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a b s t r a c t 

Objective: Evaluate satisfaction and experience with telemedicine consultation and home use of mifepri- 

stone and misoprostol for abortion to 10 weeks’ gestation. 

Study Design: Cross-sectional evaluation of British Pregnancy Advisory Service (BPAS) clients who used 

mifepristone and misoprostol at home from 11 May to 10 July 2020. We sent a text message with a 

link to a web-survey 2 to 3 weeks postabortion. Questions assessed satisfaction and experiences with a 

service model including telephone consultation and provision of medicines by mail or collection from the 

clinic. We used bivariate and multivariate regression to explore associations between client characteristics 

and outcomes. Our primary outcomes were overall satisfaction (5-point Likert scale) and reported contact 

with a health care provider. 

Results: A total of 1,333 clients participated. Respondents described home use of medications as “straight- 

forward” (75.8%) and most were “very satisfied” (78.3%) or “satisfied” (18.6%) overall. Being “very satis- 

fied” was associated with parity (aOR 1.53, 95% CI 1.09 −2.14) and pain control satisfaction (aOR 2.22, 

95% CI 1.4 4 −3.4 4). Health care provider contact was reported by 14.7%; mainly to BPAS’ telephone af- 

tercare service (76.8%). Dissatisfaction with pain control (aOR 3.62, 95% CI 1.79 −7.29) and waiting > 1 

week to use mifepristone (aOR3.71, 95% CI 1.48 −9.28) were associated with health care provider contact. 

If needed in the future, most would prefer consultation by phone (74.3%) and home use of mifepristone 

and misoprostol (77.8%). 

Conclusions: Satisfaction with telemedicine and home use of mifepristone and misoprostol is high. Most 

clients do not need health care provider support when administering medicines at home or post abortion. 

© 2021 The Author(s). Published by Elsevier Inc. 

This is an open access article under the CC BY license ( http://creativecommons.org/licenses/by/4.0/ ) 
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. Introduction 

Despite evidence that home use of mifepristone and misopros- 

ol for medication abortion is safe and effective, restrictions re- 

ain common [ 1 , 2 ]. In the United Kingdom (UK), the Abortion

ct [3] dictates where abortion medicines can be administered. In 

018, England, Wales, and Scotland approved a person’s home for 

se of misoprostol [4] , but mifepristone administration remained 

estricted to a clinic or hospital. 

In March 2020, the UK government imposed a nationwide 

lockdown” to control the spread of Sars-CoV-2 (COVID-19). Na- 
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ional guidance released during the pandemic recommended 

elemedicine models to preserve access to abortion care while pro- 

ecting health care staff and clients from potential COVID exposure 

5] . The English and the Welsh governments issued temporary ap- 

rovals for home use of mifepristone and misoprostol up to 10 

eeks’ gestation [6] . Updated national guidance endorsed a fully 

elemedicine model for medication abortion care including tele- 

hone assessment, gestational age determination by last menstrual 

eriod (LMP) with ultrasound only when necessary, and direct-to- 

lient provision of medicines. 

Researchers have evaluated telemedicine in medication abor- 

ion care as a means to removing barriers to service access, re- 

ucing stigma, and improving outcomes and satisfaction [7–10] . 

tudies describe a range of models, from telemedicine consults as 
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 complement to in-person care to full remote provision of care 

7] . Evidence shows that telemedicine improved access to abor- 

ion, while remaining safe and effective [9–12] . A systematic re- 

iew of telemedicine for medication abortion ≤10 weeks’ gestation 

oncluded it was highly acceptable with rates of success and com- 

lications compared to in-clinic care [7] . 

In response to the pandemic and permission for home-use of 

ifepristone, British Pregnancy Advisory Service (BPAS) rapidly 

ransformed its service model to primarily telemedicine consulta- 

ions and provision of medicines for medication abortion via mail 

r in-clinic collection. To evaluate these service changes, we con- 

ucted a web-based survey with clients who accessed BPAS’ med- 

cation abortion services during the COVID-19 pandemic using the 

ew care pathway. Recognising the potential for this model to sig- 

ificantly decrease barriers to care, with applications during and 

eyond the pandemic, we aimed to understand client acceptability 

nd experiences. 

