
TELEMEDICINE   
  

1   /   Introduction   

2   /   What   is   telemedicine?   

3   /   Key   issues   

4   /   The   impact   of   telemedicine   

5   /   Conclusion   

6   /   Beyond   the   pandemic   
  
  
  

   



1   /   Introduction   
  

1.1   /   Background     
  

On  23  March,  the  UK  government  announced  a  full  lockdown  for  all  four  nations,  imposing  a                  
ban  on  meeting  others  outside  their  own  household  and  on  non-essential  travel.  This  dramatic                
announcement  brought  huge  changes  to  all  aspects  of  our  everyday  lives;  and  of  course  it                 
represented   a   major   challenge   to   the   continued   functioning   of   the   NHS.     
  

The  public  health  measures  necessitated  a  new  way  of  delivering  health  care,  including  abortion                
care.  In  2019  NICE  had  recommended  the  incorporation  of  telemedicine  services  into  abortion               
care,   but   it   took   a   global   pandemic   to   get   things   moving.     
  

1.2   /   Pre-pandemic   restrictions   
The   current   legal   framework   that   governs   abortion   care   is   based   largely   on   two   important   pieces   
of   legislation:   the   Offences   Against   the   Persons   Act   1861   (“the   1861   Act”);   and   the   Abortion   Act   
1967   (“the   1967   Act”).   
  

The  1861  Act  makes  abortion  illegal  by  prohibiting  the  use  of  any  noxious  substance  or                 
instrument  to  induce  a  miscarriage.  It  criminalises  the  woman  and  any  third  party,  with  a                 
potential   sentence   of   up   to   life   in   prison.   
  

The  1967  Act  carves  out  a  framework  that  gives  a  legal  defence  to  anyone  accessing  or                  
providing  an  abortion  in  circumstances  that  meet  criteria  laid  out  in  the  legislation  -  an  abortion                  
is  illegal  if  it  is  does  not  meet  these  criteria  and  the  woman  and  third  party  are  at  risk  of                      
prosecution   under   the   1861   Act.   
  

Taken   together,   these   criteria   restrict   access   to   abortion   in   the   following   ways:   
● abortion  treatment  must  be  carried  out  in  an  NHS  hospital/clinic  or  other  approved               

premises   (approved   by   the   Secretary   of   State)   
● two   doctors   must   certify   that   the   woman’s   circumstances   meet   one   of   several   grounds   
● only   doctors   can   prescribe   medications   and   perform   procedures   

  
  
  

   



2   /   What   is   telemedicine?   
  

2.1   /   A   new   pathway     
  

Telemedicine  is  the  use  of  technology,  such  as  telephones  and  video  calls,  to  deliver  remote                 
consultations.  In  abortion  care,  telemedicine  has  come  to  represent  the  use  of  technology  to                
reach  women  and  pregnant  people  for  consultations  and  then  send  a  treatment  package  to                
enable  the  self-administration  of  abortion  medications.  Long  before  the  current  pandemic,             
research  has  shown  that  medical  abortions  through  telemedicine  are  hugely  acceptable  to              
women  and  are  as  effective  as  in-person  care:  rates  of  hospitalisation,  continuing  pregnancy,               
complete  abortion,  haemorrhage  and  hospitalisation  are  similar  to  those  for  in-person  abortion              
care.  NICE  guidelines  made  recommendations  in  2019  that  focussed  on  the  expansion  of               
abortion  access  through  telemedicine.  But  in  the  broader  context  of  healthcare  provision  during               
the  pandemic,  the  necessary  restructuring  of  services  during  lockdown  afforded  abortion             
providers  an  opportunity  to  develop  a  new  pathway  of  delivering  abortion  care  that  would  have                 
otherwise  required  unprecedented  political  support.  Below  is  a  summary  of  the  management  of               
early   medical   abortion   during   the   pandemic,   taken   from   the    RCOG/BSACP   guidelines .     
  
