,12,24] that endorse omitting such tests when possible to reduce
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physical contact and subsequent risk of COVID infection. Requiring a
preabortion ultrasound severely limits the value of telehealth. Mail-
ing of medication abortion pills was similarly rare. This low rate
could be because the FDA REMS requires that Mifeprex be dispensed
only in clinics, doctors' offices and hospitals [17]. These data were
collected before a July 2020 Federal ruling that the FDA's in-clinic re-
quirement is unconstitutional [25,26]. For as long as the ruling is up-
held and the COVID pandemic continues, the ruling makes it
permissible for clinicians to mail medications to their patients so
that patients may avoid a trip to a clinic, but this is only possible in
states where other laws do not prohibit telehealth for abortion. The
open-ended responses suggest that indeed there are other barriers
besides the FDA REMS restrictions, particularly state laws that not
only ban telemedicine but also require unnecessary in-person tests
like ultrasound and Rh testing. Although not mentioned by the partici-
pants, another potential barrier is the concern that public or private insur-
ance would not cover telemedicine or would reduce reimbursements if
tests are not done. To reduce COVID-19 risk, insurances should reimburse
providers a global rate for amedication abortion, trusting clinicians to de-
cide whether such care can be delivered by telemedicine and which tests
are needed to deliver that care.

Even in states where it is legal to omit tests, like in theNortheast and
West, many providers did not change their practice of routinely
conducting preabortion ultrasounds and other tests, which puts the
public, patients and providers at risk of COVID-19. This is especially
concerning where abortion clinics are scarce. For the clinics that did
begin this practice, it is unknown whether they will be able to continue
such innovations beyond the pandemic. New practice models for medi-
cation abortion could have positive benefits beyond the pandemic if
they allow individuals to get abortions earlier in pregnancy [27]. While
medication abortion is extremely safe and effective [28,29], efficacy is
higher at earlier gestations. Additionally, it simplifies the abortion expe-
rience and reduces logistical and emotional burdens for patients. Elimi-
nating unnecessary ultrasounds is consistent with trauma-informed
care, as sparing patients from undergoing unnecessary procedures can
reduce stress and triggers [30].

The findings reported here are consistent with an analysis of 62
abortion facilities including academic centers and Planned Parenthood
centers, in which 22% reported no longer routinely conducting ultra-
sound and 34% reported no longer conducting Rh testing when provid-
ing medication abortion [31]. While the present study included more
clinics (100) and focused on changes at independent clinics, this re-
mains a small subsample of the 344 independent clinics that exist na-
tionwide [19]. Those that are networked through the listservs or
through our contacts may bemore knowledgeable of the latest research
and paradigms in abortion care. Thus, theymay be systematically differ-
ent from those thatwe did not reach, and thesefindingsmay not be gen-
eralizable to the larger universe of independent clinics. We achieved a
response rate of about 65% but do not have data on those clinics that
chose not to participate. Given the emergency state that clinics were
in during the data collection period, it may have been that among
those invited, better resourced clinics had more time to complete the
survey. Thus, clinics that responded to our survey may have had greater
resources to incorporate clinical practice changes and may be overrep-
resented. However, we were still able to recruit a wide variety of clinics
in terms of region and patient volume.

Clinics can strive for a culture shift to routinely offer patientswho are
medically eligible the ability to avoid preabortion tests and in-person
visits, which could have positive health benefits for the public during
the pandemic and for patient-centered care. At the same time, having
a choice between medication abortion and procedural abortion is para-
mount to patient-centered care, and thus, it is important that clinics not
pressure patients to opt for a medication abortion. Providing informa-
tion on both options and explaining that a medication abortion can be
done without a clinic visit may naturally shift more people to select a
medication abortion.
4

These results showed that there was a change after the COVID-19
pandemic inmedication abortionmodels, but further research is needed
to ensure the change in practice persists even after the pandemic. Retro-
spective studies are needed to confirm that no-test and telehealth
models for medication abortion are safe and effective, and further re-
search is needed to better understand patient satisfaction and accept-
ability. Human-centered design approaches could be employed to
develop models that are optimized for patient needs. Additionally, re-
search on the impact of thesemodels on the time to care is also needed,
as these models may actually improve safety and effectiveness if, over-
all, patients are having medication abortions at earlier gestations.

5. Conclusion

The COVID-19 pandemic accelerated use of telehealth among inde-
pendent abortion clinics, but many clinics, particularly those in the
South and Midwest, have been unable to make these changes. Other
practices such as reducing preabortion ultrasounds were less common
in all regions despite clinical guidelines and evidence supporting such
changes in practice and positive benefits for public health and patient-
centered care. Enabling patients to obtain abortion care in the way
that they desire, and as early as possible, could improve both patient sat-
isfaction and abortion outcomes.
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