. Materials and methods 

On 8 April 2020, BPAS launched a telemedicine model for med- 

cation abortion up to 10 weeks of gestation. Clinicians (nurses 

r midwives) performed consultations via telephone (or video call 

or clients under 18 years of age for safeguarding purposes) to 

ssess eligibility for medication abortion and determine if an in- 

erson assessment was needed. Clinicians performed ultrasounds 

nly when indicated (criteria included: unsure LMP, history of ir- 

egular menses or atypical LMP, vaginal bleeding/spotting or pelvic 

ain in the last 48 hours, intrauterine contraception in place at the 

ime of conception, history of ectopic or prior tubal surgery). Af- 

er confirmation of eligibility, clients chose to receive medicines 

y mail or collect them from a nearby clinic for home use. Per 

he Abortion Act (1967) [3] , 2 doctors reviewed all abortion re- 

uests and provided the necessary signatures before prescribing 

he medicines. 

Through mail or in-clinic collection, we provided clients with 

ifepristone, misoprostol, codeine for pain, written instructions, 

recautions, and information on how to access a 24-hour BPAS 

elephone helpline for questions or concerns. We instructed clients 

o take mifepristone 200 mg orally followed 1 to 2 days later by 

isoprostol 800 mcg vaginally or buccally. We provided an addi- 

ional 400 mcg of misoprostol and instructed all clients to use it 

 to 4 hours after the first dose of misoprostol. We recommended 

hat clients use over the counter non-steroidal anti-inflammatory 

rugs (NSAIDs) at prescription strength dosing (60 0-80 0 mg) with 

he codeine as needed for pain. We instructed clients to perform 

 low-sensitivity pregnancy test (Quadratech check4-HCG, 10 0 0 

IU/ml) and a self-assessment checklist [13] to screen for ongoing 

regnancy (less than 4 days of vaginal bleeding, persistent preg- 

ancy symptoms, no return of menses after 4 weeks) 3 weeks 

ostabortion. Clients could opt to receive progestin-only pills for 

ontraception along with their medication abortion pills. 

From 11 May to 10 July 2020, we sent a text message invitation 

o all clients who had a medication abortion at 10 weeks’ gestation 

r less in the previous 10-21 days and had agreed to be contacted 

or the service evaluation during their initial booking. The invita- 

ion included a link to an anonymous web-based survey in English. 

e piloted the survey with non-clinical staff of reproductive age 

efore dissemination. After a brief introduction, questions focused 

n: consultation, information provision, method of gestational age 

ssessment (LMP or ultrasound), how medicines were received, ex- 

erience with use of medicines, pain management, assessment of 

bortion outcome, contact with a health care provider (defined as 

ontact with the BPAS helpline, BPAS clinic, hospital/emergency de- 

artment (ED), or general practitioner), acceptability (5-point Lik- 

rt satisfaction scale), and future preferences. In addition, we asked 
62 
espondents to provide sociodemographic information and a brief 

edical history including whether they had a positive diagnosis of 

OVID-19 or suspected symptoms. The BPAS Research and Ethics 

ommittee (REC) granted an exemption for ethical review because 

t was a service evaluation and, for the same reason, the National 

ealth Service (NHS) Research Authority did not require a review 

f this project. 

We analysed responses from any client who used mifepristone 

nd misoprostol at home, regardless of consultation being remote 

r in-person. We used descriptive statistics to analyse the sociode- 

ographic, health characteristics, and experiences of the respon- 

ents. We used χ2 squared tests in a bivariate analysis to evalu- 

te the association between covariates and the outcomes of being 

very satisfied” with overall experience and contact with a health 

are provider. We considered a 2-sided p < 0.05 as statistically sig- 

ificant. 

We fitted multivariate logistic regression models to examine 

he association between selected covariates and outcomes as de- 

cribed. We included covariates that were statistically significant 

n the bivariate analysis and a priori variables thought or known 

o be associated with abortion experience (age, gestational age, 

arity, prior abortion, certainty of LMP, no ultrasound, and pain 

ontrol satisfaction) in the multivariate model. We performed a 

tepwise model selection and retained variables with a p value of 

0.20 in the bivariate analysis in the initial multivariate model. We 

ept variables that had a p-value of ≤0.25 in the final multivariate 

odel. We used SAS 9.4 (SAS Institute, Cary, NC) to perform data 

nalysis. 