  

   

https://obgyn.onlinelibrary.wiley.com/doi/epdf/10.1111/1471-0528.15684
https://www.rcog.org.uk/globalassets/documents/guidelines/2020-07-31-coronavirus-covid-19-infection-and-abortion-care.pdf


2.2   /   Temporary   regulatory   changes   
  

In  England,  Wales  and  Scotland  service  providers  can  offer  a  complete  early  medical  abortion                
service  using  telemedicine  technology,  treatment  packages  sent  via  post/courier,  or  collected             
from  the  clinic.  This  change  in  services  required  direct  action  from  health  ministers  to  approve                 
regulatory  changes,  which  would  allow  women  to  self-administer  both  mifepristone  and             
misoprostol   at   home   (previous   regulations   had   allowed   home-use   of   misoprostol   only).     
  

On  30  March  2020,  the  Department  of  Health  and  Social  Care  (DHSC)  in  England  published                 
new  regulations  that  allowed  doctors  to  prescribe  abortion  medications  from  their  home,              
included  a  woman’s  home  as  a  “registered  place”  where  abortions  can  be  carried  out,  and                 
allowed  the  self-administration  of  mifepristone  as  well  as  misoprostol.  These  regulations  applied              
only  to  pregnancies  where  the  gestation  has  not  exceeded  nine  weeks  and  six  days.  The  Welsh                  
Government   published    similar   regulations    on   31   March.     
  

The  Scottish  government   published  new  regulations  on  31  March  that  allowed  the  home  use  of                 
mifepristone  and  misoprostol  without  defining  a  gestational  limit  (although  associated  clinical             
guidelines  recommend  a  limit  of  11  weeks  and  six  days).   RCOG  guidelines  say  that  “where  a                  
gestational  limit  is  not  defined  by  law,  healthcare  professionals  may  judge  when  an  early                
medical   abortion   at   home   is   appropriate.”   
  

In  all  three  nations  it  is  still  a  legal  requirement  (stipulated  by  the  1967  Act,   section  1(1) )  that  two                     
registered  medical  practitioners  authorise  the  abortion  by  signing  an   HSA1  form .  This  process  is                
necessary  only  to  satisfy  legal  requirements  and  is  entirely  separate  from  the  process  of   gaining                 
valid   consent .     
  

   

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/876740/30032020_The_Abortion_Act_1967_-_Approval_of_a_Class_of_Places.pdf
https://gov.wales/sites/default/files/publications/2020-04/approval-of-a-class-of-place-for-treatment-for-the-termination-of-pregnancy-wales-2020.pdf
https://www.sehd.scot.nhs.uk/cmo/CMO(2020)09.pdf
https://www.rcog.org.uk/globalassets/documents/guidelines/2020-07-31-coronavirus-covid-19-infection-and-abortion-care.pdf
https://www.legislation.gov.uk/ukpga/1967/87/section/1
https://www.bpas.org/media/1197/hsa1-form.pdf
https://www.bpas.org/media/2080/consent-and-decision-making.pdf
https://www.bpas.org/media/2080/consent-and-decision-making.pdf


3   /   Key   issues   
  

3.1   /   Is   abortion   an   essential   service?     
  

Abortion  is  a   core  part  of  sexual  and  reproductive  healthcare ,  and  has  been  defined  as  an                  
essential  “emergency”  service  by  the   RCOG  prioritisation  framework  and  the   Federation  of              
Surgical  Specialty  Associations .  At  a  time  when  elective  procedures  are  being  cancelled  and  the                
NHS  is  under  increasing  pressure,  it  is  imperative  that  timely  access  to  abortion  services                
continues   as   at    abortion   is   safer   when   performed   at   earlier   gestations .   

  
3.2   /   Safety   
  

Abortion  is  a  common  and  safe  procedure:  one  in  three  women  of  reproductive  age  will  have  an                   
abortion,   and   when   performed   in   line   with   best   practice   it   is   safer   than   childbirth.     
  