. Results 

BPAS performed 11,924 medications abortions during the evalu- 

tion period and 7,303 clients (7303/11,924, 61.2%) consented to be 

ontacted for follow up. A total of 1333 clients completed the sur- 

ey (1333/7303, 18.3% of those contacted; 1333/11924, 11.2% of to- 

al clients); our analysis includes the 1144 who used both mifepri- 

tone and misoprostol at home ( Fig. 1 ). Of those, 1,028 (89.9%) 

lients received medicines by mail and 116 (10.1%) collected them 

rom a clinic. Table 1 provides sociodemographic and health char- 

cteristics. Most clients had a telephone consultation and did not 

equire an in-person assessment ( n = 1054, 92.1%). A total of 222 

lients (19.4%) had an ultrasound during the index pregnancy; this 

ncluded ultrasounds done at BPAS and other institutions. Our sur- 

ey did not assess the timing or reason for that ultrasound. 

In Table 2 , we describe client satisfaction, experience with 

ome use of the medicines, and future preferences. Nearly all 

lients were satisfied or very satisfied ( n = 1010, 96.9%) over- 

ll. The majority ( n = 867, 75.8%) reported that home use was 

straightforward” while 230 (20.6%) had “some questions but 

ostly understood”, and 18 (1.6%) needed more guidance. For pain, 

4.0% took codeine ( n = 732), 41.1% took paracetamol ( n = 470), 

9.2% took ibuprofen ( n = 448), and 13.1% took no medications 

 n = 150). The majority of clients were satisfied with pain control 

 n = 883, 79.5%). Only 180 clients (15.7%) had difficulty using the 

regnancy test or determining the abortion outcome. One hundred 

nd sixty-eight clients (14.7%) contacted a health care provider for 

elp or advice during the abortion process or postabortion. Fifty- 

ve clients (55/168, 32.7%) made contact to more than 1 type 

f health care provider. In most cases (129/168, 76.8%) the con- 

act was to the BPAS telephone helpline. There were 77 individ- 

als that reported only the use of the BPAS telephone helpline 

77/168, 45.8%). Thirty-six (36/168, 21.4% of those contacting a 

ealth care provider; 36/1114, 3.2% of total) clients visited a hos- 

ital/ED of which most (25/36, 69.4%) also contacted the BPAS 

elephone helpline or visited a BPAS clinic. Regarding future pref- 

rences for another abortion, most (74.3%, n = 787) would opt 
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Fig. 1. Service evaluation of medication abortion up to 10 weeks’ gestation from British Pregnancy Advisory Service. 
∗Not all that consented for contact went on to complete the medication abortion. This was not recorded as part of this service evaluation. 
∗∗These clients did not indicate the location where the medicines were taken for their medication abortion. 

Table 1 

Characteristics of clients who received mifepristone and misoprostol for use at home for 

medication abortion up to 10 weeks’ gestation from the British Pregnancy Advisory Service 

( N = 1,144) 

n = 1,144 % 

Age (years) 

< 20 86 8.2 

20 −29 482 45.8 

30 −39 410 39.0 

≥40 74 7.0 

Gestational age (weeks) ∗a 

≤5 488 42.7 

6-7 457 40.0 

≥8 183 16.0 

Unsure 16 1.4 

Consultation type 

Telephone only 1,054 92.1 

Telephone and in-person 72 6.3 

In-person 18 1.6 

Receipt of medicines 

Via mail 1,028 89.9 

Collected in clinic 116 10.1 

Obstetric history 

Nulliparous 432 41.1 

Parous 618 58.8 

Prior ectopic 33 2.9 

Prior miscarriage 292 25.5 

Prior abortion 404 38.6 

Medication 298 26.1 

Surgical 189 16.5 

Certainty of last menstrual period date 

Certain 771 67.4 

Somewhat certain 314 27.5 

Uncertain 59 5.2 

Received ultrasound during this pregnancy ∗∗b 222 19.4 

Received progestin only pill with abortion medicines 536 50.6 

COVID-19 status 

Diagnosed or symptomatic 5 0.5 

In self-isolation due to COVID-19 contact or medical condition 52 5.0 

∗a Per respondent report; all gestational ages were self-reported by the client at time of 

consultation. 
∗∗b At BPAS or another institution; Our survey did not assess the timing and reason for 

the ultrasound. 
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or telephone consultation, medication abortion with home use of 

ifepristone and misoprostol ( n = 890, 77.8%), and medications by 

ail ( n = 788, 68.9%). 

To assess the relationship between being overall “very satisfied”

nd respondent characteristics, we performed a multivariate logis- 

ic regression, shown in Table 3 . After adjusting for confounders 

age, gestational age, parity, prior abortion, certainty of LMP, time 
63 
etween receipt and self-administration, no ultrasound, pain con- 

rol satisfaction), we identified an association between being “very 

atisfied” and being parous (aOR 1.53, 95% CI 1.09 −2.14) or being 

atisfied with pain control (aOR 2.22, 95% CI 1.4 4 −3.4 4). A lapse 

f more than a week between receiving the medicines and us- 

ng them was associated with lower odds of being “very satisfied”

aOR 0.29, 95% CI 0.12 −0.71). 
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Table 2 

Acceptability, experience, and future preferences for clients who received mifepristone and misoprostol 

for use at home for medication abortion up to 10 weeks’ gestation from the British Pregnancy Advisory 

Service ( N = 1144) 

n = 1144 % 

Satisfaction with overall experience 

Very satisfied 824 78.3 

Satisfied 196 18.6 

Neither satisfied nor dissatisfied 21 2.0 

Dissatisfied 8 0.8 

Very dissatisfied 3 0.3 

Problems with receipt of medicines via mail ( n = 1026) ∗a 24 2.3 

Time between receipt and use of medicines 

> 1 week 28 2.5 

Within a week 533 47.4 

Same day 563 50.1 

Experience with home use of medicines 

Straightforward, no questions 867 77.8 

Some questions, but mostly understood 230 20.6 

Needed more guidance 18 1.6 

Route of misoprostol 

Buccal 131 11.8 

Vaginal 898 80.5 

Both ∗∗b 81 7.3 

Can’t recall 5 0.5 

Pain control satisfaction 

Satisfied 883 79.5 

Neutral 135 12.2 

Dissatisfied 93 8.4 

Problem using pregnancy test or checklist to determine abortion outcome 180 15.7 

Contacted a health care provider during or after the abortion 168 14.7 

BPAS telephone aftercare service 129 11.3 

Visited a BPAS clinic 28 2.4 

Went to hospital or Emergency Department (ED) 36 3.1 

Visited general practitioner 17 1.5 

Preference for consultation type in the future 

Telephone 787 74.3 

In-person 110 10.4 

Unsure 163 15.4 

Preference for abortion type in the future 

Medication abortion, medicines by mail to use at home 788 68.9 

Medication abortion, collecting the medicines from a clinic to use at home 102 8.9 

Surgical abortion 75 6.6 

Not sure 145 12.7 

∗a 10 (47.6%) Took longer than expected; 1 (4.8%) items were missing; 1 (4.8%) went to the wrong 

address; 12 (57.1%) other. 
∗∗b Indicates vaginal and buccal used for the 2 separate doses of misoprostol. 
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To assess the relationship between client characteristics and 

ontact with a health care provider during their abortion, we per- 

ormed a multivariate logistic regression in Table 3 using the same 

onfounders. After adjusting for confounders, we found an associ- 

tion between contact with a health care provider and dissatisfac- 

ion with pain control (aOR 3.62 95% CI 1.79 −7.29) or waiting more 

han a week between receipt and use of medicines (aOR 3.71, 95% 

I 1.48 −9.28). 

. Discussion 

The high satisfaction rate and preference for home use of 

ifepristone and misoprostol in the future demonstrate that the 

elemedicine model for abortion was valued by our clients during 

he COVID-19 pandemic. This model of care has significant benefits 

nd should be considered for widespread implementation beyond 

he pandemic. 

While our evaluation draws on a large population, it only rep- 

esents 9.5% of the clients who had a medication abortion at BPAS 

uring the evaluation period. Eighteen percent of invited clients 

articipated in the survey, which may lead to sampling bias and 

imits the generalisability of the results. This response rate of those 

ho agreed to be contacted is similar to our routine organizational 

lient satisfaction survey response rates. In comparing our sample 
64 
o that of the entire population of medication abortion clients dur- 

ng the same period, more clients in our survey received medicines 

y mail (90% vs 71% overall). Also, fewer clients in our study had 

ltrasounds (19% vs 33% overall). 

Other limitations include selection and recall bias, lack of so- 

ioeconomic, geographic, or race data, and lack of information on 

easons for contacting a health care provider. The climate of the 

andemic may have influenced clients’ willingness or ability to 

ontact a health care provider, especially for in-person assessment, 

nd may have also affected satisfaction. 