Telemedicine  services  have  been  previously  shown  to  be  as  safe  as  in-person  abortion  care:  a                 
systematic  review  from  2019  concluded  that  “rates  of  complete  abortion,  continuing  pregnancy,              
hospitalization,  and  blood  transfusion  after  abortion  through  [telemedicine  under  ten  weeks             
gestation]  were  at  similar  levels  to  those  reported  after  in-person  abortion  care  in  the  published                 
literature”.  For  this  reason,  telemedicine  as  a  new  model  of  service  provision  has  been  a  key                  
campaigning   message   for   Doctors   for   Choice   UK   and   other   organisations   for   many   years.     
  

A   recent  national  cohort  study  compared,  amongst  other  things,  the  safety  of  medical  abortion                
before  and  after  the  introduction  of  telemedicine  services;  the  study  included  52,142  abortions              
(85%  of  all  abortions  provided  in  England  and  Wales  during  the  study  period)  and  found  that                  
there  was  “no  difference  in  success  rates”  between  abortions  provided  via  telemedicine  services               
and  those  provided  in-person  with  routine  ultrasound  scanning,  nor  was  there  a  difference  in  the                 
prevalence   of   serious   adverse   events.     

  
3.3   /   Ultrasound   scanning   

  
Routine  pre-abortion  ultrasound  scanning  is  not  recommended  by  multiple  national  and             
international   bodies   (NICE,   RCOG,   ACOG,   WHO).     
  

Ultrasound  scanning  in  abortion  care  can  be  used  for  gestational  assessment  and  the  detection                
of  ectopic  or  molar  pregnancies,  and  so  some  service  providers  were  nervous  of  dropping  this                 
element  of  the  routine  abortion  care  pathway  for  fear  of  either  providing  an  abortion  to  those  at  a                    
later   gestation   than   anticipated   or   to   those   with   an   ectopic   pregnancy.   
  

Gestational   assessment   
There  is   evidence  that  women  are  accurate  in  reporting  the  date  of  their  LMP,  and  that  it  is  safe                     
to  use  the  date  of  the  woman’s  last  menstrual  period  (LMP)  to  determine  eligibility  for  early                  
medical  abortions.  In  the  instance  that  a  provider  authorises  an  abortion  to  a  woman  at  a  later                   

https://www.who.int/reproductivehealth/publications/unsafe_abortion/9789241548434/en/
https://www.rcog.org.uk/globalassets/documents/guidelines/2020-05-29-restoration-and-recovery---priorities-for-obstetrics-and-gynaecology.pdf
https://fssa.org.uk/_userfiles/pages/files/covid19/prioritisation_master_260620amended.pdf
https://fssa.org.uk/_userfiles/pages/files/covid19/prioritisation_master_260620amended.pdf
https://www.rcog.org.uk/globalassets/documents/guidelines/best-practice-papers/best-practice-paper-2.pdf
https://obgyn.onlinelibrary.wiley.com/doi/full/10.1111/1471-0528.15684
https://doi.org/10.1101/2020.12.06.20244921
https://obgyn.onlinelibrary.wiley.com/doi/epdf/10.1111/j.1471-0528.2010.02753.x


gestation  that  anticipated,  it  would  not  be  in  contravention  of  the  new  regulations  in  England  and                  
Wales  (as  long  as  the  provider  acted  in  good  faith)  or  in  Scotland  (there  is  no  gestational  limit                    
specified  in  their  new  regulations).  Furthermore,  medical  management  of  abortions  is  still              
effective  at  later  gestations  than  currently  allowed  by  regulations:  there  is  evidence  that  a                
medical  regimen  is  effective  at   9-13  weeks’  gestation ,  and  at   13-20  weeks’  gestation ;  the  overall                 
success  rate  of  self-managed  abortions  at  more  than  12-24  weeks’  gestation  is   93% ,  with  an                 
efficacy  and  safety  profile  similar  to  earlier  gestations  ( ref ).  Consideration,  of  course,  should  be                
given  to  the  emotional  wellbeing  of  women  who  would  end  pregnancies  that  were  later  than                 
expected.   
  