Our findings concur with the high levels of satisfaction and 

cceptability reported in other studies on home use of mifepri- 

tone and misoprostol [ 2 , 14 , 15 ]. We identified factors associated 

ith client satisfaction. We found that pain control during medica- 

ion abortion was an important contributor to satisfaction, which is 

onsistent with other studies [16–18] . This association emphasises 

he need to counsel and prepare clients to cope with the pain of 

edication abortion. To date, clinical trials on medication abortion 

are have failed to identify effective pain control regimens beyond 

SAIDs [19–21] , leading to calls for more research [22] . During the 

tudy period, BPAS clinicians instructed clients to use NSAIDs as 

he first-line pain medication, yet more clients in our study took 

aracetamol (41.1% vs 39.2% for ibuprofen) and some took no pain 

edication at all (13.1%). To optimize pain control in the future, 
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Table 3 

Unadjusted and adjusted odds ratios (OR) for being “very satisfied” with overall experience ( n = 1052) and for contact with a health 

care provider ( n = 1066) for clients who received mifepristone and misoprostol for use at home for medication abortion up to 10 weeks’ 

gestation from the British Pregnancy Advisory Service 

“Very satisfied” with overall experience Contact with a Health Care Provider 

OR (95% CI) aOR a (95% CI) OR (95% CI) aOR a (95% CI) 

Age 

< 20 0.57 (0.35 −0.92) b 0.91 (0.53 −1.57) 1.26 (0.71 −2.23) 0.97 (0.52 −1.81) 

20 + 1.00 1.00 1.00 1.00 

Gestational age 

≤5 weeks 1.46 (1.08 −1.98) b 1.27 (0.92 −1.76) 0.88 (0.63 −1.23) 1.01 (0.71 −1.45) 

> 5 weeks 1.00 1.00 1.00 1.00 

Parous 1.83 (1.36 −2.46) c 1.53 (1.09 −2.14) b 0.65 (0.47 −0.91) b 0.70 (0.48 −1.01) 

Prior abortion 1.10 (0.81 −1.49) 0.97 (0.70 −1.36) 0.91 (0.65 −1.29) 1.00 (0.69 −1.45) 

Certainty of LMP 

Certain 1.00 1.00 1.00 1.00 

Somewhat certain 0.67 (0.49 −0.93) b 0.79 (0.56 −1.11) 1.39 (0.97 −1.99) 1.31 (0.90 −1.91) 

Uncertain 0.87 (0.43 −1.73) 1.44 (0.66 −3.14) 0.94 (0.41 −2.13) 0.49 (0.19 −1.26) 

Time between receipt and use of medicines 

> 1 week 0.26 (0.12 −0.59) b 0.29 (0.12 −0.71) b 3.15 (1.36 −7.32) b 3.71 (1.48 −9.28) b 

Within a week 1.17 (0.86 −1.58) 1.26 (0.91 −1.74) 1.14 (0.81 −1.60) 1.16 (0.81 −1.65) 

Same day 1.00 1.00 1.00 1.00 

No ultrasound during this pregnancy 1.55 (1.09 −2.20) b 1.45 (0.97 −2.15) 0.60 (0.41 −0.88) b 0.53 (0.35 −0.82) b 

Satisfaction with pain control 

Satisfied 2.57 (1.70 −3.89) c 2.22 (1.44 −3.44) c 0.99 (0.58 −1.69) 1.27 (0.71 −2.27) 

Neutral 1.00 1.00 1.00 1.00 

Dissatisfied 0.46 (0.26 −0.80) b 0.48 (0.27 −0.85) b 3.32 (1.71 −6.45) c 3.62 (1.79 −7.29) c 

a Adjusted for age, gestational age, parity, prior abortion, certainty LMP, time between receipt and self-administration, no ultrasound, 

pain control satisfaction. 
∗b p < 0.05. 
∗∗c p < 0.001. 
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ur service could consider clearer instructions, providing NSAIDs 

ith the abortion package, or further engagement with clients to 

nderstand their needs. Dissatisfaction with pain control, reported 

y 8.4% of our respondents, was associated with nearly 4 times 

igher odds for contacting a health care provider. We do not have 

nformation regarding reason for contact to a health care provider, 

ut as part of our routine counselling, we advise clients to contact 

he BPAS helpline if pain is not adequately managed. 