Ectopic   pregnancies   
The  RCOG  COVID  guidelines  recommend  that  women  should  have  an  ultrasound  scan  only  if                
the  woman  is  unable  to  provide  a  known  date  of  conception  or  LMP,  or  if  they  have  risk  factors                     
or  symptoms  of  ectopic  pregnancy.  They  recommend  this  for  the  following  reasons:  firstly,  the                
routine  screening  of  symptom-free  women  is   associated  with  a  high  rate  of  false  positives  when                 
the  prevalence  is  low,  as  is   the  case  in  abortion-seeking  populations ;  secondly,  ultrasound  is  of                 
low  sensitivity  for  exclusion  of  ectopic  pregnancy  at  earlier  gestations  (presentation  at  earlier               
gestations  is  one  of  the  successes  of  the  new  telemedicine  pathway,  as  discussed  later);  lastly,                 
taking  a  symptom-based  approach  and  scanning  only  when  indicated  is  in  line  with  the   NICE                 
guidelines   for   the   management   of   ectopic   pregnancies .   

  
3.4   /   Safeguarding   

  
Initial  concerns  about  the  impact  of  telemedicine  on  safeguarding  have  proved  to  be  unfounded.                
Independent  providers  report  the  same  rate  of  detection  of  safeguarding  issues  before  and  after                
the  introduction  of  telemedicine.  Furthermore,  it’s  been  suggested  by  providers  that  better              
privacy   at   home   enables   women   and   pregnant   people   to   talk   more   freely.   
  
  
  

   

https://www-sciencedirect-com.knowledge.idm.oclc.org/science/article/pii/S0010782404003245
https://academic-oup-com.knowledge.idm.oclc.org/humrep/article/20/8/2348/618559
https://www.nejm.org/doi/10.1056/NEJMra1908412
https://www.contraceptionjournal.org/article/S0010-7824(20)30108-6/pdf
https://obgyn-onlinelibrary-wiley-com.knowledge.idm.oclc.org/doi/full/10.1034/j.1600-0412.2002.810713.x
https://www-sciencedirect-com.knowledge.idm.oclc.org/science/article/pii/S0002937897704101
http://www.nice.org.uk/guidance/ng126
http://www.nice.org.uk/guidance/ng126


4   /   The   impact   of   telemedicine     
  

4.1   /   Remote   provision   
  

Data  published  by  the  UK  government  show  that  between  January  2020  and  June  2020  there                 
were  109,836  abortions  in  England  and  Wales.  Publically  available  data  from  the  RCOG  (which                
collates  data  from  independent  sector  providers,  who  provide  about  75%  of  abortions  in  the                
UK),  show  that  87%  of  abortions  are  early  medical  abortions  (EMA)  and  68%  of  EMAs  are                  
conducted   remotely   through   telemedicine.     

  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  

4.2   /   Gestation   
  

The  average  gestation  at  the  time  of  the  abortion  procedure  has  steadily  and  significantly                
reduced  since  new  regulations  allowed  home-use  of  both  abortion  medications  and  service              
providers  started  to  roll  out  their  telemedicine  services.  The  average  gestation  before  the               
pandemic   was   8.11   weeks,   which   has   dropped   to   6.70   weeks   as   of   8   June   2020.     
  
  
  
  
  
  
  
  
  
  
  

https://www.gov.uk/government/publications/abortion-statistics-during-the-coronavirus-pandemic-january-to-june-2020/abortion-statistics-for-england-and-wales-during-the-covid-19-pandemic


  
4.3   /   Waiting   times     

  
The  average  waiting  time  for  an  abortion  has  halved  during  the  time  of  data  collection,  reducing                  
to  4.5  days.  The  NICE  recommendations  suggest  a  waiting  time  of  one  week  between  request                 
and   assessment   and   another   week   between   assessment   and   procedure.     

  
4.3   /   Improved   access   
  

In  2019,  NICE  stated  that  improving  access  to  abortion  services  was  a  key  priority:   their                 
systematic  review  found  that,  amongst  other  things,  remote  services,  community  services,  and              
reduced  waiting  times  should  improve  the  sustainability  of  and  access  to  abortion  services,  most                
likely  for  those  in  vulnerable  groups.  As  a  result,  NICE  guidelines  recommend  utilising               
telemedicine   as   a   way   of   improving   access.    
  

Despite  the  presence  of  safe  and  legal  services  provided  by  the  NHS  and  other  independent                 
providers,  these  services  are  not  universally  available;   research  has  shown  that  some  women               
can  face  multiple  barriers  in  accessing  abortion  services.  These  women  however  are  likely  to                
benefit  from  the  increased  flexibility  and  autonomy  provided  by  telemedicine  services.  One  good               
indicator  of  the  accessibility  of  the  new  telemedicine  model  is  the  number  of  women  accessing                 
alternative  (and  illegal)  sources  of  abortion  provision,  such  as  Women  on  Web.  A   recent                
analysis  of  the  demand  for  self-managed  abortion  telemedicne  services  in  eight  European              
countries  showed  that  in  Great  Britain  there  was  an  88%  decrease  in  the  demand  for  such                  
services;  it  was  the  only  country  to  experience  a  decline,  with  others  either  experiencing  no                 
change  in  demand  (two  countries)  or  a  huge  increase  in  demand  (five  countries)  for  these                 
alternative  sources  of  abortion  provision.  Retaining  telemedicine  services,  with  the  support  of              

https://doi.org/10.1093/humupd/dmaa026
https://doi.org/10.1093/humupd/dmaa026
https://ajph.aphapublications.org/doi/10.2105/AJPH.2019.305369
https://doi.org/10.1101/2020.09.15.20195222
https://doi.org/10.1101/2020.09.15.20195222


NHS  services  or  independent  service  providers,  is  therefore  likely  to  reduce  the  number  of                
women  who  feel  the  need  to  access  these  alternative  (and,  under  current  UK  regulations,                
illegal)   services.   
  

4.4   /   Acceptability     
  

Data  from  MSI  Reproductive  Choices  UK  shows  that  overall  98.2%  of  those  who  responded  to                 
satisfaction  surveys  reported  that  their  experience  was  either  “very  good”  or  “good”.  Other  key                
points   from   their   data:   

● 95.3%  felt  that  they  could  talk  privately  (none  reported  that  they  could   not   report                
privately)   

● 99.3%   felt   that   they   have   the   opportunity   to   ask   questions   
● 92.4%  felt  they  “definitely”  had  enough  information  to  manage  their  own  abortion,  with  a                

further   5.5%   reporting   they   had   “somewhat”   enough   
● 83.3%    would   not    have   preferred   a   face-to-face   service     
● 66.3%  expressed  a  preference  for  a  future  telemedicine  service  if  there  were  no               

COVID-19   
  

Data   from   BPAS    shows   that:   
● Overall,  96.9%  of  respondents  were  either  “very  satisfied”  or  “satisfied”  with  a              

telemedicine   service   
● Most  (78.4%)  would  opt  for  a  telephone  consultation,  medical  abortion  with  home  use  of                

mifepristone   and   misoprostol   (77.8%),   and   receipt   of   medications   by   mail   (68.9%).   
  

It  is  clear,  therefore,  the  patients  report  high  levels  of  satisfaction  with  telemedicine  services,  as                 
well  as  confidence  that  they  have  enough  information  to  have  abortions  in  their  own  homes  and                  
on  their  own  terms.  It  should  be  noted,  however,  that  there  is  a  significant  minority  of  women                   
who  would  in  future  prefer  to  have  at  least  some  face-to-face  interaction;  this  means  that                 
telemedicines  services  should  be  integrated  into,  and  should  not  replace,  existing  in-person              
services.     
  