Our data suggest that parity is another important predictor of 

atisfaction during medication abortion, in line with findings from 

ther medication abortion care acceptability studies [16] . This as- 

ociation may exist because parous people have more experience 

ith obstetrical/gynaecological procedures and thus have different 

xpectations or levels of preparedness. Data also suggest that a 

arous cervix dilates more easily, potentially making the abortion 

ess painful [23] . Additionally, parous individuals with child-care 

ommitments may prefer remote services, which could influence 

atisfaction. Our findings, while not novel, indicate that abortion 

ervices should consider how to counsel and support parous and 

ulliparous clients differently. 

Waiting more than a week to take the abortion medicines was 

ssociated with increased incidences of contact with a health care 

rovider. Our survey did not evaluate reasons for client’s timing 

f administration. Abortion service users have reported that con- 

rol and flexibility over the timing of administration were the pri- 

ary reasons for choosing home vs in clinic use of mifepristone 

14] . Perhaps some respondents had more hectic life situations and 

eeded to wait to use the medicines; these circumstances could 

ave affected their overall satisfaction rather than the abortion it- 

elf. With many people “sheltering in place” during the pandemic, 

lients may have struggled to find a private moment for the abor- 

ion, thus leading to increased time lapse between receipt and ad- 

inistration and lower satisfaction. 

One of the most significant changes to our abortion service 

odel was the discontinuation of routine ultrasounds. In our eval- 

ation, approximately 20% had an ultrasound either provided by 

PAS or before attending for care. The World Health Organization 
65 
nd the Royal College of Obstetricians and Gynaecologists (RCOG) 

oth state that routine ultrasound is not required for safe abortion 

are [ 24 , 25 ]. For most, LMP is acceptable for gestational age deter-

ination [ 26 , 27 ]. A 2014 systematic review found that only 2.5% to

1.8% of those who were eligible for medication abortion ≤9 weeks 

f gestation by LMP would be ineligible by ultrasound [28] . Not 

nly is LMP highly effective in dating a pregnancy, but data show 

hat omitting routine preabortion ultrasound does not compromise 

afety, as complication rates remain low [ 29 , 30 ]. It appears that 

lients who did not have an ultrasound had a trend towards higher 

dds of being “very satisfied” overall, however we lack the reasons 

or why the ultrasound was done in our evaluation. 

We counsel our clients to use the provided written informa- 

ion to guide home medication abortion care, which includes signs 

nd symptoms that need further medical assessment. Most of our 

espondents (85.3%) did not report making contact with a health 

are provider during or after their abortion. Only 3.1% of all clients 

isited a hospital or ED. Our rate of hospital contact is consistent 

ith another study on self-managed medication abortion, where 

.3% of those at 9 weeks’ gestation or less made hospital contact 

ithin the first 24 hours of the abortion [31] . Furthermore, contact 

ith a health care provider, including a visit or referral to hospital, 

oes not necessarily indicate a serious adverse event. It’s possible 

hat the pandemic may have resulted in more clients visiting hos- 

itals/ED because many doctor’s offices were offering reduced in- 

erson services [32] . Overall serious adverse events are rare during 

edication abortion up to 10 weeks’ gestation at a reported fre- 

uency of 0.03% to 0.6% [33] . In another study performed at BPAS 

nd other UK abortion service providers, authors report an adverse 

vents frequency of 0.02% (7/29,984) with a no-test medication 

bortion model [15] . Additionally, 15.7% of clients reported a prob- 

em using the pregnancy test or checklist to determine abortion 

utcome, which may have resulted in calls to the BPAS helpline. 

any clients may simply need additional support while they man- 

ge their abortion at home and thus contact with a health care 

rovider can presents an opportunity to positively affect a client’s 

xperience. Knowledge of the typical rate and reasons that clients 
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ontact health care providers could help providers better plan for 

ervices and support clients. 

A wealth of evidence demonstrates that home use of 

ifepristone and misoprostol, telemedicine, and ultrasound car- 

ied out only as indicated are acceptable and safe [ 2 , 7 , 9–

1 , 15 , 26 , 27 , 29 , 34 , 35 ]. While governments and regulatory bodies

emporarily relaxed restrictions on place of use for mifepristone 

uring the pandemic, the compelling evidence on safety and satis- 

action with telemedicine abortion models show that this practice 

hould be continued beyond the pandemic. Health care policymak- 

rs must ensure that restrictions are lifted to allow abortion ser- 

ices to continue offering services that meet client’s needs beyond 

he pandemic. 
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