  
  
  
  
  
  
  
  

   

https://doi.org/10.1101/2020.11.11.20229377
https://authorea.com/doi/full/10.22541/au.160691768.87050587


5   /   Conclusion     
  

The  COVID  pandemic  necessitated  a  new  way  of  delivering  aborton  care.  The  temporary               
regulatory  changes  allowed  abortion  providers  to  develop  services  that  include  remote             
consultation  and  self-administration  of  abortion  medications.  These  changes  have  enabled            
women  and  pregnant  people  to  access  ar  and  quicker  to  access  and  safer  ,  more  and  quickly                   
making  abortions  safer  and  to  access  abortion  more  safely  by  reducing  the  average  gestation  at                 
the   time   of   procedure.   
  

It  is  clear,  therefore,  that  the  only  rationale  for  revoking  these  changes  would  be  to  restrict                  
access  to  abortion:  to  revert  back  to  a  pre-pandemic  model  of  provision  would  hinder  the                 
delivery   of   what   has   been   proven   to   be   more   acceptable   and   accessible   care.   

   



6   /   Beyond   the   pandemic   
  

The  regulatory  changes  outlined  above  are  only  temporary.  The  Scottish  government  has              
recently  opened   its  consultation  into  future  arrangements  for  early  medical  abortion  at  home,               
and  the  UK  government  is  likely  to  open  its  own  consultation  soon.  A  detailed  briefing  of  key                   
points  to  make  for  each  consultation  question  will  be  sent  around  to  members  soon.  In                 
summary,  however,  the  main  message  is:  telemedicine  has  allowed  more  equitable  access  to               
abortion  care  more  quickly  and  more  safely  in  a  way  that  is  more  acceptable  to  women,                  
although  further  improvements  can  be  made  (e.g.  removal  of  need  for  two  doctors’  signatures,                
opening   up   workforce   to   nurses   and   midwives,   removal   of   gestational   limits).     

  
The  efforts  of  DfCUK  should  now  focus  on  ensuring  that  telemedicine  moves  from  being  an                 
interim  measure  in  unprecedented  circumstances  to  a  permanent  feature  of  abortion  care  in  a                
post-COVID  landscape.  Telemedicine,  as  it  has  been  developed  most  recently,  has  clearly              
shifted  the  campaigning  goals  of  pro-choice  groups,  but  we  should  go  further:  to  radically  reset                 
future  reform  goals,  any  interventions  aiming  to  bring  women  into  formal  healthcare  settings  that                
are  governed  by  laws  and  policies  that  dictate  the  legality  of  and  terms  of  access  to  abortion                   
care  must  be  dropped.  Our  core  message  must  remain  that  restrictive,  punitive,  and               
unnecessary  laws   “marginalise  people,  create  vulnerability,  and  impose  disadvantage  in            
accessing  safe  abortion  care” .  Telemedicine  is  a  welcome  step  in  the  right  direction,  but  only                 
decriminalisation,  and  efforts  to  destabilise  power  dynamics  of  care  more  broadly,  can  facilitate               
access   to   safe   and   dignified   abortion   care   to   all   those   who   need   it.   
  

https://eur01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.gov.scot%2Fpublications%2Fconsultation-future-arrangements-early-medical-abortion-home%2F&data=02%7C01%7C%7Cc576626bad464dc0ab9a08d8664c116a%7C1faf88fea9984c5b93c9210a11d9a5c2%7C0%7C0%7C637371824174740368&sdata=wQVAEgrgoOeTVL8ARyHT1dazNfjitOiYje8revzYuLI%3D&reserved=0
https://www.tandfonline.com/doi/pdf/10.1080/09688080.2018.1511769?needAccess=true
https://www.tandfonline.com/doi/pdf/10.1080/09688080.2018.1511769?needAccess=true

